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Executive Summary
Introduction
A Joint Strategic Needs Assessment (JSNA) provides a comprehensive picture of the current and
future health and wellbeing of the local population. The JSNA:
Provides a common view of health and care needs for the local community including
identifying inequalities in health
Documents current service provision
Identifies gaps in health and care services, identifying unmet needs
Details evidence of effectiveness for different health and care interventions
Draws on a wide range of quantitative and qualitative data, including service user views
Is concerned with wider social factors that have an impact on people’s health and wellbeing,
such as housing, poverty and employment.
The JSNA is used by health and social care organisations as an evidence base for commissioning
and developing services. It is also used by other organisations, including the voluntary and
community sector, to plan services that meet the needs of the local population. Under the Health
and Social Care Act (2012), the Health and Wellbeing Board (HWB) has a statutory responsibility to
prepare a Joint Strategic Needs Assessment (JSNA). The priorities identified from the JSNA are
used to inform the Joint Health and Wellbeing Strategy. The production of the South
Gloucestershire JSNA is overseen by a steering group containing representatives from the CCG,
local authority and community and voluntary sector. By taking this collaborative approach, local
partners are clear of the ways in which they can work together to improve health and wellbeing
and to reduce inequalities in the local population.

Purpose of this refresh
The JSNA in South Gloucestershire has been published on a three yearly cycle. To date the JSNA
has been published in 2010 and 2013. The 2016 JSNA is a refresh of the previous version and has
adopted the same format. This executive summary summarises the main findings from the full
JSNA which has over 30 detailed chapters. These are grouped into five main sections. This report
identifies a number of ‘Priority Challenges –these are a combination of indicators where South
Gloucestershire performs poorly and strategic actions required to improve health.

Further details
The full chapters and updates can be found on the JSNA website.
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Population and Place
Key findings
South Gloucestershire is predominately rural although most of the population live in the urban
areas. The South Gloucestershire population has grown over the past decade by 10% and is
projected to rise by a further 17% by 2037. The biggest increases will be in the older age
groups. At least 30,000 new homes are planned to be built by 2036 in South Gloucestershire.
The level of deprivation in South Gloucestershire is generally very low with the majority of areas
being among the least deprived nationally. However pockets of overall deprivation exist, and
deprivation related to access to services and education add complexity to the picture.
South Gloucestershire is a relatively affluent area in the South West of England. In 2014, the Office
of National Statistics (ONS) estimated there were 271,600 people living in South Gloucestershire.
Although the majority of the land in South Gloucestershire is rural, most people live in urban areas
with 60% living in the Bristol ‘fringe’, 20% around Yate and 20% in more rural areas. The
proportion of 0-15 year olds is 17.4%, slightly lower than the England average of 17.8%. South
Gloucestershire has a broadly similar proportion of people at working age (63.3%) compared to
England (63.5%). Older people aged over 65 make up 17.6% of the population compared to
18.2% for England. The dispersal of the older and young populations in South Gloucestershire is
not evenly distributed, with the highest proportion of 0-15’s in Bradley Stoke South (8.9%) and
over 65s in Westerleigh, Severn (30%). The population of South Gloucestershire has increased by
nearly 10% since 2002. In terms of numbers, most growth was seen in those aged 45-49, a rise of
5,471 people accounting for a 32.1% increase, followed by 65-69 year olds (4,225 people, 37.5%
increase) and 20-24 year olds (3,743 people, 29.5% increase) with the over 85’s increasing by
2,012 in number but by 75% in terms of proportional increase. The main driver for population
growth in recent years has been natural change (more births than deaths), and inward migration.
The number of babies born to a resident of South Gloucestershire rose from approximately 2,600
in 2003 to a peak of 3,400 in 2012 – an increase of over 30%. The baby boom has started to
show signs of decline with the number of resident births falling between 2012 and 2014. In the
period to 2037, there is projected to be a 6% increase in births. ONS population projections
suggest the population is set to rise further to 318,400 in 2037, a rise of 17% from 2014 and
slightly higher than the England average of 16%. The biggest increase will be seen in those aged
65 and over, with a 69% increase in this age group and a 184% in those aged over 85’s. These
ONS projections do not take into account planned housing developments which will likely swell the
population further. The West of England[1] area as a whole needs at least 85,000 new homes by
2036, as well as transport and other infrastructure to maintain its current prosperity and support
growth. At least 30,000 of these new homes are likely to be planned to be built in South
Gloucestershire.
Particular populations (including protected characteristics)
South Gloucestershire has a large student population, with 27,000 students attending the
University of the West of England – the largest provider of higher education in the South West.
South Gloucestershire has three prisons and one secure children’s home. The black and minority
ethnic (BME) population of South Gloucestershire was 2.4% in 2001[2]. By 2011 this had risen to
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5.0% but remains substantially lower than the national average of 14%. The BME population is
typically younger than the White British population. The White Gypsy or Traveller population is
approximately 0.1%, the same percentage as both England and the South West. There are no
reliable local sources of data on the lesbian, gay and bisexual population. Based on national data,
5-7% of the population are lesbian, gay or bisexual, equating to approximately 16,300 people in
South Gloucestershire. Around 1,330 –2,210 people have some degree of gender variance. At the
time of the 2011 census, the majority of South Gloucestershire residents described themselves as
Christian (60%). Over a third of the population did not disclose their religion or stated they had no
religion. Approximately half (51.9%) the adult population described themselves as married, a
decrease from 57.8% recorded in the 2001 census. According to the 2011 census, 18% of people
aged over 16 have a long-term health problem or disability, lower than the England average of
21%. Based on the 2011 census figures it is estimated that there are currently approximately
22,500 people aged 65 or over with a limiting long term illness that limits their day to day activities,
this figure is predicted to rise to 33,400 by 2030. Later sections provide further details some
specific populations, including offenders, gypsy and travellers, and people with long term
conditions.
Deprivation
South Gloucestershire is, on the whole, a relatively affluent area with pockets of deprivation. Based
on the Index of Multiple Deprivation (IMD) for 2015 only 16% of local authority areas in England are
estimated to be more affluent than South Gloucestershire. Nearly 68% of the local population are
among the 40% most affluent neighbourhoods in the country while 30% population are in the 10%
most affluent. Only 11.5% live in the 40% most deprived neighbourhoods in the country. There are
considerable differences locally depending on the type of deprivation measured. In terms of
income deprivation, 18% of South Gloucestershire’s population live in the 40% most deprived
neighbourhoods nationally. For other types of deprivation the figures are: deprivation affecting
children – 23%; deprivation affecting older people - 11%; education and skills -33%; and physical
access to services – 50%. The low figure for access to services reflects in part the semi-rural
nature of the area. Areas with the most deprivation are Staple Hill, Kings Chase, Patchway and
Parkway. [1] The West of England is the area covered by the four Unitary Authority Areas of Bath &
North East Somerset, Bristol, North Somerset and South Gloucestershire. [2] BME is defined as
those with an ethnic origin other than white

Overview of health
Key findings
Overall health in South Gloucestershire is good and has been improving. Life expectancy is higher than the national
average and has been rising. Mortality rates for most diseases, including cancer and heart disease, are below the
national average and have fallen over the last decade.
Those living in deprived areas continue to experience comparatively poor heath, with a life expectancy gap of 6.3
years for men and 5.1 for women between the 10% most affluent and least affluent areas within South
Gloucestershire. Inequalities in life expectancy have increased over the last decade for women and there has been
little change for men.
There has been little change over time or deteriorating trends in some areas. This includes an increasing suicide rate;
no substantial change in mortality from liver disease, excess winter deaths and hip fractures; a halt in the decline of
premature deaths from cancer and heart disease; rising rates of obesity, diabetes and preventable sight loss; and
rising rates of admissions for self-harm and mental health conditions in children and young people.
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In the UK the greatest burden of disease comes from cancer, heart disease, stroke, respiratory
illness, and liver disease. Liver disease mortality is rising in the UK compared with other countries.
The major causes of disability are mental and behavioural illness, substance misuse (drug and
alcohol) and musculoskeletal disorders. Life expectancy in South Gloucestershire has been
increasing and is higher than the national average. In 2011/13, life expectancy for men was 81.2
years compared to 79.4 years for England, and for women 84.5 years compared to 82.2 years for
England. Healthy life expectancy (years spent in good health) is 67.8 for men and 66.8 for women,
higher than the England average. However there are considerable differences in health between
different groups with those living in deprived areas experiencing worse outcomes. Men in the 10%
most deprived areas in South Gloucestershire live on average 6.3 years fewer than those in the
10% least deprived, and in women the gap is 5.1 years (2011/13). The conditions that contribute
most to the gap in life expectancy are cancer in men (27%) and respiratory disease in women
(28%). Many premature deaths before the age of 75 are avoidable, so there is a need to continually
focus on reducing these deaths, particularly in the deprived areas. South Gloucestershire has one
of the lowest rates of premature mortality in England for cancer, lung cancer, heart disease, stroke,
lung disease and liver disease. Early deaths from cancer, heart disease and stroke have fallen over
the last decade and rates remain below the national average. The top cause of premature deaths
is cancer for women (42%) and men (42%). Coronary heart disease and cardiovascular disease are
also major causes of death. Health outcomes are consistently worse in deprived areas, with
premature mortality and lung cancer rates almost twice as high in the 20% least affluent areas
compared to the 20% most affluent. Outcomes are also consistently worse in Priority
Neighbourhoods.

Changes over time
Examination of the Public Health Outcomes Framework and Child Health Profiles has identified key
trends in the health of South Gloucestershire over time.
Improved over time
The majority of child and adult health indicators have improved over time. Key improvements
include:
Infant mortality rates have almost halved in the last decade.
Year on year reduction in deaths from causes considered preventable, with rates falling by
25% over the last decade.
Reduction over the last decade in the rate of premature deaths in those under the age of 75,
including a 45% reduction in cardiovascular disease and a 16% reduction in cancer.
Increase in life expectancy in for both males and female – with an increase of 2.5 years for
both men and women over the last decade.
A significant decline in many of the risk factors adversely affecting health including smoking,
teenage conceptions, breastfeeding and violence.
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Little change over time
Over the last decade there has been little change in the gap in inequalities in life expectancy
in men between the 10% most deprived and 10% least deprived. Earlier in the decade the
gap slightly narrowed but in recent years the gap has widened.
Mortality rates from liver disease, excess winter deaths and hospital admissions for hip
fractures in the over 65’s have remain unchanged for several years.
Despite earlier declines, in recent years there has been little change in mortality rates in the
under 75’s from cardiovascular diseases and deaths from cancer considered preventable.
Although much lower than the national average, levels of poverty in children aged under 20
have been static for the last 8 years.
Little change in the rate of people killed or seriously injured on England’s roads and
childhood injuries for those aged 0-14 although rates are consistently better than England.
Limited change in the rate of childhood obesity although there are signs of recent
improvement in year 6 children.
Indication of worsening trends
There has been a trend towards an increasing gap in inequalities in life expectancy between
the 10% most deprived and 10% least deprived for women over the last decade.
Over the last decade, rates of suicide have gradually risen in South Gloucestershire –
historically they were significantly lower than England. Now rates are similar.
There is some indication of an increasing premature mortality rate due to respiratory disease
in recent years.
The rate of recorded diabetes has increased consistently over recent years.
An increasing numbers of people are diagnosed with preventable sight loss from conditions
such as age related macular degeneration.
In children, there has been an increase in hospital admissions for self-harm and mental health
conditions in recent years.

Wider determinants
Key findings
South Gloucestershire benefits from a strong economy, low rates of unemployment and crime and a
wide range of assets including physical buildings such as community centres and green spaces,
cultural activities, strong community networks and a voluntary sector.
A key challenge for South Gloucestershire is the low educational performance at GCSE, particularly for
children living in poverty, looked after children and those with disabilities. Poor quality housing
continues to contribute to ill health and excess winter deaths. Fuel poverty has grown due to higher
fuel costs. Homelessness has risen in the last year. Some areas and populations within South
Gloucestershire have persistently high rates of unemployment, crime, and domestic violence.
The planned development of 85,000 homes across the West of England provides an opportunity to
ensure a design of environments that improve health and reduce inequalities, provide affordable
housing, and meet the needs of older people and other specialist groups.
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A number of factors determine a person’s health and wellbeing including their employment,
housing, environment and education. Understanding these issues are key to improving the health
and wellbeing of the population and reducing health inequalities.

Housing
Access to suitable housing options is essential. Unsuitable housing contributes to health
inequalities and social exclusion and delays hospital discharge; suitable housing can prevent or
reduce health and social care and support needs. Poor quality housing increases the risk of a
range of conditions including injuries and falls, respiratory diseases, poor mental health, heart
disease and stroke. With high house prices and increasing rents, affordability continues to be an
issue. In 2014 the average house price in South Gloucestershire was £230,099. This is 8.0 times
average pay. In 2014/15, 182 households were homeless – a 35% increase from the previous
year. More than one in five private homes does not meet the ‘Decent Homes Standard’ – they
contain significant hazards, most of which relate to excess cold or potential for residents to fall. In
2013 9.1% of South Gloucestershire households were in fuel poverty compared to 11.5% in the
South West. Cold in the winter months is a particular hazard for older people and is highly likely to
contribute to the regularly observed excess of deaths amongst older people during winter,
compared with the rest of the year. The extent of this varies from year to year. In 2006 - 2009 this
excess was 16.4% and in 2007 to 2010 it was 17.5% in South Gloucestershire. There is a
shortage of some specialist housing provision in South Gloucestershire for people with dementia
and challenging behaviour, Gypsy and Traveller pitches, and large family homes in the social
sector. As the population ages, provision of specialist housing needs to be considered alongside
support and care needs.

Education
Whilst South Gloucestershire pupils generally do well in the earlier stages of education,
performance deteriorates as children get older. Performance is particularly poor for GCSE exams.
In 2015, 52% of South Gloucestershire children achieved 5+ A*-C (including England and Maths)
at GCSE compared to 56% for England average. Performance has declined over time. Fewer
young people age 18 entered higher education - 31.1% locally compared to 34.2% in England.
The gap between the attainment of poor pupils and other pupils in South Gloucestershire starts at
the ‘early years’ stage and increases as children progress through school. At each stage of
education, the gap in attainment between poor pupils and other pupils is wider within South
Gloucestershire than within the South West and England as a whole.

Economy, skills and employment
Nationally the economic position remains challenging and South Gloucestershire is not immune to
these challenges. However, the local economy is relatively strong compared with the regional and
national picture. South Gloucestershire performs well in our local economic indicators. The
employment rate in the second quarter of 2015/16 was 80.7% which is an increase of 1.8
percentage points on the same point in the previous year. This keeps South Gloucestershire firmly
amongst the top performing authorities in the country. Employment rates are high and
unemployment also remains low at 3.9% compared to 6.4% nationally. The rate of Jobseeker’s
Allowance (JSA) claimants is 0.9%, which is lower than the England rate of 1.5%. Rates of
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claimants for JSA are higher than the national average in Staple Hill, Kings Chase and Patchway.

Climate change
Climate change has been described as the great threat to human health in the 21st Century. The
overall health effects of a changing climate are likely to be overwhelmingly negative, with hotter
drier summers alongside more extreme weather events with floods, storms and heat waves of
greater severity and frequency. Likely health impacts include higher deaths from cardiovascular
and respiratory disease, increase of food-borne diseases, and rising food prices. Communities
who are disadvantaged, older people and low income families are likely to suffer the most from
increased costs. CO2 is not the only greenhouse gas but it accounts for about 83% of greenhouse
gas emissions in South Gloucestershire. In 2012, South Gloucestershire produced 5.9 tonnes per
person, slightly lower than the national average of 6.2 tonnes. Emissions have fallen over the last 7
years. In 2012, 41% of emissions came from industry, 35% from domestic sources, and 25% from
road transport. The combined NHS, Public Health and social care system accounted for over a
third (38%) of public sector emissions in England in 2012, and approximately 3.6% of total
emissions in England.

Healthy built environment and transport
The Environment includes both the physical (natural) environment and the constructed (built)
environment. The concept of ‘place’ is increasingly being recognised as essential for people’s
health and wellbeing, together with the recognition that the neighbourhoods which are currently
being planned and constructed, will have an impact on the health and wellbeing of future
generations. Transport has direct and indirect impacts on health through transport-related
accidents, active travel (cycling and walking), air quality and access to a range of services. Walking
and cycling rates have increased, with 48% of adults walking at least 10 minutes per day 5 times a
week. The whole population is affected by the quality of the air they breathe, with most pollution
caused by emissions from road traffic increasing risk of respiratory diseases. Levels of noise and
air pollution are similar to the England average although there are considerable differences
between areas. Levels of air pollution are particularly high in Kingswood, Staple Hill and Cribbs
Causeway.

Crime and anti-social behaviour
Crime, anti-social behaviour and fear of crime can have a significant impact on the health and
wellbeing of individuals and the community. Victims of crime often suffer from a wide range of
physical and mental health problems including injury, disability and mental illness. In 2014/15 there
were 12,328 reported crimes, and a rate of 45.8 crimes per 1,000 population, lower than the
regional and national averages. In line with the national trend, the rate has fallen over the last
decade. Patterns of crime are closely linked to deprivation, with Kingswood the area of highest
crime. In 2014, antisocial behaviour increased for the first time in six years, with 8,724 reports with
reports highest in Yate and Kingswood. Within South Gloucestershire the fear of crime is greater
than the likelihood of actually being a victim. There are increasing concerns about vulnerable
victims with a rise in complex antisocial behaviour cases – around 30% of victims of crime are
assessed as vulnerable.
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Domestic abuse
Domestic abuse occurs across society but is higher in certain groups including young people,
pregnant women, the disabled, the mentally ill and people living in deprived areas. It is difficult to
assess the true level of need due to significant under-reporting of domestic abuse incidents. An
estimated 5,517 women and 3,801 men in South Gloucestershire are subject to domestic abuse.
In 2013/14 the police recorded 2,880 domestic abuse incidents and in 2014/15 they recorded 252
sexual offences. Rates of domestic and sexual abuse are below the England average. Domestic
abuse can have a profound and long lasting impact on children. In an online schools survey in
South Gloucestershire, 16% of pupils were subject to or had witnessed abuse, with 3% stating this
was quite often or on most days.

Assets
A health asset is defined as any factor or resource which enhances the ability of individuals,
communities and populations to maintain and sustain health and well-being. These assets can
operate at the level of the individual, family or community as protective and promoting factors to
buffer against life’s stresses. This includes physical assets such as schools, hospitals and sports
centres; cultural assets including libraries; and social and community groups and networks.
Provision of physical assets such as community and village halls is generally good. South
Gloucestershire benefits from a thriving community and voluntary sector although there are gaps in
provision around mental health and support for carers. Currently there is activity within the council
to map social and leisure activities and community groups across South Gloucestershire. The
project has collected information on over 650 groups and activities across South Gloucestershire –
including music, nature and gardening, keep active and social groups. An approach which is
embedded in the feedback from the residents and communities of South Gloucestershire, drawing
on their reflections of living in the area, its strengths, assets and challenges is an approach to be
developed through the life span of this JSNA.

Priority challenges – Wider determinants
1. Raise the overall attainment for education and skills, increasing aspiration whilst closing the
gap in achievement between the most disadvantaged groups – children living in poverty,
looked after children and those with disabilities.
2. Ensure the existing and future housing stock in South Gloucestershire is of a suitable
standard, available and affordable for those most in need with schemes in place to facilitate
easier discharge from hospital.
3. Ensure that local population intelligence and evidence about links between the built
environment and health are used to inform new development planned for South
Gloucestershire and the West of England over the next 20 years and ensure that this new
development contributes to improving our physical and mental health, and diminishing
inequalities in health.
4. Consider air and noise pollution as part of the new developments that are taking place as
well as in the areas identified where levels are high.
5. Reducing crime, anti-social behaviour and the fear of crime particularly for individuals and
communities where rates of crime, anti-social behaviour or the fear of crime are
disproportionately high.
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6. Reducing alcohol misuse and related crime.
7. Develop a community assets model that supports individuals to maintain independence and
improve their health and wellbeing.
8. Securing sustainable domestic abuse support services and addressing areas of unmet need.

Children and Young People
Key Messages – Children and Young People
Overall the health of children and young people in South Gloucestershire is good and has been
improving. Infant mortality and teenage pregnancy rates are among the lowest in the South
West. However in certain areas outcomes are either similar or worse than the England average –
these include GCSEs results, levels of smoking, hospital admissions for self-harm and mental
health, mortality in those aged of 1-19, and first time entrants to the criminal justice system.
There are significant inequalities in children’s health and educational outcomes. Outcomes for
children living in poverty, young carers, looked after children, care leavers and young offenders
are worse than the South Gloucestershire average. Educational outcomes for children living in
poverty compare poorly against the national average. A consistent theme is the need to
improve outcomes of children experiencing multiple disadvantage and chaotic or abusive
parenting.
It is crucial to ensure that our children, young people and their families experience a healthy start in
life with all the long term benefits this provides. They need to be able to make heathy lifestyle
choices and address any risky behaviours. Children and young people who are most vulnerable
and at highest risk of poor health need to access focused and targeted support.

Early Years
Rates of infant mortality have consistently fallen over the last decade. In 2011-13 there were 20
infant deaths in South Gloucestershire. The infant mortality rate was 2.1 per 1000, considerably
lower than the England rate of 4.0 per 1,000 and amongst the lowest in the South West.
Breastfeeding reduces the risk of babies acquiring a range of conditions including gastro-intestinal
and respiratory infections, and obesity in childhood and later life. The breastfeeding initiation rate in
South Gloucestershire was 77.1% in 2014/15, higher than the England average of 74.3%. There
has been little change in the initiation rate over time. At 6-8 weeks, the breastfeeding rate was
47.8% significantly higher than the England rate of 43.8%. There are significant variations in
breastfeeding rates within South Gloucestershire. Breastfeeding rates are lower in more deprived
areas and with the exception of Filton, breastfeeding rates are lower in the Priority Neighbourhoods
compared to South Gloucestershire as a whole. Smoking during pregnancy poses numerous
health risks to both the mother and the unborn child. Babies born to women who smoke during
pregnancy are around 40% more likely to die within the first four weeks of life than babies born to
non-smokers. In South Gloucestershire the proportion of women who smoke during pregnancy is
9.3%, the lowest in the South West.

9/885

www.southglos.gov.uk

Healthy lifestyle and risky behaviours
While most children in South Gloucestershire live healthy lifestyles, a considerable number are
engaged in risky behaviours with immediate and long term consequences for their health. An online
survey undertaken by around 6,000 children in South Gloucestershire schools in 2014/15 provides
a rich picture of the health issues of our children alongside routine data sources.
Smoking
Nationally some 80% of people who smoke started as teenagers and it can be presumed that this
will be the same for smokers who live in South Gloucestershire. The ‘What About YOUth’ (WAY)
survey released in 2014/15 showed that 9% of 15 year olds in South Gloucestershire were current
smokers, higher than the England average of 8.2%. The online schools survey indicates that rates
of smoking in Year 10 are significantly higher in those who are entitled to Free School Meals; 1 in
10 pupils who do not receive free school meals were smokers compared to 3 in 10 pupils receiving
free school meals.
Physical activity and obesity
Physical activity amongst children is an essential aspect of child development. Immediate health
benefits include reducing risk factors for obesity, improving motor skill development and social and
emotional health. Habits track from childhood to adulthood and long-term maintenance of physical
activity levels into later life can also impact on health. In children aged 2-15 years in England, 68%
of boys and 76% of girls do not meet the Chief Medical Officers’ physical activity
recommendations. In South Gloucestershire, the online pupil survey found that 66% had at least 4
hours of physical activity per week, the level of activity higher in secondary schools (74%)
compared to primary schools (63%). Obese children are more likely to be ill, be absent from
school, and to require more medical care than non-obese children. They are also more likely to
become obese adults, with a higher risk of disability, premature mortality and chronic ill health.
17.8% of reception age (4-5) children in South Gloucestershire were overweight or obese in
2014/15. This is lower than the South West and England averages. In year 6 children (age 10-11),
27.0% were overweight or obese. Again this figure is lower than the South West or England
average but means that by the age of 11 more than 1 in 4 of our children weigh more than is
healthy for them. Levels of childhood obesity have declined in recent years. Childhood obesity is
higher in more deprived areas.
Substance misuse
The reasons for problematic substance misuse (drugs and alcohol) are complex but for those
young people where there are additional vulnerabilities or painful and difficult family situations it can
become a way of managing feelings and coping with stress. The South Gloucestershire online
pupil survey found that 26% of secondary pupils in year 12 (age 16-17) reported that they drink
sometimes (monthly) or weekly. Of the pupils who drink, the percentage reporting getting drunk
regularly (weekly and daily) is 25%, similar to neighbouring counties. Alcohol consumption
increases with age and is higher in girls than boys. In the same age group, 9% have tried illegal
drugs and 22% had been offered illegal drugs. The percentage that reported that they had tried an
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illegal drug rose from 1.3% in year 8 to 13.3% in year 10 and 16.3% in year 12. Of those using
prescription drugs (pharming), opioid pain killers, sleeping pills, and anti-depressants were the
most common.
Injuries
Injuries are a leading cause of hospitalisation and represent a major cause of premature mortality
for children and young people. Emergency hospital admission rates due to injury are around 60%
higher in the most deprived communities when compared to the least deprived. Hospital admission
rates for those aged 0-15 have fluctuated over recent years but rates for those aged 0-4 have
risen.
Oral health
Tooth decay is still the most common chronic childhood disease. Overall the oral health of children
in South Gloucestershire is good, with low levels of tooth decay in 5 and 12 year old children.
Sexual health
The rate of teenage conceptions in South Gloucestershire are now lower than all other areas in the
South West and have fallen consistently over the last decade. Rates of sexually transmitted
infections continue to be highest in young people, peaking in those aged 15-24. Termination of
pregnancy rates are also highest in this age group.

Children at high risk of poor health
Some groups of children and young people are at increased risk of ill health. These include those
growing up in poverty, experiencing domestic abuse, looked after children and care leavers, young
carers, young offenders and children with a disability.
Children living in poverty
Children who grow up in poverty are four times as likely to become poor adults becoming the
parents of the next generation of children living in poverty. A child growing up in poverty also has a
greater likelihood of experiencing health problems from birth and of accumulating physical and
mental health problems throughout life. There are more than 6,000 children living in poverty in
South Gloucestershire, two thirds of whom live outside the priority neighbourhoods. South
Gloucestershire has a lower percentage of children living in low income families (10.5%) than the
South West (14.2%) or England (18.0%). Rates are highest in Patchway and Kings Chase with one
in five children living in poverty. There has been no change in the percentage of children aged
under 20 living in poverty over the last eight years although the actual numbers have increased –
5,970 in 2006 and 6,265 in 2012.
Looked-after children
Looked-after children have an increased vulnerability for emotional and mental health difficulties.
11/885

www.southglos.gov.uk

The reasons are often multiple and complex, and can include antenatal exposure to toxins, stress
from domestic violence, and subsequent experience of neglect, harm and distress. There were
178 looked after children in South Gloucestershire in 2014-15. Educational outcomes are poor,
with no child gaining 5+ GCSEs A-C (including English and Maths) in either 2014 or 2015.
Improving outcomes for care leavers is a key priority. Too many leave care with poor educational
attainment and end up long term unemployed. It is estimated that care leavers constitute 20% of
young homeless, 24% of the adult prison population, and 70% of sex workers. In South
Gloucestershire there were 167 care leavers eligible for a service in September 2015. A high
proportion of care leavers were housed in suitable accommodation. The proportion of care leavers
not employed, in education or training was 48% in 2014/15.
Young offenders
In 2014 there were 129 first entrants to the criminal justice system aged 10-17 in South
Gloucestershire. The local rate of first time entrants to the criminal justice system has been
consistently higher than the England average although rates have fallen over time. Vinney Green
Secure Unit is a Secure Children’s Home providing 24 places for children and young people from
across country on remand or detained. A recent study found significant health problems in the
children including high levels of obesity, traumatic injury, substance misuse, and mental and
emotional problems. Nearly a third had a history of neglect or abuse.
Young carers
An excessive or inappropriate level of care giving increases the risk to emotional wellbeing, physical
wellbeing, educational achievement and life chances in children and young people. The 2011
census identified 524 children in South Gloucestershire aged 0 to 15 who were carers. Family
income and GCSE attainment is significantly lower than non-carers. Young carers in work at age
20 or 21 are more likely to be in lower skilled occupations.
Mental and emotional health
Mental health risk factors in children include low self-esteem, family disharmony and instability,
bullying, difficult life events, societal discrimination and isolation. One in ten children aged 5-16 are
estimated to have a diagnosable mental health problem in the UK. Around 4,800 children and
young people aged 5-19 in South Gloucestershire have a mental disorder. The online pupil survey
undertaken in 2014/15 found that 7.2% of secondary pupils were habitual self-harmers. Hospital
admissions due to mental health conditions has increased over the last 5 years as have admissions
for self-harm in those under 19. Local rates of hospital admissions relating to/as a result of selfharm are similar to the national average.
Disabled children
Disabled children are more likely to have poor outcomes compared with their peers including lower
educational attainment, poorer health outcomes, and poorer employment opportunities. Families
with a disabled child are more likely to have parents out of work, and to suffer family break up. An
estimated 3.0 – 5.4% of children have disabilities, when applied to South Gloucestershire this
equates to between 1,607 and 2,893 children with some level of disability.
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Safeguarding
During the year 2014-15, 173 children and young people were subject of a Child Protection Plan.
50 children and young people became the subject of a Child Protection Plan for a second or
subsequent time. While the trend of children subject to child protection has fallen and showed a
period of stability the number of children becoming subject to a second or subsequent Child
Protection Plan has increased and is at its highest for 5 years. Over the course of 2014/15 2,358
children and young people were the subject of a referral to social care, 22% of referrals to Social
Care were a second or subsequent referral.

Priority challenges – Children and Young People
1. The key priority is to improve outcomes for children experiencing multiple disadvantages with
a co-ordinated approach to delivering services and monitoring outcomes for high risk groups
that includes young carers, looked-after children, children living in poverty, young offenders,
disabled children, and those experiencing domestic abuse.
2. Support the children of those experiencing domestic abuse to improve their physical,
emotional and social outcomes, and to break the intergenerational cycle of domestic abuse.
3. Reduce levels of childhood obesity, particularly in deprived areas, with provision of effective
prevention and treatment interventions that start in pregnancy and early infancy.
4. Prevent children and young people from developing risky behaviours such as smoking,
substance misuse, and alcohol use.
5. Halt the rising levels of mental ill health in children and young people by promoting emotional
health and wellbeing through increased resilience, prevention, early intervention and
improved access to effective services.
6. Maintain the trajectory of improved outcomes in infancy and early years including a continued
focus on breastfeeding, and reduction of smoking in pregnancy via effective maternity and
community services.
7. Reduce the high rate of first time entrants to the criminal justice system and support young
offenders to improve health outcomes.
8. Optimise schools as a setting for encouraging healthy behaviour for children and their carers.
9. Protect vulnerable children, providing effective safeguarding for all children and young
people.

Adults
Lifestyle and risky behaviour

13/885

www.southglos.gov.uk

Key findings
Smoking continues to be the biggest cause of preventable illness. Locally smoking rates have
fallen and are below the national average. Overall outcomes for sexual health are good with
comparatively low levels of sexually transmitted infections and termination of pregnancy. The
estimated prevalence for drug misuse has declined in recent years.
Despite the relative affluence of South Gloucestershire, levels of obesity, physical activity and
dietary patterns are similar to the national and South West averages. Use of food banks has
increased. The rate of HIV cases diagnosed late continues to rise and is worse than the national
average. Hospital admissions for alcohol and levels of obesity have risen considerably over the
last decade. Multiple risky behaviour, often associated with complex and chaotic lifestyles, is a
recurrent theme.

Many deaths and disabilities are preventable by changes in lifestyle. Within the UK, the main risk
factors attributed to illness and disease are tobacco (12%), high blood pressure (9%), excess
weight or obesity (9%), physical inactivity (5%), alcohol (5%) and poor diet (5%).
Smoking
Whilst smoking rates have declined over past decades, smoking is still the biggest cause of
preventable illness and premature death in the country. In South Gloucestershire 13.9% of adults
smoked in 2014, lower than the England average of 18.0%. Smoking has declined in recent years.
Smoking rates are high in certain groups; in routine and manual workers 22.8% of people smoke.
In 2011-13, there were 1,019 deaths attributable to smoking in South Gloucestershire.
Substance misuse
Nearly 40,000 people in South Gloucestershire drink regularly to an extent that it is a serious risk
for their future health and an estimated 7,000 people are dependent on regular alcohol intake.
Hospital admissions for alcohol have risen substantially over the last decade. Hospital admission
rates for those in the fifth most deprived areas are almost three times higher than the fifth least
deprived. An estimated 896 people in South Gloucestershire use opiate and crack with 198 people
injecting. The estimated prevalence has declined in recent years and is lower than the England
average. There has been a rise in drug related deaths locally, alcohol is consistently attributed in
many cases either in isolation or with other substances. There are reports of problems with other
drugs, including new psychoactive substances (‘legal highs’), image and performance-enhancing
drugs, and over-the-counter medicines.
Obesity, diet and physical activity
The vast majority of the adult population in the UK is not active at levels to benefit their health. In
South Gloucestershire, 27.5% of adults were inactive in 2014 – defined as doing fewer than 30
minutes of moderate physical activity a week. This is similar to the national average of 27.7%. Over
recent years the proportion of inactive adults has increased slightly, contrasting with a decline
nationally. Obesity increases the risk of death from a number of conditions, including cancer,
heart disease and stroke. Obesity reduces life expectancy by between 3 and 13 years. The costs
of disease related to overweight and obesity in South Gloucestershire during 2010 was estimated
at £54.8 million. This was projected to rise to £60.8 million in 2015. In 2012-14, 63.2% of adults in
South Gloucestershire were estimated to be either overweight or obese. This is similar to the South
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West average of 64.2% and the England average of 64.6%. Modelled data suggests that over the
last decade levels of obesity in adults has increased. In 2014, 55% of adults In South
Gloucestershire ate the recommended ‘5 a day’, lower than the South West average of 58.7% and
higher than the England average of 53.5%. In the UK, the poorer people are, the worse their diet,
and the more diet-related diseases they suffer from. There is a higher concentration of fast food
outlets in the Filton, Patchway and Staple Hill wards in South Gloucestershire, which may
contribute towards poorer dietary practices. There is no consistent measurable definition of food
poverty, meaning locally it is difficult to give accurate estimates of the number affected. South
Gloucestershire food banks report that use of food banks is increasing and that common reasons
for seeking help include low pay and debt.
Sexual health
Sexual health outcomes are generally better in South Gloucestershire than England, with lower
rates of STIs and termination of pregnancy. However, late diagnosis of HIV (59%) is significantly
higher than the national average (42%) and has been increasing over time. In 2012-14, 20 HIV
cases were diagnosed late. A late diagnosis of HIV increases the risk of death in the year following
diagnosis ten-fold, compared to those diagnosed promptly, and increases care costs. Men who
have sex with men, and young people aged 16-24, have disproportionately high rates of STIs. The
rate of STIs in men who have sex with men in South Gloucestershire is much higher than the South
West average. The ethnic profile for those diagnosed with STIs reflects the population.

Adults living in poor health
Key findings
The prevalence of long term conditions such as diabetes, heart disease and sensory impairment
is increasing as are the number of patients with multi-morbidities (several conditions). More
people are living with and surviving cancer. The rise in conditions is primarily a factor of an
ageing population, however many are preventable with adjustments to lifestyle.
Uptake of breast and cervical screening has fallen over the last 4 years but remains above the
national average. Although South Gloucestershire performs better than other areas, around half
of all cancers are diagnosed late. Overall the mental health of South Gloucestershire is good,
however suicide rates have been rising and are now similar to the national average.
Long term conditions
A long term condition is defined as a condition that cannot at present be cured but can be
controlled by medication and other therapies. Evidence suggests 50% of 50 year olds and 80% of
65 year olds live with a long term condition such as diabetes, heart failure, and chronic kidney
disease. Long term conditions can affect an individual’s quality of life and has an impact on health
and social care services – for example 50% of all GP appointments, 64% of hospital outpatient
appointments, 70% of hospital inpatient episodes relate to long term conditions. It is estimated
that 18% of individuals with long terms conditions in England receive social care resource.
Prevalence data indicates the conditions which should be of focus within commissioning plans in
relation to the increasing trend seen locally notably for chronic kidney disease, stroke and diabetes.
The increasing trend in the percentage of individuals within South Gloucestershire recorded as
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having diabetes is in-line with regional and national trends. However the latest data from the
National Diabetes Audit highlights a low response rate from South Gloucestershire practices. Of
those practices responding data indicates further work is required within primary care to meet
treatment targets or improve data recording of these key measures. The prevalence of patients
with multi-morbidities (more than one condition) is increasing in South Gloucestershire in line with
national trends. The onset of multi-morbidities (including mental ill health) affecting individuals within
the most deprived communities occurs ten to 15 years before those within the least deprived
communities.
Cancer
Cancer is the principal cause of avoidable death in the UK. An estimated 4 in 10 cases of cancer
could be prevented, largely through modifying aspects of our lifestyles. Mortality rates are lower
than the England average and have been falling with the exception of malignant melanoma where
local rates are significantly higher. In 2013 1,521 new cases of cancer were diagnosed in South
Gloucestershire and 616 people died from cancer. Cancer incidence (new cases) and mortality
rates in South Gloucestershire are similar to the England average. Mortality rates have fallen over
the last decade. Skin and breast cancer incidence rates are significantly higher than the England
average while lung cancer is lower. Cancer is a key cause of premature mortality under the age of
75 in South Gloucestershire accounting for 39% of premature deaths in women and 42% in men.
The under 75 mortality rate from cancer has declined over the last decade. However in recent
years there has been little change in mortality from cancers considered preventable. One-year
cancer survival is 71%, better than the England average and has risen over time. There are
considerable inequalities in cancer outcomes. Screening and early diagnosis is essential for
improving cancer survival, reducing mortality and improving quality of life. Whilst breast and
cervical cancer screening rates are higher than the England average they have fallen over the last 4
years. In 2013 51.6% of cancers were diagnosed at an early stage, higher than the England
(45.7%) average but this means that half of all cancers are diagnosed at a later stage. For many
cancer is considered as a long term condition. Local GPs recorded 2.5% (6,250) of patients had a
diagnosis of cancer in 2013/14. The number of people diagnosed and living with cancer each year
will continue to grow rapidly in South Gloucestershire, even with major improvements in prevention.
Mental health
In the UK, at least one in four people will experience a mental health problem at some point in their
life; at any one time, one in six adults has a mental health problem. People with severe mental
illnesses will die on average 20 years earlier than the general population. In general terms mental
health outcomes in South Gloucestershire are better than outcomes nationally. The prevalence of
patients on the GP mental health register (i.e. people with schizophrenia, bipolar disorder and other
psychoses) is lower in South Gloucestershire than nationally although rates of depression are
higher. However suicide rates have been rising over the last decade and are similar to the national
average. Males have a twofold to threefold increased risk of suicide compared with women.
Groups at high risk of mental ill-health in South Gloucestershire include the unemployed, people
with disabilities, prisoners, Gypsies and Travellers, substance misusers, people with long term
conditions, and victims of domestic abuse. Older men have the highest suicide rates. Rates of
hospital admission for mental health (except eating disorders) and suicide are highest in the most
deprived areas. There is an increasing trend in the reporting of dual diagnoses of mental illness and
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substance misuse. Similar to the national picture, there is increasing demand for community and
inpatient mental health services in South Gloucestershire.
Autism
Autism is a developmental disorder. It is known as a spectrum condition, both because of the
range of difficulties that affect adults with autism, and the way that these present in different
people. People with autism are much more likely to experience social isolation, mental health
issues and difficulties in accessing employment. More than 1 in 100 people have autism; that is
equivalent to approximately 2,700 adults and children in South Gloucestershire.
Sensory impairment
Visual impairment is primarily a factor of old age. By the age of 60, one person in 12 can expect
some degree of sight loss. Groups at higher risk of developing sight loss include smokers, people
who are obese, diabetics, stroke survivors, people with a learning difficulty and those living in
deprived areas. Over 50% of sight loss is due to preventable or treatable causes. It is estimated
that there are 7,740 people in South Gloucestershire living with sight loss. This is expected to rise
to 12,550 by 2030. Screening for diabetic retinopathy was 84.7% in 2012/13, higher than the
national average. The most common cause of hearing loss is ageing with more than 70% of people
over 70 having some degree of hearing loss. In South Gloucestershire, approximately 26,900
adults have moderate to severe hearing loss, projected to rise to 38,643 by 2030. There are issues
regarding delays in seeking help with hearing loss, lack of communication, support to access
services, and support in public places. In 2013/14, coverage of the newborn screening programme
in South Gloucestershire was 94.5%, significantly lower than the national average of 98.5%.
Deafblindness affects around 70 people in every 100,000 over the age of 60.

Adults with additional health needs
Key findings
Certain groups consistently experience poor health compared to the general population. People
with learning difficulties have worse mental and physical health, exacerbated by a higher risk of
poverty, poor housing and unemployment. Carers contribute significantly to the families, society
and the community but are at much higher risk of stress, isolation and unemployment.
Gypsy and Travellers experience the worse outcomes of any ethnic group, with life expectancy
25 years fewer than the national average. Many of the adverse outcomes experienced by
offenders stem from childhood – poor mental and physical health, domestic abuse, and low
educational attainment. Safeguarding reports for adults have increased over time.
Certain groups have been shown to have consistently worse health and social outcomes
compared to the population average. These include people with learning difficulties, carers,
offenders, Gypsy and Travellers and people with enduring mental health conditions. Addressing the
needs of these groups is critical to reducing health inequalities.
Learning difficulties
People with learning difficulties have poorer health than their non-disabled peers, much of which is
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avoidable. They have higher levels of mental illness, chronic health problems, epilepsy, and sensory
problems. These health inequalities often start early in life and result, to an extent, from barriers
they face in accessing timely, appropriate and effective health care. As at September 2015, an
estimated 1,064 adults in South Gloucestershire have moderate or severe learning difficulties. The
prevalence of learning difficulties in South Gloucestershire (0.4%) is the same as the England
average. Of these an estimated 244 aged 18-64 have severe learning difficulties, 251 are in
residential care and 22 in care homes with nursing. People with learning difficulties are more likely
to be exposed to the social determinants of poor health such as poverty, poor housing conditions,
unemployment, discrimination and social isolation. In South Gloucestershire the proportion of
people with learning difficulties living in non-settled accommodation, 28.2%, was higher than the
England average of 25.2%. The proportion of people with learning difficulties in employment was
12.5%, higher than the England average of 6.7%. The employment rate has risen in recent
years. Although performance on these measures is better than the national average, this still
means that a large number of people with a learning difficulty are subject to poverty,
unemployment and insecure housing. Further work is needed to determine local health outcomes
of people with learning difficulties, including life expectancy.
Carers
Carers contribute significantly to their families, communities and society. They also save the
economy £119 billion per year, an average of £18,473 per carer. The 2011 census indicates that
there are 27,639 carers in South Gloucestershire - 10.5% of the total population, slightly above the
national average of 10.3%. There are significant health and social problems associated with being
a carer including unemployment, stress, and loneliness. Locally 5.2% of carers report their own
health as not good, rising to 16% for those providing more than 50 hours per week. A carers’
survey undertaken in 2014/15 found a decline in the reported quality of life, satisfaction, social
contact and inclusion in discussions compared to 2012/13. The ageing population means that the
number people needing care and support will increase.
Offenders
England and Wales has the highest rate of imprisonment in Western Europe, imprisoning 149
people for every 100,000 of the population. The prison population is characterised by having
experienced high levels of adverse childhood and social factors including domestic or sexual
abuse, mental ill health, and low levels of educational attainment. South Gloucestershire has three
prisons within its county boundaries: HMP Ashfield – a category C male prison, HMP Leyhill – a
category D open prison, and HMP Eastwood Park – a closed female prison. As at March 2015,
Eastwood Park held 348 prisoners, Leyhill 511 prisoners, and Ashfield 400 prisoners. In January
2015, a health and social care needs assessment of each prison was undertaken. The main social
care needs included: reduced mobility, disability, diabetes and obesity. The mental health and
substance misuse issues are substantial.
Gypsy and Travellers
The Gypsy and Traveller community experiences stark inequalities in health outcomes. Gypsy and
Travellers experience the poorest health outcomes of any minority group in the country with a life
expectancy up to 25 years less than the national average and mothers being 20 times more likely
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to experience the death of a child. The Gypsy or Traveller population is approximately 0.1%, the
same percentage as both England and the South West. National studies have shown outcomes
are worse for a range of factors including low immunisation rates, problems of domestic abuse and
violence, low breastfeeding rates and poor diet. Educational attainment and attendance at school
is particularly poor. Poor access to services contributes to these outcomes, stemming from a
range of factors including discrimination, communication difficulties and lack of support and
advocacy.
Safeguarding
Local authorities have overarching responsibility for safeguarding and promoting the welfare of all
people in their area. For adults, from 2007 there has been a consistent increase in alert rates and
this has continued into 2014/5. There was a rise from 1051 alerts in 2011/12 to 1226 in 2013/4
and 1586 in 2014/15. About 50% of these alerts go on to have further support from health and
care services. The most common type of alert was for people with physical disability, frailty and
sensory impairment. In 2014/15, the most common types of abuse were neglect (43%), physical
(27%) and financial (12%).

Older people
Key findings
The number of older people in South Gloucestershire, many of whom are frail, is expected to
grow considerably with a projected increase of 47% in those aged over 75 by 2030. Numbers of
people with dementia will almost double over the next 20 years. Rates of admissions resulting
from falls are lower than the national average but hip fractures similar.
An ageing population with increasingly complex needs is contributing to an overall rise in the
demand for urgent, emergency care and social services. Currently, services are at times falling
short of demand, largely due to lack of co-ordination.
Many older people live healthy and active lives. However as people age they are at higher risk of
poor health and as a result are the largest users of health and social care services. Understanding
the needs of older people and the impact of the increasing numbers in the age group is key to
planning services for the future.
Frail older people
There is not a commonly agreed definition for frail older people. A widely used definition is “people
over 75 with a significant level of physical or mental impairment.” However, it is acknowledged
that frailty can occur at a younger age. It is estimated that there are currently more than 2,000 frail
older people in South Gloucestershire. As life expectancy increases and the number of older
people living in South Gloucestershire grows so too will the number of people living with frailty. The
number of people aged over 75 is projected to increase by 3% by 2020 and 47% by 2030.
Dementia
Dementia is rare under the age of 65 but progressively more common as people age; after 65, the
likelihood of developing dementia roughly doubles every five years. The loss of intellectual function
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and severe disability have a major impact on individuals and their carers. There are high economic
costs associated with dementia which include health and social care costs as well as the cost of
unpaid care which accounts for 44% of the total cost of dementia. Ensuring timely diagnosis is a
priority; there are currently just over 1,900 people with dementia registered with South
Gloucestershire GP practices. This is a dementia diagnosis rate of 59.8% which is similar to the
national average. By 2035 the numbers will almost double. Nationally there are policy drivers to
keep people living independently at home. These are to avoid admissions to hospital and reduce
length of stay in hospital; this is particularly relevant for frail older people. Not everything can or
should be done outside hospitals, but much can be. Currently, services are at times falling short,
largely due to lack of co-ordination.
Social isolation and loneliness
Older people are particularly vulnerable to social isolation and loneliness due to the loss of family,
friends, income and mobility. This impacts on health leading to increased risk of conditions such as
depression and high blood pressure. It is estimated that in those aged over 65, between 5 and
16% are lonely and 12% feel isolated.
Falls
Falls and fall-related injuries are a common and serious problem for older people. As well as the
physical impact, falls can lead to adverse psychological and social outcomes. A fall can hasten a
move into residential care; after hip fracture 50% of people can no longer live independently. The
cost of falls to the health and social care system in South Gloucestershire is estimated at £10m
each year. In 2013/14, there were 932 hospital admissions for injuries due to falls in the over 65’s
in South Gloucestershire. Of these 932, 65% were aged over 80 and 71% were in women. The
rate of hospital admissions due to injuries resulting from falls is significantly below the national
average. The rate of hip fracture is similar to the national average and has remained unchanged for
the last few years. In 2014/15 the South West Ambulance Service Foundation Trust received
approximately 318 calls per month for people who had fallen in South Gloucestershire, 14% of all
reasons for summoning an ambulance.
Urgent care
Urgent and Emergency Care encompasses a wide range of responses that health and care
services provide to patients who require urgent or immediate advice, care, treatment or diagnosis.
The national Urgent and Emergency Care Review published in 2013 made two crucial
observations. Firstly an ageing population with increasingly complex needs is contributing to the
rise in overall demand for urgent and emergency care services. Secondly a confusing and
inconsistent range of out of hospital services is difficult to navigate and often results in patients
defaulting to A&E. South Gloucestershire CCG performs better than average for emergency
attendances and emergency/unplanned admission rates, however redesigning and improving
urgent care and emergency services to meet the needs of a growing and ageing population is a
local priority so that more care is delivered closer to home, in order to reduce hospital attendances
and admissions. The data show a clear link between deprivation and A&E attendance and that
lower socio-economic groups are at higher risk of avoidable emergency admissions.
20/885

www.southglos.gov.uk

Planned care
Planned (elective) hospital admissions peak in the 65-75 age group. South Gloucestershire has a
significantly lower rate of elective admissions than the national average, although it is similar to peer
CCGs. South Gloucestershire CCG has not reported delivery of the NHS Constitutional Standard
for an 18 Week Referral to Treatment for its patients since May 2014, consistently reporting
88%-91% since that time. There is potential for improvement in both the quality and efficiency of
healthcare service by moving into different settings or reducing the number of procedures of limited
clinical value.

Priority challenges – Adults
1. Plan for a growing population, particularly the increase in the number of older people with
dementia and frailty. Services also need to adjust to meet the needs of rising numbers of
people with multi-morbidity and complex conditions.
2. Reduce the widening inequalities in life expectancy addressing variations between
geographies and populations. Specific focus is needed to improve the health of the most
vulnerable groups - particularly people with Learning Difficulties and Autism, Carers,
Offenders, and Gypsy and Travellers.
3. Ensure a focus on prevention and early identification of ill health, in order to manage
increasing demand – prevention and self-care should be everyone’s business.
4. Promote a healthy lifestyle, reversing the rising levels of obesity, alcohol consumption and
physical inactivity whilst continuing to reduce smoking. Give people with the right skills and
environment to make healthy choices.
5. Improve healthy life expectancy and reduce rates of premature mortality by the early
identification and effective management of the main causes - cancer, heart disease and
stroke, lung disease and liver disease.
6. Protect vulnerable adults and provide extra help and support to those who need it most - this
includes providing effective safeguarding for the population.
7. Develop a whole systems approach to commissioning to ensure there are clear care
pathways in place between health and social care services – reducing duplication and
confusion for service users.
8. Improving mental health outcomes for the population is a key priority to address the rising
levels of suicide. There should be parity between mental and physical health conditions.
9. Service provision should reflect the needs of individuals with mental health issues as yet not
meeting the criteria for accessing services (sub-threshold) or those at risk of developing
mental ill health (for example carers).
10. Enable a greater proportion of older people to live independently in the community, reducing
the over reliance on residential and nursing care. Housing and the built environment need to
adapt to meet the needs of the growing population with dementia.
11. Increase early detection and treatment of conditions – improving uptake of cancer screening
and early detection of HIV are immediate priorities.
12. Harness resources and assets in communities, including use of volunteering, to increase
wellbeing and reduce social isolation.
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Communicable Disease and Health Protection
Key messages
Rates of communicable diseases in South Gloucestershire are low and have been falling.
Vaccine uptake is generally good and rates of childhood vaccination has been increasing. There
is a need to improve uptake of the MMR vaccine, HPV vaccine for girls aged 12 and 13, and flu
vaccine in high risk groups. Co-ordinated action is required to continue to address the risks
associated with healthcare associated infections and antimicrobial resistance. Incidence of TB
has risen.
Health Protection is concerned with protecting the public from a range of hazards and harms
including transmission of communicable diseases, and harm from chemical, biological and
radioactive material. This section concerns protection from communicable diseases. In the period
2012-14, 388 people in South Gloucestershire died from a communicable disease. Although the
death rate has been falling and is below the national average, many deaths can be prevented
through improved hygiene, vaccination and infection control. Vaccine uptake in South
Gloucestershire is generally good and rates of vaccine preventable diseases are low. Uptake of
childhood vaccines is above the national average and has risen over recent years. A number of
issues have been identified locally that require improvement. Both locally and nationally, uptake of
the flu vaccine in high risk groups remains lows – 56.9% locally and 50.3% in England. In South
Gloucestershire Tuberculosis (TB) completion rates are lower than national figures. The incidence
of TB has risen considerably over the last decade and South Gloucestershire has the fourth highest
rate in the South West. Uptake of the MMR vaccine by the age of 5 is 94.2%, below the
recommended level of 95%. Coverage of the human papilloma virus (HPV) vaccine for girls aged
12 and 13 in South Gloucestershire is 84.1%, lower than England (86.7%). Healthcare-associated
infections (HCAIs) include any infection which develops as a direct result of healthcare
interventions. The majority of cases of HCAI reported are now considered to be ‘community
associated’ rather than hospital acquired. Rates of methicillin-susceptible S. aureus (MSSA),
methicillin-resistant S. aureus (MRSA) and C. difficile in South Gloucestershire show a downward
trend. The incidence of E.coli bacteraemias has increased slightly since 2011/12, comparable to
the national trend. The numbers of infections complicated by antimicrobial resistance are
expected to increase markedly over the next 20 years.

Priority challenges – Communicable Disease
1. Improve uptake of the MMR vaccine, HPV vaccine and flu vaccines in high risk groups
including children ensuring variations between populations and geographical areas are
addressed.
2. Improve co-ordination across organisations in South Gloucestershire and the wider Bristol
area for healthcare associated infections and antimicrobial resistance.
Improve effective prevention and treatment to tackle the rising incidence of TB -improving the
speed of treatment, compliance rate and loss to follow-up.
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Local development of the JSNA
The South Gloucestershire JSNA is evolving to meet the needs of its users. From 2016, it will
change from a document updated every 3 years to become a live document with continual
updates. The updating process will be overseen by the JSNA steering group, with intelligence
produced in alignment with annual commissioning priorities and timescales for both the CCG and
local authority. The process will be overseen by the JSNA Steering Group, a subgroup of the
Senior Officers Group and Health and Wellbeing Board. The group comprises of:
Consultant in Public Health (chair)
Project Manager
Clinical Commissioning Group
South Gloucestershire Council - Children’s Services
South Gloucestershire Council - Adult Social Care
South Gloucestershire Council - Environment and Community Services
South Gloucestershire Care Forum
South Gloucestershire HealthWatch
The JSNA steering group will develop an annual work programme. Every year, a brief update will
be produced highlighting changes made during the year. An executive summary identifying the
key priorities for South Gloucestershire will be produced every three years.

Gaps for future work
The JSNA steering group will develop plans to fill the gaps in knowledge, both in terms of
producing chapters where there is currently no information, as well as providing more detailed
information in some of the existing chapters where gaps have been identified. Gaps for chapters
include end of life care; families in need; maternity; perinatal mental health; care homes;
musculoskeletal diseases; military veterans; hearing loss; TB and hepatitis. Several cross cutting
intelligence issues have been identified in the production of this JSNA. There is a lack of robust
data on modelling future demand, assessing the impact of multiple health needs and risky
behaviour, and understanding the impact of interventions across different organisations. Other
gaps include the need to benchmark more consistently with other similar areas; produce
information at lower level geographies (e.g. cluster or ward); strengthen the quality of the public,
service user and patient engagement and feedback; and further develop the asset based
approached. Other priorities for the JSNA steering group are to
Improve accessibility of the JSNA by development of the website and publicity to raising
awareness of the product and ongoing development;
Consulting with users of the JSNA to ensure the structure, content and process meets the
needs of those commissioning services.
Ensure the JSNA is embedded into the CCG and local authority commissioning cycles.
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Demographics
Deprivation and Health Population and Protected Characteristics Premature Mortality
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Deprivation and Health
Summary
South Gloucestershire is on the whole a relatively affluent area. A good measure of this is the Index
of Multiple Deprivation (IMD) which takes data from the census and other routinely held sources to
provide a score for small areas. South Gloucestershire has an average IMD score for 2015 of
11.4 (national average range 5.0 - 42.0). It is ranked 274th of 326 local authorities (1st being most
deprived and 326th being least) – only sixteen per cent of local authority areas in England are
estimated to be more affluent than South Gloucestershire. South Gloucestershire has no small
areas, known as Local Super Output Areas (LSOA’s) that rank in the 10% most deprived
nationally. 30% of LSOAs in South Gloucestershire are in the 10% least deprived nationally. There
are pockets of deprivation with the most deprived LSOAs generally being clustered within the
urban wards of Staple Hill, Kings Chase, Patchway, Parkwall and Woodstock, though some more
isolated areas exist. The relative deprivation experienced by older people in South Gloucestershire,
like that for children and the population as a whole is low, with 11% of the population aged 60+
being within the 40% most deprived nationally. Looking at deprivation affecting children only, a
similar though slightly less extreme pattern persists with 54% of children being among the least
deprived 40% in England and 21% being in the most deprived 40% nationally. It is noteworthy in
that nearly one third (32%) of the population live in areas with the poorest scores (quintiles 1 & 2)
for educational attainment, skill level and level of training. The picture for children’s education and
skills subdomain is also of concern, with 41% of the South Gloucestershire under 16 population
being among the most deprived nationally – contrasting sharply with overall IMD. Another domain
in which South Gloucestershire is relatively deprived is that of geographical barriers, which relates
to the physical proximity of local services. Almost exactly half of the population (50.1%) are rated
as amongst the 40% most deprived nationally in terms physical access to services – a reflection of
the rural nature of much of South Gloucestershire. There is a strong association between
deprivation and poor health outcomes. In the most deprived areas there are significantly higher
levels of premature deaths, particularly deaths from heart disease. Deaths from cancer is also
strongly associated with deprivation, particularly for lung cancer which reflects levels of smoking
rates. If all parts of South Gloucestershire had the same rates of lung cancer mortality as the least
deprived area there could be an average of 58 fewer deaths per year. There is a strong relationship
between healthy lifestyle and deprivation. Significantly lower levels of breastfeeding and higher
rates of excess weight, tooth decay, injury in children in young people and childhood poverty have
been observed in more deprived areas. Hospital admissions for alcohol and smoking are also
highest in the most deprived areas, and emergency hospital admissions for mental and behavioural
disorders show the clearest gradient related to area deprivation of all health indicators – clarifying
the need for both mental health and inequalities to be priorities within the South Gloucestershire
Public Health Divisional Plan.
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Index of multiple Deprivation
South Gloucestershire is, on the whole, a relatively affluent area but like most places has pockets
of deprivation. A good measure of this is the Index of Multiple Deprivation (IMD) which takes data
from the census and other routinely held sources to provide a score for small areas. The IMD can
be broken down into different domains and subdomains or presented as a summary of all of them.
The IMD is usually presented in deciles or quintiles – equal tenths or fifths of the population, ranked
and grouped according to their score. A full report on IMD 2015, still the most current version, can
be accessed on the South Gloucestershire Council webpages
http://www.southglos.gov.uk/council-and-democracy/census/english-indices-deprivation-analysis/

Source: http://ajrae.staff.shef.ac.uk/imd15/ South Gloucestershire has an average IMD score for
2015 of 11.4 (national average range 5.0 - 42.0). It is ranked 274th of 326 local authorities (1st
being most deprived and 326th being least) – only sixteen per cent of local authority areas in
England are estimated to be more affluent than South Gloucestershire. Rankings can be compared
at each relevant time point in each version of the Indices of Deprivation. However, the Indices are
not designed to provide ‘backwards’ comparability with previous versions so these should not be
used as a time series to track change. If a score for one particular area is to change from one
version of IMD to the next it does not necessarily follow that deprivation has increased as IMD is a
measure of relative deprivation, so is compared to all other areas with England. Therefore changes
in local scores and rankings can be the result of reduced or increased deprivation in other areas,
just as much as they can indicate increased deprivation in the area of interest. The IMD can also be
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presented for very small areas with populations of 1,000 – 3,000 people, known as Local Super
Output Areas (LSOA’s). The number of these small areas and the number of people included in
South Gloucestershire that fall into each deprivation decile in the whole of England is shown below.
Table 4: Small areas in South Gloucestershire included in English IMD Deciles
National IMD Decile
- Summary

Number of
areas in
SGC

People in
SCG (2015)

Percentage of
SCG population

1 – Most deprived

0

0

0.0%

2

1

1,355

0.5%

3

5

8,478

3.1%

4

13

21,657

7.9%

5

14

23,799

8.7%

6

20

34,157

12.4%

7

22

35,267

12.8%

8

19

34,485

12.6%

9

21

34,559

12.6%

10 – Least deprived

50

80,904

29.5%

Nearly 68% of the South Gloucestershire population are among the 40% most affluent in the
country. The number and percentage of the South Gloucestershire population living in the 40%
most deprived neighbourhoods nationally is low, at 11.5%, this highlights that South
Gloucestershire is generally affluent with pockets of deprivation, with the most deprived LSOAs
generally being clustered within the urban wards of Staple Hill, Kings Chase, Patchway, Parkwall
and Woodstock, though some more isolated areas exist. This is a key consideration in relation to
any South Gloucestershire level statistics presented throughout this document as deprivation is
associated with poorer life outcomes, for example education, health and wellbeing. With the
majority of the population benefiting from the protective effect of their affluence, the poorer health
outcomes of the more deprived may be missed when looking at South Gloucestershire as a whole.
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Source:
IMD 2015 updated with mid 2015 population estimates Nearly 18% of the South Gloucestershire
population are among the 40% most deprived nationally in terms of income, and 62% of South
Gloucestershire residents are among the 40% least deprived in terms of income. Looking at
deprivation affecting children only, a similar though slightly less extreme pattern persists with 54%
of children being among the least deprived 40% in England and 21% being in the most deprived
40% nationally. The relative deprivation experienced by older people in South Gloucestershire, like
that for children and the population as a whole, is low with 11% of the population aged 60+ being
within the 40% most deprived nationally, and 63% being amongst the 40% least deprived
nationally. We have seen that relatively small numbers of people in South Gloucestershire are living
in areas with the most deprivation in England (quintile 1), but noteworthy is that nearly one third
(32%) of the population live in areas with the poorest scores (quintiles 1 & 2) for educational
attainment, skill level and level of training. The picture for children’s education and skills
subdomain is of concern too, with 41% of the South Gloucestershire under 16 population being
among the most deprived nationally – contrasting sharply with overall IMD.

Source: IMD
2015, updated with mid 2015 population estimates Another domain in which South
Gloucestershire is relatively deprived is that of geographical barriers, which relates to the physical
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proximity of local services. Almost exactly half of the population (50.1%) are rated as amongst the
40% most deprived nationally in terms physical access to services – a reflection of the rural nature
of much of South Gloucestershire.

Source: IMD
2015, updated with mid 2015 population estimates

Deprivation & Health
The difference in deprivation between areas is a major determinant of health inequality. Many
studies and analyses have demonstrated the association of increasingly poor health with increasing
deprivation. The section below looks at some examples of where mortality, ill health and lifestyle
factors show correlations with deprivation. Despite the overall relatively low levels of deprivation in
South Gloucestershire as a whole, within South Gloucestershire deprivation is associated with
poorer health outcomes, with those living in the more deprived areas having higher rates of
premature death than those that live in the least deprived areas. Between 2014 and 2016 there
was an average premature mortality rate of 268 per 100,000 population, the equivalent figures for
the most and least deprived areas were 383 per 100,000 and 196 per 100,000 population
respectively.
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Source:
PCMD and ONS populations The difference between South Gloucestershire as a whole and the
most and least deprived areas can also be expressed in terms of an indirectly standardised
premature mortality ratio (ISMR), this compares areas to South Gloucestershire as a whole, which
has a baseline figure of 100. For South Gloucestershire’s most deprived areas, their ISMR for all
cause premature mortality is 141.9, significantly higher than South Gloucestershire as a whole.
This contrasts to its least deprived areas which have an ISMR of 73.4, significantly lower than
South Gloucestershire. This means that for every 10 people that die prematurely in South
Gloucestershire, you could expect eight to die in the least deprived areas, and 13 to die
prematurely in the most deprived areas.

Source:
PCMD and ONS populations
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Source:
PCMD and ONS populations The pattern observed in premature all-cause mortality is perhaps
even more pronounced with certain causes of premature death. With premature mortality due to
CHD, the ISMR for the most and least deprived areas compared to South Gloucestershire (based
to 100) are 176.5 and 82.5 respectively, that means that for every 5 people that die prematurely
from CHD in South Gloucestershire, nine people from the most deprived areas and four from the
least deprived areas die prematurely from CHD.

Source:
PCMD and ONS populations

31/885

www.southglos.gov.uk

Source:
PCMD and ONS populations Cancer is another area associated with deprivation, particularly lung
cancer. Between 2012 and 2016 there were 571 deaths (approximately 114 per year) due to lung
cancer in South Gloucestershire. Rates were significantly higher in the most deprived fifth of the
population with 68 deaths per 100,000 compared to 45.7 per 100,000 for South Gloucestershire
as a whole and 33 per 1000,000 in the least deprived 5th of the population. If all parts of South
Gloucestershire had the same rates of lung cancer mortality as the least deprived areas there
could be an average of 58 fewer deaths per year. If just premature deaths were considered, from
the average of 55 premature lung cancer deaths per year in south Gloucestershire, approximately
34 could be avoided if all areas had the same rate as the least deprived 5th of the population.

Source:
PCMD and ONS populations This degree of inequality can also be expressed in terms of people,
so for every five people that die prematurely from lung cancer in South Gloucestershire, nine in the
most deprived areas, but just three in the least deprived areas die prematurely from lung cancer
(further detail can be found in the Cancer section).
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Deprivation, healthy lifestyles and wider health indicators
Breastfeeding is known to be both beneficial to both mother and child (see breastfeeding section
for more details). Both nationally and in South Gloucestershire there is a clear association with
deprivation, with the most deprived areas having the lowest continuation rates as measured as
breastfeeding at 6-8 weeks after birth.

Source:
Child Health Information System (CHIS) There also exists a clear association with deprivation and
excess weight at year 6 (children aged 10-11 years of age), with significantly higher rates of obesity
and overweight among those living in the most deprived areas compared to all other areas in
South Gloucestershire. This pattern between area deprivation and overweight and obesity is also
apparent amongst reception aged (4-5 year old) children, though the association appears to be
less strong, with children in the most deprived areas having significantly higher rates of overweight
and obesity that those that reside in the least deprived areas rather than all other areas.
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Source:
NCMP, NHS Digital

Hospital Admissions
Tooth Decay
Hospital admissions for certain conditions can also help to give a picture of the inequalities in
health related to deprivation. For example, rates of admissions amongst the under tens for tooth
extractions due to dental decay are significantly higher amongst those living in the most deprived
parts of South Gloucestershire compared to the least deprived areas. Tooth decay and gum
disease are the most common dental pathologies in the UK. Tooth decay has become less
common over the past two decades, but is still a significant health and social problem. It results in
destruction of the crowns of teeth and frequently leads to pain and infection. Dental disease is
more common in deprived, compared with affluent, communities. The indicator is a good direct
measure of dental health and an indirect, proxy measure of child health and diet.

Source: SUS
APC and ONS populations
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Injuries
Injuries are a leading cause of hospitalisation and represent a major cause of premature mortality
for children and young people. They are also a source of long-term health issues, including mental
health related to experience. Hospital admissions amongst the under 5s for deliberate and
unintentional injuries are significantly higher amongst those living in the most deprived fifth of areas
in South Gloucestershire compared to those living in the least deprived areas. Although not
evident amongst 5-14 year olds, this pattern is also observed in admissions amongst 15 to 24 year
olds, with a significantly higher rate of admissions from the most deprived areas compared to the
least deprived areas.

Source: SUS
APC and ONS populations
Alcohol
Unhealthy alcohol use, expressed as alcohol specific hospital admissions, are also strongly
associated with deprivation, with those in the most deprived fifth of the population having
significant higher admission rates than any other deprivation quintile and nearly three time that of
the least deprived fifth of the population. It should be noted that admissions episodes can include
an individual being admitted a number of times in a given time period, so these figures represent
the impact on the health service rather than the number of individuals affected by alcohol misuse.
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Source: SUS
APC and ONS populations
Smoking
Admission to hospital for conditions that are likely to be caused mostly or in part as a result of
smoking, for example certain respiratory diseases, cancers or cardiovascular diseases, also show
a strong association with area deprivation, with areas of highest deprivation having significantly
higher admission rates than areas of low deprivation.

Source: SUS
APC and ONS populations Smoking is the biggest single cause of preventable death and illhealth within England. This variation in the rates of smoking attributable hospital admissions
highlight both the size of preventable smoking-related conditions on inpatient hospital services but
crucially the inequalities between areas within South Gloucestershire. High smoking attributable
admission rates are indicative of poor population health and high smoking prevalence. Admissions
to hospital due to smoking related conditions not only represent a large demand on NHS
resources, but can also be used as a proxy for variations in smoking related ill health in the general
population.
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Mental and behavioural disorders
Mental health and well-being is an important aspect of public health. It has not been possible to
obtain data that covers a broad range of mental health and well-being issues, but hospital
admissions for mental and behavioural disorders (excluding dementia) illustrate where acute health
services are being accessed in lieu of specialist mental health services. There are notable variations
in emergency admissions for mental and behavioural disorders (excluding dementia) in South
Gloucestershire by local deprivation quintile, suggesting more than twice the rate of admissions
amongst the most deprived compared to the least deprived.

Source:
SUS APC and ONS populations The indicators above represent a snapshot in time of a range of
deprivation related health indicators. However, it should be born in mind that not every potential
health inequality has been identified here, nor have any trends been investigated. Whilst South
Gloucestershire level data provided through data sources such as Public Health England continue
to show South Gloucestershire as performing similar to or better than England in most health
areas, the local level deprivation quintile analysis here has clearly demonstrated that not all
individuals in South Gloucestershire experience the apparent good health that such statistics
suggest. Work to embed identifying and tackling inequalities in all aspects of Public Health has
been identified as a priority in the recent Public Health Divisional Plan, so that a deeper
understanding of health inequalities in South Gloucestershire can be achieved and acted upon. For
further information about specific topic areas (such as child poverty), broader inequalities, wider
determinants of health and equalities, please see the inequalities supplement. Author: Sarah
Webb Phillips
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Premature Mortality
Updated May 2016

Summary
In the UK the greatest burden of disease comes from cancer, heart disease, stroke, respiratory
illness, and liver disease. Liver disease mortality is rising in the UK compared with other countries.
Within the UK, the main risk factors attributed to illness and disease are tobacco (12%), high blood
pressure (9%), overweigh or obesity (9%), physical inactivity, alcohol and poor diet (5%). The major
causes of disability in the UK are mental and behavioural illness (e.g. depression and
schizophrenia), substance misuse (alcohol and drugs) and musculoskeletal disorders (e.g. back
pain, osteoarthritis). Overall the health of South Gloucestershire is good. Life expectancy has been
increasing and is higher than the national average. In 2011-13, life expectancy for men was 81.2
years compared to 79.4 years for England, and for women 84.5 years compared to 82.2 years for
England. Life expectancy for men has increased by 2.5 years over the last decade, lower than the
national average of 3.2 years. For women the increase has been 2.5 years, similar to the national
average of 2.4 years. Healthy life expectancy (years spent in good health) is 67.8 for men and 66.8
for women, higher than the England average. Between 2009-11 and 2011-13, healthy life
expectancy for women fell by 3.7 years. This contrast will a fall of 0.3 years in England. Recently
there has been a slowing downward trend for CHD and cancer preventable mortality within South
Gloucestershire. South Gloucestershire has one of the lowest rates of premature mortality in
England for cancer, lung cancer, heart disease and stroke, stroke, lung disease and liver disease.
South Gloucestershire has better than average mortality for breast cancer, colorectal cancer and
injuries. The top cause of premature deaths is cancer for women (42%) and men (42%). Coronary
heart disease and cardiovascular disease are also major causes of death. The condition that
contributed most to the gap in life expectancy between the fifth most deprived and least deprived
areas in South Gloucestershire cancer was cancer in men (27%) and respiratory disease in women
(28%). Digestive disease is the second and third largest contributor to the life expectancy gap in
males and females, respectively. There has been a three year increase in deaths due to conditions
amendable to healthcare although no conclusion can be drawn on this, it could be a cyclical
variation. Reduction in premature mortality requires action to address the risk factors, social
factors, living conditions, as well as targeted and universal health services. Public Health England
estimate the proportion of contribution to premature death as 40% behavioural (e.g. smoking,
physical activity), 30% genetic, 15% social circumstances, 10% healthcare, and 5% environmental
exposure. Specific interventions include Health Champions and the Pre-diabetes Model of Care
project. A Prevention and Self-Management plan for the Clinical Commissioning Group and the
local authority has been developed and will contribute to this aim.
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Recommendation for consideration
Embed prevention and self-care in the delivery of services across South Gloucestershire; enable
delivery via Better Care Fund Delivery Group and GP Cluster Co-ordination Groups; identify pilot
projects that work towards reducing premature mortality and inequalities and target risk factors;
agree outcome measures which target key risk factors for South Gloucestershire; develop GP
Cluster level health and social care data packs.
Author: Sara Blackmore, Public Health Consultant, South Gloucestershire Council.

Who is at risk and why?
Globally, mortality rates have decreased over the last 20 years. However as identified in the Global
Burden of Disease study[i] the UK ranks 14th of 19 comparable countries. It should be noted that
liver disease mortality is rising in the UK compared with other countries. In the UK the greatest
burden of disease comes from cancer, heart disease, stroke, respiratory illness, and liver disease.
Around 103,000 premature deaths in people under the age of 75 could be avoided each year
through greater preventative measures. The attributable risk factors specific to the UK’s burden of
illness and disease were quantified in the Global Burden of Disease study and the most significant
were identified as those listed in table 1 below: Table 1: Global Burden of Disease
Risk factor

Attributable burden of disease

Tobacco

12%

High blood pressure

9%

High BMI

9%

Physical inactivity

5%

Alcohol

5%

Poor diet

5%

Source: Murray et al. (2013) UK health performance: findings of the Global Burden of Disease
Study 2010. The Lancet 381 (9871), pp.997-1020. The Global Burden of Disease study also
identified that the major causes of disability in the UK include mental and behavioural disorders
(depression, anxiety and schizophrenia), substance abuse (including drug and alcohol use), and
musculoskeletal disorders (lower back pain and osteoarthritis). The Department of Health’s report
‘Living Well for Longer’ provides detail on risk factors and the burden of disease. Figure 2
summarises the impact of risk factors on the prevalence of disease for the UK, showing the largest
proportion of disability-adjusted life years being affected by smoking, high blood pressure and
obesity attributing to in the main cancer, cardiovascular and chronic respiratory disease. Figure 2:
Burden of disease attributable to 20 leading risk factors for both sexes in 2010,
expressed as a percentage of UK disability-adjusted life years
[ii]

[1]
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Source: ‘Living Well for Longer’ Department of Health, 2014 Figure 3 below illustrates the
contribution of various issues to premature death and the influence of individual behaviour patterns
is shown to be the greatest contributor. Figure 3:

[1] The
disability-adjusted life year (DALY) is a measure of overall disease burden, expressed as the
number of years lost due to ill-health, disability or early death. [i] Murray et al. (2013) UK health
performance: findings of the Global Burden of Disease Study 2010. The Lancet 381 (9871),
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pp.997-1020. [ii] Living Well for Longer (2014) Department of Health

The level of need in the population
South Gloucestershire has an ageing population with high life expectancy, female life expectancy
ranking 7th in the English Local Authorities[1].

Disease Specific Premature Mortality
Table 2 presents the disease specific premature mortality rates for England, age standardised per
100, 000 population. South Gloucestershire is in the top quintile, having one of the lowest rates of
premature mortality in England for cancer, lung cancer, heart disease and stroke, stroke, lung
disease and liver disease. South Gloucestershire is in the second highest quintile, having a better
than average premature mortality for breast cancer, colorectal cancer and injuries. Further data
within the JSNA identifies a slowing downward trend for CHD and cancer preventable mortality
within South Gloucestershire. Premature mortality data is shown in disease specific chapters. It
should be noted that the degree of inequality is quite stark for some indicators, for example, for
every two females that die prematurely of CHD in the least deprived areas of South
Gloucestershire, seven will die prematurely of CHD in the most deprived areas. Table 2. Disease
Specific Premature Mortality, South Gloucestershire age standardised rate, per 100 000,
and Rank Among all Other Local Authorities in England, 2011-2013.
Disease

SG Rate

Highest LA
Rate

Lowest LA
Rate

Rank in 148-150
LA

Cancer

125

199

104

16th

Lung Cancer

46

112

32

15th

Breast Cancer

20

30

16

22nd

Colorectal Cancer

12

18

8

58th

Heart Disease and Stroke

58

137

52

8th

Heart Disease

31

81

26

10th

Stroke

11

27

9

12th

Lung Disease

25

78

20

27th

Liver Disease

12

43

11

9th

Injuries

9

24

6

26th

Source: PHE healthier lives The top causes of premature mortality in South Gloucestershire for
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females and males are summarised in tables 3a&b and 4a&b, respectively. Although there was
some change in the ranking the top causes stayed relatively stable from 2008 to 2013. The top
causes for female premature deaths are ‘other’ cancers , breast cancer, ‘other ’, lung cancer,
coronary heart disease (CHD) and ‘other’ CVD. The top causes for premature death in males are
‘other’ cancers , CHD, lung cancer, ‘other’, ‘other’ CVD and colorectal cancer. Table 3a Top
causes of Premature Death, Females, South Gloucestershire, 2008-2013 and 2012-2013.
[2]

[3]

[4]

Rank

Cause of Death

% of total 2012-13

Cause of Death
2008-2013

% of total 2008
-2013

1

Cancer

39.26%

Cancer

42.43%

2

Other

10.06%

Other

10.59%

3

Other CVD

6.58%

CHD

6.88%

4

CHD

6.00%

Other CVD

5.30%

Source: ONS mortality dataset, accessed from SWKIT Table 3b. Top causes of Premature
Death, Females, South Gloucestershire, 2008-2013 and 2012-2013 showing cancer by
type.
Rank

Cause of Death

% of total 2012-13

Cause of Death
2008-2013

% of total 2008
-2013

1

Other Cancers

20.50%

Other Cancers

22.76%

2

Breast Cancer

10.06%

Other

10.59%

3

Other

10.06%

Breast Cancer

9.83%

4

Lung Cancer

8.70%

Lung Cancer

9.08%

5

Other CVD

6.58%

CHD

6.88%

6

CHD

6.00%

Other CVD

5.30%

Source: ONS mortality dataset, accessed from SWKIT Table 4a. Top causes of Premature
Death, Males, South Gloucestershire, 2008-2013 and 2012-2013.
Rank

Cause of Death

% of total 2012-13

Cause of Death
2008-2013

% of total 2008 -2013

1

Cancer

42.17%

941

41.75%

2

CHD

14.01%

353

15.66%

3

Other

8.79%

188

8.34%

4

Other CVD

6.18%

151

6.70%

Source: ONS mortality dataset, accessed from SWKIT Table 4b. Top causes of Premature
Death, Males, South Gloucestershire, 2008-2013, 2012-13 showing cancer by type.
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Rank

Cause of Death
2012-2013

% of total
2012-13

Cause of Death
2008-2013

% of total 2008
-2013

1

Other Cancers

19.25%

Other Cancers

18.96%

2

CHD

15.66%

CHD

14.01%

3

Lung Cancer

8.70%

Other

8.79%

4

Other

8.34%

Lung Cancer

7.69%

5

Other CVD

6.70%

Other CVD

6.18%

Source: ONS mortality dataset, accessed from SWKIT

Risk Factors and Prevalence
[5]

The prevalence of excess weight , which is defined as overweight or obese is 59.2% in South
Gloucestershire which is lower than both averages for the South West 62.7% and England 63.8%.
South Gloucestershire has an excess weight prevalence in children for 4-5 year olds of 18.2%,
significantly lower than that of England and the South West. The South West has a prevalence of
23.5%, significantly higher than England which has a prevalence of 22.5%. For the 10-11 year
olds, South Gloucestershire has a prevalence of 27.7%, significantly lower than both that of
England and the South West. The South West has a prevalence of 31%, significantly lower than
England’s 33.5%. The percentage of adults who are physically active , achieving at least 150
minutes of physical activity per week, is 58% in the South West higher than England’s 56%. In
South Gloucestershire the percentage of physically active adults is 57.5%, similar to that of the
South West and England. Physical inactivity is defined by the Public Health Outcome Framework
as “doing less than 30 equivalent minutes of at least moderate intensity physical activity per week
in bouts of 10 minutes or more in the previous 28 days expressed”. The South West has a
prevalence of physical inactivity of 27.3%, lower than England’s 28.9%. South Gloucestershire has
a prevalence of 25.6%, similar to that of both the South West and England. In 2011 the prevalence
of hypertension in South Gloucestershire was 28.3%, with 60,313 people suffering from
hypertension. The prevalence for South Gloucestershire is lower than both the South West
(32.65%) and England (30.54%). Further details are contained in the physical activity, smoking and
obesity chapters.
[6]

[7][8]

[9]

Life Expectancy
Overall the health of South Gloucestershire is good. Life expectancy has been increasing and is
higher than the national average. In 2011-13, life expectancy for men was 81.2 years compared to
79.4 years for England, and for women 84.5 years compared to 82.2 years for England. Life
expectancy for men has increased by 2.5 years over the last decade, lower than the national
average of 3.2 years. For women the increase has been 2.5 years, similar to the national average
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of 2.4 years. Healthy life expectancy (years spent in good health) is 67.8 for men and 66.8 for
women, higher than the England average. Between 2009-11 and 2011-13, healthy life expectancy
for women fell by 3.7 years. This contrast will a fall of 0.3 years in England. The causes of death
that contribute to the life expectancy gap ranges between males and females is shown in figure 5.
The cause of death that contributes the most to the life expectancy gap between the least and
most deprived for the South Gloucestershire population for males is cancer at 27.1%, while in
women respiratory disease shows the greatest life expectancy gap between the most and least
deprived communities of 28.3%. Smoking as a contributory factor should be noted in relation to life
expectancy inequalities within South Gloucestershire. Digestive disease is the second and third
largest contributor to the life expectancy gap in males and females, respectively. Figure 5 Scarf
chart showing the breakdown of the life expectancy gap between South Gloucestershire
most deprived quintile and South Gloucestershire least deprived quintile, by broad cause
of death, 2010-2012

Source: London Knowledge and Intelligence Team Note: Circulatory diseases includes coronary
heart disease and stroke. Digestive diseases includes alcohol-related conditions such as chronic
liver disease and cirrhosis.
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Potential years of life lost
Both the ‘all cause’ and ‘cancer’ potential years of life lost increased from 2009 to 2013 in South
Gloucestershire. The graphs below (figures 6-8) refer to the conditions amenable to healthcare
definition for which Public Health England issued the following warning : ‘This indicator requires
careful interpretation and should not be viewed in isolation, but instead be considered alongside
information from other indicators and alternative sources such as patient feedback, staff surveys
and similar material’ . Figure 9 shows the three year increase in deaths due to conditions amenable
to healthcare and although there is a slight increase between 2010/12 to 2011/13, no conclusion
can be reached based on this as the trend suggests a potential cyclical variation. Figure 6.
Potential years of life lost (PYLL) to persons in South Gloucestershire from conditions
amenable to healthcare 2009-11 to 2011-13
[10]

Figure 7. Potential years of life lost (PYLL) for all conditions for England and South
Gloucestershire, 2009-2013
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Figure 8. All cause amenable death count, South Gloucestershire residents, three year
averages, 2001-2013.

Source: ONS mortality dataset, accessed from SWKIT and South Gloucestershire PCT

Healthy life expectancy
Healthy life expectancy at birth for women has declined in recent years within South
Gloucestershire (see figure 9). Further analysis is required to understand how this trend compares
to other areas and the implications for actions required locally. Figure 9: Health life expectancy
females, South Gloucestershire 2009-2013
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Source: ONS [1] ONS [2] Cancers
except breast, lung, pancreas, oesophagus, colorectal [3] Other is defined as everything that is not
categorised as: CHD,Stroke,Other CVD,Lung Cancer,Breast Cancer,Prostate Cancer,Pancreas
Cancer,Oesophagus Cancer,Colorectal Cancer,Other Cancers,Pneumonia,COPD,Chronic Liver
Disease, Other Digestive,Suicide,Other External,Dementia,Other Mental and behavioural
disorders,Infectious and Parasitic Disease,Urinary Conditions,Ill-defined conditions,Diabetes,Injury
[4] Cancers except breast, lung, pancreas, oesophagus, colorectal [5] PHOF Indicator, 2012 [6]
Local NCMP Data, 2011-2013 [7] PHOF Indicator [8] PHOF Indicator [9] APHO disease prevalence
models [10] C18–C21 Malignant neoplasm of colon and rectum 0–74 C43 Malignant melanoma of
skin 0–74, C50 Malignant neoplasm of breast 0–74,C53 Malignant neoplasm of cervix uteri 0–74,
,C67 Malignant neoplasm of bladder 0–74,C73 Malignant neoplasm of thyroid gland 0–74,C81
Hodgkin’s disease 0–74, C91, C92.0 Leukaemia 0–44, D10–D36 Benign neoplasms 0–74,
Nutritional, endocrine and metabolic, E10–E14 Diabetes mellitus 0–49, Neurological disorders,
G40–G41 Epilepsy and status epilepticus 0–74, Cardiovascular diseases (CVD), I01–I09 Rheumatic
and other valvular heart disease 0–74, I10–I15 Hypertensive diseases 0–74

Evidence of what works
South Gloucestershire have produced a Prevention and Self-Care Plan (2015). The underlying
principle within the plan of prevention being everyone’s business and of relevance across the
pathway is based on national guidance and evidence (Department of Health, 2014). This is
illustrated in figure 10 below. Figure 10
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Source: DH _ Living well for longer - A call to action to reduce avoidable premature mortality, 2014
Reflecting on the analysis above and national guidance the following prevention and self-care
principles for South Gloucestershire have been identified:
1. Prevention should be considered across the pathway by commissioners and providers with a
strategic and integrated approach being taken to whole pathway thinking starting with
consideration of the wider determinants of health, behaviour change to minimise the impact
of risk factors for premature mortality and making every contact count
2. Approaches to prevention should be tailored and targeted with self-care, self-management
and community development being a central theme. The focus for associated actions should
be on the whole self-care continuum from promoting wellbeing and primary prevention
through to acute trauma with an emphasis on a) the practice of health and social care
professionals in their consultations with patients, and b) the offer to patients. A review of
existing services and workstreams (for example social prescribing; WellAware etc) should be
carried out and a condition-specific approach should be taken in the first instance, reflecting
priorities identified within this document and the CCG’s Long Term Conditions Strategy
3. Reducing inequalities in relation to premature mortality should be a central driver for
commissioners who will need to work in a co-ordinated way across the pathway
4. The Commissioning for Prevention 5 steps should be taken into account within strategies,
action plans, and service specifications:
a. Analyse the most important health problems at population level, for example using YLL
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b.
c.
d.
e.

(years of life lost) analysis via PHE Knowledge Intelligence Team
Set common goals with partners based on epidemiological data and service activity for
priority health problems, including co-morbidities)
Identify high impact prevention programmes (primary and secondary prevention and
early detection programmes)
Plan the resource profile needed to deliver prevention goals, for example via the Better
Care Fund
Measure impact and experiment rapidly.

New NICE guidance is currently being developed on preventive approaches to be adopted in midlife in order to delay or prevent the onset of disability, dementia and frailty in later life. The guidance
aims to target adults aged 40-64 who are at greater risk of disability, dementia, frailty or other noncommunicable chronic conditions due to health-related behaviour and lifestyle factors, as well as
adults aged 39 or less that are from disadvantaged populations, due to their increased risk of ill
health and multi-morbidities. The draft guidance is expected to focus on promoting behaviour
change, supported by national policy and local services, by encouraging people to stop smoking,
become more physically active, reduce their alcohol intake, improve their diet, and lose or maintain
weight to a healthy level. At present, the publication date for the guidance is to be confirmed. [i]
NICE guidance in development - Disability, dementia and frailty in later life - mid-life approaches to
prevention.
[i]

User views (on need, services / assets and gaps)
A prevention and self-care group for South Gloucestershire has been developed to take forward
the local plan. User views are to be obtained as part of the process of identifying priority areas for
action via Better Care Fund Delivery Group and GP Cluster Co-ordination Groups.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
To be reviewed via Better Care Fund Delivery Group and GP Cluster Co-ordination Groups
going forwards.

Unmet needs and service gaps
Key issues identified via the data within this section include a slowing downward trend in
preventable mortality for CHD and cancer, inequalities in relation to premature mortality and life
expectancy, risk factors for premature mortality such as childhood obesity are issues within South
Gloucestershire.
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Recommendations for consideration by
commissioners
1. The Prevention and Self-care group tasked with taking forward and embedding the principles
within the Prevention and Self-Care Plan should ensure delivery groups such as the Better
Care Fund Delivery Group and GP Cluster Co-ordination Groups (Clusters 2 and 6 in the first
instance) should identify actions that address the following headlines:
The downward trend of preventable mortality in CHD and cancer is slowing within
South Gloucestershire
Inequalities exist within South Gloucestershire in relation to premature mortality (for
example for CHD) and life expectancy (for example for cancer and respiratory disease)
Risk factors that impact on premature mortality need to be targeted (for example
childhood obesity)
Ongoing analysis of data on potential years of life lost and healthy life expectancy
should be monitored.
2. Recommendation 1 above will require access to cluster level health and social care data to
set baselines and agree outcome measures
3. Outcome measures and priorities for pilot projects at GP cluster level should be based on
risk factors for South Gloucestershire such as tackling obesity. The following priorities for
have been identified to date:
Pre-diabetes
Alcohol harm reduction
Musculoskeletal disorders, specifically lower back pain
Multi-morbidities and long-term conditions, including diabetes and COPD
Mental health & wellbeing

Recommendations for needs assessment work
To be reviewed via South Gloucestershire Prevention and Self-Care Group, Better Care Fund
Delivery Group and GP Cluster Co-ordination Groups. This will require access to health and social
care data at GP cluster level.
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Population and Protected Characterisitics
Summary
South Gloucestershire is a non-homogenous area and the sum of its parts hides the variety within.
It is important to consider the breadth and depth of demographic variation that constitutes South
Gloucestershire, as any statistics presented for South Gloucestershire as a whole may not reveal
issues that hide beneath, and opportunities to improve health and tackle inequalities may be
missed. South Gloucestershire currently has a total resident population estimated around 282,600
(ONS 2018-based mid-year estimate). The population of South Gloucestershire has increased by
over 14% since 2002, with the main drivers for population growth in recent years being natural
change (more births than deaths), and inward migration. Population growth has been most
notable in the older age groups and in 15-29 year olds and some areas of South Gloucestershire
have seen particularly large population growth, with Stoke Park & Cheswick, Charlton & Cribbs,
Emerson Green and Bradley Stoke South accounting for half of all South Gloucestershire’s
population growth since 2002. ONS population projections suggest the population of South
Gloucestershire is set to increase a further 25% to 354,300 by 2043. However these predictions
do not take into account the significant housing developments taking place, and with more new
homes planned to be built by 2024, this will likely swell the population beyond ONS estimations.
The age group that is set to make the largest proportional increases are those aged 65 and over,
which will have significant impact on both services and finances. The number of babies born to
residents of South Gloucestershire rose from approximately 2,900 per year in 2000 to a peak of
3,300 in 2012 – an increase of 13%. However the baby boom has started to wane with the
number of resident births falling by 2% between 2012 and 2018. By 2041, there is projected to be
an 18% increase in the number of births compared to 2018. The proportion of 0-15 year olds is
18.7%, similar to the England average of 19.2%, and people aged over 65 make up 18.7% of the
population, again similar to the national average of 18.2% for England. Although South
Gloucestershire has the same proportion of working age adults (62.6%) compared to England
(62.6%) this represents a decline of 2.3% since 2002. South Gloucestershire had a Black and
minority ethnic (BAME) population of 5% in 2011 – defined as the ethnic groups other than White.
This has increased from 2.2% in 2001 but remained substantially lower than the England and
Wales average of 14%. The largest ethnic groups were Asian (2%), Mixed (1%) and Black (1%).
The White Gypsy or Traveller population is around 270 (0.1%). Younger age groups have the
highest proportion of ethnic minorities, with 11.5% BAME in under 40s compared to 5% in those
aged 40 and over. At the time of the 2011 census, the majority of South Gloucestershire residents
described themselves as Christian (60%), Muslim was the second most common religion at 0.8%
followed by Hindu (0.6%). Over a third of the population did not disclose their religion or stated
they had no religion. Approximately half (51.9%) the adult population described themselves as
married in 2011, a decrease from 57.8% recorded in the 2001 census. The number of people
reporting cohabiting in a same sex relationship or registered same-sex civil partnership was over
1,300 in the census. The government estimates that 5-7% of the population are lesbian, gay, or
bisexual, equating to 13,950 – 19,530 locally.
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Recommendations for consideration
All organisations need to plan for a growing and increasingly diverse population, with a particular
focus on the expected growth in number of older people, and in areas where large scale housing
developments will significantly increase the population. Authors: Sarah Webb Phillips, Senior
Public Health Analyst and Andy Cornelius, Corporate Research and Consultation Team, South
Gloucestershire Council.
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Residents and where they live
South Gloucestershire currently has a total resident population estimated at around 282,600 (ONS
2018-based mid-year population). This has increased by 14% from 247,800 in 2002. The
population increase hasn’t been equal across all age groups, and has increased proportionally
most in those age 75 and over (55% increase) and has decreased in those aged 30-44 (-9%),
projections for future population growth will be covered later in this chapter. In May 2019 South
Gloucestershire changed its ward boundaries, going from 35 administrative wards to 28, their
location and geographical size can be seen in the map below. Map 1: South Gloucestershire
wards
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The populations of the wards in South Gloucestershire show a great deal of variation. Based on
ONS 2018 Mid-Year estimates for Census Output areas scaled up to the ward level using a best fit
approach, Emersons Green, Staple Hill & Mangotsfield, Stoke Gifford, Frenchay & Downend and
Thornbury are the most populous, and Charfield, Pilning and Severn Beach, and Patchway
Coniston have the smallest populations – though no ward populations are as small as with the old
boundaries. See figure 1 for more details. In terms of population density, Staple Hill & Mangotsfield
is the most densely populated ward with 58 people per hectare, this is closely followed by
Kingswood with 57 per hectare, then New Cheltenham, Woodstock and Bradley Stoke. Boyd
Valley, Chipping Sodbury & Cotswold Edge, Severn Vale and Charfield all have very low population
density, with less than 2 people per hectare, reflecting their rural nature. Figure 1: Population
density by new wards, 2018
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The age of residents
South Gloucestershire has a slightly older population compared to England with larger than
average middle-aged population. See figure 2 The proportion of 0-15 year olds is 18.7%, very
similar to the England average. South Gloucestershire also has a very similar proportion of those of
working age (62.7 %) compared to England. Older people aged over 65 make up 18.6% of the
population; similar to the 18% for England. The age profile can be seen in figure 2, followed by a
table of rounded estimates (please note the rounding may resulting males and females not
equalling the total for persons). Figure 2: Estimate resident population proportions 2018,
South Gloucestershire & England
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Source: ONS midyear population estimates 2018 Table1: Estimate resident population proportions by age
and sex, 2018
Age band

Males

Females

Persons

Age 0-4

8,400

8,000

16,300

Age 5-9

9,000

8,600

17,500

Age 10-14

8,200

7,900

16,200

Age 15-19

8,000

7,600

15,700

Age 20-24

9,500

8,300

17,800

Age 25-29

8,900

8,900

17,800

Age 30-34

9,300

9,600

19,000

Age 35-39

9,300

9,400

18,700
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Age 40-44

8,500

8,500

17,000

Age 45-49

9,800

10,000

19,700

Age 50-54

10,400

10,700

21,100

Age 55-59

9,200

9,000

18,200

Age 60-64

7,300

7,600

14,900

Age 65-69

6,600

7,100

13,800

Age 70-74

6,800

7,400

14,200

Age 75-79

4,700

5,400

10,200

Age 80-84

3,400

4,200

7,600

Age 85-89

1,900

2,700

4,600

Age 90+

800

1,700

2,500

Total

140,100

142,600

282,600

Source: ONS mid-year population estimates 2018 (rounded to nearest 100) The dispersal of the
elderly and younger populations in South Gloucestershire is not evenly distributed. Emersons
Green has greatest overall number of 0-4 year olds at 1,179 followed by Staple Hill & Mangotsfield,
Stoke Gifford and Hanham. However, Charlton & Cribbs has the greatest proportion of 0-4s,
equating to 9.8 % of the ward population, with Emersons Green, Patchway Coniston and
Kingswood, also having relatively high proportions of 0-4s with 7.5%, 7.0% and 7.0% respectively
– this compares with a South Gloucestershire average of 5.8%. This is illustrated in figure 3.
Figure 3: Count and proportion of 0-4 year olds by new ward
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Source: ONS COA level
mid-year population estimates 2018 The wards with the greatest overall number of 5-15 year olds
are Emersons Green, Stoke Gifford and Staple Hill & Mangotsfield. Emersons green also has the
greatest proportion of 5-15 year olds (16%) followed by Bradley Stoke South (15.3%), Dodington
(17.4%) and Charlton & Cribbs (14.2%). Figure 4: Count and proportion of 5-14 year olds by
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new ward
Source: ONS
COA level mid-year population estimates 2018 The wards with the greatest overall number of
adults aged 65 or over are Thornbury, Frenchay & Downend, Frampton Cotterell and Staple Hill &
Mangotsfield. However, Severn Vale, Chipping Sodbury & Cotswold Edge, Thornbury and
Winterbourne, have the highest proportion of over 65s with 27%, 25.7%, 25.4% and 25.1%
respectively (compared to the South Gloucestershire average of 18.6%), this is illustrated in figure
5. Figure 5: count and proportion of adults aged 65 and over by new ward
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Source: ONS COA level
mid-year population estimates 2018 Figure 6 shows that the wards with the greatest number of
adults aged 80 or over are Frenchay & Downend, Staple Hill & Mangotsfield, Hanham and
Thornberry, and that the wards that have the greatest proportion of adults aged 80+ are
Winterbourne, Frenchay & Downend, Severn Vale, and Chipping Sodbury & Cotswold Edge with
9%, 8%, 8% and 7% respectively. Figure 6: Count and proportion of adults aged 80 and
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over by new ward
Source: ONS COA level mid-year population estimates 2018 Finally, figure 7 shows that the
wards with the highest overall numbers of people of working age (16-64) are Emersons Green,
Stoke Gifford, Staple Hill & Mangotsfield, and Filton, and the wards with the greatest proportion of
working age people are focused within the narrow area of Stoke Park & Cheswick, Bradley Stoke
North and Bradley Stoke South with 88%, 71% and 68% respectively. It is worth noting that
Charfield also has a relatively high proportion of working age adults (67%) and it is likely that this is
due to the presence of two adult prisons within this ward. Figure 7: Count and proportion of
working age adults by new ward.
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Source: ONS COA level
mid-year population estimates 2018

Population trends and projections
Population growth
Analysis of mid-year population estimates, which are available at LSOA level from 2002 through to
2018, can show how the population of South Gloucestershire has changed over the last 16 years.
The South Gloucestershire population has increased by 14% since 2002 and growth has generally
been highest amongst older age groups, though the 15-29 age group has also increased more
than the South Gloucestershire all-age average, it is likely that this is in part a result of the large
increase in student and university campus accommodation around the UWE Frenchay site.
Figure 8: Population change by age, 2002 and 2018
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Source: ONS
midyear population estimates, 2018 Figure 9: Proportional population change by broad age,

2002 to 2018
Source: ONS midyear population estimates, 2018 The pattern of population growth has not been
universal across the authority. Population growth has been understandably highest in wards with
significant housing developments, with populations increasing by eight times in Stoke Park &
Cheswick, doubling in Charlton & Cribbs and increasing by 40% and 31% in Emersons Green and
Bradley Stoke South respectively. These four wards alone have accounted for nearly 50% of all
South Gloucestershire’s population growth between 2002 and 2018. Table 2: Population
change by ward, 2002 to 2018
Ward

2002 ONS
mid year
population

2018 ONS
mid year
population

population
change

%
change

% of
SG
change

Bitton & Oldland Common

9,246

9,340

94

1%

0%

Boyd Valley

8,513

9,213

700

8%

2%
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Bradley Stoke North

10,278

11,238

960

9%

3%

Bradley Stoke South

7,671

10,056

2,385

31%

7%

Charfield

4,361

4,737

376

9%

1%

Charlton & Cribbs

3,481

6,999

3,518

101%

10%

Chipping Sodbury &
Cotswold Edge

9,302

9,670

368

4%

1%

Dodington

10,910

10,727

-183

-2%

-1%

Emersons Green

11,135

15,625

4,490

40%

13%

Filton

10,031

11,275

1,244

12%

4%

Frampton Cotterell

11,438

12,802

1,364

12%

4%

Frenchay & Downend

12,301

12,965

664

5%

2%

Hanham

12,042

12,845

803

7%

2%

Kingswood

7,689

9,664

1,975

26%

6%

Longwell Green

9,754

9,793

39

0%

0%

New Cheltenham

7,590

8,909

1,319

17%

4%

Parkwall & Warmley

8,746

9,454

708

8%

2%

Patchway Coniston

5,153

5,402

249

5%

1%

Pilning & Severn Beach

4,683

4,972

289

6%

1%

Severn Vale

8,660

9,581

921

11%

3%

Staple Hill & Mangotsfield

13,338

15,466

2,128

16%

6%

Stoke Gifford

13,168

14,516

1,348

10%

4%

Stoke Park & Cheswick

767

7,250

6,483

845%

19%

Thornbury

12,393

12,883

490

4%

1%

Winterbourne

6,823

7,454

631

9%

2%

Woodstock

9,288

9,992

704

8%

2%

Yate Central

7,549

8,117

568

8%

2%
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Yate North

11,445

11,699

254

2%

South Gloucestershire

247,755

282,644

34,889

14%

1%

Source: ONS MYPE at COA level, 2002 & 2018 As well as the distribution of growth being
unequal, the age group specific population growth also showed variation. Looking at the age
groups that changed the most within each ward, there was notable growth in the under 15s and
30-44 year olds in Charlton & Cribbs and to a lesser extent Kingswood, suggesting that these
areas have seen a growth in resident families. Stoke Park & Cheswick saw a ten-fold increase in
15-29 year olds, with this age group now making up two thirds of the ward population. Filton also
saw notable increases in 15-29 year olds between 2002 and 2018 when all other age groups
showed very little change. Charfield, Chipping Sodbury, Longwell green, Stoke Gifford, Thornbury
and Yate North all has proportionally larger increases in 60-74 year olds. The wards where the
greatest increase in population was amongst those aged 75 and over were Bitton & Oldland
Common, Bradley Stokes North and South, Doddington, Frampton Cotterell, Hanham, Longwell
Green, New Cheltenham, Pilning & Severn Beach, Severn Vale, Winterbourne, Woodstock and
Yates Central and North.

Housing-led population projections
There are different methods for producing population projections / forecasts. The official
population projections produced by the ONS (the Subnational Population Projections) described in
more detail below, are purely based on past trends in births, deaths and migration, and assume
that these trends will continue into the future. The ONS data are reproduced periodically and
provide a consistent approach for projecting future populations across all local authority areas in
England. For this reason, they are the official forecasts of population change. However, they do
not make assumptions for the number of new homes forecast to be built locally, so this will need to
be born in mind when interpreting graphs and data presented in this section. Within South
Gloucestershire, a considerable volume of new housing development is planned or is underway
(the last iteration of the JSNA reported that 17,000 new homes will be built between 2014 and
2024). Population forecasts that incorporate assumptions for future housing growth suggest that
total population will increase at a faster rate than those projected by the official ONS data,
predicting a population of 311,300 by 2024 compared to the 302,200 estimated by ONS. The
housing led projections also suggest that increases in the child and working-age population may
be larger than official projections predict. The largest population increases are likely in areas where
high levels of housing growth are planned or underway, in for example, areas of Patchway, Stoke
Park, Yate North and Winterbourne.

ONS population projections (2018-Sub National Population Projections)
According to the latest official population projections (the 2018-Based Sub National Population
Projections) the population of South Gloucestershire is projected to rise to:
305,200 by 2025
319,900 by 2030
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333,500 by 2035
346,700 by 2040
It should be noted that these projections do not take into account any dwelling led projections so
may be an underestimate. Figure 10: Population estimates (2002-2018) and projections
(2018-2043)

Source:
ONS 2018 subnational population projections and mid-year estimates 2002-2018 The age group
that is predicted to make the largest proportional increases are those aged 65 and older. The
number of 80-89 year old males predicted to increase by over 70%, the number of women aged
90 and over is predicted to nearly double, and the number of males aged 90+ predicted to
increase a little under three times the current estimate. These increases are illustrated in figures 11
and 12. Again, these projections do not take into account any dwelling led estimates, which may
draw different conclusions on which age groups are likely to increase most significantly. Figure
11: Projected percentage increase in the populations of South Gloucestershire aged 65

and older
Source:
ONS 2018-based Subnational Population Projections Figure 12: Population pyramid for 2018
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and 2043
Source: ONS
2018-based Subnational Population Projections Table 3: 2018 based projected population
change, South Gloucestershire 2018 and 2043
0-14

15-64

65-84

85+

Total
65+

Females 2018

24,500

89,600

24,100

4,400

28,500

Females 2043

30,700

109,200

31,400

7,500

38,900

% change
females

25%

22%

30%

70%

36%

Males 2018

25,600

90,200

21,500

2,700

24,200

Males 2043

32,500

109,500

28,100

5,500

33,600

% change
males

27%

21%

31%

104%

39%

Person 2018

50,000

179,900

45,700

7,100

52,700

Person 2043

63,200

218,700

59,400

13,000

72,500

% change
persons

26%

22%

30%

83%

38%

Source: ONS 2018-based Subnational Population Projections (Note: populations rounded to
nearest 100, person counts may not therefore match sum of male and female) Being able to
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determine where the principal increases and / or largest populations of older people will be in the
future will assist with planning for the aging population. However, official population projections do
not go down further than the Local Authority level making more local planning problematic. Based
on ward level age specific populations and age specific death rates between 2015 and 2017,
assuming there is little inward or outward movement, the wards that are likely to have the largest
older people’s populations by 2037 are Stoke Gifford, Emersons Green, Frampton Cotterell, Staple
Hill & Mangotsfield and Thornbury. And whilst in South Gloucestershire as a whole the 65+
population is expected to increase by 47% by 2037, the ward by ward percentage increases vary
considerably. Figure 13: Older Peoples population 2017 and projection for 2037

Source: ONS midyear population
estimates and projection modelled using probability of death obtained from PCMD deaths data
2015-2017 Note: %s show the expected increase in the 65+ population by ward between 2017
and 2037 Figure 14: Number of births to South Gloucestershire resident mothers,
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2000-2018
Source:
ONS births Figure 14 shows that the number of babies born as a resident of South
Gloucestershire rose from approximately 2,928 in 2000 to a peak of 3,312 in 2012 – an increase of
13%. This local “baby boom” has started to show signs of plateauing Figure 14: Projected
number of births in South Gloucestershire 2019 to 2043

Source: ONS
2018 SNPP birth projections by age of mother Figure 14 shows the projected number of births in
South Gloucestershire up until 2043. It is estimated that there will be a 39% increase in births over
this period across maternal age groups. Currently the most common age to give birth is between
30 and 34 (36%) followed by mothers aged 25-29 (28%). The age group with largest absolute
increases in terms of numbers of births is predicted to be in the 30-34 age group, and the age
groups which will show the greatest proportional increase are 35-39 and 40+. These projections
do not include any dwelling led projections which seem to suggest the population of children will
increase at a greater rate than the official ONS data estimates.

Dependency ratio
The proportion of the population who are of working age is expected to decline as the numbers of
older people increase. This is measured by the dependency ratio – the number of non-working age
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people (aged 0-15 years and at or above pensionable age[1]) as a percentage of people of working
age. The dependency ratio in South Gloucestershire is currently 60.1%, almost identical to the
national average of 59.9%. The South Gloucestershire dependency ratio has risen from the 2002
rate of 54% and is expected to increase to 60% by 2043, lower than the projected 64%
dependency ratio for the UK[2]. This change is driven by an aging population as the 0-15
population is expected to remain proportionally stable over this time. It should be noted that
dwelling led changes are not included in this estimate, though with an aging population at a
national level, an increase in the dependency ratio is still to be expected. Within South
Gloucestershire there is high variation amongst the wards in terms of dependency ratio, with the
minimum being 14% (Stoke Park & Cheswick) and the maximum being 79.7% (Severn Vale), the
former owing to the significantly large student population, and the latter due to the large elderly
population. The dependency ratio for older people (the ratio of 16-64 year olds to people aged
65+) in South Gloucestershire is 30%. This is expected to fall slightly over the next 15 years before
returning to 30% in 2043.

Introduction to our diverse population (Protected
characteristics)
Black and minority ethnic groups
South Gloucestershire had a Black and minority ethnic[3] (BME) population of 2.2% in 2001 [4]
which rose to 5% in 2011 but remained lower than the National average of 14% (figure 10). There
are currently no up to date reliable data sources for ethnicity at a local level, but modelled data
based on the annual population survey suggests that the South Gloucestershire ethnic minority
population is 6%, higher than the Census data suggests but still significantly lower than the
England estimate of 13.6% (Source: PHE Public Health Outcome Framework) [1] Dependency
ratio used to be calculated as 0-15 and 65+ as ‘non-working population’, ONS now uses the term
‘pensionable age’ due to the incremental increases in pension age for women. [2] ONS UK
population by life stage, mid 2018, mid 2028 and mid 2043 [3] Defined as mixed ethnic group,
Asian / Asian British, Black, Black British or other ethnic group. Does not include white Irish or
white other. [4] ONS census 2001 Figure 15: Ethnicity 2011
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Source: Census
2011 Table 4: Estimates of population by ethnic group in South Gloucestershire 2011
Ethnic group

White British

Number of
people
241,611

Percentage of
total population
of South
Gloucestershire
91.9%

White Irish

1,223

0.5%

White other

6,740

2.6%

Mixed

3,667

1.4%

Asian

6,440

2.5%

Black

2,218

0.8%

868

0.3%

Arab/other ethnic group
Total BAME

13,193

5%

Source: Census 2011 The number and proportion of ethnic minorities also varies by age with
25-39 year olds having the highest BME population at 8.1% and those aged 65 and older the
lowest at 1.7% (figs 16 & 17). Figure 16: Ethnicity by broad age group 2011
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Source: Census
2011 Figure 17: BAME population by broad age group 2011

Source:
Census 2011 Applying the 2011 data to the new ward boundaries it appears that there are wards
that are likely to have a higher BME population than the South Gloucestershire average. In a
number of wards the proportion as of 2011 is much higher. Stoke Park & Cheswick, Filton, Bradley
Stoke North and Bradley Stoke South had the highest ward percentages at the time of the 2011
census with BME populations of between 16% and 12%. Figure 18: Ethnicity by new ward,
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2011

Source: Census 2011

Language and Country of Birth
According to the 2011 census South Gloucestershire has a lower than national or regional average
for people born outside the UK, with 6.6% born overseas compared to 7.7% and 13.8% for the
South West and England respectively. The majority of South Gloucestershire residents born
outside the UK come from EU countries (35%) followed by the Middle East and Asia (30%) and
Africa (15%), Caribbean and the Americas (9%), Ireland (6%) non EU Europe (3.5%) and Other
(2.9%). Figure 19: Country of Birth 2011
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Source: Census
2011 The age group with the highest proportion of non UK births are 25 to 34 year olds with
14.9% born overseas, 6.5% of 16-24 and 8% of 35-49 year olds born outside the UK. The
proportion of 0-15 year olds born overseas is relatively low at 3.2% suggesting many families from
overseas settle in South Gloucestershire and their children are born here. Figure 20: Country of
Birth by broad age group 2011

Source:
Census 2011 Applying the 2011 data to the 2019 ward boundaries, the wards that are likely to
have the greatest proportion of those born overseas are Bradley Stoke North (16%), Stoke Park &
Cheswick (16%), Filton (16%) and Bradley Stoke South (15%). Whether these proportion still hold
true today is currently unknown. Figure 21: Country of Birth by ward 2011
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Source: Census 2011 At the time
of the 2011 census 97% of South Gloucestershire residents’ main language was English, higher
than the national average of 92% but similar to the regional average of 96.5%. The majority of
primary languages spoken other than English are European languages (61%), South West and
Central Asian languages (19%), East Asian languages (14%), Arabic (3%), African languages (3%)
and other languages (1%). Figure 22: Main language spoken, 2011

Source: Census
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2011

Religion
At the time of the 2011 Census the majority of South Gloucestershire residents described
themselves as Christian (59.6%), Muslims made up 0.8% of the population, followed by Hindus at
0.6%. Over a third of the population of South Gloucestershire did not disclose their religious
beliefs or stated that they had no religion. South Gloucestershire has a similar proportion of
Christians to the regional and England average, but a greater proportion who had no or unstated
religion. South Gloucestershire’s Buddhist, Jewish, Muslim and Sikh population proportions were
similar to the regional average but considerably lower than that for England, especially Muslims
who make up 5% of the England population. The proportion of Hindus in South Gloucestershire,
though higher than the regional average, was lower than that for England. Figure 23: Religion

2011
Census 2011

Source:

Migration
ONS components of population change from 2017 to 2018 for South Gloucestershire estimate
that domestic or internal migration, which is migration between local authority areas within Britain,
has increased the South Gloucestershire population by 0.7% and international migration, from
countries outside of Britain, by 0.3%. To put this into context the overall population increase
during this time was 1.3%, and births minus deaths accounted for a 0.3% increase. Internal
migration inflow is higher than internal migration outflow, so that more people move in from other
areas of the UK than move out of South Gloucestershire. This could be in part due to the increase
in housing stock. The same pattern is observed with international migration, with inflow accounting
for a 0.7% increase and outflow a 0.4% decrease resulting in a 0.3% net increase due to
international migration. This is lightly lower than the equivalent for England, where net international
migration was 0.5% Figure 24: Components of population change, 2016-2017
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Source: ONS
Registration with general practices gives a reasonably good picture of recent immigration into
South Gloucestershire and neighbouring areas, although some data are incomplete. For the single
year 2014/2015,[5] there were 1,397 new registrations from outside the UK and Figure 25 shows
the range of countries from which immigrants came. In 2014/15, the highest number of new
immigrant registrations came from Poland followed by India and a variety of western and eastern
European countries. The pattern of country of origin varies slightly from year to year and the
inclusion of Spain and Portugal amongst the highest proportion of non UK GP registrations could
be a reflection of the economic difficulties experienced by these countries in recent years. The GP
registrations also included individuals originating from countries containing conflict zones such as
Afghanistan, Libya and Syria. [5] Data extracted by SWCSU from the Exeter system for GP
registrations 2014/2015. Up to date data not available Figure 25: New GP registrations in
people migrating into South Gloucestershire from countries outside of the UK, by
country of origin, 2014/2015
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Source: Exeter
system (GP registrations, 2014/15 care of SWCSU) The broad range of countries indicates the
range of translation services that may be required within health and social services and the
increasing demand for English speaking for other languages (ESOL) courses which is likely to
occur. Although migrants are generally assumed to be a young, healthy population in order to
move to and work in another country,[6] their level of health generally relates to their country of
origin. Asylum seekers are one example of migrants whose health may be worse than the UK
average. Home Office data suggests that in 2018 there were an average of 64 individuals
supported under section 95 in South Gloucestershire per quarter, this is lower than the average of
94 individuals in 2004 but higher than the low of 22 in 2011[7]. Asylum seekers and those coming
from countries troubled by civil war, or violence, may have significant health needs, particularly
mental health needs. Good translation services are essential for efficient treatment of immigrants’
health, especially where emergency treatment is required. Improved data recording of patients’
ethnicity and country of origin in primary and secondary care services will help to ascertain the size
of the local migrant population. [6] SLIM 2007 Migrant Workers in the South West. South West
Observatory Skills and Learning Intelligence Module, December 2007 [7] Immigration Statistics,
2018,
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/758206/asylum4-s
ep-2018-tables.ods accessed 22/04/2020

Marital status, civil partnerships and LGBT
communities
Approximately half (51.9%) of the South Gloucestershire population aged sixteen or over described
themselves as married at the last census, a decrease from 57.8% recorded in the 2001 census.
During the same period the proportion of people divorced or separated has risen from 9.7% to
11.1% of the population and the proportion of single (never married or registered a same sex
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partnership) has also increased from 25.6% to 30.4%. The rights for same sex couples to enter
into legal partnerships has seen much change in the last 15 years. Civil partnerships came into
being in 2005 with same sex marriage following in 2013, so currently only data on civil partnerships
from 2011 is available. There were nearly 300 people living in a same sex civil partnership
according to the 2011 census which made up 0.1% of the South Gloucestershire population aged
16 or over, or 0.3% of the ‘married’ population. Both figures are lower than the regional or
England average which both had 0.2% and 0.5% for total sixteen plus and total married
populations respectively. Figure 26: Marital status, 2001 and 2011

Source:
Census 2001 and 2011 Sexual orientation is not included as a specific category in the Census,
so specific figures are not available. The government estimates that 5-7% of the population are
lesbian, gay or bisexual, so based on the 2018 population figures an estimated 16,960 people in
South Gloucestershire are lesbian, gay or bisexual (estimate 14,130 – 19,785). Men who have sex
with men (MSM) are at higher risk of a number of poor sexual health outcomes so it is important to
consider them and their needs as a distinct group. It is very difficult to estimate the percentage of
the MSM population, but a crude estimate can be made by assuming that at least half of those
identified as LGBT are men who have sex with men. This would give an estimate for South
Gloucestershire of between 7,000 and 10,000 MSM, with a predicted figure of 8,480 MSM. The
Gender Identity Research and Education Society, GIRES, estimate (in 2011) that 0.6%-1% of the
population (16+) experience some degree of gender variance, which in South Gloucestershire
(based on 16+ population of 229,942) would equate to 1,380 –2,300 people. The majority of
these would continue to live in their birth gender and not request medical intervention, and GIRES
estimate that, at some stage, about 0.2% may undergo treatment

Other communities with particular needs
Students
Frenchay Campus, part of the University of the West of England (UWE), is situated in the Frenchay
and Stoke Park ward of South Gloucestershire. In the academic year of 2017/18 the university
had just under 31,000 students, many of whom live within South Gloucestershire. It is the largest

78/885

www.southglos.gov.uk

provider of higher education in the South West. Students come from all parts of the UK and there
are a growing number of international students from over 50 countries worldwide. The proportion
of people from BAME backgrounds is higher in the UWE student population at 22%, compared to
than the general 18-29 population in South Gloucestershire, which averages 7%. The student
population (though not necessarily just UWE students) represents a significant proportion of the
local population at just under 10% of the South Gloucestershire population. UWE Frenchay
Campus has undergone significant expansion over the last decade, especially in relation to its
student accommodation provision. This has contributed to the large population increase in Stoke
Park & Cheswick, which increased by 845% from a population of 767 in 2002 to 7,250 in 2018,
the largest population increase in South Gloucestershire. This increase dwarfs the growth of the
next highest population growth ward of Charlton & Cribbs, which increased its population by 101%
over the same time period. Although much of the ward population increases can be attributable to
large scale housing developments combined with the re-drawing of ward boundaries, the increase
in the 18 to 24 population in Stoke Park & Cheswick, which rose from 256 in 2002 to 4,090 in
2018 – a near fifteen-fold increase, is far beyond any other population increases across South
Gloucestershire. Overall, the majority (45%) of students aged 18 or over living in South
Gloucestershire at the time of the 2011 census lived with their parents, which is considerably
higher than the South West and England as a whole at 33% and 37% respectively. In South
Gloucestershire accommodation type varied by age with younger students more likely to live with
parents, though as these were residents aged 18-19 this could include pre-university aged
students. Considerably more South Gloucestershire resident students live in communal
establishments such as university halls of residence than the South West or England as a whole
with 21% of all students compared to 10% for the South West and 12% for England.

Prison population
See separate Section 6.2.8 (TBC)

Disability and long term conditions
According to the 2011 census 18% of the population of South Gloucestershire aged sixteen and
over has day to day activities limited by a long term health problem or disability, lower than the
England average of 21%. Figures for the prevalence at an all age population are 15.6% and
17.6% for South Gloucestershire and England respectively. Based on the 2011 census figures it is
estimated that there are currently approximately 25,100 people aged 65 or over with a limiting long
term illness that limits their day to day activities, this figure is predicted to rise to 34,00 by 2035[8].
Of those aged 18-64, it is estimated that there are approximately 9,200 with impaired[9] mobility
and 8,160 with a moderate or serious personal care disability, figures set to rise to 9,670 and
8,533 respectively by 2035. [8] POPPI , Crown Copyright.
https://www.poppi.org.uk/index.php?pageNo=331&sc=1&loc=8312&np=1 [9] PASNI, Crown
Copyright. https://www.pansi.org.uk/index.php?pageNo=395&sc=1&loc=8640&np=1
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Gypsy and Traveller communities
Data from the 2011 census estimates that the White Gypsy or Traveller population is approximately
270 (0.1%) in South Gloucestershire, the same percentage as both England and the South West.
Due to the cultural practices of this ethnic group this figure will likely be in constant flux, and it is
likely that the census figure may represent settled travellers or those on permanent sites and not
those actively travelling or on temporary, private or unlicensed sites. It is therefore likely that the
census figure is an underestimate of the true traveller population at any one time in South
Gloucestershire. South Gloucestershire school census data shows that in Spring 2015 0.3% of its
pupils describe their ethnicity as Gypsy, Roma or Irish Traveller, the proportions were generally
higher in the year groups 2 to 6 (average 0.4%) with very low numbers in secondary education
(average 0.1%). The Ethnic Minority and Traveller Achievement Service (EMTAS) hold a record of
the number of Gypsy, Roma and Traveller children. As of April 2018, 396 Gypsy, Roma and
Traveller children were recorded to be living in South Gloucestershire, within a total of 156 families.
Assuming there are two adults per family this would suggest that there are approximately 708
Gypsy, Roma and Travellers living in South Gloucestershire. However, this estimate does not take
into account adults without school age children and assumes a two parent family, therefore should
be treated with caution. Despite these caveats this estimate is considerably higher than Census
estimates, with more children recorded by EMTAS than the all age Gypsy and traveller population
suggested by the Census. Along with other distinct population groups, such as homeless and
undocumented migrants, Traveller populations are known to be underrepresented in official
statistics, so it is likely that the Census figures are a considerable undercount. Data on traveller
Caravans from the Ministry of Housing, Communities & Local Government[12] show that between
January 2016 and 2019 there were an average of 281 caravans on sites in South Gloucestershire,
with an average of 163 private caravans on authorised sites and an average of 30 on unauthorised
sites. The last Gypsy, Traveller and Travelling Show person accommodation assessment[11] for
South Gloucestershire and Bristol estimated that the average caravan count in South
Gloucestershire was approximately 220 with approximately one fifth being unauthorised, though
this count would not include Gypsies and Travellers living in houses. There are 2 Council-owned
Traveller sites in South Gloucestershire situated in Patchway and Winterbourne which are made up
of 20 and 19 pitches respectively (a pitch varies in size but can usually accommodate 2 caravans)
and approximately 35 private sites of varying size accommodating 74 pitches and one tolerated
but unauthorised site accommodating one pitch. There are also 15 sites containing a total of 73
pitches that can accommodate travelling show people in the area. Although 18 new pitches are set
to be developed, the report identified that 46 new pitches were required to meet with known and
predicted need by 2028. [10] Traveller Caravan count Ministry of Housing, Communities & Local
Government, https://www.gov.uk/government/statistics/traveller-caravan-count-january-2020 [11]
South Gloucestershire and Bristol - Gypsy, Traveller and Travelling Showpeople Accommodation
Assessment, 2014
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Refugees and asylum seekers
A refugee is defined as someone who has substantiated a well-founded fear of persecution from
their home country and has been granted permission to stay in the UK as a refugee i.e. has been
granted 'leave to remain'. An asylum seeker is someone who, having applied for refugee status, is
awaiting a decision. Refugees and asylum seekers are often from cultures very different to the
indigenous population, may not understand the principles behind the UK health system, may not
speak English, and may have complex healthcare requirements.[12] Some information about the
numbers of asylum seekers or refugees in South Gloucestershire is available from the Home Office
Immigration Statistics, and data from quarter 3 2018 shows that 65 asylum seekers were
supported under Section 95 in South Gloucestershire – 0.1% of the total for Great Britain[13]. A
breakdown of applications for asylum by country of nationality for Britain show that the greatest
proportion come from the Middle East (26%), followed by Sub-Saharan Africa (19%) and South
Asia (17%) with the countries that had the highest overall numbers of asylum applicants being Iran,
Iraq, Eritrea, Albania and Sudan[14]. Breakdown by country of nationality is not available at the
Local Authority level but it is likely that South Gloucestershire will follow similar patterns to the
national picture. [12]Department of Health (2012) Guidance on providing NHS treatment for asylum
seekers and refugees [13] Home Office (2018) Immigration Statistics, Asylum tables - as_14 to
as_20, accessed 04/05/2020
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/758206/asylum4-s
ep-2018-tables.ods [14] Home Office (2018) Immigration Statistics, Asylum tables - as_01 to
as_02, accessed 04/05/2020
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/758192/asylum1-s
ep-2018-tables.ods

Summary
South Gloucestershire has experienced high population growth over recent decades and this is set
to continue, and dwelling led projections suggest the extent of the increases are thought to be
higher than the official ONS projections. At present, South Gloucestershire is a non-homogenous
area and the sum of its parts hides the variety within. Some neighbourhoods have a young
population, other populations are more elderly and with the elderly population set to proportionally
increase, the strain put on some areas could be higher than others. Though on the whole South
Gloucestershire has a significantly lower proportion of BME communities than England, there are
areas that match the England rate. There are also some areas that are characterised by a large
proportion of populations with particular characteristics, such as students. The land mass of South
Gloucestershire is predominantly rural though its population is largely urban and the contrasting
needs of the residents of each of these areas needs to considered. It is important to consider the
breadth and depth of demographic variation that constitutes South Gloucestershire, as any
statistics presented for South Gloucestershire as a whole may not reveal issues that hide beneath,
and opportunities to improve health and tackle inequalities may be missed.
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82/885

www.southglos.gov.uk

Environment, Transport and Built Environment
Summary
The environment includes both the physical (natural) environment and the constructed (built)
environment. The concept of ‘place’ is increasingly being recognised as essential for people’s
health and wellbeing, together with the recognition that the neighbourhoods which are currently
being planned and constructed, will have an impact on future generations. The West of England
area as a whole needs at least 85,000 new homes by 2036, as well as transport and other
infrastructure. At least 30,000 of these new homes are likely to be built in South Gloucestershire.
South Gloucestershire is working with neighbouring local authorities to develop a Joint Spatial Plan
and Joint Local Transport Plan. There is an opportunity for new housing development and
associated transport infrastructure to contribute positively to the health and wellbeing of future
residents and reduce inequalities. Transport has direct and indirect impacts on health through
transport-related accidents, active travel (cycling and walking), air quality and access to a range of
services. In 2014, there were 6 people killed on the road and 53 seriously injured, a 30% decline
from 2005-09. The rate is lower than the England average and has declined over time. In South
Gloucestershire the proportion of adults who cycle at least 5 times per week has increased from
2.9% in 2010/11 to 5.6% in 2013/14. The percentage of adults who walk for at least 10 minutes at
least 5 times per week in South Gloucestershire has increased from 40.8% to 46.8% from
2012/13 to 2013/14. The whole population is affected by the quality of the air they breathe, with
most pollution caused by emissions from road traffic increasing risk of respiratory diseases. The
fraction of mortality attributable to particulate air pollution in 2013 was 5.3%, the same as England
and higher than the South West rate of 4.5%. People living close to main vehicular arterial routes
are most exposed, with levels of NO² high in Kingswood, Staple Hill and Cribbs Causeway. There
is evidence that noise pollution can lead to a range of health problems including increased stress,
strokes, high blood pressure and heart attacks. Locally 7.8% of the population are affected by
night time noise, the same as the England rate and higher than the regional rate of 5.1%. Within
South Gloucestershire the total number of noise complaints has risen steadily over the last 10
years to just under 1000 for 2014/15. Contaminated land, radon, and envirocrime (uncontrolled
waste disposal) can directly negatively impact on health but there is insufficient information to
estimate the numbers at risk locally.

Recommendations for consideration
Consider innovative delivery of preventative health through investment in transport infrastructure;
investigate feasibility of a text alert system for air quality issues; review what works and what
doesn’t work in the Local Sustainability Transport Fund programme. Ensure that local
population intelligence and evidence about links between the built environment and health are
used to inform new development planned for South Gloucestershire.
Authors: Fionna Vosper, Public Health partnership officer, Shaun Fudge, Environmental Protection
Team Leader, John Seddon, Transport Policy Manager, South Gloucestershire Council
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Who is at risk and why?
The entire population of South Gloucestershire is affected by the environment in which they live,
work or otherwise spend time in. The Environment includes both the physical (natural) environment
and the constructed (built) environment. It is widely accepted that the environment in which people
live affects their health both directly, for example through air pollution and also indirectly through its
impact on behaviour, for example facilitating active travel to encourage physical activity. The
concept of ‘place’ is increasingly being recognised as essential for people’s health and wellbeing,
together with the recognition that the neighbourhoods which are currently being planned and
constructed, will have an impact on the health of future generations. Creating a physical
environment in which people can lead healthier lives is a hugely significant factor in reducing
health inequalities (Marmot 2010)

Transport
Everyone also relies on the transport network, and needs it to access services (other than the very
few who are housebound or housed within an institution – in these cases, the transport network is
essential to allow services to be brought to them). Therefore, everyone is at some level of risk
through the direct use, or reliance upon, the transport network. This risk includes risk of being
killed or injured in collisions, risks associated with sedentary lifestyles, or the risk of vital services
not being delivered due to factors such as transport congestion preventing an important delivery.
An efficient, safe transport system is therefore critical to the health and wellbeing of South
Gloucestershire’s population. Transport planning can enhance health by promoting active travel –
walking and cycling, facilitating social interaction and improving access to green spaces and other
amenities. It can also reduce the risk of injuries to road users and pedestrians and has a direct
effect on air quality.

Air Quality
The whole population is affected by the quality of the air they breathe, although in certain
individuals the risk to health will be greater. Research continues in order to fully understand the
health impacts of pollution on the population. Despite great improvements in air quality in the latter
half of the twentieth century, air pollution still poses a significant threat to health, in particular
cardiovascular mortality, respiratory exacerbations and chronic respiratory illnesses. Air pollution is
mainly caused by emissions from road traffic and air-borne particles from road, brake and tyre
wear. It includes many pollutants; nitrogen dioxide volatile organic compounds such as benzene
and 1-3 butadiene, carbon monoxide and particulate matter (PM). This is classified according to
size as either smaller than 10 µm (microns) in diameter (PM10) or smaller than 2.5 µm (PM 2.5). The
impact of air quality on mortality is closely associated with concentrations of PM2.5. The risk of
mortality increases by 6% with each 10 µm m-3 increase in anthropogenic (caused by human
activities) PM2.5 concentration. (Pope et al 2009). Adverse health effects occur at very low
concentrations. Approximately 29,000 premature deaths per year in the UK could be attributable
to man-made particulate matter pollution (specifically PM2.5), equivalent to a loss of 340,000 lifeyears. The costs to society from poor air quality are on a par with those from smoking and obesity
(EAC 2012) reducing life expectancy on average by six months and Defra estimates the cost to the
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economy to be about £16 billion per year (Defra 2015). There is emerging evidence of the health
impacts of nitrogen dioxide which results in Defra estimates of the total combined health impact
from PM and NO2 in terms of annual equivalent attributable deaths being in the range of 44,750
and 52,500. Air pollution remains an invisible public health crisis in the UK because there is low
public awareness of the problem.

Noise Pollution
The impact of noise as a health issue is recognised through its inclusion in the Public Health
Outcomes Framework 2013 to 2016. The outcome measures the percentage of the population
exposed to a night time noise level of 55 dB(A) or more caused by road, rail or aircraft noise over
the night-time period. There are both direct and indirect links between exposure to noise and
health and well-being outcomes. Exposure to noise can cause disturbance and interfere with
activities, leading to annoyance and increased stress. There is also increasing evidence that long
term exposure to high levels of noise can cause direct health effects such as heart attacks. The
WHO states that exposure to 55 dB(A) or more overnight is considered increasingly dangerous for
public health. Adverse health effects occur frequently and 8% of the population nationally are
affected.

The Natural Environment
Green spaces have always been used as areas for relaxation and places for people to meet and
rest. Evidence suggests that exposure to green spaces can improve mental wellbeing and
stimulate social interaction. It is well recognised that being physically active has positive health
effects. People are more inclined to be physically active in appealing natural environments (CABE
2009) Green Infrastructure links many areas that the council is directly and indirectly involved with
and which are discussed in greater depth elsewhere in this document in the sections on climate
change, physical activity and community sports. There is a West of England Strategic Green
Infrastructure framework in place. This document describes the functions and benefits of green
infrastructure, many of which impact on health.

The Built Environment
The built environment includes all buildings and spaces that are created by people. This includes
the buildings, roads, transport systems and recreational spaces where people live, work and relax.
There is a consistent association between the built environment and health and well-being
(Croucher et al 2007). There are many health co-benefits of policies that promote active travel,
public transport, energy efficiency in dwellings, and sustainable urban planning. These policies can
play an important role in cutting local air pollution and greenhouse gas emissions, and improving
the public’s health. (PHE in Environmental Audit Committee 2014)

Air Quality
Inextricably linked with transport, air pollution has been described as ‘an invisible killer, costing the
lives of 29,000 people per year’ from the effects of particulate air pollution alone (Environmental
Audit Committee 2014). There is also emerging evidence that the effects of nitrogen dioxide on
mortality are equivalent to 23,500 deaths annually in the UK (Defra 2015[1]). The combined impact
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of these two pollutants represents a significant public health challenge. Both long- and short-term
exposure to air pollution are known to adversely affect health. Short-term exposure to elevated
levels of air pollution can cause a range of effects including exacerbation of asthma, effects on lung
function, increases in hospital admissions and mortality. Epidemiological studies have shown that
long-term exposure reduces life expectancy, mainly due to increased risk of mortality from
cardiovascular and respiratory causes and from lung cancer. (Raaschou-Nielsen O, et al 2013) The
most consistent and convincing evidence suggests an important role for fine particulate matter in
causing the observed adverse health effects, although other pollutants are also known to cause
effects (PHE in EAC 2014). Evidence associating nitrogen dioxide with health effects has
strengthened substantially in recent years. There are cost-effective solutions which can be taken to
improve air quality. For example, greater use of active travel, (walking and cycling) use of public
transport and low emission vehicles. These actions would also benefit other local priorities such as
a reduction in hospital admissions, increasing physical activity and weight loss as well as national
issues such as climate change.

Noise
Exposure to noise is shown to be associated with increased levels of stress hormones in the
blood. In the long term this can be associated with hypertension and cardiovascular disease.
Munzel 2014 Noise problems often occur at night and interfere with sleep patterns. Sleep is a
biological necessity and disturbed sleep is associated with a number of health problems. This has
a greater effect on vulnerable groups such as children, the elderly and those who already have ill
health. Impaired performance has also been found amongst children exposed to raised sound
levels. Basner M et al 2013 Thousands of people in Britain are dying prematurely from heart
disease triggered by long-term exposure to excessive noise, according to research by the World
Health Organisation. Coronary heart disease caused 101,000 deaths in the UK in 2006, and the
study suggests that 3,030 of these are caused by chronic noise exposure. Research has also
shown that noise can increase the levels of stress hormones such as cortisol, adrenaline and
noradrenalin in the body, even during sleep. The longer these hormones stay in circulation around
the bloodstream, the more likely they are to cause life-threatening physiological problems. High
stress levels can lead to heart failure, strokes, high blood pressure and immune problems (Babisch
2002).

Contaminated Land
Contaminated land is so defined if it presents a significant possibility of harm to human health or
other receptors because of substances in, on or under it. Contamination, and even the possibility
of contamination, is also a barrier to the fulfilment of broader regeneration policies such as use of
‘brownfield’ sites in preference to development of ‘greenfield’ sites. An estimated 300,000
hectares of land in the UK are affected to some degree by contamination left by industrial activity.
Contamination may be caused by industrial processes or activities, leaks and spillages from pipes
or tanks, the disposal of waste materials on the site or by the demolition of buildings containing
toxic elements such as asbestos. Land may also be considered ‘contaminated’ because it
contains naturally occurring substances such as metals or gases at levels that are harmful to health
if ingested, inhaled or touched.
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Radon
Radon is a naturally occurring, colourless, odourless, radioactive gas originating from small
amounts of uranium that occur naturally in rocks and soils. In outside air, levels are low but the gas
can accumulate inside buildings. Certain areas of the country are more prone than others. When
inhaled the radioactive elements continue to decay and emit radiation, most importantly alpha
particles. These are absorbed by the lung tissues and cause localised damage. This damage can
lead to lung cancer.

Envirocrime
Envirocrime is uncontrolled waste disposal, often in the form of illegally dumped waste or ‘fly
tipping’. It directly exposes the public to hazards such as chemical wastes, electrical items,
syringes and asbestos. It also looks unsightly and has a detrimental effect on the neighbourhood.

The level of need in the population
Transport
The transport system is subject to significant pressure within South Gloucestershire, due to the
sheer level of travel demand generated by the current population and by people coming into the
area on a daily basis to work, shop and for leisure reasons. These pressures are shown through
traffic congestion on South Gloucestershire’s road network, capacity problems on local rail
services, and problems in accessing services easily from some parts of the area. There are specific
socio-economic and locational factors particularly relevant to the transport sector:
Higher costs of car ownership and car usage (insurance etc) mean that car ownership is
likely to be lower in poorer neighbourhoods and amongst younger people – increasing the
likelihood that these groups will use active travel modes more, and will have a greater
reliance upon public transport.
Increased walking and cycling will improve health, but will also expose people to greater risk
of serious injury in the event of a collision. This will be the case until a point is reached in a
specific area whereby walking and cycling are the dominant modes.
Rural and better off areas will have higher car ownership (either through it being easier to
afford a car, or necessity due to the absence of other options due to reduced levels of bus
service or the lack of local community services). This will increase the risk of a more car
dominated sedentary lifestyle with attendant health risks.
Lack of public transport services in rural areas will potentially increase the risk of isolation for
residents unable to drive (through choice, cost or health reasons). The number of people killed or
injured using the South Gloucestershire transport network has reduced significantly. Certain
groups of road users, notably cyclists, are at greater risk, and have shown increased casualty
numbers in recent years, partly as a result of increased numbers of people using this mode of
transport, thereby increasing exposure to risk. Reported road traffic accident casualties in
South Gloucestershire (2005 to 2014)
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05-09
Ave

2005

2006

2007

2008

2009

2010

2011

2012

2013

2014

%
05-09
Av:14

Fatal

12

14

19

7

13

9

11

1

7

9

6

-52%

Serious

72

87

73

81

63

55

75

31

44

50

53

-26%

KSI*

84

101

92

88

76

64

86

32

51

59

59

-30%

Slight

887

1034

976

939

749

738

710

673

601

586

496

-44%

Total

971

1135

1068

1027

825

802

796

705

652

645

555

-43%

* KSI killed or Seriously Injured The rate of killed and seriously injured casualties on South
Gloucestershire’s roads is lower than the national average and has reduced slightly over recent
years. Public Health Outcomes Framework 1.10: Rate of killed and Seriously Injured on

England’s Roads
Through the Joint Local Transport
Plan 3 (JLTP3), the West of England authorities have agreed a target to reduce the number of
people killed or seriously injured (KSI) by 30% by 2020, based on the 2005 to 2009 average figure.
This means that the KSI target for South Gloucestershire is to reduce the 2005-2009 average
figure of 84 to a 2020 figure of 59. The Council is currently well placed to achieve the KSI target,
although the numbers are relatively small and can be subject to large annual fluctuations. The
safety of roads within South Gloucestershire compares well with other regions of the country, both
in terms of progress in casualty reduction and in casualty rates per head of population or per
vehicle mile travelled.
http://www.southglos.gov.uk/transport-and-streets/road-safety/road-traffic-accident-analysis/road
-traffic-accident-casualty-trends-in-south-gloucestershire/ In South Gloucestershire the percentage
of adults who cycle at least 5 times per week has increased from 2.9% in 2010/11 to 5.6% in
2013/14. In comparison the percentage for the south west as a whole has decreased from 3.5%
to 3.1% over the same period. (Department for Transport 2015) The percentage of adults who
walk for at least 10 minutes at least 5 times per week in South Gloucestershire has increased from
40.8% to 46.8% from 2012/13 to 2013/14. Over the same period the figure for the south west as
a whole rose from 45.3% to 48.2%

Air Pollution
The estimated impact of particulate air pollution on health has been estimated by PHE (2014) for all
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local authorities in the UK, based on research evidence of mortality risk and modelled levels of
background particulate levels. Table 1 Estimated effects on annual mortality in 2010 of
anthropogenic PM 2.5 air pollution
Area

Attributable
Fraction (%)

Attributable * deaths
aged 25+

Associated Lifeyears lost

South West

4.7

2389

23,779

South Gloucestershire

5.4

107

1136

* In reality, air pollution is likely to contribute a small amount to the deaths of a larger number of
individuals rather than being solely responsible for the calculated number of attributable deaths.
The Public Health Outcomes Framework states that the fraction of mortality attributable to
particulate air pollution (specifically PM2.5) in 2013 was 5.3%, the same as the national average and
higher than the regional average of 4.5%. Public Health Outcomes Framework 3.01: Fraction
of mortality attributable to particulate air pollution in South Gloucestershire

Action to improve air quality
can also impact on other Public Health indicators listed in the table below. It is also likely to reduce
the number of acute episodes experienced by people with cardiovascular and respiratory
conditions and hence the amount of time these people spend in hospital. Long-term, the
prevalence of such conditions is also likely to decrease.
Indicator

Description

Example of Actions

PHOF
1.10

People killed or
seriously injured
on the road

Safer routes for walking to
school. Create environments
which prioritise ‘place’ over
cars to increase active travel

PHOF
2.06

Percentage of
population
classed as
overweight or
obese

Modal shift towards active
travel instead of car use
would contribute to
reductions in obesity and
improve air quality.
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PHOF
3.01

Fraction of allcause adult
mortality
attributable to
long term
exposure to
current levels of
anthropogenic air
pollution

Actions to improve air quality
would improve mortality
attributable to air pollution.

PHOF
4.04i and
4.07i

Age-standardised
mortality rate
from
cardiovascular
and respiratory
diseases in under
75s.

A reduction in traffic
emissions would lead to less
long term exposure to air
pollution and an associated
reduction in cardiovascular
and respiratory diseases

The Council has a duty to review and assess key pollutants, including PM10 and NO2 and submit
reports to Defra. The 2013 Air Quality Progress Report provides the latest available local air quality
information. (South Gloucestershire Council 2013). Air quality is compared with national objectives
and air quality management areas (AQMA) declared where levels exceed these, with an action plan
developed to improve air quality in that area. Three AQMAs have been declared and subsequently
extended for exceedances of NO2 (annual mean objective 40µg/m3) in Kingswood, Staple Hill and
Cribbs Causeway adjacent to M5 (Junction 17). An air quality action plan has been produced for
both the Kingswood and Staple Hill AQMAs focussing predominantly on transport measures and
although good progress is being made in their implementation, it is currently too early to confirm
their effect on NO2 levels. Further information is available on the SGC website
http://www.southglos.gov.uk/environment-and-planning/pollution/pollution-control-air-quality/

Noise
In South Gloucestershire 7.8% of the population were affected by night time noise from road, rail
or air, at or greater than 55 dB(A) in 2011. This is higher than the South West average of 5.1% and
similar to the England average of 8.0%. The population affected by day time noise from road, rail or
air, at or greater than 65 dB(A) in 2011 was 4.1%, lower than the England average of 5.2% but
higher than the South West average of 3.5%. Noise mapping highlights that those living close to
the main vehicular arterial routes (M4, M5, M32, A4174, A38) are exposed to the greatest noise
volumes. Within South Gloucestershire the total number of noise complaints has been steadily
rising over the past 10 years, from 857 in 2004/2005 to just under 1000 for 2014/15. However the
rate of complaints about noise is lower than the national average. Public Health Outcomes
Framework 1.14i: Rate of complaints about noise.
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Contaminated Land, Radon and Envirocrime
The population at whose health is at risk from contaminated land and envirocrime cannot be
accurately predicted because there is either insufficient information available, or the risk is
dependent on future activities. South Gloucestershire contains some areas over the full range of
with the maximum radon potential ranging from less than 1% to over 30%. South Gloucestershire
Council provides Radon information on its webpages.
https://www.southglos.gov.uk/environment-and-planning/environmental-health/radiation/

Current services and assets in relation to need
Transport
South Gloucestershire’s transport strategy is set out in the following two core documents:
South Gloucestershire Core Strategy
http://www.southglos.gov.uk/environment-and-planning/planning/planning-local-plans/corestrategy-2006-2027/
West of England Joint Local Transport Plan (JLTP) 2011-26. Developed to respond to
changing land use and socio-economic factors.
http://travelwest.info/projects/joint-local-transport-plan
The JLTP contains the following overarching transport goals:
Reduce carbon emissions
Support economic growth
Promote accessibility
Contribute to better safety, security and health
Improve quality of life and a healthy natural environment.
Achieving these goals will all contribute towards improving the health and wellbeing of South
Gloucestershire’s population, as well as helping to achieve the objectives of related strategies such
as the Physical Activity Strategy. Any development of a built environment will have can have a
positive or negative impact on health. It is acknowledged that improvements to the built
environment and hence its effect on health, require long term, sustained multi-disciplinary cooperation. Actions will include strategic and local planning of developments and transport
infrastructure together with monitoring and regulatory activity. A specific officer is in post to raise
the profile of health within the planning and transport agendas and support these teams by
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providing health evidence for proposed policy and actions. The Council is responsible for the
following aspects of the transport system:
Local roads, cycleways, footpaths and Public Rights of Way, including local signage
Community transport support
Support of socially necessary bus services
School transport
Blue Badge Parking Scheme
Concessionary Travel Scheme
Taxi licensing
Some bus stops
Others are responsible for the following aspects of the transport system:
Strategic Road Network (Highways England) – motorways and Trunk Roads
Private roads (Landowners)
Operation of bus services (private bus companies)
Some bus stops (Parish or Town Councils)
Railway stations, track and associated infrastructure (Network Rail)
Railway services (Train Operating Companies)
Taxi services (Taxi companies)
Freight (private sector companies)
Air travel (private companies)
Therefore, the delivery of many improvements to the transport system will often involve more than
one organisation. Data is routinely collected on a wide range of transport issues as part of the
Monitoring and Evaluation Plans for a number of projects, including the LSTF. Programme,
MetroBus and MetroWest projects, and the JLTP3. These are regularly reported through a range
of bodies and mechanisms, including the Local Transport Board.

Air Quality
Air quality is monitored by the council at a large number of locations across South Gloucestershire
and compared with health-based national objectives for a number of pollutants, including
particulate matter (PM10) and nitrogen dioxide (NO2). Road transport is the main source of local air
pollution, with nitrogen dioxide being the main pollutant of concern.

Contaminated Land
In 2001 South Gloucestershire Council produced a strategy which sets out how we will identify,
evaluate and take action to remediate contaminated land sites to safeguard the environment and
public health. https://www.southglos.gov.uk/documents/cos010002.pdf

Environment
South Gloucestershire Council has a stated aim to educate, campaign, and take enforcement
action to reduce fly tipping and other envirocrime behaviour to provide places, with clean streets,
where children can play safely, where there are good quality green spaces to enjoy. Environments
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free of envirocrime encourage physical activity and social cohesion.
http://www.tacklingflytipping.com/landowners/downloads/Main_doc_landowner.pdf

Projected service use and outcomes in first 5
years and 5-10 years
The Strategic Housing Market Assessment (SHMA) 2015 has established the need for housing in
the Wider Bristol market area (the 4 West of England unitary authorities) to be 85,000 dwellings
over the 20-year Plan period 2016-36, of which 29,100 dwellings must be affordable housing.
http://www.westofenglandlep.co.uk/assets/files/Transport%20and%20Infrastructure/Duty%20to%
20Cooperate/2015%2007%2028%20Wider%20Bristol%20HMA%20FINAL%20report.pdf. There
is a real opportunity for new housing development and the associated transport infrastructure to
contribute positively to the health and wellbeing of future residents and to incorporate healthy
design to assist in the prevention of future health inequalities. A Joint Spatial Plan is currently being
prepared involving the 4 West of England local authorities and the Local Enterprise partnership.
Part of the process includes a Joint Transport Study to consider the evidence relating to future
transport needs beyond 2026. There is an opportunity to consider wider public health outcomes
described above and design the future environment to best address those health outcomes. Travel
demand is forecast to increase in the coming years as new housing and additional employment
generates journeys within, to and from South Gloucestershire. A significant investment in the
transport network is already planned, including a number of major schemes such as:
MetroBus – a rapid transit network serving many areas of the North Fringe
MetroWest – improved rail services and infrastructure
Cycle Ambition Fund – improvements to cycle routes serving key locations across the North
Fringe
Local Transport Capital Programme – sustainable and public transport, network
management and road safety improvements.
Strategic Economic Plan – improvements to the strategic cycle network and highway
improvements at congestion pinch points.

Evidence of what works
Action to improve air quality often overlaps with action to improve physical activity, decrease
obesity and improving cardiovascular and respiratory health. For example the encouragement of
walking and cycling achieves all these objectives and also contributes towards the sustainability
and climate change agendas. The improvement of street environments to make them safe,
pleasant and accessible for all ages can also help to encourage active travel. Several active travel
initiatives are already underway in South Gloucestershire and are discussed in greater detail in the
Physical Activity section. The impact of air pollution can also be mitigated, for example by providing
air quality alerts to vulnerable residents, such as the Know and Respond Wiltshire scheme
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(Wiltshire Council 2014). The alerts can be provided via a telephone text message to residents who
have signed up to a scheme. This enables them to plan their activities to reduce exposure. For
more radical impact, a report by The Kings Fund (2013) found substantial cost-benefit evidence for
investing in transport to improve air quality (Kilbane-Dawe 2012). Comparison with the Netherlands
demonstrates that the NHS could make £4 of savings for every £1 invested in cycling. The NHS
spends about £5 billion a year on obesity-related conditions. In the Netherlands £24 per head is
spent on cycling, rather than the £2.22 per head which is spent in the UK. Dutch analysts have
also studied the cost benefits of mass cycling in reducing traffic jams, pollution and road
maintenance costs and boosting health. They found that the economy made a 35p profit for every
mile travelled by bike instead of by car. After taking radical steps in the 1970s to decrease
congestion and increase cycle safety, Dutch cities such as Amsterdam and The Hague are now
largely free from traffic jams and primary school children can safely cycle to school.

User views (on need, services / assets and gaps)
Public consultation takes place on specific planning and transport policy reviews, transport
projects and programmes, and service changes such as those for bus services or South
Gloucestershire provided services. A large consultation and engagement process on the Joint
Spatial Plan will occur during 2015-16 to gather residents and users views on the long term plans
for the West of England. Specific emphasis is placed on hard to reach groups, such as young
people who are likely to be affected by long term future plans. The Joint Transport Study reviews
transport needs and will lead to a full review and update of the Joint Local Transport Plan. This will
also include public consultation involving the gathering of service user and community views. As
well as the ability for members of the public to speak at Committee meetings, other forums exist
for the public to provide their views on transport issues. Examples include the Public Transport
Forum and the Cycle Forum.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
Issues relating to the built environment and transport relate to the whole population of South
Gloucestershire.
The Policy Sites and Places Development Plan Document for South Gloucestershire, which is
currently undergoing consultation contains a policy that a Health Impact Assessment should be
carried out and any recommendations addressed, for all ‘very major developments’ or
developments which may have a significant impact on health and wellbeing. Very major
developments are defined as those of over 200 dwellings, or a site area of greater than 4 hectares.
The policy recognises that new development should provide a healthy living environment which
promotes health and wellbeing, addresses adverse health impacts and reduces health inequalities.
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Under the terms of the policy, development that has a harmful impact on the health and wellbeing
of the population, or creates or widens existing health inequalities, will not be permitted. Equality
Impact Assessments are routinely undertaken for larger transport schemes and programmes
contained within the Local Transport Capital Programme. Decisions that might affect transport
provision to specific communities, such as bus service reviews, are subject to EqIAA to identify any
specific impact that bus service changes might have upon disadvantaged communities. Air quality
impacts on the entire population, however there is a greater impact on those with an existing
respiratory or cardiovascular condition. The importance of retaining the Air Pollution aspect of
Environmental Health work was highlighted in the Equality Impact Assessment and Analysis
(EqIAA) which was carried out as part of the Environmental Health service review.

Unmet needs and service gaps
There is a need for continued investment in the built environment and transport network, targeting
the promotion of sustainable active modes of travel, with the associated benefits for air quality and
public health. Transport funding is becoming increasingly restricted, and the Department for
Transport is currently exploring further budget cuts of 25% to 40% at the request of the Treasury.
Many activities aimed at promoting active travel as a way of improving the health of the local
population will require revenue funding or staff resource to be delivered. Grant funding from central
Government for the LSTF programme is only guaranteed until 31st March 2016. The work currently
being done through the LSTF programme will need to be tailored back to a level that is
commensurate with the available funding. Further work is required to identify what can be dropped
and what should be retained. Investment is directed by an evidence-based approach identifying
problems on the transport system and prioritising solutions that are appropriate to the type and
scale of the problem. Accessibility to health services by public transport from rural areas in South
Gloucestershire is often poor, with for example up to 13.5% of the population having to travel for
over 60 minutes by public transport during peak times to their nearest secondary care provider.
There is therefore a recognised gap in the transport offer from rural areas. South Gloucestershire
Council recently received £150,000 funding from the Total Transport Fund to establish the capacity
of community transport operators in assisting the NHS to transport patients and visitors from the
rural areas to healthcare facilities, to complement the existing patient transport services. In
addition, the project will investigate the potential for NHS appointment making processes to be
revised to aid the facilitation of enhanced patient transport. Funding for Environmental Health
services such as air quality monitoring, and responding to pollution, noise and contaminated land
issues has been reduced to statutory minimum levels. Any initiatives in these areas would also
require funding or staff resource. Guidance on outdoor air quality and health is planned from the
National Institute for Health and Care Excellence (NICE) but no publication date has yet been
provided. https://www.nice.org.uk/guidance/indevelopment/gid-phg92
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Recommendations for consideration by
commissioners
There is both academic and anecdotal evidence that the design and quality of new housing and
transport development can have a profound impact on the future health and wellbeing of
individuals and communities. Poorly planned developments can have economic consequences
through the long-term impact on NHS budgets as illnesses such obesity, cardiovascular disease
and mental health are addressed. Planning for large-scale new developments provides an
opportunity to build in healthy development principles such as; providing increased access to
green space, opportunities for physical activity, appropriate transport infrastructure to address air
quality and noise issues, high-quality homes and a sense of place. A significant challenge for future
years will be maintaining this level of investment against a backdrop of reducing budgets within
local government generally. It is important that local population intelligence and evidence about
links between the built environment and health are used to inform new development planned for
South Gloucestershire and the West of England over the next 20 years and to ensure that this new
development contributes to improving our physical and mental health, and diminishing inequalities
in health.

Recommendations for needs assessment work
Consideration of innovative delivery of preventative health through investment in transport
infrastructure. Investigation into the feasibility of providing a text alert service such as ‘Know and
Respond’ would pro-actively inform residents of air quality issues and provide appropriate public
health advice to targeted individuals. In the Local Sustainable Transport Fund programme a review
of what works and what does not work is required to inform future investment decisions on which
elements of the LSTF programme should be continued.
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Climate Change
Summary
The overall health effects of a changing climate are likely to be overwhelmingly negative. South
Gloucestershire Council (SGC) and its partners has a responsibility to the health and wellbeing of
the local community as well as continuity in the effective delivery of services that it provides. In the
UK we are expecting hotter, drier summers and warmer, wetter winters alongside more extreme
weather events with floods, storms and heat waves of greater severity and frequency. Extreme
high air temperatures contribute directly to deaths from cardiovascular and respiratory disease,
particularly among elderly people. Heat-related mortality is projected to increase steeply in the UK
in the 21st Century while cold-related mortality is expected to decline. Climate change may
exacerbate health risks and inequalities associated with building overheating, indoor air pollution,
flood damage, and water and biological contamination in the indoor environment. Climate is also
likely to increase the risk of food-borne diseases and is likely to elevate food prices. Communities
who are disadvantaged, elderly, low income families are likely to suffer the most. CO2 is not the
only Greenhouse Gas but it accounts for about 83% of Greenhouse Gas emissions in South
Gloucestershire. In 2012, South Gloucestershire produced 5.9 tonnes per person, slightly lower
than the national average of 6.2 tonnes. Emissions have fallen over the last 7 years. In 2012, 41%
of emissions came from industry, 35% from domestic sources, and 25% from road transport. The
combined NHS, public health and social care system accounted for over a third (38%) of public
sector emissions in England in 2012, and approximately 3.6% of total emissions in England. Health
Services need to be flexible and adapt to unpredictable extreme weather events. There is a need
to review and evaluate the effectiveness of public health measures to reduce the impact of heat
and cold on population health, focusing in particular on vulnerable members of the community. The
South Gloucestershire Climate Adaptation Plan was published in 2015 and includes a priority to:
‘Seek to protect people from the adverse impacts of extreme weather and take steps to enable
healthy lifestyles as the climate changes’.

Recommendations for consideration
To conduct a risk assessment of health-related services and physical assets in South
Gloucestershire to assess the short and long-term risks of climate change to service delivery
and future costs and agree a plan to mitigate risks supporting the development of measureable
key performance indicators and targets to enable ongoing monitoring of climate change on
community health, wellbeing and delivery of health services in the community. For Health and
Wellbeing Boards to include locality based sustainable development plans as part of their Health
and Wellbeing Strategies and to publish a yearly progress report To support work to improve
energy efficiency in homes and prevent overheating, especially in vulnerable members of the
community and as identified in the Housing Strategy. To identify and train key service providers
to provide and disseminate information on the threats that climate change presents to human
health, and opportunities to promote health while simultaneously cutting carbon emissions.
Authors: Jane Antrobus and Nigel Barton, Senior Environment and Climate Change Officers, South
Gloucestershire Council
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Who is at risk and why?
There have always been natural fluctuations in the climate but records show that we are seeing
rates of change far greater than those experienced in recent history. Changes in global
temperatures are already altering weather patterns, causing sea levels to rise and increased
frequency and intensity of extreme weather. Even if we stopped all emissions today, those already
released into the atmosphere will continue to cause changes to the climate for the next 30-40
years. In the UK we are expecting hotter, drier summers and warmer, wetter winters alongside
more extreme weather events with floods, storms and heat waves of greater severity and
frequency. Extremes of temperature present significant community health risks. Extreme high air
temperatures contribute directly to deaths from cardiovascular and respiratory disease, particularly
among elderly people. High temperatures also increase air pollutant levels exacerbating
cardiovascular and respiratory disease. Pollen levels are also higher in extreme heat and can
trigger asthma. Energy is increasingly needed in our homes for heating and cooling to promote
good health and wellbeing. Changes in temperature, associated with increasing energy costs will
impact demographic sectors in different ways. Disadvantaged, elderly, low income families are
likely to suffer more from inability to afford rising energy costs, increasing insurance premiums and
availability and accessibility to health care services. The UK Government published the first UK
Climate Change Risk Assessment (CCRA) in January 2012. It sets out the main priorities for
climate change adaptation in the UK under five key themes, including Health and Wellbeing. The
CCRA indicates that both extreme weather events and long-term gradual climate change could
have significant implications for the health and wellbeing of the UK population. The CCRA identifies
the most significant health risks as being increased summer temperatures and overheating in
buildings along with the health impacts from floods. Extreme weather events can have direct
implications for public safety (e.g. danger of drowning during flooding, or dehydration during heat
waves) as well as less direct health and safety implications, for example as a result of interruption
to power or water supply, telecommunications, contamination of property and land, or impassable
transport routes. Climate change also has the potential to change the incidence of health
conditions / infections / diseases. The overall health effects of a changing climate are likely to be
overwhelmingly negative. South Gloucestershire Council (SGC) has a responsibility to the health
and wellbeing of the local community as well as continuity in the effective delivery of services that it
provides. Climate change, carbon reduction and community health are closely linked. SGC has
prepared strategies on climate change adaptation and on carbon management to establish a
framework for implementation of adaptation and mitigation measures. This Climate Change section
of the JSNA reports on the likely impacts of climate change on the health and wellbeing of the
community and the ongoing delivery of health services.

The level of need in the population
Carbon emissions
Carbon emissions data are published annually by the Department of Energy and Climate Change
(DECC) and are available going back to 2005. Two data sets are produced and the data presented
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here exclude emissions from sources that are considered by Government to be beyond the scope
of local control and influence (motorway traffic, large industrial processes that are classed as
European Union Emissions Trading Scheme sites, diesel railways and net emissions from land use,
land use change, and forestry). It includes CO2 emissions from domestic, industrial and
commercial (including the public sector), and road transport (excluding motorway) sources. CO2 is
not the only Greenhouse Gas but it accounts for about 83% of Greenhouse Gas emissions in
South Gloucestershire. The energy we consume in our homes, businesses and road transport
(excluding motorways) produced 1,563 Kilotonnes (Kt) CO2 in 2012. This is equal to 5.9 tonnes for
each resident (DECC). This is slightly lower than the national average of 6.2 tonnes. In 2012, 41%
of emissions came from industry and commercial sources, 35% from domestic sources, and 25%
from road transport (excluding motorways).The graph below shows trends in CO2 emissions by
sector for the years for which data have been available: Figure 1

Source: Department of Energy and Climate Change Total emissions fell from 2,095 (Kt) in 2005 to
1,563 Kt in 2012, a decline of 25% over 7 years. This compares with a 12% reduction nationally.
Per capita emissions fell from 8.3 tonnes per person in 2005 to 5.9 tonnes per person in 2010. The
most dramatic reduction (17% in one year) was between 2007 and 2008, with the majority of this
reduction resulting from the closure of one major industrial operation (Terra Nitrogen) in the
Severnside area in early 2008. Other influencing factors are thought to be energy efficiency
improvements and the economic downturn. There was an increase in emissions of 3% between
2009 and 2010 with increases from commerce and industry and the domestic sector which is
consistent with national trends, and is thought to be predominantly a result of increased gas use
for space heating (2010 being the coldest year since 1987). A slight increase was also observed
between 2011 and 2012. Figure 2:
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Source: Department of Energy and Climate Change

National Adaptation Programme
The first UK National Adaptation Programme (NAP) was published in 2013. It responds to the risks
and opportunities identified in the CCRA, setting out objectives, policies and actions at a national
level to help adapt to future weather conditions. The Programme is structured into a number of
chapters including Healthy and Resilient Communities which sets out four objectives as follows:
To reduce the risk of death and illness associated with severe weather events and climate
change and increase preparedness and resilience to the impacts on public health.
To promote climate resilience within the NHS, public health and social care system to ensure
continuity of services and resilient assets/estates including the ability to deal with the
increased demand for services associated with severe weather events.
To minimise the impacts of climate change on vulnerable groups in society by strengthening
their resilience to better prepare for, respond to and recover from future climate risk.
To promote and strengthen community resilience to severe weather related events linked to
climate change (preparation, response and recovery), and the climate resilience of the
emergency services and other Category 1 and 2 Responders of the Local Resilience Forums
(LRFs).
The NAP identifies a role for local partners in delivering the objectives: “An important framework for
managing health risks to the local population is defined by the Health and Social Care Act 2012,
which places an important focus on local planning and decision-making, led by Directors of Public
Health. The mechanisms provided for setting and delivering local health priorities, in particular the
Joint Strategic Needs Assessments (JSNAs) and subsequent strategies produced by health and
wellbeing boards, offer a route to address climate risks and extreme weather events. The boards
should consider these risks and possible impacts to inform their jointly-agreed local priorities.”
Changes in the climate elsewhere in the world will impact upon health and wellbeing in the UK.
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There is a significant risk of crop failures resulting in rising food prices and potentially food
shortages. Major flood events have the potential to displace millions of people and give rise to
mass migration with (amongst other things) capacity implications for health systems in receiving
areas. The Health Protection Agency has published information on the health effects of climate
change in the UK, and highlights include:
Heat-related mortality is projected to increase steeply in the UK in the 21st Century. We
estimate this increase to be approximately 70% in the 2020s, 260% in the 2050s, and 540%
in the 2080s, compared with the 2000s heat-related mortality baseline of around 2,000
premature deaths, in the absence of any physiological or behavioural adaptation of the
population to higher temperatures. Hospitals, general practices and care homes may be
adversely affected by high temperatures during heatwaves.
Cold-related mortality is projected to remain substantially higher than heat-related mortality in
the first half of the 21st century. However, it is estimated to decline by 2% in the 2050s and
by 12% in the 2080s, compared with the 2000s baseline of around 41,000.
Climate change is likely to affect river and coastal flood risk in the next decades. All
populations are at risk of the health effects associated with flooding; however, poorer
communities are at higher risk of coastal flooding in the UK, while higher income households
tend to be at higher risk of river flooding. Heavy precipitation and flooding may also adversely
affect health care infrastructure.
Climate change may exacerbate health risks and inequalities associated with building
overheating, indoor air pollution, flood damage, and water and biological contamination in the
indoor environment, if adequate adaptation measures are not taken.
Vector-borne diseases are influenced in complex and often imperfectly understood ways by
climatic and land use changes, but it is likely that the range, activity and vector potential of
many ticks and mosquitoes will increase across the UK up to the 2080s. The introduction of
exotic species and pathogens is a possibility.
The effects of climate change on plant distribution through range shifts and invasions can
expose the population to pollen from more plants with different flowering seasons. Climate
change may result in earlier seasonal appearance of respiratory symptoms and longer
duration of exposure to aeroallergens.
Climate can affect human behaviour, such as food consumption and preparation practices,
which can increase the risk of food-borne diseases. In addition, warmer weather and milder
winters will allow pathogens such as Salmonella to grow more readily in food and will favour
flies and other pests that affect food safety.
Climate change is likely to elevate food prices. As healthy food is often more expensive this
may reduce the nutritional quality of dietary intakes and hence the nutritional status of some
population groups.
Climate change may affect ambient levels of ultraviolet radiation (UVR) in the UK. However,
the critical factors affecting human exposure are lifestyle and behaviour, and reasonable sun
exposure is likely to be beneficial.
Current indications are that until at least mid-century the net additional impact of climate
change on the health burden associated with ground level Ozone will be smaller than the
impact from changes in Ozone levels from anthropogenic emissions
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Current services and assets in relation to need
The South Gloucestershire Climate Adaptation Plan was published in 2015. It provides a
framework for managing the impacts of climate change to make sure that South Gloucestershire
remains a safe, secure and healthy place to live and do business. The Adaptation Plan includes a
priority to: ‘Seek to protect people from the adverse impacts of extreme weather and take steps to
enable healthy lifestyles as the climate changes’. It describes a number of arrangements and
networks that are already in place locally to ensure that service users continue to have access to
the support they need during extreme weather events: “The Avon and Somerset Local Resilience
Forum is responsible for publishing and updating the Community Risk Register which assesses
risks to public safety in the Avon and Somerset area, including risks from severe weather. The
Council’s Emergency Planning Unit has undertaken planning for severe weather events including
flooding and heat waves, and collaborated with Local Resilience Forum partners and other
agencies to develop and coordinate emergency response plans. The Emergency Planning Unit
also works in the community to increase awareness of risks and to disseminate information on how
to increase preparedness for emergencies. Existing local response plans include the South
Gloucestershire Council Strategic Flood Plan and Operational Response Plan.” The Adaptation
Plan includes an action plan on Health and Wellbeing setting out a range of measures under the
following headings:
Risk Assessment and Emergency Planning
Overheating Buildings
Infection / Disease Monitoring and Response Framework
JSNA and JHWS
Service Providers
Trees and Shading
Air Quality Management Areas
Outdoor Activities
Food and Health Strategy

Projected service use and outcomes in first 5
years and 5-10 years
The impacts of climate change will undoubtedly result in changes to service use. Services include
access to health care, transport, emergency services, food and fuel security. There is limited
information both nationally and locally on changes in demand for and delivery of health and
wellbeing services associated directly with climate change. It is also difficult to place meaningful
timeframes around climate change predictions and associated changes in service use. Over the
next 5-10 years, use of services associated with community health and wellbeing are expected to
show an increasing trend. Climate change results in both slow, gradual environmental change over
long periods of time, for example, changes in temperature and sea level. In addition, sudden
extreme events, also attributed to climate change, result in sudden and unpredictable increase in
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service requirements determined by the nature and/or scale of an extreme weather event. Services
must be sufficiently resourced to be immediately mobilised and available when such circumstances
arise.

Evidence of what works
The Climate Change Act 2008 sets a legally binding target to reduce UK greenhouse gas (GHG)
emissions by 80% by 2050 on 1990 levels in order to help limit dangerous climate change. The
South Gloucestershire Climate Change Strategy Low Carbon Plan sets out a target to reduce our
local emissions in line with the national target. The NHS Carbon Reduction Strategy for England
(2010 addendum) sets a target to reduce emissions from the NHS by 34% on a 1990 baseline in
line with the (interim) national target. The NHS Sustainable Development Unit calculates
greenhouse gas emissions from the NHS, public health and social care system annually:
The latest update establishes the carbon footprint of the NHS in England for 2012 at 25
million tonnes of carbon dioxide equivalent (MtCO2e) – 61% from procurement, 17% from
building energy use, 13% from travel, and 9% from commissioned services.
The combined 2012 carbon footprint of the NHS, Public Health and Social Care is 32
MtCO2e – 75% from the NHS, 22% from social care and 3% from public health.
The combined NHS, public health and social care system accounted for over a third (38%) of
public sector emissions in England in 2012, and approximately 3.6% of total emissions in
England.
The Sustainable Development Strategy for the Health, Public Health and Social Care System
2014-2020 includes a ‘Carbon Hotspots’ module which sets out three key areas to focus carbon
reduction activity:
Pharmaceuticals, medical devices and gases
Energy
Travel and transport
The Strategy states that “Health and Wellbeing Boards can choose to include locality based
sustainable development plans as part of their Health and Wellbeing Strategies and could offer to
publish a yearly progress report”. There is an opportunity for the South Gloucestershire Health and
Wellbeing Board to collate and analyse data on greenhouse gas emissions from health and social
care in the local area, and to agree and publicise actions to reduce emissions from premises, travel
and supply chains.

User views (on need, services / assets and gaps)
There is an opportunity for the South Gloucestershire Health and Wellbeing Board to take action to
improve the climate resilience of local health and social care. The Adaptation Sub-Committee
(ASC) of the UK Committee on Climate Change advises Government on the preparation of the UK
CCRA and reports to Parliament on Government’s progress with the implementation of the NAP. In
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the two progress reports published to-date, the ASC has set out a number of recommendations
with implications for local health partners and emphasised the need for action to manage heatrelated risks to public health. These are:
Collect and publish information on climate resilience of health and social care assets and
supporting infrastructure, services and supply chains and agree and publicise actions to
improve resilience;
Ensure climate resilience is considered in commissioning health and social care services;
Report on and enforce actions set out in the Heatwave Plan for England for health and social
care facilities such as care homes, including contracted facilities;
Take action to avoid overheating in hospitals and other health premises / care facilities (e.g.
integrate passive cooling in existing and new premises); and
Continue to prioritise interventions to reduce excess winter deaths.
Dedicated guidance has been published by Public Health England and NHS England to support
adaptation work within health sector organisations.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Climate change has the potential to affect different groups of people differently. There are a
complex range of factors influencing the ability of individuals and communities to prepare for,
respond to and recover from extreme weather events or the local impacts of global climate
change such as disruptions to food supply chains.
Some geographic communities are more at risk than others (e.g. more susceptible to flood
risk), and very young, old, or disabled people may be more vulnerable to health risks e.g.
from heat waves. The Climate Adaptation Plan aims to prevent exposure of people in South
Gloucestershire to unacceptable levels of risk. Actions have been developed based on an
assessment of risks from a changing climate including consideration of vulnerable
groups. Implementing the Climate Adaptation Plan should therefore have a positive effect on
groups who could be particularly disadvantaged by climate change.
A review of potential equalities implications of the individual actions is undertaken to identify
those which may have significant implications. Those responsible for delivering these actions
are contacted to ensure that equalities are considered in project delivery.

Unmet needs and service gaps
There is a need for continued investment in climate change adaptation and mitigation strategies
and implementation. Emergency preparedness and response services should be frequently
reviewed and extreme event scenarios tested. Health Services need to be flexible and adapt to
unpredictable extreme weather events and be sufficiently resourced to cope with an increasing and
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ageing population that will be more susceptible to the impacts of climate change on their health
and wellbeing.

Recommendation for consideration by
commissioners
Primary Recommendations
Conduct a risk assessment of health-related services and physical assets in South
Gloucestershire to assess the short and long-term risks of climate change to service delivery
and future costs and agree a plan to mitigate risks.
Support work to improve energy efficiency in homes and prevent overheating, especially in
vulnerable members of the community and as identified in the Housing Strategy.
For Health and Wellbeing Boards to include locality based sustainable development plans as
part of their Health and Wellbeing Strategies and to publish a yearly progress report
Secondary Recommendations
Identify and train key service providers to provide and disseminate information on the threats
that climate change presents to human health, and opportunities to promote health while
simultaneously cutting carbon emissions.
Support the development of measureable key performance indicators and targets to enable
ongoing monitoring of climate change on community health, wellbeing and delivery of health
services in the community and to inform future action.
Provide support to promote the development of business continuity plans for emergency
situations.

Recommendations for needs assessment work
Disruption to infrastructure and health services is predicted to become more likely as extreme
weather events caused by climate change become more frequent and more extreme. Scenarios
should be considered to ensure the disruption to health services is minimised, vulnerable
populations are not inadvertently affected and sufficient resources are available to ensure continuity
of services during emergencies and prolonged events. There is a need to review and evaluate the
effectiveness of public health measures to reduce the impact of heat and cold on population
health, focusing in particular on vulnerable members of the community. We require greater
understanding of how adaptation strategies are linked to temperature-related health issues. We
require more detailed assessment of adverse health effects caused by extreme weather events
such as flooding, including longer term mental health impacts.
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Community Assets
Summary
A health asset is defined as any factor or resource which enhances the ability of individuals,
communities and populations to maintain and sustain health and wellbeing. These assets can
operate at the level of the individual, family or community as protective and promoting factors to
buffer against life’s stresses. Physical assets in South Gloucestershire include 25 GP practices,
North Bristol Trust and Cossham Hospital, schools, Children’s Centres, Locality Hubs and Youth
Centres. As at October 2015 four “assets of community value” were identified on a formal register
as defined in the Localism Act. There are 78 village and community halls in South Gloucestershire,
1 per 3,369 people. Per capita levels of provision are relatively consistent between sub-areas,
although the East Fringe of Bristol is the poorest served. A significant proportion of the population
is within a 10 minute drive of their local village and community hall, 95% within a 10 minute cycle
ride and 65% within 10minutes walk. It is expected that several new community halls will be
delivered as part of the infrastructure to support the large new neighbourhoods planned in the
district. Cultural assets include 13 libraries. The Circadian Trust has 7 leisure centres based in
South Gloucestershire. The Council’s Open Space Audit 2010 has been prepared to provide a
clear understanding of the quantity, quality and accessibility of open spaces, sport and recreation
facilities across South Gloucestershire. Assets include allotments, parks, pitches, childrens’ play
areas and green spaces. South Gloucestershire benefits from a thriving community and voluntary
sector. Independent and diverse voluntary organisations, community groups and social enterprises
play an essential part in the lives of our people and communities. A report by the Care Forum on
the Community and Voluntary Sector highlighted gaps in services for people with mental health
issues, particularly young people; difficulties for carers in accessing information and a steady
growth in income from external and non-statutory sources. Questions were raised about the
delivery of services in rural areas and a desire to have better links with the commissioning cycle.
Currently there is activity within the council to map social and leisure activities and community
groups across South Gloucestershire. One work stream involves developing a list of resources for
older people and people with disabilities, focussing primarily on one area of South Gloucestershire
– known as cluster 6. This work is part of a wider project to reduce social isolation and improve
wellbeing through encouraging individuals to get involved and become more engaged with their
local community. The project has collected information on over 650 groups and activities across
South Gloucestershire – including music, nature and gardening, keep active and social groups.

Recommendations for consideration
Via the Happy and Healthy at Home Project, continue to develop partnerships between individuals, the wider community
and neighbourhood support systems, voluntary, public and private organisations, to promote healthy lifestyles and to
support those living with on-going health conditions. Develop and implement an approach to commissioning that is based
on the outcomes that people using services identify. This approach encompasses identifying individual’s personal assets,
community assets and what they are able to contribute to the development and delivery of services. Continue to develop
the approach to understanding and developing assets in South Gloucestershire.
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Author: Denise Swain, Commissioning Manager, South Gloucestershire Council

Background
A health asset is defined as any factor or resource which enhances the ability of individuals,
communities and populations to maintain and sustain health and well-being. These assets can
operate at the level of the individual, family or community as protective and promoting factors to
buffer against life’s stresses[i] Augmenting the joint strategic needs assessment (JSNA) with a ‘joint
strategic assets assessment’ can give a fuller picture of the local potential as well as the deficits
and gaps. Asset mapping is key to understanding the individual, organisational, associational,
economic, cultural and physical resources available to communities. However it is not an end in
itself. Identifying and mapping the assets are the first stages in a process that should lead to
connecting and mobilising these assets.

Department of Health “Statutory Guidance on
Joint Strategic Needs Assessments and Joint
Health and Wellbeing Strategies”
[ii] The Department of Health Guidance recommends that when undertaking JSNAs, local areas
should consider what assets local communities can offer in terms of skills, experience, expertise
and resources that could help them address the identified needs and impact on the wider
determinants of health. It recommends that when involving the local community, local areas should
consider inclusive ways to involve people from different parts of the community including 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.

Assets in the South Gloucestershire 2012 Joint
Strategic Needs Assessment
All chapter authors were tasked with considering assets within the chapters they were developing.
In order to inform the community capacity section of the JSNA, a report on Community Capacity in
South Gloucestershire was prepared by The Care Forum (a voluntary and community sector
infrastructure body) in 2012. The report mapped voluntary and community sector (VCS)
organisations across South Gloucestershire. This was achieved via the Well Aware database[1],

109/885

www.southglos.gov.uk

discussions and focus groups with local voluntary and community sector forums, and research
carried out by South Gloucestershire CVS. The report identified gaps to community and voluntary
sector services in South Gloucestershire and also areas for opportunity for example an increasingly
skilled demographic of volunteers. The report identified a number of difficulties in the mapping
process and made a number of recommendations for action and future work relating to the
process of mapping voluntary and community organisations in order to inform the JSNA, including:
Reviewing volunteering to consider whether the Big Society has made an impact
Identifying which equalities groups are engaged locally and are involved in local decision
making
Gaining a better understanding of the community capacity within BME communities in South
Gloucestershire
The report concluded that owing to the timescales it was not possible to do a full consultation with
the sector, and the report therefore only provides a snapshot of VCS organisations in South
Gloucestershire.

Defining the South Gloucestershire approach to
assets for the JSNA in 2015
A number of models and approaches were considered[iii],[iv] [v]alongside the capacity within the
council to develop the asset approach. A pragmatic approach was adopted given capacity within
the council to focus on consolidating the following information:
Any information on assets within communities that are already developed or collected
Information which may already be held by voluntary sector organisations. To achieve this the
Care Forum were asked to update the report they had previously submitted for the JSNA, by
drawing on the knowledge they held from their networks and ongoing work with the
community and voluntary sector
Ideas for how this work could be developed and enhanced for the next version of the JSNA
The approach adopted means that this chapter reflects on the following assets:
Buildings
Physical assets of an area, in relation to community halls and green spaces
Cultural assets within the libraries & leisure service, and its contribution to meeting health and
social care needs
The views of the voluntary, community and social enterprise sector (VCSE), collated through
the ongoing work of the Care Forum and the annual survey conducted by CVS South
Gloucestershire
There is some reflection of the informal networks and groups in communities
The chapter will not be able to reflect on the assets of individuals in communities, and their skills,
knowledge, networks or interests; nor comprehensively map the informal networks, such as
football teams, circles of support or wider cultural assets.
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A note about the Wider Assets Approach in South Gloucestershire
There are many examples in South Gloucestershire of how local people are improving health
outcomes through their involvement, skills and abilities. The development of the network of health
champions is a very tangible example of this. Happy, Healthy and at Home: the Cluster Integration
Project is part of the South Gloucestershire Better Care Fund Programme and is dedicated to
developing a community within South Gloucestershire in which local people have access to the
information and services that help them maintain their health and wellbeing. The emphasis is on
developing partnerships between individuals, their family and friends, the wider community and
neighbourhood support systems, voluntary, public and private organisations, all working together
to promote healthy lifestyles and to support those living with on-going health conditions. The
aspiration is to deliver this within an integrated, multi- disciplinary environment within primary care,
with the community and voluntary sector an equal partner. There are a range of initiatives based
broadly on social prescribing, which is defined as: “.. a mechanism for linking patients with nonmedical sources of support within the community.” (Care Service Improvement Partnership) The
focus is on “company, community and activity rather than medication.” (Strong, 2009). This role is
sometimes known as a co-ordinator, connector, navigator or link worker, and aims to put people in
touch with the assets and resources in the community and voluntary sector, and also to draw on
the assets and skills the individual can offer. One of the main drivers for Social Prescribing is an
acknowledgement of the limited time and resources for GPs to explore with patients the underlying
psycho-social issues affecting their health. Social prescribing may link patients to opportunities for
arts and creativity, physical activity, learning, volunteering, mutual aid, befriending and self- help, as
well as support, for example benefits, debts, legal advice and parenting problems. A number of
projects based on social prescribing principles are in place in South Gloucestershire: some focus
on people with particular health risks (Age UK project in GP practices) and others on developing
connections and local groups (the Patchway and Filton Community Connectors and Precious Time
Projects). The learning from this work will pay a key role in the development of cluster working, and
in particular in linking people into their local communities, to help people improve their wellbeing
and reduce social isolation. [1][1] Well Aware is a signposting and information service for health and
wellbeing organisations and events across Bristol, South Gloucestershire and North Somerset
hosted by the Care Forum [i] A glass half-full: how an asset approach can improve community
health and well-being. Improvement and Development Agency. Available
at: http://www.b3sda.org.uk/news/glass-half-full-how-asset-approach-can-improve-community-he
alth-and-well-being [ii] Department of Health “Statutory Guidance on Joint Strategic Needs
Assessments and Joint Health and Wellbeing Strategies. Available at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/223842/StatutoryGuidance-on-Joint-Strategic-Needs-Assessments-and-Joint-Health-and-Wellbeing-StrategiesMarch-2013.pdf [iii] A glass half-full: how an asset approach can improve community health and
well-being. Improvement and Development Agency. Available
at: http://www.b3sda.org.uk/news/glass-half-full-how-asset-approach-can-improve-community-he
alth-and-well-being Department of Health “Statutory Guidance on Joint Strategic Needs
Assessments and Joint Health and Wellbeing Strategies. Available at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/223842/StatutoryGuidance-on-Joint-Strategic-Needs-Assessments-and-Joint-Health-and-Wellbeing-StrategiesMarch-2013.pdf [iv] Exploring the Social Value of Community Assets in Wirral [v]
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http://www.eastsussexjsna.org.uk/overviews/localneedsprofile

Physical Assets
Health Assets
Twenty five GP practices are located across South Gloucestershire. Most work from their own
modern purpose built facilities. Community nurses and therapists are also based at Cossham
Hospital and two Health Clinics. The out of hours GP service is also based at Cossham Hospital.
Community mental health services are delivered from Blackberry Hill Hospital. Hospital services are
delivered by North Bristol Trust from Southmead and Cossham Hospitals, and by University
Hospitals Bristol Trust from their campus in the centre of the City. Some local people also use the
Royal United Hospital located this side of Bath. The Emersons Green Treatment Centre is a short
stay surgical facility in South Gloucestershire. Most mental health beds used by people from South
Gloucestershire are in Callington Road Hospital, Brislington.

Education assets
The links below provide information on South Gloucestershire Council owned education properties,
this includes schools, nurseries, children’s centres and locality hubs (which offer varying degrees of
educational provision).
Schools
Nurseries
Children’s Centres
Locality Hubs

Youth Centres
A list of South Gloucestershire owned Youth Centres can be found here http://www.southglos.gov.uk/health-and-social-care/care-and-support-children-families/young-pe
ople/young-peoples-drop-in-activities/

Assets of Community Value
The Localism Act gives local communities the chance to nominate, for inclusion on a formal
register, assets that are of value to the local community (assets of community value). Communities
also have the right to bid to purchase registered assets of community value if they come up for
sale. An asset is a physical building or land and can be privately owned – it does not have to
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belong to the council or a public sector organisation. Examples of assets that would be eligible are:
community centres
libraries
leisure centres
the last public house / shop in an area
post offices
theatres
museums
For an asset to be eligible, either
a. Its current main use must further the social interests or social wellbeing of the local
community, and it must be realistic to think that such a use can continue,
or
b. A use in the recent past must have furthered the social interest or social wellbeing of the local
community, and it must be realistic to think it could be brought back into such use within the
next five years.
Organisations that are eligible to nominate must have a local connection and be:
a. a town or parish council
b. a local neighbourhood planning forum under the Town and Country Planning Act
c. an unincorporated community group whose members include at least 21 individuals
registered to vote in the local authority’s area
d. a charity
e. a company limited by guarantee or industrial provident society that does not distribute any
profit to its members
f. a community interest company
The council is not able to self-nominate assets. The following table shows the assets of community
value register as at October 2015.
Asset name and
address

Nominated by

Nomination
date

Effective
listing date

Date listing
expires

The Hawkesbury Shop,
High Street, Hawkesbury
Upton, Badminton, South
Gloucestershire, GL9 1AU

Hawkesbury
Upton Parish
Council

13/03/2014

12/06/2014

12/06/2019

Pound Ground, Golden
Valley Lane, Bitton, South
Gloucestershire, BS30

Bitton Parish
Council

15/06/2015

24/08/2015

24/08/2020
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North Common Village
Hall, Millers Drive, North
Common, South
Gloucestershire, BS30
8YH

Bitton Parish
Council

12/06/2015

24/08/2015

24/08/2020

St Anne’s Church Hall,
School Road, Oldland
Common, South
Gloucestershire, BS30
6QY

Bitton Parish
Council

15/06/2015

24/08/2015

24/08/2020

Community Halls
Draft Analysis of Village and Community Hall Provision (and comparison to the Sport England
National standard) from July 2015 Quantity - For the purposes of the assessment, village and
community halls are defined as multi-purpose indoor facilities that are capable of accommodating
a range of sports activities, such as carpet bowls, yoga and aerobics, mostly at a recreational level.
The South Gloucestershire Council Infrastructure Delivery Plan (IDP) defines a community centre or
village hall as a “dedicated facility which provides a range of affordable and accessible activities
and services which is owned or managed by the community for use by the whole community in
perpetuity”. They accommodate a range of activities that develop and sustain health, social and
cultural well-being for all people. There are 78 village and community halls in South Gloucestershire
which are detailed here:
http://www.southglos.gov.uk/documents/Dedicated-Community-Centres-and-Village-Halls-from-xI
DP-November-2012-Update.pdf The distribution of village and community halls in each sub-area is
detailed below:

Village and community halls by sub-area in South
Gloucestershire
Sub-area

Population

Sub-area

Halls per capita

North fringe of Bristol

59,772

17

1:3,516

East fringe of Bristol

90,310

10

1:9,031

Yate/Chipping Sodbury

33,837

12

1:2,820

Thornbury

15,016

9

1:1,688

Rural areas

63,865

30

1:2,129
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South Gloucestershire

262,800

78

1:3,369

The 78 accessible village and community halls in South Gloucestershire are equivalent to one per
3,369 people. Per capita levels of provision are relatively consistent between sub-areas, although
the East Fringe of Bristol is the poorest served. No comparator data was available against which to
benchmark the South Gloucestershire figures. The quality of village and community halls was not
assessed as part of the current study.

Accessibility
Accessibility to village and community halls in South Gloucestershire is mapped below. Because
they are essentially local-scale facilities, a ten minute travel time catchment has been applied. Ten
minute driving, cycling and walking catchments have been marked around each site. The
accessibility analysis in the map below shows that:
Driving - The whole population is within 10 minutes’ drive of their nearest village and
community hall.
Cycling - About 250,000 people (95.1% of the district population) are within 10 minutes
cycle of their nearest village and community hall.
Walking - About 170,000 people (64.7% of the district population) are within 10 minutes’
walk of their nearest village and community hall.
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Demand - Patterns of demand for sports use of village and community halls are complex, in
particular because of the large variations in the size and layout of the activity spaces they contain
and the consequent impact on the range and capacity of different sports that can be
accommodated. However, most can accommodate activities such as carpet bowls, keep fit and
aerobics, whilst some of the larger facilities include a regulation sized badminton court.
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Assessment of current provision
There is no evidence that existing provision of village and communities halls is inadequate to
supplement the more specialist indoor sports facilities provision in South Gloucestershire.

Future balance between supply and demand
Existing spare capacity
In many instances, existing facilities have some spare capacity to accommodate at least part of the
additional demand arising between now and 2027. For this reason, current spare capacity has
been identified as accurately as possible and an evaluation undertaken on the extent to which
individual facilities are likely to be able to assimilate extra use.

Projected population change to 2027
The Office of National Statistics has published population projections to mid-2027, which are
trend-based projections applying observed levels over the past five years. The ONS projections for
South Gloucestershire forecast that the population of the district will be 300,000 by 2027, an
increase of almost 37,200 people, or 12.1% growth. Much of the increase will be the result of
housing developments. The ‘Core Strategy’ (2013) makes provision for 28,355 new homes in the
period between 2006 and 2027, with 22,545 to be provided 2013 and 2027. The majority of the
growth will be focused in the following areas: Cribbs/Patchway New Neighbourhood - This
development on the North Fringe of Bristol will accommodate 5,700 new dwellings with
appropriate community infrastructure. East of Harry Stoke New Neighbourhood - This
development, also on the North Fringe of Bristol will accommodate 2,000 new dwellings with
appropriate community infrastructure. North Yate New Neighbourhood - This development will
accommodate an estimated 3,000 new dwellings with appropriate community infrastructure.
Thornbury - These developments will accommodate an estimated 800 new dwellings with
appropriate community infrastructure. Sports and community facilities are amongst the community
infrastructure for which developers will be required to provide or make a financial contribution
towards, to ensure that the inhabitants of the new housing have access to an appropriate range of
provision.

Area-specific impact on demand
Each of the proposed developments will significantly increase demand for sports facilities and
community halls and there will be a requirement for additional provision to be made as part of the
planning process. The estimated increase in population in each sub-area as a result of the housing
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developments is as follows, based upon the number of additional dwellings in each sub-area:

Projected population increase in South
Gloucestershire by sub-area
Sub-area

Population
2011

Population
increases

Population
2027

% Change

North fringe of Bristol

59,772

20,000

79,772

+33.5

East fringe of Bristol

90,310

7,020

97,330

+7.8%

Yate/Chipping Sodbury

33,837

8,425

42,262

+24.9%

Thornbury

15,016

1,755

16,771

+11.7%

Rural areas

63,865

0

65,865

-

South
Gloucestershire

262,800

37,200

300,000

14.2%

Proposed planning standards
The proposed per capita planning standards below comprise one means of assessing future
facility’s needs, by taking locally-derived evidence-based data on supply and demand arising from
stages two and three of the ANOG methodology and establishing the quantity, quality and
accessibility of provision that will be required.
Element

Standard

Justification

Quantitative

One hall per 3,300
people

Existing levels of provision equate to one
village/community hall per 3,369 people. Current
provision appears to supplement more formal,
specialist sport facilities by meeting low-level
recreational needs, particularly in rural areas - South
Gloucestershire Quantitative Audit (2014)

Qualitative

All aspects of a
village/community hall
should rate 'average' or
better

All aspects of the quality of all sports facilities in
South Gloucestershire should aspire to be of at least
'average' quality - South Gloucestershire
Accessibility Audit (2014)
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Accessibility

The whole population
within 10 minutes drive
of the nearest hall

• Village/community halls are essentially local facilities
with a relatively limited catchment, so a maximum of
10 minutes travel time is an appropriate standard South Gloucestershire Sports Facilities Strategy
(2014)
• 100% of the district population is within 10 minutes
drive of their nearest village/community hall - South
Gloucestershire Accessibility Audit (2014)

Projected future additional capacity needs
By applying the standards identified above, the following future additional capacity needs have
been identified, represented as the number of extra facility equivalents.
Facility

Current
facilities

Standard

Extra population
by 2027

Extra capacity
needed by
2027

Sports halls

22

1:12,000

37,200

3.10

Swimming pools

16

1:16,500

37,200

2.25

Athletics tracks

2

1:130,000

37,200

0.29

Indoor bowls

1

1:262,000

37,200

0.14

Outdoor bowls

7

1:37,500

37,200

0.99

Indoor tennis

0

0

37,200

0

Outdoor tennis

151

1:1,750

37,200

21.3

Health and tennis

33

1:8,000

37,200

4.65

Squash

22

1:12,000

37,200

3.10

Golf courses

20

1:13,000

37,200

2.86

MUGAs

20

1:13,000

37,200

2.86

Village/community halls

78

1:3,300

37,200

11.27

Existing spare capacity
In many instances, existing facilities have some spare capacity to accommodate at least part of the
additional demand arising between now and 2027. For this reason, current spare capacity has
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been identified as accurately as possible and an evaluation undertaken on the extent to which
individual facilities are likely to be able to assimilate extra use.

Projected population change to 2027
The Office of National Statistics has published population projections to mid-2027, which are
trend-based projections applying observed levels over the past five years. The ONS projections for
South Gloucestershire forecast that the population of the district will be 300,000 by 2027, an
increase of almost 37,200 people, or 12.1% growth. Much of the increase will be the result of
housing developments. The ‘Core Strategy’ (2013) makes provision for 28,355 new homes in the
period between 2006 and 2027, with 22,545 to be provided 2013 and 2027. The majority of the
growth will be focused in the following areas: Cribbs/Patchway New Neighbourhood - This
development on the North Fringe of Bristol will accommodate 5,700 new dwellings with
appropriate community infrastructure. East of Harry Stoke New Neighbourhood - This
development, also on the North Fringe of Bristol will accommodate 2,000 new dwellings with
appropriate community infrastructure. North Yate New Neighbourhood - This development will
accommodate an estimated 3,000 new dwellings with appropriate community infrastructure.
Thornbury - These developments will accommodate an estimated 800 new dwellings with
appropriate community infrastructure. Sports and community facilities are amongst the community
infrastructure for which developers will be required to provide or make a financial contribution
towards, to ensure that the inhabitants of the new housing have access to an appropriate range of
provision.

Area-specific impact on demand
Each of the proposed developments will significantly increase demand for sports facilities and
community halls and there will be a requirement for additional provision to be made as part of the
planning process. The estimated increase in population in each sub-area as a result of the housing
developments is as follows, based upon the number of additional dwellings in each sub-area:

Projected population increase in South
Gloucestershire by sub-area
Sub-area

Population
2011

Population
increases

Population
2027

% Change

North fringe of Bristol

59,772

20,000

79,772

+33.5

East fringe of Bristol

90,310

7,020

97,330

+7.8%
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Yate/Chipping Sodbury

33,837

8,425

42,262

+24.9%

Thornbury

15,016

1,755

16,771

+11.7%

Rural areas

63,865

0

65,865

-

South
Gloucestershire

262,800

37,200

300,000

14.2%

Proposed planning standards
The proposed per capita planning standards below comprise one means of assessing future
facility’s needs, by taking locally-derived evidence-based data on supply and demand arising from
stages two and three of the ANOG methodology and establishing the quantity, quality and
accessibility of provision that will be required.
Element

Standard

Justification

Quantitative

One hall per 3,300
people

Existing levels of provision equate to one
village/community hall per 3,369 people. Current
provision appears to supplement more formal,
specialist sport facilities by meeting low-level
recreational needs, particularly in rural areas - South
Gloucestershire Quantitative Audit (2014)

Qualitative

All aspects of a
village/community hall
should rate 'average' or
better

All aspects of the quality of all sports facilities in
South Gloucestershire should aspire to be of at least
'average' quality - South Gloucestershire
Accessibility Audit (2014)

The whole population
within 10 minutes drive
of the nearest hall

• Village/community halls are essentially local facilities
with a relatively limited catchment, so a maximum of
10 minutes travel time is an appropriate standard South Gloucestershire Sports Facilities Strategy
(2014)
• 100% of the district population is within 10 minutes
drive of their nearest village/community hall - South
Gloucestershire Accessibility Audit (2014)

Accessibility

Projected future additional capacity needs
By applying the standards identified above, the following future additional capacity needs have
been identified, represented as the number of extra facility equivalents.
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Standard

Extra population
by 2027

Extra capacity
needed by
2027

22

1:12,000

37,200

3.10

Swimming pools

16

1:16,500

37,200

2.25

Athletics tracks

2

1:130,000

37,200

0.29

Indoor bowls

1

1:262,000

37,200

0.14

Outdoor bowls

7

1:37,500

37,200

0.99

Indoor tennis

0

0

37,200

0

Outdoor tennis

151

1:1,750

37,200

21.3

Health and tennis

33

1:8,000

37,200

4.65

Squash

22

1:12,000

37,200

3.10

Golf courses

20

1:13,000

37,200

2.86

MUGAs

20

1:13,000

37,200

2.86

Village/community halls

78

1:3,300

37,200

11.27

Facility

Current
facilities

Sports halls

Existing spare capacity
The application of the standard of provision for village and community halls suggests additional
demand equivalent to an extra 11.27 facilities by 2027. Most existing halls are used to effective
capacity and therefore all additional demand will need to be accommodated by new facilities.
Given the respective levels of population growth projected for the five sub areas, the distribution
calculated on a proportionate basis should be as follows:

Projected additional community hall needs in
South Gloucestershire by 2027
Sub-area

Population increase

Extra facilities required

North fringe of Bristol

20,000

6

East fringe of Bristol

7,020

2
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Yate/Chipping Sodbury

8,425

3

Thornbury

1,755

1

Rural areas

0

0

South Gloucestershire

37,200

12

This work which informs the Council’s emerging Built Sport Facilities Strategy does not prescribe
the scale, floor space, layout or design for a community hall and this level of detail will be
developed for each individual site or neighbourhood as appropriate. Master planning and
engagement for the new neighbourhoods and large developments identify a strategy for
addressing future need for indoor recreation and community halls alongside other built
infrastructure with the intention of delivering facilities which will be well used and viable in the long
term. At this stage this strategy suggests that there will be new community halls of varying scales
in seven communities and in other areas existing facilities will be enhanced. Collectively this should
address the future additional need for new development.

Public Open Space
The Councils Open Space Audit 2010 has been prepared to provide a clear understanding of the
quantity, quality and accessibility of open spaces, sport and recreation facilities across South
Gloucestershire. The Open Space Audit has sought to identify local needs and record opinion on
the current provision, audit and digitally map provision and set local provision standards for the
quantity, quality and accessibility of open space, sport and recreation facilities. The Audit has
established locally relevant standards which have been adopted through the Core Strategy
illustrated in Appendix 5 by using:
An analysis of existing national, local standards and practices
The results of a comprehensive consultation process with stakeholders and local
householders
Benchmarking of comparable standards used by other authorities
The results of the mapping and audit of existing provision
South Gloucestershire Open Space Audit 2010 South Glos planning policy (Core Strategy)
Appendix 5: Green Infrastructure, Sport and Recreation Standards

Appendix 5 - Green Infrastructure, Sport and Recreation Standards
Category of
Open Spaces
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Informal
recreational
open space

Include
parks/public
gardens amenity
green space and
green corridors these provide for
informal
recreation and
access.

1.4 ha/1000
population

12.5 minutes
walk / 600
metres

Natural and
Semi-Natural
green space

Areas of green
space where the
primary purpose
is one of wildlife
and biodiversity
conservation
and value.

1.5 ha/1000
population

15 minutes walk
/ 720 metres

Outdoor Sports
facilities

Includes all
outdoor sports
facilities whether
naturally or
artificially
surfaced, e.g.
playing pitches,
bowling greens
and tennis
courts. Including
full sized Multi
Use Games
Areas (MUGAs).

1.6 ha/1000
population

20 minutes walk
/ 1000 metres playing pitches
22 minutes drive
time - Synthetic
Pitches, Athletics
Tracks and Golf
Courses

Provision for
Children and
Young People

All equipped
children's play
areas, including
provision for
young people
(skate parks,
shelters etc.).

0.25 ha/1000
population
equipped
playspace

10 minutes walk
/ 480 metres Children's play
space. 15
minutes walk /
720 metres Young people's
provision

Allotments

An area of
allotment plots
used for the
purpose of
producing fruit,
vegetable or
flowers for
personal use.

0.2 ha/1000
population

15 minutes walk
/ 720 metres
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Cultural assets
This section reflects on the assets within the library service in South Gloucestershire, and is
structured to reflect how the library service supports the aims of the Health and Wellbeing
Strategy.

Making the healthy choice, the easy choice
Access to information to make healthy lifestyle
decisions
The network of 13 libraries, including those in Priority Neighbourhoods are often the first port
of call for people in those areas to access information. In 2014/15 libraries answered over
100,000 enquiries from customers. In addition to trained staff all libraries have access to the
internet and stock to provide access to high quality information. Libraries are used by over
50% of the population.
Promoting healthy living campaigns, in partnership with other Council departments, the
Clinical Commissioning Group, charities and voluntary agencies. Libraries are regarded as
neutral venues that provide trusted access to information, as they have around 1 million visits
per year and 66% of the adult population make use of the service, they are a key local venue
for the reaching people across community groups.
One of the recent projects being developed by the library service in conjunction with the
Leisure Trust is the Active Card. Through the sharing of data the project is creating a
database of people who are active both physically and / or mentally, the project has the strap
line An Active Mind in an Active Body. Through a sophisticated marketing technique it is
able to carry out segmented marketing to people based on their age and where they live. The
project is able to identify where people who are not active live and through use of social
marketing encourage these people to become more active. This project will make a
significant contribution to the health and wellbeing of South Gloucestershire.
In 2015/16 the service will be working with Public Health to train staff as health champions
and create wellbeing zones in all libraries.

Mental health and wellbeing
One of the library services core services is the promotion of reading and the contribution
that reading can make to the support of health and wellbeing. Reading as a creative act
relieves stress, provides an opportunity for enjoyment and relaxation supports learning and
self-development and provides an opportunity for social interaction for those who like to talk
about what they read. As the most popular delivery agents for reading, public libraries are
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key partners in the delivery of reading activity as part of the broader arts and health agenda.
The service also provides Reading Well Books on Prescription scheme focusing on
people with mild to moderate mental health problems and dementia. The core range of
books are endorsed by national mental health professionals and resources coordinated at
national level which deliver both a consistent national message and value for money. There is
strong evidence to suggest that it delivers therapeutic benefit for some people. See Reading
Well | Reading Agency.
Libraries are cultural centres and venues for wellbeing projects such as the Re Mapping arts
project, which uses art to engage people living with mental health issues and dementia.

Best start
South Gloucestershire Library Service works with all ages of children and their parents.

Early years
Book Start provides children with packs to promote reading to pre-school children and their
parents. The benefits gained from Bookstart contribute to:
parental bonding
early listening and communication skills
development of attention span
pre-literacy skills
social skills.
For details of benefits see:
http://www.bookstart.org.uk/about-us/who-we-work-with/health-professionals/

School Years
The library service in partnership with the Leisure Trust have an ambition to ensure every child in
South Gloucestershire has an Active Card. A pilot involving three secondary schools has resulted in
100% of students in the school’s receiving a card. The project will enable the services to promote
healthy lifestyle messages to school’s via the Active Newsletters.

Age well
Reading plays an important role in maintaining mental agility of older people, services for older
people include:
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The Home Library Service visits people in their own homes, this is mainly used by older
people but can also be a temporary service such as when recovering from a stay in hospital
The service has book collections in 80 residential and nursing homes within South
Gloucestershire
Concessionary charges encourage older people to use the service
The service provides services to help older people to master new technologies – IT classes,
digital cameras, family history online searches, and digitally restoring old photographs. This
promotes the value of lifelong learning and helps to keep the mind alert.

Retaining independence and dignity
All library staff are trained to be positive about disabilities, and the needs of people with disabilities
are considered when choosing stock, creating displays and designing the internal and external
layout of libraries. Disabled individuals and groups are encouraged to visit the library and the library
service is promoted at events targeted at people with disabilities or their carers e.g. the Low Vision
Day for visually impaired people and the Carers day. Other services include
Clearvision books – Braille books for children
Administering the RNIB Talking Books service for South Gloucestershire
Accessible PCs in all libraries
Sensory storytelling for children with special needs using specially designed story boxes.

The Voluntary, Community and Social Enterprise
Sector (VCSE)
One of the aims of the Safer and Stronger Communities Partnership Strategy 2014 – 2017 is to
build strong voluntary organisations, community groups and social enterprises by stimulating the
sector and strengthening resilience and robustness. South Gloucestershire benefits from a thriving
community and voluntary sector, and the partnership aims to support the sector to continue to
thrive. Independent, sustainable and diverse voluntary organisations, community groups and social
enterprises play an essential part in the lives of our people and communities. Working to help old,
young, disabled and the disadvantaged and providing a wide range of activities and services the
sector reflects all that is best about our society. Voluntary organisations, community groups and
social enterprises address the needs of the area in a multi-purpose, holistic way, and are
committed to the involvement of all sections of their community, including marginalised groups.
The VCSE sector also facilitate the development of communities in their area. Many VCSE
organisations supporting people in the health and social care sector, benefit from people’s lived
experiences of health issues or impairment, so for example the Carers Support Centre work with a
range of current or ex carers who give their time to influence services or support other carers.
VCSE organisations delivering services and using their expertise has major benefits:
Services can be delivered more sensitively to those in need
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Specialist knowledge can bring better techniques and greater efficiency
There is ample evidence that the voluntary sector can be very successful in delivering services in
the community. The Safer and Stronger Community Partnership is committed to their role in
providing appropriate services because of their unique attributes of flexibility, creative and
alternative thinking as well their special understanding of the service user’s needs. The way in
which the public sector and voluntary & community organisations work together is hugely
important. Because of this the council has developed a Compact between the public, voluntary
and community sector which lays out a set of principles about how they will work together in a way
that is open, mutually supportive and yet respectful of differences where they occur. The Compact
is in part about listening, part about sharing and working together in common cause. It is about
respecting the differences between sectors. Recognising the importance of voluntary
organisations, community groups and social enterprises, we will develop this sector, stimulating
and strengthening it, building resilience and robustness, and trying to reduce its reliance on public
sector support and funding. With support services provided by the local CVS and partners to
enable voluntary organisations, community groups and social enterprises to develop their
approach to diversifying income streams and sustainable funding.

A snapshot of the VCSE sector – The Care
Forum
The Care Forum are a voluntary sector organisation providing a range of services in South
Gloucestershire, Bristol and other areas. One of their services is to provide infrastructure support to
the VCSE sector within health and social care, to ensure the sector is involved in the planning and
improvement of services, and that the voice of the sector and the people they support is heard.
The Care Forum have updated the report they produced for the 2012 JSNA, by reflecting on the
feedback given by the sector at engagement events, and from the responses to the CVS South
Gloucestershire annual survey of the sector. The headlines of the report are:
There has been significant feedback from the sector on gaps in services for people with
mental health issues, particularly young people.
The difficulties for carers in accessing information and support whilst providing the caring role
The sector has seen a steady growth in income from external and non-statutory sources
The use of reserves in the sector is stable
With the increasing focus on delivering support in priority neighbourhoods, whether in the
future it will be viable to deliver in rural areas that are not within priority neighbourhoods?
The sector is keen to establish better links with commissioners, to have a better understanding of
the commissioning cycle and opportunities to feed into the planning, delivery and co-production
with users of services and carers.
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Community Mapping – Social and leisure
opportunities in South Gloucestershire
Leisure Centres
Circadian Trust is a registered charity operating seven Active Leisure Centres across South
Gloucestershire in partnership with SGC and two academy schools. The shared strategy and
philosophy is to contribute to the improved health, cultural and social wellbeing of the local
community. Any profit made by the Trust is reinvested to improve facilities, equipment and services
for its customers. The centres are based in Bradley Stoke, Downend, Kingswood, Longwell Green,
Patchway, Thornbury and Yate. The Trust has been operating since 2005 and specifically in the
last five years in relation to physical activity has achieved the following:
18% increase in customer uptake to 2.5 million activity participation visits per annum.
Teaches over 7000 adults and children to swim each week and provides learn to swim
courses to over 50 primary schools each year.
Have over 15,000 live Active Health and Fitness members.
Hosts over 200 local sports clubs each week provides a base for community sports clubs
e.g. cycling, running which operate from outside the centres and hosts a number of
community sports participation events including Active Triathlon.
Provides a base for Breakthrough mentoring helping them help over 100 clients a year.
Provides a home for 3 Choices for You Groups providing day care for adults with learning
difficulties.
In respect of Public Health programmes and interventions Circadian delivers / has achieved the
following:
Operates Exercise on Prescription and the Physical Activity work stream of Lifeshape in
partnership with SGC.
Hosts Cardiac Rehab Sessions in partnership with North Bristol Trust.
Offers Inclusive Fitness Initiative equipment at all gyms allowing best practice participation for
customers with physical disabilities.
Offers Changing Areas and Toilets which are installed to Changing Places standards for
customers with disabilities.
Operates Alzheimer’s Sports and Social Clubs in partnership with Age UK and others.
Has received national recognition in respect of its contribution to Public Health both from the
Minister for Public Health (Jane Ellison) in 2014 and by being joint winners of an APSE Award
with SGC.
Currently there is activity within the council to map social and leisure activities and community
groups across South Gloucestershire. One workstream involves developing a list of resources for
older people and people with disabilities, focussing primarily on one area of South Gloucestershire
(Cluster 6 [1], Downend, Emersons Green, Winterbourne and Frampton Cotterell). The other
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workstream is developing resources and information for people with mental health problems
and/or learning difficulties across South Gloucestershire. There are also plans to visit community
groups to build a relationship with the community, identify key people in the community who may
be able to lead new groups and gather further information about community activities and groups.
This work is part of a wider project to reduce social isolation and improve wellbeing through
encouraging individuals to get involved and become more engaged with their local community. The
project has collected information on over 650 groups and activities across South Gloucestershire
using websites, leaflets, local papers/magazines and visiting community venues and cafes. Over
half of these groups are not on the Well Aware website but are gradually being shared to ensure
the information on Wellaware is available and up to date. The new groups identified from this work
are distributed across various areas as demonstrated by figures for each cluster below: Cluster 1 –
99 Cluster 2 – 69 Cluster 3 – 94 Cluster 4 – 74 Cluster 5 – 100 Cluster 6 - 194 The field research
has been focused around cluster 6 and the surrounding areas which accounts for the higher
number of groups in that area. The variety of community groups that have been identified through
the project are shown by key types of activities below: Number of activities for each activity
category per cluster
Category

Cluster 1

Cluster 2

Cluster 3

Cluster 4

Cluster 5

Cluster 6

Advice &
Support

4

9

3

14

3

8

Arts &
Crafts

12

13

10

18

4

33

Friendship
& Social
Group

13

20

6

24

10

38

Keeping
Active

51

47

24

54

20

49

Music &
Singing

9

7

6

6

1

14

Nature &
Gardening

2

2

2

1

0

7

Technology

1

1

1

1

2

5

This information provides us with a valuable insight into the wealth of social networks and
community groups which already exist; and enables the council and partners to start to identify
areas that would benefit from more activities, and to work with the local communities in those
areas to develop those activities, to improve emotional wellbeing and reduce social isolation. [1]
The cluster integration project has mapped South Gloucestershire into 6 clusters
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Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
A report by the Care Forum on the Community and Voluntary Sector highlighted gaps in
services for people with mental health issues, particularly young people; difficulties for carers
in accessing information
Gain a better understanding of the community capacity within BME communities.
Recognise the need to engage with parts of the community that are socially excluded and
vulnerable

Recommendations for future work on assets
This chapter presents a broad sweep of the current assets of South Gloucestershire, and is one of
many potential representations of assets. An approach which is embedded in the feedback from
the residents and communities of South Gloucestershire, drawing on their reflections of living in the
area, its strengths, assets and challenges is an approach to be developed through the life span of
this JSNA.
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Crime and anti-social behaviour
Summary
Crime, anti-social behaviour and fear of crime can have a significant impact on the health and
wellbeing of individuals and the community. Victims of crime often suffer from a wide range of
physical and mental health problems including injury, disability and mental illness. Perpetrators of
crime have a range of health needs. Wider implications of crime and fear of crime include financial
loss and social exclusion. In 2014/15 there were 12,328 reported crimes, and a rate of 45.8 crimes
per 1,000 population, lower than the regional and national averages. This is also below the rate for
Local Authorities with similar populations - 47.9 crimes per 1,000 population. In line with the
national trend, the rate has fallen over the last decade. Patterns of crime are closely linked to
deprivation, with Kingswood the area of highest crime. In 2014, anti-social behaviour increased for
the first time in six years, with 8,724 reports. Anti-social incidents involving neighbours were the
most common type of incident. Kingswood and Yate have the highest number of reports. In a
2014 survey, 6% of respondents felt antisocial behaviour was a problem in their local area. Within
South Gloucestershire the fear of crime is greater than the likelihood of actually being a victim. In
2014-2015 92% of residents felt safe outside in their local area during the day (up from 90% in the
previous year), and 67% (up from 58% in 2013-2014) felt safe outside in their local area after dark.
The most recent Strategic Assessment of Crime and Disorder highlighted increasing concerns
about vulnerable victims with a rise in complex anti-social behaviour cases – around 30% of
victims of crime are assessed as vulnerable. There were 50 hate crimes reported in 2014-2015, an
increase from previous years. Of these, 72% were racial incidents with hotspots in Kingswood,
Staple Hill and Filton. The Safer and Stronger Communities Strategic Partnership Strategy contains
priorities for 2014-2017 to address issues related to crime. A range of services are commissioned
to support victims of crime including the Lighthouse service which supports victims of crime and
SARI support victims of hate crime and harassment.

Recommendations for consideration
As resources reduce, while at the same time the demands and expectations placed on
providers increase, new methods of responding to these challenges need to be developed and
implemented. Reduce alcohol misuse and violent crime related to the night time economy.
Operational and strategic activity in dealing with different aspects of crime and health and
wellbeing should be mapped in order to create a clear understanding of responsibilities and to
enable gaps or duplication of effort to be resolved.
Author: Robert Walsh, Head of Safe and Strong Communities, South Gloucestershire Council

Who is at risk and why?
Crime, anti-social behaviour and the fear of crime can have a significant impact on the health and
wellbeing both of individuals and of whole communities. Victims of crime often suffer from a wide
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range of physical and mental health problems, both as a factor making them vulnerable to crime,
and as a consequence of crime. The immediate physical health consequences of crime include
injury, permanent disability, and even death. Longer term violent and sexual crimes are associated
with increased levels of smoking, alcohol and substance misuse, health care neglect, risky sexual
behaviour and sleeping and eating disorders by victims. Increasingly in South Gloucestershire there
is evidence of both victims and perpetrators with mental health problems. Offenders also have a
range of health and well-being needs which are set out in the Offenders chapter. Further details
related to crime and disorder are also contained in the sexual health, domestic abuse and
substance misuse chapters.

The level of need in the population
Within South Gloucestershire the fear of crime is greater than the likelihood of actually being a
victim. However progress continues to be made in this area and in 2014/15 912% of residents felt
safe outside in their local area during the day (up from 90% in the previous year), and 67% (up
from 58% in 2013/14) felt safe outside in their local area after dark. Not all forms of crime and antisocial behaviour have the same impact of individuals and so greater focus is paid in the following
data to those forms of crime that have the greatest impact on health.

Overall Crime
The overall rate of crime in South Gloucestershire remains below both the regional and the national
figures. In 2014/15 there were 12,328 reported crimes, and a rate of 45.8 crimes per 1,000
population. This is also below the average level for our most similar local authority family group
over the same period (average 47.9 crimes per 1,000 population).

In 2014/15 the South Gloucestershire overall recorded crime rate in rose by 4.2%, the first
increase in a number of years. Several factors have affected this result however, which make it
difficult to gauge the extent to which this represents an increase in actual crime, or an increase in
reporting levels.
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Following on from an inspection by Her Majesties Inspector of Constabulary more low-level
violent offences which do not result in injury are now being recorded across Avon &
Somerset.
A priority both for the Safer and Stronger Communities Strategic Partnership and the Police
and Crime Commissioner is to increase the reporting of domestic and serious sexual
offences, as it is known nationally that these are significantly underreported. In 2014/15
partners succeeded in encouraging 500 more such cases to be reported than in the previous
year. This is believed to reflect increased reporting, not an increase in offences themselves,
and so is regarded as a positive change, even though it makes the total crime level and the
violent crime rates appear to have gone up.
Nonetheless the rise of 4.2% in total recorded crime in South Gloucestershire compares to an
increase over the same period across Avon and Somerset of 1.6%; and across England and Wales
of 2.5%.

Anti-social behaviour
Anti-Social Behaviour (ASB) plays a significant role in public confidence. National analysis in 2009
showed an 83% correlation between perceptions of anti-social behaviour and satisfaction with a
local area as a place to live. This is greater than the correlation with any other measure including
deprivation. The Strategic Assessment of Crime and Disorder in 2014 showed ASB has increased
for the first time in six years, with 8,724 reports of ASB to the Police and to the Council’s ASB
team over a 12 month period. ASB incidents involving Neighbours were the most common type of
incident reported in 2013/14. Neighbour complaints accounted for 20% of the ASB incidents
reported - a proportional increase of 6.81% from the previous year. Noisy/ Rowdy Behaviour and
Nuisance Behaviour incidents were down by approximately 50% in the total number of complaints
compared to last year. Noisy/Rowdy behaviour incidents type still accounted for 15% of indents
although compared to last year when they were the most common incident reported, they are
down by 11 percentage points. As well as the statistical data showing an increase in Neighbour
incident type, ASB Officers have reported an increasing number of complex cases. Complex cases
can involve several factors for example victims or perpetrators with mental health issues, areas with
an isolated community etc. These complex cases often require a multi-agency approach in order
to resolve the issues. ASB officers have also stated some cases require more community
engagement to help reduce isolation and increase reporting. While Kingswood and Yate continue
to be the Police beats which received the highest number of ASB reports anecdotal information
suggests there are some key hot spot locations that need prioritising to avoid ASB escalating and
gangs forming. The locations identified are Aspects and Barrs Court, Longwell Green, Hunters
Way, Filton and Abbotswood, Yate. The proportion of victims of ASB satisfied with the way their
case was dealt with improved to 81%. The proportion of ASB cases fully resolved increased from
36% to 59%. In the 2014 survey, six percent of respondents felt antisocial behaviour was a
problem in their local area. This is a positive result as it suggests that 94% of our residents do not
consider that antisocial behaviour is a big issue where they live. Of the six types of antisocial
behaviour which they were asked about, people were most concerned about rubbish or litter lying
around. This is of particular concern given the increase in the amount of litter and detritus recorded
by council inspectors during 2014/15.
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Vandalism, graffiti and other deliberate damage to property or vehicles and people using or dealing
drugs both had concern levels of 13%. There has been a reduction in the proportion of people
who view vandalism and graffiti as an issue over the past two years. The council’s commitment to
removing graffiti as quickly as possible continues, with 93% of offensive or hate-related graffiti
removed from council property within one working day of being reported in 2014/15.

Domestic and sexual violence
Further details of domestic and sexual violence are contained in separate chapters. The impact
(both physical and mental) on the health of victims of domestic and sexual violence can hardly be
underestimated. There is also a major impact on children who are involved in, or observe,
domestic abuse and violence. The 12 month data in the Strategic Assessment of crime and
disorder 2014 shows 3,255 domestic abuse incidents and crimes of which 1,237 were reported as
crimes. Victims are risk-assessed and 10.5% were categorised as HIGH risk; 30.2% as MEDIUM
risk; and 57.4% as STANDARD risk. These crimes are included within the 3,499 cases of domestic
and serious sexual violence reported. The 23% increase in reported domestic abuse crimes and
incidents demonstrates a positive change, as previous years showed a reduction in reports to the
police; this data may indicate an increase in public confidence in reporting to the police or may be
demonstrable of an actual increase in domestic abuse incidents and crimes. There is also
anecdotal evidence that suggests that reports of Domestic Abuse being made to agencies other
than the Police are increasing, which is positive. Support to HIGH risk victims is co-ordinated
through a Multi-Agency Risk Assessment Conference (MARAC). Of those cases considered by the
MARAC in 2014/15 30% saw repeat offences, which is well within target levels. However the
increased numbers of cases being reported, and considered for MARAC, is placing increased
strain on capacity. In addition there is a need for greater support for those victims falling just under
the HIGH risk threshold. Police data indicates that Yate has become the most prominent location
for both domestic abuse crimes and incidents, making up 13% of all reported crimes and 12% of
incidents. This is a difference from previous years where Kingswood was always the main location;
as is still the case for MARAC cases. Kingswood made up 8% of crimes and 8% of incidents,
making it the second most likely location for domestic abuse. This is in line with MARAC data
where Yate and Kingswood are the most prominent locations for high risk domestic abuse.
Patchway and Bradley Stoke are also key locations; Patchway 7% of crimes and 7% incidents;
Bradley Stoke 7% crimes and 6% incidents. MARAC data also suggests an increasing trend of
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perpetrators living outside of South Gloucestershire demonstrating a need for continued crossborder collaboration on domestic abuse issues. MARAC data suggests a significant increase in the
number of high risk victims and perpetrators who have a substance misuse issue – whilst this
might illustrate improvements in data collection, it still demonstrates a significant area for
consideration. Among the services currently available are 16 units of accommodation in three
separate domestic violence refuges which support over 60 high risk victims and their children per
year who have suffered domestic abuse and who need to move away from their homes to prevent
further domestic violence. Separate flexible arrangements are in place for male victims needing
refuge. The present provider has served notice it will no longer be able to support two of these
refuges, and alternative arrangements therefore need to be made as a matter of urgency.

Burglary
There were 680 domestic burglary offences in the 12 months to March 2015. This is 48 more
offences than were seen in 2013/14 (632 offences) and represents a 7% increase in offending. The
concomitant rate of 2.53 dwelling burglaries per 1,000 is consistent with the average for our most
similar family group. There were 3.57 non-dwelling burglaries per 1,000 population in 2014/15. The
total of 961 offences is 75 more than were seen in 2013/14 (886 offences) and represents an 8.5%
increase in offending. This level matches the average rate compared to our most similar family.

Supporting victims
The most recent Strategic Assessment of Crime and Disorder highlights increasing concern about
vulnerable victims. The rise in complex antisocial behaviour cases is replicated across other areas
of work and statistics show that locally around 30% of victims of crime are now being assessed as
vulnerable. There are more ASB incidents involving neighbours and cases where victims may be
rated as vulnerable due to proximity to perpetrators, or the personal nature of the case. Hate crime
is a serious crime form its own right. However this is considered in detail in section 7 below.

Violent crime
Clearly violent crime has a major impact on the health and wellbeing of the victim. There were 945
violence with injury offences recorded in 2014/15 representing a 1.2% increase on 2013/14 when
there were 934 offences. The rate of violence with injury offences (3.51 per 1000 population) is in
the lowest quartile compared to our most similar family group. Much of the violent crime in South
Gloucestershire is related to the night time economy, and in particular to the two hot-spots of
Kingswood and Chipping Sodbury. Forty-five percent of night time economy incidents and crimes
are focussed in the beats of Kingswood, Yate, Staple Hill and Hanham. The primary hotspot is
focussed around Regent Street and London Road in Kingswood. This small hotspot which has an
area of 0.2 square km contributes 6% of the night time economy incidents in South
Gloucestershire. Most of the problems are assaults, ABH and ASB related disorder occurring in
and around the nightclubs of Chasers and Bar Celona. Hospital admissions related for violence
have fallen in over recent years and are lower than the national average. In 2011/12 – 2013/14
there were 247 admissions related to violence in South Gloucestershire.
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Source: Public Health Outcomes Framework.

Crime related to drug or alcohol misuse
There is evidence to link substance misuse, especially alcohol, to multiple other issues including
domestic abuse, hate crime, violence and health problems. Use of alcohol is higher in our deprived
neighbourhoods (and therefore has a negative effect on our most vulnerable communities) and
alcohol misuse in general represents a population-wide health issue. Changes to regulations and
guidance around the use of covert surveillance have made it harder to carry out operations like test
purchasing to find premises that are selling alcohol to underage customers; nevertheless efforts
need to continue to challenge premises who sell alcohol illegally. An increase in the use of Novel
Psychoactive Substances (‘NPS’, also known as legal highs) is proving hard to deal with because
of the delay in criminalising individual formulations as they are created, and the problem of recriminalising formulations as they are changed slightly to avoid the law. Treatment agencies report
that the mental health needs of clients have increased, and 24% of the young people in our
substance misuse treatment services are looked-after children. The continuing impact of
substance misuse (including alcohol) on both our communities and the health of individuals has led
partners to designate it as a priority. Additionally, our most prolific offenders (enrolled on the
Integrated Offender Management ‘IMPACT’ scheme) often have higher needs which need to be
addressed via the relevant pathways.

Crime hot spots
The patterns of crime prevalence are closely linked to deprivation, as identified through the Indices
of Multiple Deprivation. The areas with highest crime rates – and in particular of those crimes that
have the greatest impact on the health of individuals and communities – are the identified Priority
Neighbourhoods (Cadbury Heath; Filton; Kingswood, Patchway; Staple Hill; Yate/Dodington) Of
these areas Kingswood, with its night time economy, is the area that presents the greatest
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problems. Partners have consistently focussed attention and resources on Kingswood in very
specific times and places where issues have been identified. This has had a positive impact, with
an 8% reduction in personal priority crimes since 2012/13 and a decrease of 4% in 2014/15.

Young people and crime
Focusing resources on reaching 16 & 17 year olds, particularly those young people who are not in
education, employment or training is an on-going priority. This is especially important where a
young person is vulnerable. Hate crime victims are often young people, and historically a large
number of hate incidents have been reported via schools. Looking at youth offending, a small
number of young people are committing significant offences, both in terms of number and severity
of offence; these young people need intensive support to help them change their pattern of
offending. Where young people are mixing with older Integrated Offender Management scheme
offenders there is anecdotal evidence that this is having a detrimental effect on their offending.
Young people are linked to offences such as criminal damage and minor.

Current services and assets in relation to need
The priorities for the Safer and Stronger Communities Strategic Partnership (the statutory
Community Safety Partnership) as established in the Safer and Stronger Communities Partnership
Strategy 2014-2017 are:
Reducing overall crime
Anti-social behaviour
Domestic and sexual violence
Burglary
Supporting victims
Targeting offenders
Reducing violent crime
Reducing crime related to drug or alcohol misuse
Dealing with crime hot spots
Young people and crime
Perceptions of crime
Improving public confidence and reducing the fear of crime
For 2016/17 the Safer and Stronger Communities Strategic Partnership has established as its
priorities:
Antisocial behaviour
Violence, focusing on domestic and sexual violence
Legal highs and alcohol abuse
Hotspots, starting with Kingswood
The Strategic Partnership, and its constituent organisations, will be targeting their work and
resources on these areas of work, where it is believed that more can be achieved by working
together and focusing resources on a topic together. Other key topics will continue to be
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addressed, but with a relevant lead rather than partnership approach (e.g .work to reduce burglary
being led by the Police). The Lighthouse service, which is a network of support that can provide
guidance, advice and support to victims and witnesses, has been introduced to meet the needs of
vulnerable victims. In addition, as described in this analysis, specialist support is provided for
victims of different crime types. South Gloucestershire Council has commissioned SARI to deliver a
service to victims of hate based crimes and harassment, including both race hate and other types
of hate driven actions until March 2018. This service is available 24 hours a day, and supports
those who are victims of hate driven actions where resolution is outside the criminal justice system
(such as those involving housing, schools and workplaces), or who do not wish to report to the
police. Services to support victims of domestic abuse and sexual violence are currently
commissioned piecemeal by a range of different organisations including the Police and Crime
Commissioner; South Gloucestershire Council; health services; Public Health; Housing
Associations and voluntary organisations. Much of this provision is based on historical
commitments rather than an evidence based assessment of priority and need. Work is currently
underway with a view to co-ordinating provision and commissioning on a strategic and evidencebased approach in the future.

Projected service use and outcomes in first 5
years and 5-10 years
The level of recorded crime has reduced consistently in South Gloucestershire over the past 10
years. However the expectations placed on service providers, both by Government and the public
continue to grow. The Government recognises that responding to many of the new national
priorities requires public sector organisations to work in partnership together. However financial
challenges to the public sector pose significant challenges in doing so. Within the last two years
alone new responsibilities for dealing with modern slavery; child sexual exploitation; serious
organised crime; and for responding to radicalisation have all been imposed on local authorities
with no concomitant increase in the level of resource available to carry out this work. Thus despite
reductions in the overall crime rate, the demands placed on local providers and the public sector
will continue to increase significantly. It is therefore essential to develop and implement new
methods of responding to these challenges within the reducing resources available.

Evidence of what works
The most effective approach to reducing crime and anti-social behaviour is through a partnership
approach. This is co-ordinated through the Safer and Stronger Communities Strategic Partnership
(the statutory Community Safety Partnership) and details of the Partnership and its work can be
found here The Safer and Stronger Communities Strategic Partnership carries out a
comprehensive Strategic Assessment of Crime and Disorder each year. A summary of this
assessment; the annual plan of work in response to it; and the Safer and Stronger Communities
Partnership Strategy is available here The following documents provide a broad overview of issues
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faced within community safety and suggest models of best practice which could be explored. A
New Approach to Fighting Crime (Home Office) Call to End Violence against Women and Girls (HM
Government) More Effective Response to Anti-social Behaviour (Home Office) Effective NHS
Contributions to Violence Prevention: The Cardiff Model

User views (on need, services / assets and gaps)
Low public confidence about the likelihood of being a victim of crime can have a significant effect
on the mental wellbeing of individuals. In South Gloucestershire the fear of crime is often greater
than the likelihood of actually being a victim. Nonetheless in 2014/15 residents felt safer than they
had the previous year, with 91.7% (up from 90%) feeling safe outside in their local area during the
day, and 67% (up from 58%) feeling safe outside in their local area after dark. Geographic analysis
of this data shows clear tends, with a strong correlation to the areas where the kinds of crime that
impact most on public confidence are more prevalent.
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Analysis of responses shows no statistically significant correlation between feeling safe and other
protected characteristics including ethnic origin, though it is acknowledged this may be a
consequence of the methodology as much as about levels of resident perception. It is difficult to
explain the relationship between some of the perception measures. Despite residents feeling safer,
and reduced perceptions of ASB (down from 7% the previous year to 6% in 2014/15) being a
problem in their local area, the proportion of people thinking the police and other public services
are successfully dealing with ASB and crime showed a marked deterioration from 37.7% to 30.3%

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Every single crime type considered above has a different pattern in relation to the prevalence
of victims, and perpetrators, and in their impact on individuals. However hate crime has the
most clearly identifiable link to protected characteristics. This is considered above as a crime
type in its own right.
Hate crime has increased in South Gloucestershire by 39% (50 offences in 2014/15)
compared with the previous Strategic Assessment period.
Seventy percent of hate crime relates to racial incidents. Just over a fifth of crimes (22%)
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constitute some form of physical violence such as assault occasioning ABH, common
assault or wounding. Meanwhile, the single largest proportion of offences (36%) was
classified as Racially/Religiously Aggravated Intentional Harassment Alarm and Distress.
There are three identified hotspot locations for hate crime. These include Kingswood (around
Regent Street); Staple Hill and Filton (particularly Filton Avenue). Additional areas of
increasing concern are Downend, Bradley Stoke and Yate.
Hate crime offences tend to take place in the afternoons during the weekends and take
place in the evenings during the week days with a peak between 17:00 and 18:00 hrs.
The majority of hate crime victims were male (63%). Twenty-six percent of male victims were
aged between 30-39 years; 25% were aged 20-29 years; 22% were aged between 50-69
years; 15% were aged below 19 years and 12% were aged between 40-49 years. Sixty-eight
percent of male victims belong to a BME group, 32% are classified as White British. Females
constituted 37% of hate crime victims. A third of female victims were aged between 30-39
years; 24% were aged between 20-29 years; 17% were aged between 40-49 years; 15%
were aged 50-59 years; 9% were aged below 19 years and 2% were aged over the age of
70 years. Similar to males, 62% of females belong to a BME group.
The most vulnerable victims of Anti-Social Behaviour are supported through an ASB Panel.
Of the 39 cases dealt with in the past year 33% related specifically to prejudice motivated
hate incidents.
In 8% of Domestic Abuse flagged crimes, the victim was recorded as being from a BME
Community. This is an increase on the previous year and reflects local community profiles.
National and international developments related to terrorism, and the right wing reaction to
this, has the potential to increase the levels of suspicion and of hate crime in our
communities. A new reporting mechanism to monitor hate crime and community tensions
has therefore been introduced in 2015/16.
The majority (77%) of Domestic Abuse flagged crimes continue to be perpetrated against
females, but the 23% male victims represents a significant number.
It is also noticeable that both victims of crime and offenders across a wide range of crime
types, particularly in the most complex cases, increasingly have mental health issues. Some
victims and perpetrators have gone without support where they don’t meet the threshold for
help from mainstream mental health services. Recent figures show that 30% of young people
going to the antisocial behaviour panel are considered vulnerable, and an emergence of
cyber-crime across the Avon & Somerset area is particularly damaging and problematic
where it targets vulnerable victims.

Unmet needs and service gaps
See below.
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Recommendations for consideration by
commissioners
Specific service gaps to be prioritised by commissioners and partner agencies include:
Reducing alcohol misuse and violent crime related to the night time economy.
Co-ordinating provision and commissioning of domestic abuse services on a strategic and
evidence-based approach.
Developing & implementing best practice for prevention, early intervention and early problemsolving
Address drug and alcohol issues to prevent them becoming an aggravating factor in violent
offending
Better understanding the use and impact of legal highs and implementing any changes in
legislation or successful actions elsewhere
Running education initiatives in schools to raise awareness of the dangers of legal highs
Working with Licensing Services to maximise use of the reducing powers that are available to
deal with alcohol licensing problems
Continue to provide treatment services for alcohol and drug treatment as funding permits
Maximise what we get from our resources by the co-ordination and prioritisation of activity.
Regularly review and respond to community tensions as identified through new reporting
mechanism introduced in 2015/16.
Strengthen work with resident communities to prevent crimes.

Recommendations for needs assessment work
Make data recording, collection and classification a priority to enable robust analysis to be
carried out.
Access to the full Strategic Assessment of Crime and Disorder is restricted because of the detailed
confidential data contained within it – to request a copy please contact
Robert.walsh@southglos.gov.uk
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Domestic abuse
Summary
Domestic violence and abuse (DVA) is common, often hidden, insidious, and can go undetected by
professionals. The average duration of abuse before the victim receives help is 2.7 years and the
average number of DVA incidents that occur before a victim reports the abuse to the police is
believed to be 35. More than one in four women and almost one in eight men will have
experienced DVA during their adult lifetime. The definitions of DVA used in this chapter are the
same as those adopted by the UK government (2013) and those used operationally in South
Gloucestershire by agencies involved with the Partnership Against Domestic Abuse (PADA), though
the latter’s definition also includes so-called honour-based violence, female genital mutilation, and
forced marriage: DVA: any incident or pattern of incidents of controlling, coercive, or
threatening behaviour, violence, or abuse between those aged 16 years or over who are or have
been intimate partners or family members regardless of gender or sexuality. This can
encompass, but is not limited to, the following types of abuse: psychological; physical; sexual;
financial; emotional. Controlling behaviour: a range of acts designed to make a person
subordinate and/or dependent by isolating them from sources of support, exploiting their
resources and capacities for personal gain, depriving them of the means needed for
independence, resistance, and escape and regulating their everyday behaviour. Coercive
behaviour: an act or pattern of acts of assault, threats, humiliation, and intimidation or other
abuse that is used to harm, punish, or frighten their victim. Applying national prevalence rates to
the population, we would expect there to be 6000 women in South Gloucestershire who had
experienced DVA in the past 12 months. Local data suggest around 300 women per year are
identified as being at high risk of serious harm or death. Sexual violence by a partner or ex-partner
is common: 4000 women in South Gloucestershire will have experienced this in their lifetime and
for 2000 women this will have been a serious sexual assault such as rape. Men in same-sex
relationships are believed to experience rates of DVA similar to female victims in heterosexual
relationships and DVA in this group is associated with depression, anxiety, substance misuse, and
unprotected sex. Those on very low incomes and those with a disability or long-standing illness are
known to be at an increased risk of DVA. Many of the female victims would be expected to have
children. It is estimated that at least 5000 children in South Gloucestershire have been exposed to
domestic violence. For many of these children exposure to the abuse is ongoing and for a small
but important number the violence occurs often or on most days. These children are at increased
risk of emotional harm and childhood attachment and behavioural problems in addition to an
increased lifetime risk of offending, substance misuse, and entering into violent or abusive
relationships themselves. The DVA Joint Commissioning Group for South Gloucestershire is in the
process of recommissioning DVA services across the area.
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Recommendations for consideration
1.
Provision should focus on the group with the greatest need i.e. young women,
and those with high unmet need i.e. those in same-sex relationships and people with
disabilities. A proportionate universalism approach would be appropriate. 2.
Sustainable funding for schools-based primary prevention on healthy relationships
should be considered to reduce the risk of these children becoming adult victims
and perpetrators. Guidance on mandatory sex and relationship education (SRE) is
expected to be provided by the Department for Education later this year; it is
recommended that SRE provision in South Gloucestershire includes healthy
relationships and is grounded in evidence-based practice. 3.
A well-developed
web-based information hub aimed at professionals and victims will improve
professionals’ knowledge about services, reduce demand on existing services, and
may increase identification of victims. 4.
Consideration should be given to
providing the IDVA service based in ED to a shared ED/antenatal provision – this is
being considered in the ongoing recommissioning process 5.
Support for
medium/standard risk women is patchy and the evidence base for non-advocacy
interventions is weak. A comprehensive pathway for women deemed to be at
standard or medium risk should be developed, including regular risk assessment to
ensure service provision remains at the appropriate level. 6.
Greater local
understanding of DVA prevalence and need amongst the Gypsy and Traveller
community would enhance provision of interventions to this population. The current
needs assessment includes a questions about DVA. 7.
Ensure that subsequent
versions of the Health and Wellbeing online pupil survey retain questions addressing
DVA 8.
There is a lack of research and understanding about the scale of
intrafamilial violence, including child-on-parent violence, and on DVA amongst 16-18
year olds (“teen dating violence”). Better data collection locally could support future
decisions around interventions in these groups. 9.
Given the high degree of
overlap with other council, health, and police services, DVA should be managed
using a “whole system” approach which will reduce duplication and ensure cooperation between agencies. Existing mechanisms and arrangements for partnership
working are strong and these can be further built upon to improve service provision.
10. Provision of safe accommodation should support victims with complex mental
health or substance misuse needs, LGBT victims, those from BME groups, and
those with teenage children. “Move on” exit plans should be considered at an early
stage to ensure victims are not forced to stay longer than required. 11. It would be
worth exploring the feasibility of setting up a South Gloucestershire forum for
survivors and victims of DVA, including their children, in order to help ensure that
service users can be fully consulted on service design and provision. 12. There is a
substantial need for better reporting mechanisms to ensure that accurate and
complete data are collected. Activity data are useful to monitor capacity issues,
however they do not capture whether the service is effectively reducing risk or harm.
In the absence of a validated, core outcome measure, locally agreed measuressuch as the widely used DASH tool – should be used to measure risk of harm over
time. 13. Current systematic collection of monitoring data may be limited by
complex commissioning arrangements with performance monitoring the
responsibility of different departments. A unified and consistent approach to data
collection and monitoring is critical to ensure that provision reaches those at greatest
need.
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Who is at risk and why?
The following estimates of the risk factors for DVA are based on national prevalence data, obtained
from representative and self-report surveys.

Gender
It is generally accepted that the vast majority of domestic violence perpetrators are male and their
victims are female. DVA in same-sex relationships and by female perpetrators against male victims
does occur, however reported DVA where the perpetrator is female is believed to be less common,
less likely to be severe, and less likely to be repetitive.
Female victims
Crime Survey for England and Wales (CSEW) estimates from the year ending March 2016 reveal
that 26% of women aged 16 to 59 report having experienced one or more forms of DVA at least
once during their adult lives. For 8% of women DVA has occurred in the past 12 months. One in
five women (20%) in this age range report ever experiencing at least one actual or attempted
sexual assault by a partner and 3% of women experience this per year.
Male victims
CSEW estimates from the year ending March 2016 reveal that 14% of men aged 16 to 59 report
having experienced one or more episodes of DVA during their adult lives. Four percent of men
have experienced DVA in the past 12 months. Less than 4% of men report ever experiencing at
least one actual or attempted sexual assault by a partner.

Ethnicity
The CSEW reports that the proportion of people experiencing DVA in the past year is 8% for
women and 5% for men in White ethnic groups, though these are 17% and 4% respectively for
people of White-Irish ethnicity. There were insufficient numbers of individuals from a Gypsy/Irish
traveller ethnicity in the survey to provide prevalence estimates. For individuals from an Asian/Asian
British ethnicity, the overall prevalence of any DVA in the past 12 months is lower than for other
ethnic groups: 5% for women and 2% for men. For individuals from a
Black/African/Caribbean/Black British ethnicity, the prevalence of any DVA in the past 12 months is
8% for women and 6% for men.

Lesbian, gay, bisexual, transgender
Research suggests that the lifetime prevalence of domestic violence for men in same-sex
relationships is at least as high as it is for females in heterosexual relationships, and this is seen in
the CSEW data (prevalence of DVA against gay men is 27%, almost twice that for heterosexual
men (13%) and similar to that for all women). The prevalence of DVA against gay / lesbian (32%)
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and bisexual (45%) women is greater than for heterosexual women (25%). These data do not
report gender of the perpetrator.

Age
The risk of experiencing DVA is greatest for women and men during the ages of 16-19. As CSEW
only collect data on those aged 16-59, the prevalence of DVA amongst older adults is less well
understood, both in the context of intimate partner relationships and amongst family members
(elder abuse). Several domestic homicides have involved adults in their late 70s and 80s and in
2013/14 more than 20% of domestic homicide reviews involved victims aged over 60. The vast
majority of these victims were female and most were killed by a partner/ex-partner. In addition,
there are specific circumstances surrounding aggressive and violent behaviour amongst older
adults as a consequence of age-related disability, cognitive decline, and neurodegenerative
diseases. It is recognised that dementia is a substantial risk factor for abuse. DVA amongst older
teenagers (those aged 16-18) is becoming increasingly recognised. Such abuse can occur in the
context of intimate partner relationships (often referred to as “teen dating violence”) and between
adolescent and parent.

Long-standing illness and disability
CESW estimates that the one-year prevalence of DVA amongst women and men with a longstanding illness or disability is at least twice as high as for the general population (16% and 7%
compared to 8% and 4%, respectively). Those with disability related to mental illness are at even
greater risk – the odds of being a victim of DVA is three times greater than it is for those without
mental health-related disability.

Mental health and substance misuse
DVA should be considered an important factor in addressing suicide and self-harm: in the 2015-16
Crime Survey for England and Wales 4% of individuals reporting DVA in the past year have tried to
kill themselves. Associations between DVA and alcohol or substance misuse are not clear. Whilst
some research – largely from the United States – suggests that alcohol use is an important risk
factor associated with DVA perpetration, UK analyses of general practice populations and data
from the CSEW do not find alcohol to be independently associated with DVA. Indeed CSEW from
2015 data suggest that the vast majority of incidents of DVA do not involve the use of alcohol or
drugs by perpetrator or victim: 17% of people experiencing intimate partner DVA in the past year
believed that the perpetrator was under the influence of alcohol, and 10% believed s/he was under
the influence of drugs.

Children
Children may be harmed directly from DVA by:
their mother’s health and capacity to parent being undermined
being drawn into the domestic violence (e.g. if the perpetrator uses power and coercive
control)
abuse or neglect by the perpetrator. Co-occurrence of child abuse occurs commonly when
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DVA is experienced (18)
An analysis of Serious Case Reviews following child deaths identified DVA in the home as an
important risk factor (19). Furthermore, children exposed to DVA in their early lives are more likely
to have attachment disorders and to engage in higher level aggression with peers, more likely to
offend, to become involved in anti-social behaviour, violent crime, substance abuse, and more
likely to experience violence in their own relationships (as both perpetrator and victim) (21)(22, 23).

Female Genital Mutilation
Female Genital Mutilation (FGM) is a form of child abuse and violence against women and girls,
often below 16 years of age and has severe short and long term physical and psychological
consequences. FGM can be considered alongside DVA even though the accepted age range for
DVA is over 16 years. FGM is a tradition practised in 28 African countries and parts of Asia and
Latin America. The communities with the highest prevalence are generally from the Horn of Africa
and include countries such as Somalia, Egypt, Mali, and Guinea. It is estimated that in the UK there
are approximately 103,000 women aged 15-49 and 24,000 women aged over 50 who are living
with the consequences of FGM. In addition, 10,000 girls under the age of 15 who have migrated to
England and Wales are likely to have undergone FGM.[1]

Forced Marriage
A Forced Marriage (FM) is a marriage in which one or both spouses do not (or, in the case of some
adults with learning or physical disabilities, cannot) consent to the marriage and duress is involved.
Duress can include physical, psychological, financial, sexual and emotional pressure.[2] The
reported prevalence of forced marriage in the UK is estimated between 5,000 and 8,000 although
many cases remain unreported.[3] South Gloucestershire has Multi-Agency Practice Guidance on
Home-based Violence, Female Genital Mutilation and Forced Marriage (to be updated in 2017).
This guidance contains information for all relevant agencies to enable them to respond to incidents
and support victims.

Socially-determined inequalities
DVA appears to be socially patterned, though the gradient is less steep than, for example, smoking
prevalence or teenage conception. In the 2015-16 CSEW, one-year prevalence rates of DVA were
twice as high in women from the most deprived employment quintile (10%) compared to the least
deprived quintile (4%). Interestingly this social patterning was much attenuated for male victims
(5% v 4%). One-year DVA prevalence is similar for those living in urban (8%) and rural (7%) areas.
Whilst one interpretation is that DVA is socially patterned and more prevalent amongst individuals
with lower incomes, it may also be due to reporting bias in that women from higher socioeconomic
groups may be less likely to recognise, correctly define, or wish to report DVA – even in an
anonymous survey. The British Medical Association have previously noted that there is a limited
amount of evidence about DVA occurring within “professional” families, including healthcare
professionals.
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The level of need and inequalities in the local
population
In South Gloucestershire, data published by Public Health England (PHE) for the Public Health
Outcomes Framework (PHOF) suggest a recent increase in the prevalence of domestic violence
and abuse, from 11.7 incidents per 1,000 population in 2012/13 to 14.1 per 1,000 population in
2013/14 (Figure 1). [1] HM Government. Multi-agency Practice Guidelines: Female Genital
Mutilation. 2014. [2] UK Forced Marriage Unit, 2009 [3] Department for Children, Schools and
Families, Forced Marriage-Prevalence and Service Response, DCSF-RB128, July 2009

Figure 1 Domestic
abuse incidents reported to police, South Gloucestershire 2010-2014 However the data used by
PHE should be viewed with caution for several reasons:
Recent changes to the way in which police forces collect data on DVA mean that trend data
cannot be interpreted
The police crime report rate is calculated at force level so the same rate is provided for
Bristol, North Somerset, South Gloucestershire, Bath and North East Somerset, and
Somerset.
The numerator in the PHOF rate estimate is the number of incidents reported to the police.
Repeated police reports about the same abusive relationship are counted as individual
episodes so the data do not provide a measure of prevalence, nor of repetitive events. Crime
Survey England and Wales (CSEW) data suggest that up to 60% of DVA incidents may be
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experienced by repeat victims
The incident rate is based on crime reports from the police which have been flagged as
relating to DVA so this is likely to be only the “tip of the iceberg” of all cases of DVA occurring
in the community
Details of the South Gloucestershire population expected to be at risk are discussed in detail
below. Figure 3 highlights the absolute numbers of victims are highest in the youngest age groups.
This is consistent with the increased risk experienced by people aged 16-19 years. Thereafter, the
absolute numbers of victims are similar across the age spectrum, with lower numbers of victims
expected in those aged 55-59 years.

Figure 3 Expected absolute number of DVA victims in South Gloucestershire in the past 12
months, by age and gender. Based on CSEW and ONS population estimates Applying national
prevalence rates from the 2015 CESW to the South Gloucestershire population, it is expected that:
around 21,000 women aged 16-59 in South Gloucestershire have experienced DVA at least
once in their lives. It is likely that in South Gloucestershire around 6000 women in this age
range have experienced violence or abuse in the past 12 months; 800 of these will be young
women aged 16-19.
over 7000 women living in South Gloucestershire have been stalked by a partner at some
point in their lives and nearly 4000 women have been sexually assaulted (attempted or
actual) by a partner. For more than 2000 women in South Gloucestershire this sexual assault
will have included actual or attempted rape or assault by penetration by a partner.
around 10,300 men aged 15-59 in South Gloucestershire have experienced DVA at least
once in their lives. It is likely that in South Gloucestershire over 3000 men in this age range
have experienced violence or abuse in the past 12 months.
over 2000 men in South Gloucestershire will report being stalked by a partner, and around
475 men will have experienced a sexual assault, and for around 150 men this will have been
a serious sexual assault involving actual or attempted rape or assault by penetration.
nearly 2000 women with disability and 1000 men with disability are likely to have been
exposed to DVA over the past year.
Using national prevalence rates from the UK Study of Abuse and Neglect of Older People, it is
expected that around 1300 older adults aged 66 and over in South Gloucestershire have
experienced DVA in the past year. Using estimates from HM Treasury on the prevalence of samesex relationships, and the CSEW rates of DVA amongst the LGB population, it is expected that
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between 1300 and 1500 gay or bisexual men and between 1500 and 2000 lesbian, gay, or
bisexual women aged 16-59 in South Gloucestershire will have ever experienced DVA. Between
370 and 760 gay or bisexual men and between 500 and 670 lesbian, gay, or bisexual women
aged 16-59 in South Gloucestershire will have experienced DVA in the past year. There are no
reliable estimates of the transgender population in the UK and therefore no data from which to
extrapolate the size of this population in South Gloucestershire. The University of the West of
England (UWE) is based in South Gloucestershire and has over 27,000 students, of which 12,000
are male and 15,000 are female. Applying the DVA rate amongst students to the UWE population
would suggest that 1,300 female students and over 700 male students at UWE have
experienced DVA over the past year. In the 2011 Census, 95% of the population of South
Gloucestershire reported their ethnicity as White. Given the low reported proportions of other
ethnic groups, and uncertainty of the age and gender distribution within these smaller
demographic groups, crude estimates of expected need have been calculated and are presented
in Table 1 for illustration, but should be interpreted with caution. Table 1 Crude estimates of
prevalence of DVA in the past 12 months according to ethnic group, by gender

Female

Male

Overall
expected
population size

Overall
prevalence
of DVA in
past 12
months (%)

Expected
number of
victims in South
Gloucestershire

White (95%)

73947

7.9

5842

Asian/Asian British (2.5%)

1945

10.8

120

Mixed/multiple ethnic
groups (1.5%)

1109

4.6

89

Black/Black British (0.9%)

701

8.4

59

White (95%)

75389

4.7

3543

Asian/Asian British (2.5%)

1984

2.6

52

Mixed/multiple ethnic
groups (1.5%)

1190

1.8

21

Black/Black British (0.9%)

714

6

43

a)

b)
from Census 2011 data
from CSEW data NB discrepancies due to rounding error
The Public Health and Wellbeing Division of South Gloucestershire Council commissioned a Health
and Wellbeing online pupil survey in 2014/15. The survey was undertaken in 59 schools (54%),
aimed at year groups 4, 5, 6, 8, 10 and 12 (i.e. those aged 8-18) who were asked about a range of
experiences and attitudes. Over 6000 responses were obtained. Overall, 16% of pupils reported
witnessing or being a victim of DVA in the past, with 8% of these (1.3% of total) reporting that the
abuse was still happening and 3% (0.5% of total) stating that this was either quite often or on most
days. Applying these rates to the South Gloucestershire population would suggest that over 5000
children aged 8-18 have either witnessed or been a direct victim of DVA, more than 400 are still
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being exposed to the DVA, and for 160 children this DVA is witnessed on often or most days.

Current services and assets in relation to need
Primary prevention
Schools, colleges, and universities
Education and prevention programmes for healthy relationships are not currently commissioned by
South Gloucestershire Council or partner commissioning organisations on the South
Gloucestershire DVA Joint Commissioning Group. The University of the West of England (UWE)
provide students with a bystander invention and the Wellbeing Service, delivering support and
signposting for students with difficulties.
Family Nurse Partnership
The Family Nurse Partnership (FNP) in South Gloucestershire provides a support service for
women who are pregnant and aged under 19. Of the 46 women in South Gloucestershire in
contact with the FNP in 2016, 15% reported experiencing physical DVA over the past year, 5%
reported being forced to have sexual relations over the past year, and 20% reported being
physically abused since becoming pregnant. The numbers in the sample are very small so the true
prevalence of DVA in this population may be smaller or greater.

Secondary prevention
Telephone helplines
South Gloucestershire currently commissions a telephone support line through Survive. Many of
the calls received by the service are from professionals or agencies seeking information about
services. From Q1-3 in 2016-17 Survive report receiving calls from 810 individual victims, 710 of
whom went on to receive further input from the service.
IRIS
All General Practices in South Gloucestershire are part of the Identification and Referral to Improve
Safety (IRIS) programme. Clinical leads in practices are trained in how to identify and ask about
DVA, to undertake the DASH risk assessment, and to refer to the Multi-Agency Risk Assessment
Conference (MARAC) or appropriate services. IRIS is commissioned across the whole of South
Gloucestershire. In 2015-16, the IRIS worker received 87 referrals from GPs across South
Gloucestershire, 76 of these patients were contacted and received support (87%). Referrals were
predominantly for female victims (98%), the majority of whom were White (87%). Interestingly, 24%
of referrals were aged over 50 (note this proportion has decreased from 39% in 2013-14 and 33%
in 2014-15). Of the victims supported by IRIS, the majority received emotional support (76%) and
provision of information including housing, welfare, and legal support (74%).
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Freedom programme
The Freedom Programme is a standardised programme delivered by Survive, aiming to provide
information on DVA, designed originally for female victims. Over the course of 2014-15, 181 female
victims in South Gloucestershire were referred to the Freedom Programme from the support
telephone line, information sessions held with an IDVA and legal support, or for outreach support.
Performance monitoring data collected by the Community Safety Partnership reveal that a total of
192 referrals were made to the Freedom Programme and 322 women attended and engaged in
sessions over the past year.
Floating support and support from social housing providers
Victims of DVA may live in social housing in South Gloucestershire, and victims who have left the
family home may move into social housing. Currently, the main providers of social housing in South
Gloucestershire are Merlin, Sovereign, Solon, and Knightstone. Merlin recorded 32 incidents of
DVA occurring in their properties in 2015/16; the majority of these involved female victims though a
small number of male victims were identified. Victims were commonly aged 25-34 and defined as
White British ethnicity. A relatively high proportion of victims were defined as having a disability
(12/32, 38%). Sovereign collect data on DVA incidents about which they are notified; these are for
properties across South Gloucestershire and Bristol. In the past year (2015-16) they were aware of
23 cases domestic abuse in their social housing properties. Solon identified fewer than 10 DVA
incidents in its properties; all were White female victims. Knightstone are also funded to provide
“floating support”– these are support workers aiming to help people with tenancy-related issues,
which might include but are not limited to, DVA. In 2015-16, Knightstone were involved in
supporting 35 victims of DVA; all were female with a mean age of 38.
Outreach support
Currently, Next Link are commissioned by South Gloucestershire Council to provide outreach
support to female victims of DVA. In 2015-16, 32 victims were supported along with 22 children.
Most of these victims were white (81%) and aged between 21 and 30 (62%).
Perpetrator programmes
There are currently no community, voluntary perpetrator programmes running in South
Gloucestershire and there is currently an absence of evidence to support introduction of such a
programme. A programme designed to support male perpetrators of DVA who also have problems
with substance misuse was discontinued due to unexpectedly low uptake. Building Better
Relationships (BBR) is the main perpetrator programme used by the courts. Between April 2015
and March 2016 11 DVA offenders completed the BBR programme in South Gloucestershire.

Tertiary prevention
Multi-Agency Risk Assessment Conferences
MARACs are meetings where information on individuals and families involved in DVA is shared
between professionals; cases are referred if the abuse or violence is believed to be of high risk.
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Since 2016 the South Gloucestershire MARAC has been coordinated by Avon and Somerset
Police.
New cases
Locally collected data reveal that in 2015-16, 222 new cases were considered at a South
Gloucestershire MARAC meeting. Of these 222 cases, the vast majority of victims were female
(94%) and not from a BME background (88%) with a mean age of 33; the vast majority of
perpetrators were male (95%) and not from a BME background (90%) with a mean age of 35.
Current or previous alcohol and/or drug use by the victim was identified in only 19% of cases but
was relevant for 66% of the perpetrators. Of the very small number of cases known to be LGBT,
the majority of victims were male. The prevalence of disability amongst MARAC victims was low
(7%). A small proportion of victims, mostly female, had learning difficulties; none of the perpetrators
of DVA against these victims had learning difficulties themselves. Consistent with national data
suggesting pregnancy is a high risk for DVA, 10% of female victims were pregnant at the time of
referral. Referrals were made from a wide range of organisations, with the main referrers being the
police (55%). Interestingly, two-fifths of all referrals were made according to professional
judgement of elevated risk, rather than DASH score alone.
Repeat referrals
Repeat referrals are victims referred to MARAC once or more times previously. In 2015-16, 76
cases heard at MARAC meetings had previously been notified as high risk. The vast majority of
repeat victims were female (95%) and not from a BME background (93%) with a mean age of 31 slightly younger than new cases. Current or previous alcohol and/or drug use by the victim was
more common in repeat cases (25%) compared to new cases (19%).
Avon and Somerset Constabulary
In 2015-16, Avon and Somerset Constabulary were involved with 3656 incidents relating to DVA in
South Gloucestershire; in 2014-15 3356 incidents were recorded. Of the data available the
majority of perpetrators were male (81%), White-North European (86%) with an average age of 43
years.
Lighthouse Integrated Victim and Witness Care (Lighthouse) and Victim Support
Lighthouse is commissioned by the Avon and Somerset Police and Crime Commissioner (PCC)
and provides an enhanced support service to vulnerable or persistently targeted victims of crime,
and victims of serious crime, which includes DVA. Each victim of DVA known to Lighthouse is
allocated a case worker who is able to refer to other organisations. It is reported that a
considerable proportion of the workload of Lighthouse is around DVA. Of 575 DVA incidents in
South Gloucestershire managed by Lighthouse in 2015/16, 117 (20%, or one-in-five) involved
victims who were assessed as high risk with the remainder of victims assessed as medium or
standard risk (41% and 39% respectively). Interestingly, Lighthouse report that of the 942 DVA
incidents in which victims were classed as “high risk” over the past five years, nearly one in three
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have previously been assessed as medium or standard risk. The PCC also commissions Victim
Support, a national charity dedicated to supporting victims of crime, to accept referrals from
Lighthouse. Victim Support can offer face-to-face support with victims and are deemed to be an
appropriate service for DVA victims at standard risk. In 2015-16, Victim Support received DVA
referrals for 16 women and 7 men from South Gloucestershire.
Independent Domestic Violence Advisers (IDVAs)
IDVAs are trained specialists providing independent advocacy and support to high-risk victims.
Their role is to act as a known point of contact for victims, to ensure that safety plans from
MARACs are implemented, and to help the victim to navigate through the local and national
support services available including specialist domestic violence courts and child protection
conferences. Up to Q3 in 2016-17, the IDVA service based in the emergency department (ED) at
Southmead hospital had provided DVA training to 86 members of ED staff, and had received 67
referrals from staff about patients suspected or known to be victims of DVA. On average each
patient received 3.7 hours of IDVA support either at the bedside (58% of cases) or over the
telephone (42% of cases). Two-fifths (41%) of cases were considered high risk and referred to
MARAC; 17% of cases were male victims, 83% were of White British ethnicity, and 5% were
pregnant. Up to Q3 in 2016-17, the community-based IDVA service received 255 referrals, with the
majority of these coming from Lighthouse and the Safeguarding Coordination Unit. On average
across the three quarters in 2016-17 for which data are available, 65% of clients referred to the
community-based IDVA service received support, assistance, or advocacy from the service.
Reasons for not engaging included personal choice, unable to make contact, already in contact
with a separate service (e.g. an IDVA service linked to a social housing provider).
Children brought up around DVA
In 2015-16, police reports suggest that 3196 children aged under 18 were linked to DVA in South
Gloucestershire – either because the abuse occurred in the home, involved a care-giver, was
witnessed directly, or they themselves were involved in the incident. Children in South
Gloucestershire who have been exposed to DVA at home (or those aged 16+ who have
experienced DVA in their own relationships) can access support or receive interventions directly or
indirectly through several routes:
Children in contact with a social worker may receive direct one-to-one support in overcoming
adverse experiences including those associated with DVA
Children on the “Families in Focus” (FiF) programme may access intense support including
family interventions, parenting programmes, and one-to-one support through a specific FiF
worker based in Children’s Centres
The PCC also commission a “Young Victim Service” which is provided by North Somerset
Youth Offending Team but available to all children exposed to DVA across Avon and
Somerset. Only 4 DVA-related incidents were dealt with by the Young Victim Service in
2015-16.
Survive have provided a range of support services for children affected by DVA.

155/885

www.southglos.gov.uk

Refuge
Over 2014-15, 48 families were provided with refuge in South Gloucestershire; this included 72
children. These are new arrivals and does not include women already in the refuge at the start of
the period. The average length of stay in the refuge for a victim or family was 4.5 months; some
families remained for up to 6 months. From Q1-3 in 2016-17, 28 women from South
Gloucestershire approached Survive seeking refuge for DVA; this makes up less than one in five of
those seeking refuge from Survive with the remainder from out of area.

Evidence of what works
1. Evidence for interventions is highly focused on management and response to DVA rather
than prevention. The majority of research has investigated intimate partner violence, with
minimal evidence on how to prevent or respond to intrafamilial DVA or DVA amongst people
with complex needs or disabilities.
2. There is evidence that schools-based interventions on healthy relationships can change
attitudes and knowledge about DVA. There is currently a lack of rigorous evaluation of
“bystander interventions” delivered in post-16 educational settings.
3. Healthcare-based advocacy interventions, particularly those based in antenatal settings, are
effective in reducing physical and emotional violence and reducing depression in victims of
DVA, but evidence for their effectiveness to reduce re-victimisation is weak. There is robust
evidence in support of the IRIS programme.
4. There is an absence of research around the effectiveness of refuge and safe housing,
outreach work, and floating support in preventing or responding to DVA.
5. Much research has been done on interventions for perpetrators, with little convincing
evidence of effectiveness at present.
6. There is good quality evidence in support of interventions to support children exposed to
DVA.

User views
The providers of DVA services collect data on satisfaction from service users with whom they have
worked, and this is collated in regular reports. However such feedback is limited in detail and at
risk of positive bias as it is collected by those providing the support and advocacy intervention.
South Gloucestershire commissioning and delivery organisations would benefit from greater
involvement from survivors and victims of DVA, including their children. Such input would be
complex, given the sensitive nature of DVA and the desire for some victims and survivors to avoid
widespread awareness of their location. Nevertheless, it would be useful to explore the feasibility of
setting up a forum in order to ensure service users can be fully consulted on service design and
provision.
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Equality impact assessment (EqIA)
The following is a summary of an EqIA that was conducted by the Community Safety Team in
March 2016: Services are currently only available to female victims, we propose that following a
recommissioning process refuge will be accessible to all and will have the ability to cater for
those with a variety of complex needs. This could be achieved by moving away from a model
that provides communal living to a model that is either self-contained or offers safe houses. It
is proposed that staff will receive specialist training to be able to work with and identify all the
protected characteristics as defined in the Equalities Act 2010. Support Services are only
currently accessible to female victims. We propose that when this service is recommissioned
that the service will be accessible to both male and female victims. It is proposed that staff will
receive specialist training to be able to work with and identify all the protected characteristics
as defined in the Equalities Act 2010.

Recommendations
1. Provision should focus on the group with the greatest need i.e. young women, and those
with high unmet need i.e. those in same-sex relationships and people with disabilities. A
proportionate universalism approach would be appropriate.
2. Sustainable funding for schools-based primary prevention on healthy relationships should be
considered to reduce the risk of these children becoming adult victims and perpetrators.
Guidance on mandatory sex and relationship education (SRE) is expected to be provided by
the Department for Education later this year; it is recommended that SRE provision in South
Gloucestershire includes healthy relationships and is grounded in evidence-based practice.
3. A well-developed web-based information hub aimed at professionals and victims will improve
professionals’ knowledge about services, reduce demand on existing services, and may
increase identification of victims.
4. Consideration should be given to providing the IDVA service based in ED to a shared
ED/antenatal provision – this is being considered in the ongoing recommissioning process
5. Support for medium/standard risk women is patchy and the evidence base for non-advocacy
interventions is weak. A comprehensive pathway for women deemed to be at standard or
medium risk should be developed, including regular risk assessment to ensure service
provision remains at the appropriate level.
6. Greater local understanding of DVA prevalence and need amongst the Gypsy and Traveller
community would enhance provision of interventions to this population. The current needs
assessment includes questions about DVA.
7. Ensure that subsequent versions of the Health and Wellbeing online pupil survey retain
questions addressing DVA
8. There is a lack of research and understanding about the scale of intrafamilial violence,
including child-on-parent violence, and on DVA amongst 16-18 year olds (“teen dating
violence”). Better data collection locally could support future decisions around interventions in
these groups.
9. Given the high degree of overlap with other council, health, and police services, DVA should
157/885

www.southglos.gov.uk

10.

11.

12.

13.

14.

be managed using a “whole system” approach which will reduce duplication and ensure cooperation between agencies. Existing mechanisms and arrangements for partnership
working are strong and these can be further built upon to improve service provision.
Provision of safe accommodation should support victims with complex mental health or
substance misuse needs, LGBT victims, those from BME groups, and those with teenage
children. “Move on” exit plans should be considered at an early stage to ensure victims are
not forced to stay longer than required.
It would be worth exploring the feasibility of setting up a South Gloucestershire forum for
survivors and victims of DVA, including their children, in order to help ensure that service
users can be fully consulted on service design and provision.
There is a substantial need for better reporting mechanisms to ensure that accurate and
complete data are collected. Activity data are useful to monitor capacity issues, however they
do not capture whether the service is effectively reducing risk or harm. In the absence of a
validated, core outcome measure, locally agreed measures- such as the widely used DASH
tool – should be used to measure risk of harm over time.
Current systematic collection of monitoring data may be limited by complex commissioning
arrangements with performance monitoring the responsibility of different departments. A
unified and consistent approach to data collection and monitoring is critical to ensure that
provision reaches those at greatest need.
More work is required to understand the need and impact of forced marriage, FGM, and
financial abuse in South Gloucestershire.

Authors
Gemma Morgan, honorary specialty registrar, South Gloucestershire Council Lindsey Thomas,
Specialist Public Health Manager, South Gloucestershire Council Lynn Gibbons, Consultant in
Public Health, South Gloucestershire Council

Key documents
DVA needs assessment July 2016
https://consultations.southglos.gov.uk/gf2.ti/-/718690/21657509.1/PDF/-/Formatted_Domestic_vi
olence_health_needs_assessment.pdf DVA commissioning intentions strategy July 2016
https://consultations.southglos.gov.uk/gf2.ti/-/718690/21657445.1/PDF/-/Commissioning_intentio
n_strategy_v1_0.pdf

Key contacts
DVA Joint Commissioning Group Public Health: Colin Martin, Mark Pietroni, Lindsey Thomas
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Economy, Skills and Employment
Summary
The economic wellbeing of an area is integral to the health of the local population. Work in general
is good for health and there are significant harmful effects of long-term worklessness or sickness
absence. South Gloucestershire has a diverse economy ranging from small and medium
enterprises to world leading companies in key high growth sectors vital to the national economy.
The area retains a relatively high level of economic prosperity but still faces a number of challenges
brought about by the last economic downturn. Nationally the economic position remains
challenging and we are not immune to these challenges in the local area. We have a relatively
strong local economy compared with the regional and national picture. The total economic output
of South Gloucestershire was valued at £8.0 billion in 2011. The economy supported 152,000 jobs
in 2013. Overall 52.8% of South Gloucestershire residents live and work within the district. In 2014,
the average earnings of South Gloucestershire residents working full time was £28,859, higher
than the England average of £27,500. Workplace-based earnings locally grew below the national
rate between 2002 and 2014 – 23.2% compared to 40.2%. South Gloucestershire performs well in
our local economic indicators. The employment rate in the second quarter of 2015/16 was 80.7%
which is an increase of 1.8 percentage points on the same point in the previous year. This keeps
South Gloucestershire firmly amongst the top performing authorities in the country. Unemployment
also remains low at 3.9% (compared to 6.4 per cent nationally) and the rate of Jobseeker’s
Allowance claimants is at 0.9% which, although has not reduced this quarter, remains the lowest
result on record. Whilst Jobseeker’s Allowance has declined since 2013, Employment Support
allowance has increased considerably. When compared to national averages, South
Gloucestershire faces challenges in terms of raising educational attainment. At secondary level,
educational attainment at both GCSE and A-Level is lower than the national average. Fewer young
people aged 18 entered higher education - 31.1% locally compared to 34.2% in England. Although
South Gloucestershire is generally an affluent area, sub-district analysis highlights concentrations
of localised areas that perform less well. There are localised areas that have relatively higher rates
of deprivation including much higher rates of claimants of key out-of-work benefits. These are
areas with continued levels of higher unemployment, and which have identified needs over and
above what the district level figures represent. Working with partners in the West of England
functional economic market area, and the Local Enterprise Partnership (LEP), we must deliver new
jobs and attract significant inward investment. Raising skills levels so that young people are well
prepared for the future is required.

Recommendations for consideration
To champion education which meets the needs of our children and young people and prepares them for
future employment that directly addresses skills gaps identified. To develop new models for integrated
support for people with disabilities and health problems, bringing together health, welfare benefits,
housing, employment, skills and other specialist support. To provide the right conditions for business to
thrive, creating jobs and wealth that can be accessed by all South Gloucestershire residents.
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Authors: Antony Merritt, Strategic Economic Development Manager; Tracey France, Strategic Skills
Adviser, South Gloucestershire Council

Who is at risk and why?
The relationship between health and work was extensively reviewed in the report “Is work good for
your health and well-being? An independent review”. The report concluded: “There is a strong
evidence base showing that work is generally good for physical and mental health and wellbeing. Worklessness is associated with poorer physical and mental health and well-being. Work
can be therapeutic and can reverse the adverse health effects of unemployment. That is true for
healthy people of working age, for many disabled people, for most people with common health
problems and for social security beneficiaries. The provisos are that account must be taken of
the nature and quality of work and its social context; jobs should be safe and accommodating.
Overall, the beneficial effects of work outweigh the risks of work, and are greater than the
harmful effects of long-term unemployment or prolonged sickness absence. Work is generally
good for health and wellbeing.” Certain groups are at higher risk of long-term unemployment or
prolonged sickness. These groups include:
Low skilled workers
Older people
Long term key out-of-work benefits claimants
Young people who are not in education, employment or training (NEET)
Ex-offenders
Families with multiple problems
People who are digitally excluded

The level of need in the population
South Gloucestershire has a diverse economy ranging from small and medium enterprises to world
leading companies in key high growth sectors vital to the national economy. The area retains a
relatively high level of economic prosperity but still faces a number of challenges brought about by
the last economic downturn. Nationally the economic position remains challenging and we are not
immune to these challenges in the local area. However, we have a relatively strong local economy
compared with the regional and national picture. South Gloucestershire performs well in our local
economic indicators. The employment rate in the second quarter 2015/16 was 80.7% which is an
increase of 1.8 percentage points on the second quarter of 2014/15; this keeps us firmly amongst
the top performing authorities in the country. Unemployment also remains low at 3.9% (compared
to 6.4 per cent nationally) and the number of Jobseeker’s Allowance claimants is at 0.9% which,
although has not reduced this quarter, remains the lowest result on record. A Local Economic
Assessment for the West of England was produced in September 2015 with an accompanying
Local Profile for South Gloucestershire. The highlights for South Gloucestershire include:
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Economy
The total economic output (GVA) of South Gloucestershire was valued at £8.0 billion in 2011
which constituted 30.2 per cent of West of England’s GVA.
The economy of South Gloucestershire supported 152,000 jobs in 2013. 0 per cent
employee growth between 2012 and 2013 illustrates strong growth compared to other local
authority areas across England and Wales
There were 9,545 enterprises which were classified as active in South Gloucestershire in
2013. Total active enterprises grew by 15.6 per cent between 2004 and 2013, slightly lower
than the average for the West of England (16.5 per cent), but above the England average
(13.6 per cent).
In 2013, South Gloucestershire had 56 active businesses for every 1,000 working-age
residents. This was a lower rate of business density than found in the West of England (61)
and England (62).
In 2013, 1,255 new businesses registered for VAT or PAYE in South Gloucestershire. The
rate of business start-ups in 2013 was 13.1 per 100 active enterprises. While this was lower
than the England average of 14.4, and the West of England average of 13.7, it was the
highest start up rate recorded in South Gloucestershire since records began in 2004.
Business survival rates in South Gloucestershire have been above the national average for all
businesses born since 2008. In 2013, the one-year survival rate of businesses born in 2012
was 92.7 per cent for South Gloucestershire, compared to 91.1 per cent for England as a
whole. In the same year, the 5-year survival rate was 44.3 per cent in South Gloucestershire
and 41.2 per cent nationally.
Employment in the knowledge economy in South Gloucestershire is high with 27,990
workers in knowledge economy industries, which is 19.8 per cent of all employment
(compared to 19.7% in England and 21.8 per cent in the West of England)
Science and Technology professionals form a high share of the workforce with 13,510 South
Gloucestershire residents working as science and technology professionals, which equates
to 9.5 per cent of all residents in work – higher than both the England average of 5.8 per cent
and the West of England average of 7.2 per cent.
8 per cent of South Gloucestershire residents live and work within the district.

Education and training
There is a widening gap between educational attainment at Key Stages 4 and 5 in South
Gloucestershire secondary schools in comparison with statistical neighbour local authorities and
nationally. Please refer to the Education Chapter for a detailed analysis of outcomes at each Key
Stage.
Of the young people reaching the age of 18 in South Gloucestershire between 2005 and
2009, 31.1 per cent entered higher education (HE). This was lower than the England average
of 34.2 per cent and similar to the West of England average of 31.2 per cent.
For HE participation, South Gloucestershire ranked 202nd out of 326 local authority districts.
In South Gloucestershire, 36.7 per cent of working-age residents were qualified to NVQ4+
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(degree level or above), slightly above the national average of 35.7 per cent and below the
West of England average of 41.2 per cent. At 77.7%, there was a higher proportion working
age residents with a qualification at NVQ2 or higher (5 GCSEs at grades A*-C or equivalent).
At 4.8%, there was also a considerably lower proportion of working age residents with no
qualifications when compared to the national rate of 8.6%. See table below:
Variable

South Gloucestershire

South
West

England

Qualifications (Jan 2014-Dec 2014)

Level

%

%

%

% with NVQ4+ - aged 16-64

62,000

36.7

36.6

35.7

% with NVQ3+ - aged 16-64

101,000

59.8

59.2

56.5

% with NVQ2+ - aged 16-64

131,300

77.7

76.5

73.2

% with NVQ1+ - aged 16-64

155,500

92.1

89.5

85.1

% with other qualifications (NVQ) - aged
16-64

5,200

3.1

4.9

6.2

% with no qualifications (NVQ) - aged
16-64

8,200

4.8

5.6

8.6

Source annual population survey – Office for National Statistics via nomis

Earnings
In 2014, the average earnings of South Gloucestershire residents working full-time totalled
£28,859 (i.e. residence-based earnings) - above the England average of 27,500. People
working full-time in South Gloucestershire earned £28,498 on average (i.e. workplace-based
earnings), below the England average (£27,487).
Workplace-based earnings in South Gloucestershire grew below the national rate between
2002 and 2014 – a rise of 23.2 per cent, compared with 32.7 per cent across England –
rising more slowly than residence-based earnings, which grew by 40.2 per cent in South
Gloucestershire over the same period.

Economic indicators analysis
When looking at indicators to help us understand the challenges facing South Gloucestershire’s
economy, the key ones are: employment / unemployment levels, benefit claimant data, and other
indicators such as the Indices of Deprivation 2015. As the graph below indicates, compared to
other areas in England, and compared to the national average, employment levels are high. Our
employment rate is presently 80.7% which is considerably higher than the rate for England
(73.3%).
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Source annual population survey – Office for National Statistics via nomis Alongside a favourable
employment rate, levels of deprivation in South Gloucestershire are low. However, some subdistrict areas have rates of benefits claimants that exceed the national average, with some by quite
a margin. There are also sub‐ward pockets of relative deprivation. It is recognised on a strategic
and operational level that these are key challenges to be addressed and overcome. There are
currently six identified priority neighbourhoods in South Gloucestershire: Kingswood, Staple Hill,
Cadbury Heath, Filton, Patchway, and, Yate and Dodington. These areas are clusters of LSOAs*
displaying indicators of relative deprivation when compared with the rest of the district. As outlined
in greater detail in the Population section on p??, the Indices of Deprivation 2015 results reinforce
previously identified patterns of deprivation across the district. South Gloucestershire’s most
deprived LSOAs are generally located within the urban wards of Staple Hill, Kings Chase,
Patchway, Parkwall and Woodstock. A relevant point to note regarding the indices is that: within
the Education, Skills and Training domain, South Gloucestershire has 15 LSOAs in the most
deprived 20% nationally, 10 of which fall within our priority neighbourhood boundaries. This
domain poses the greatest challenge for us in terms of addressing lower educational attainment
and raising skills levels. For detailed information on the Indices of Deprivation 2015 please visit:
www.southglos.gov.uk/statistics

Jobseeker’s Allowance (JSA) claimant count data
In South Gloucestershire in October 2015, 1,490 people (or 0.9% of the resident working age
population) were claiming Jobseeker’s Allowance (JSA). This a 19.1% reduction on the same point
in the previous year (1,805 / 1.1%). This is also positively below the England average which
currently stands at 1.5%. The JSA claimant rate locally has shown a year on year fall since 2011
and this is in line with the national trend. Nevertheless, as data below shows, at a micro level rates
of JSA and other out-of-work benefits claimants are above the national average in certain wards. It
is also worth noting that whilst the JSA claimant rate has declined since 2013, Employment
Support Allowance (ESA) has increased significantly and is now the largest amount of benefit being
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claimed that part forms the statistical group ‘key out-of-work benefits claimants’ - see key outof-work benefits sub-section for more detail on this. In South Gloucestershire in October 2015,
there were 265 (0.2%) claimants of JSA claiming for over one year - 80 of these claimants are
aged between 50-64 years. See complete details of age and duration of JSA claimants in the
following table:
Aged 16-64 (all working age)

Aged 16-24 (Young Claimants)

Aged 25-49

Aged 50-64

Number

% of
age
group

Change
on last
month
(%)

Change
on last
year (%)

Number

% of
age
group

Change
on last
month
(%)

Change on
last year (%)

Number

% of
age
group

Change
on last
month
(%)

Change on
last year (%)

Number

% of
age
group

Change
on last
month
(%)

Change on
last year (%)

Up to
6
months

1,005

0.6

0.0%

-13.7%

305

1

-3.2%

-22.8%

495

0.5

-1.0%

-11.6%

205

0.4

7.9%

2.4%

Over 6
months
and up
to a
year

220

0.1

-4.3%

0.0%

45

0.1

12.5%

-10.0%

130

0.1

-3.7%

8.3%

45

0.1

-18.2%

-10.0%

Over 1
year

265

0.2

-3.6%

-36.9%

35

0.1

-12.5%

-56.3%

150

0.2

-6.3%

-34.8%

80

0.2

6.7%

-27.3%

Total

1,490

0.9

-1.3%

-17.5%

385

1.3

-3.8%

-27.4%

775

0.9

-1.9%

-14.4%

330

0.7

4.8%

-10.8%

All data is sourced from NOMIS: (www.nomisweb.co.uk) © Crown Copyright 2015

Jobseeker’s Allowance claimant count and rate by ward
In October 2015 Kings Chase (147), Patchway (106), and Woodstock 104) were the wards with
the highest number of JSA claimants. Three wards - Staple Hill (2.1%) Kings Chase (2.0%) and
(1.7%) had claimant rates above the national average (1.5%).

All data is sourced from NOMIS : (www.nomisweb.co.uk) © Crown Copyright 2015
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All data is sourced from NOMIS : (www.nomisweb.co.uk) © Crown Copyright 2015

Key out of work benefits
In May 2015 in South Gloucestershire 5.6% (or 9,650) of the working age population were claiming
key of work benefits. There has been a slight decline in the rate of claimants over the last year
(falling from 5.9% / 10,220 in May 2014). Unlike Jobseeker’s Allowance however, the rate of
decline is less sharp. One possible reason for this is that the rate of claims for Employment
Support Allowance (the largest component part of key out-of-work benefits / 5,980 people) has
been steadily increasing since the benefit commenced in 2008. Whilst the Key out-of-work benefit
claimant figure at a district level is considerably below the national average (9.1%), there are
concentrations of higher than national average claimant rates throughout the district - including
within the priority neighbourhoods. In May 2015, there were nine LSOAs* in the district with rates
considerably above the national average - all of them were within the priority neighbourhoods and
reinforce wider analysis such as from the Indices of Deprivation 2015 that these areas face key
challenges in terms of raising employment levels. Addressing income and employment issues in
these areas remains an important priority on both strategic and operational levels as these are key
drivers in improving levels of deprivation. See map below for distribution of key out of work benefit
claimant rates throughout the district.
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Source: Department of Work and Pensions (DWP) Working age Client Group analysis – (Office
of National Statistics - via NOMIS) & ONS 2013 Mid-year estimates. *Key out-of-work benefits
include: Jobseeker’s Allowance; Employment and Support Allowance and incapacity benefits; lone
parents and other income related benefits *LSOAs are small areas designed to be of a similar
population size with an average of approximately 1,500 residents or 650 households. There are
currently 165 in South Gloucestershire post the 2011 census, however, the data available via
nomis uses pre census LSOA boundaries and therefore the above map is calculated using 2004
LSOA boundaries.

Sickness and economic activity
In South Gloucestershire in the year to June 2015, the annual population survey estimates there
were 4,300 working age people (15.5% of those who are classed as economically inactive) who
are inactive due to being long term sick. This is considerably below the national average (20.9%).

Current services and assets in relation to need
The council remains committed to working in partnership across the West of England functional
economic market area on economic issues. Through LEP engagement the authority continues to
influence programmes and remains involved in the majority of LEP sector groups. The external
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business focussed website has been developed to provide information, advice and guidance to
both indigenous business and to potential investors. Usage statistics suggest that the site is well
used and that visitors to the site are not significantly unique, which indicates that users return for
further information. A range of employment advice is available to South Gloucestershire residents
as well as Government advice and support to business My Business Support Business Finance
Support Finder Local Recruitment Support: Job Centre Plus offer employers a complete
recruitment process from the issue of application forms through to candidate sift and shortlist
yate.vacancyteam@dwp.gsi.gov.uk. There are also a range of partner agencies who provide
support to business: Institute of Directors (IoD) membership offers support for entrepreneurs
and Directors to maximise personal potential and enhance business performance
Iod.southwest@iod.com. Bristol Junior Chamber Business West – Leading, Connecting,
Growing Business Who are one of the most influential independent business leadership
organisations in the UK, representing and working with over 16,000 businesses across the South
West. Enterprise Europe Network South West To support finding international business
partners, accessing funding and succeeding in new markets. West of England Local Enterprise
Partnership The West of England Local Enterprise Partnership supports business growth and is
working to attract new jobs to Bristol, Bath and Weston-super-Mare Travel West The Joint Local
Transport Plan is our 15 year vision for transport investment in the West of England. The plan was
agreed in 2010 by Bath and North East Somerset Council, Bristol City Council, North Somerset
Council and South Gloucestershire Council. Supplying the South West This regional portal gives
you a one-stop shop window on contract opportunities from a growing number of councils in the
South West. The Federation of Small Businesses (FSB) are the largest business representation
group in the UK with around 200,000 members made up of small business owners, the selfemployed and entrepreneurs. University of the West of England Research, Business
and Innovation (growth) services UWE Bristol is one of the UK’s most enterprising higher
education institutions, with expertise spanning various sectors, from engineering, technology and
health, to business and the creative industries uwebusiness@uwe.ac.uk. UK Trade & Investment
work with UK-based businesses to ensure their success in international markets, and encourage
the best overseas companies to look to the UK as their global partner of choice.

Projected service use and outcomes in first 5
years and 5-10 years
This information is not available.

Evidence of what works
The Department of Work and Pensions compiled a list of evidence, research and policy papers
related to the health, work and wellbeing initiative. This list can be accessed at:
https://www.gov.uk/government/collections/health-work-and-wellbeing-evidence-and-research
Major evidence reviews around this include:

168/885

www.southglos.gov.uk

Dame Carol Black and David Frost’s report ‘Health at work – an independent review of
sickness absence’, 2011.
Dame Carol Black’s report ‘Working for a healthier tomorrow’, 2008
DWP commissioned research ‘Is work good for your health and well-being? An independent
review’, 2006
The National Institute for Clinical Excellence has published guidance on smoking and physical
activity in the workplace.
Public Health Guideline 5 - Workplace interventions to promote smoking cessation
Public Health Guideline 13 - Promoting physical activity in the workplace
Realising Talent: a new framework for devolved employment and skills’, the LGA proposes tangible
local solutions to deliver improved outcomes, bringing together funding and policy, so local
partners can efficiently plan investment across places, and ensure effective, integrated provision.

User views (on need, services / assets and gaps)
Community Learning
Community Learning recognises the value of involving learners at all stages of the learning process,
including determining the learning offerings, evaluating their own learning experience and
contributing to the continuous improvement of the Service. This involvement not only contributes
to the development of the Service but also empowers learners to take charge of their own learning
through improved understanding of the learning process. Learner feedback is captured during
course evaluation and logged in the course handbook and through follow-up conversations which
are untaken by Development Workers.

Ambitions Event
2,365 Year 9 students from 16 secondary schools and academies in South Gloucestershire took
part in employer-led workshops at the Ambitions 2015 careers event that was held at the
University of the West of England Exhibition & Conference Centre over 2 days on 20 and 21
October 2015. To help them think about their future career choices, students took part in 5
interactive workshops that they had selected in advance as part of their school-based preparation
activities. The majority of students were very positive about their experience of the event.

Student Evaluations
Agree

Disagree

The workshops I took part in were worthwhile

80%

20%

The Ambitions event has helped me to think about the future

72%

28%

I learnt useful things at the Ambitions event

82%

18%
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Views are also analysed from parents and carers who can attend the event during the evening.
Parents and carers really value the opportunity to talk to employers and providers of education and
training and many parents requested more events of this kind.
Agree

Disagree

I got good advance information about the Ambitions event

93%

7%

It was easy to find the organisations that interested me

95%

5%

I was able to speak to the people I wanted to

97%

3%

I got useful information at the Ambitions Evening Event

99%

1%

I thought the Guidance Centre was helpful

98%

2%

The Ambitions event should take place regularly

99%

1%

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Access to employment should be equitable to all groups in society. It will be important to
ensure that all parts of South Gloucestershire and all groups share the benefits of economic
development.
South Gloucestershire, as a whole, is economically prosperous with low unemployment and
a high employment growth rate. This tends to disguise the fact that there are areas in South
Gloucestershire and groups of people who are not sharing the benefits of economic
development.
In addition this has led to the need for migrant workers in specific employment sectors which
bring both benefits and social implications.
The South Gloucestershire Sustainable Community Strategy identifies as a key challenge that the
priority neighbourhoods and other areas of deprivation need targeted resources and multi-agency
focus. It is crucial that employment sites in more densely populated areas are safeguarded to
provide local job opportunities. It is also crucial that residents are given the opportunity and
support to access new jobs that will be generated at new employment sites such as the Emersons
Green, Filton and Severnside Enterprise Areas over the next ten years. There are many people
throughout South Gloucestershire who face barriers that prevent them seeking and remaining in
sustainable employment. Barriers include the lack of confidence and motivation, the lack of work
experience, the difficulty of travelling to work and the threat of losing welfare benefits. With the right
support many more people could and would work, raising their living standards and helping to
address the staff recruitment and retention pressures faced by many employers in South
Gloucestershire. Steps that can be taken to mitigate potential inequality include:
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1. Work with partners in priority areas to increase the number, range and quality of jobs.
2. Support disabled people into training and employment in partnership with other agencies.
3. Support rural diversification and regeneration through planning policies and targeted rural
initiatives.
4. Support to increase the employment rate of 18 - 24 year olds.
5. Support to increase the employment rate of lone parents
6. Support to increase the employment rate of the over 50s.
7. Support to increase the employment rate of long term JSA/ESA claimants
8. Support migrant workers into training and employment.
Key challenges identified in “Is Britain Fairer? The state of equality and human rights 2015” (the
Equality and Human Rights Commission’s statutory five-yearly report on equality and human rights
progress in England, Scotland and Wales) include.
Raise standards and close attainment gaps in education

Within an overall picture of
improvement, some attainment
gaps remained persistent and in
some cases widened:

• Gender: boys continued to fall behind girls at the end
of school. The gap widened in England and was
unchanged in Scotland and Wales. Women pulled
ahead in terms of degree-level qualifications.
• Socioeconomic status: children from low-income
backgrounds in England, Scotland and Wales
continued to perform less well than other children. This
was particularly the case for White boys from lowincome families, where the gap widened.
• Ethnicity: Gypsy and Traveller children in England
continued to have the lowest attainment levels, and the
gap between them and other White children widened as
the latter saw larger improvements.
• Disability: the gap in attainment between children
with special educational needs and those without
widened in England and Wales.

Encourage fair recruitment, development and reward in employment
Young people are set to be
better qualified than in previous
generations but, despite this,
experienced considerable
disadvantage in the labour
market:

• People aged 16–24 had the highest unemployment
rate and experienced the highest increase in
unemployment.
• The employment gap between young people and
older people widened in this period.
• Young people (16–24) experienced a 60 pence per
hour decline in pay and the pay gap between the
youngest and some older people increased.

The strong educational
performance of girls and young
women did not translate into
rewards in the workplace:

• Women’s employment continued to be concentrated
in low-wage sectors.
• While the gender pay gap narrowed, this was owing to
men’s average pay declining more than women’s, and
average male pay continued to be greater than average
female pay.
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People from certain ethnicities
and religions continue to
experience worsening labour
market disadvantage:

• African/Caribbean/Black people saw the largest
declines in pay and income.
• Pakistani/Bangladeshi women were less than half as
likely to be employed compared with average
employment rates for other women.
• Muslims have the highest unemployment rates, the
lowest employment rates and the lowest and decreasing
hourly pay rates.
• There remains a lack of diversity in senior and
managerial occupations (in terms of gender and
ethnicity) across all three countries, particularly in
Scotland and Wales, and at board level in both the
public and private sector.
• There is some evidence from the public sector of a
lack of diversity in terms of disability at senior levels.

Disabled people were also
disadvantaged in the labour
market:

• Disabled people experienced pay gaps and
employment gaps across Britain.
• The disability pay gap was highest in Scotland.
• The disability employment gap was highest in Wales
and Scotland.
• Apprenticeships are intended to be a valuable route
into employment. However, evidence suggests
inequality of opportunity, especially by age, ethnicity and
disability, as well as gender segregation in
apprenticeship type.

Raising the Age of Participation of Young People in Education or Employment with
Training
Raising the age of participation is a national policy. Government has increased the age to which all
young people in England are required to continue in education or training. Equalities considerations
and monitoring is an integrated part of our Joint Strategic Needs Assessment and Joint Health &
Wellbeing Strategy process to help promote equality and discharge our responsibilities under the
Public Sector Equality Duty. It is recognised that there is established equalities monitoring in place
for the following priorities which will inform future actions and reports:

Learning and Achieving
Reported annually to the Children’s Trust Board and CYP Committee via the Standards and
Performance – Vulnerable Groups Report (Last report presented to the CYP Committee 4 March
2015)

Children in Care and those leaving care
Annual reporting on Corporate Parenting was presented to the CYP Committee in June 2014 with
the next report scheduled 17 June 2015. EqIA were completed and published for Early Help and
0-25 SEND in 2014. The Early Help annual reporting is scheduled to CYP Committee in January
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2016 and the programme for the 0-25 will be put in place following approval the governance
arrangements

Community Learning
Assessment of Monitoring Information
A significantly higher percentage of Disabled People attend courses (25.6%) when compared
to the total disabled population of 15.6% for the whole of South Gloucestershire. In
comparison to 2012, there has been an increase of 8.62% Disabled People attending
courses.
Since 2012, there has been an increase in the 25-34 year old and the 35-44 year old age
group taking up learning opportunities by +6.3% and +12.84% respectively. Conversely,
there has been a significant decline in 65+ age group (-16.32%) and 55-64 year old age
group (-6.18%) taking up learning opportunities.
People from a BAME background are highly likely to access learning opportunities, 11.7% as
compared to a 5.0% total BAME population in South Gloucestershire. The BAME groups
most likely to access learning opportunities are “White - other”, “Chinese”, “Indian” and
people of an “Asian” background.

Unmet needs and service gaps
Working with partners in the West of England functional economic market area, and the Local
Enterprise Partnership (LEP), we must seek to deliver new jobs into the area and attract significant
inward investment. To achieve these aspirations it is imperative that we create a skilled and
motivated workforce that meets future business needs, particularly in the knowledge intensive high
technology and advanced engineering industries. We therefore need to improve standards in our
schools and raise aspirations and skill levels so that young people are well prepared for the future.
Excellent educational provision underpins a healthy economy which is the bedrock of happiness
and wellbeing.

Recommendations for consideration by
commissioners
Identify how local employer skills gaps can be monitored to enable skills providers to meet
demand
Consider impact of predicted changes in business demographics on skills and labour market
requirements
Councils are joining up efforts across functional economic areas, working with businesses and
local partners, to build on our unique and proven capacity to integrate services around the
vulnerable, and anticipate and respond to local employer needs. With increased scope to respond
flexibly to local circumstances, we could halve the number of unemployed young people, reduce
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long-term unemployment by a third, and better serve local employers’ current and future skills
demands. For the most disadvantaged, much more is needed – good work experience, tackling
health and housing problems, and other barriers they have to sustainable jobs. Two significant
challenges to achieving this are:
1. a better local skills match between training and employer demand
2. integrating employment, skills and health provision at the local level – more effective and
more efficient support.
The commissioning of programmes for disadvantaged claimant should be co-designed and cocommissioned. Local areas need to develop new models for integrated support for people with
disabilities and health problems, bringing together health, welfare benefits, housing, employment,
skills and other specialist support. To enable this it will require funding agreements which provide
flexibility, upfront investment, and sharing in the rewards of success.

Recommendations for needs assessment work
Identify how local employer skills gaps can be monitored to enable skills providers to meet
demand
Consider impact of predicted changes in business demographics on skills and labour market
requirements
Councils are joining up efforts across functional economic areas, working with businesses and
local partners, to build on our unique and proven capacity to integrate services around the
vulnerable, and anticipate and respond to local employer needs. With increased scope to respond
flexibly to local circumstances, we could halve the number of unemployed young people, reduce
long-term unemployment by a third, and better serve local employers’ current and future skills
demands. For the most disadvantaged, much more is needed – good work experience, tackling
health and housing problems, and other barriers they have to sustainable jobs. Two significant
challenges to achieving this are:
1. a better local skills match between training and employer demand
2. integrating employment, skills and health provision at the local level – more effective and
more efficient support.
The commissioning of programmes for disadvantaged claimant should be co-designed and cocommissioned. Local areas need to develop new models for integrated support for people with
disabilities and health problems, bringing together health, welfare benefits, housing, employment,
skills and other specialist support. To enable this it will require funding agreements which provide
flexibility, upfront investment, and sharing in the rewards of success.
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Education
Summary
Research demonstrates a large and persistent association between education and health. People
with higher levels of education experience better health, as indicated by high levels of self-reported
health and physical functioning and low levels of morbidity, mortality, and disability. Low
educational attainment increasing the risk of a poor child becoming a poor adult. South
Gloucestershire has 97 primary schools; 16 secondary schools (age 11-18); 2 specialist provisions
(a University Technical College and a Studio School); 4 special schools; and 1 Education other
than at school provision including the Pupil Referral Unit and 1 secure unit for young offenders.
There are approximately 300 private and voluntary and independent settings for pre-school
children. Whilst South Gloucestershire pupils generally do well in the earlier stages of education,
performance deteriorates between key stages 2 (age between 7 and 11) and 4 (age between 14
and 16). Early Years Foundation Stage (EYFS) outcomes (up to age 5) have improved and continue
to be high; they are ranked among some of the highest nationally. At the EYFS 76% of pupils
achieved a good level of development in 2015, higher than the England average (66%) and similar
local authorities (68%). Performance was also higher than the average for England and similar local
authorities for Key Stage 1 phonics, reading, writing and maths assessments and had improved
from 2014. Results for Key Stage 2 (81%) were similar to the England average (80%) and similar
local authorities (80%). Performance deteriorates significantly at Key Stage 4. In 2015, 52% of
South Gloucestershire children achieved 5+ A*-C (including England and Maths) at GCSE
compared to 56% for England average and 57% for statistical neighbours. Over time performance
has declined. The gap between the attainment of poor pupils and other pupils in South
Gloucestershire starts at the early years stage and increases as children progress through school.
At each stage of education, the gap in attainment between poor pupils and other pupils is wider
within South Gloucestershire than within the South West and England as a whole. In the early
years there is a 22 percentage point difference in children achieving a ‘good level of development’
between pupils in receipt of free school meals (an indicator of low income) and other pupils. At key
stage 4 only 22% of South Gloucestershire pupils on free school meals achieved 5 or more GCSEs
grades A*-C (including English and maths) in 2014 compared to 57% of other pupils, a gap of 35
percentage points. Pupil absence in 2013/14 was 4.5%, the same as the England average. It has
been declining over time. The proportion of 16-18 year olds not in education, training or
employment (NEETs) was 3% in 2014 significantly lower than the England average of 4.7%. The
proportion of NEETs has reduced over time.

Recommendations for consideration
Improve educational outcomes for students at Year 11 (GCSE) and post 16; improve outcomes
for disadvantaged children and young people; increase the number of good and outstanding
schools; increase the number of specialist school places; ensure sufficient high quality school
and pre-school places; improve attendance in secondary schools; continue to reduce
exclusions.
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Author: Susannah Hill, Head of Education, Learning and Skills, South Gloucestershire Council

Introduction
Educational attainment is the most influential factor that affects children’s life chances, particularly
increasing the risk of a poor child becoming a poor adult. Whilst South Gloucestershire pupils
generally do well in the earlier stages of education, performance deteriorates between key stages 2
and 4. Lack of education leads to poverty, disadvantage and inequality. Children who do not
access a high quality education are at risk from under-achievement. This has significant
consequences as a lack of educational qualifications affects life chances, for example, children
who leave school with poor or no qualifications are at risk of not being able to access further
education, employment or training. In turn, leads to families living below the poverty line. South
Gloucestershire has the following schools covering statutory school age: 97 primary phase
schools; 16 11-18 secondary phase schools; 2 14-19 specialist provisions – a University Technical
College and a Studio School; and 4 special schools. It also has additional educational facilities
other than at school provision including the Pupil Referral Unit and 1 secure unit for young
offenders. There are approximately 350 private and voluntary and independent settings for preschool children including childminders. Post 16 provision is provided through school Sixth Forms,
most of which are now working in formal collaborations as well as a Further Education College.
This section also outlines the achievement of a range of different groups including those who are
deemed to be vulnerable or disadvantaged such as those who have been in receipt of Pupil
Premium Funding or who are entitle to Free School Meals. There are analyses of performance
according to gender or Ethnic Minority Origin as well as those children who have Special
Educational Needs. Further analysis of the needs of children with Special Education Needs and
Looked After Children in care of the local authority are detailed in other chapters. In summary, the
data below shows that Early Years Foundation Stage (EYFS) outcomes have improved again and
continue to be high; they are ranked among some of the highest nationally. Key Stage 1 and Key
Stage 2 outcomes have continued to improve and are higher than national averages for headline
indicators. However, for higher levels of attainment at both Key Stages such as the percentages of
pupils attaining level 3 at Key Stage 1 and level 5+ at Key Stage 2, the outcomes are not as high.
In addition, the outcomes for most of the vulnerable groups are not as high as they should be and
there are gaps which are not yet closing. Outcomes at GCSE have declined since the previous
year with the headline indicators remaining below the national average which stayed the same as
the previous year. The outcomes for vulnerable groups remain of concern. For example,
disadvantaged children in South Gloucestershire have lower levels of attainment than other
children at all stages of education but it is especially marked at the end of Key Stage 4. Post 16
results have improved although they are still below the national figures The performance of most
groups reveal concerning gaps between performance compared to that of their peers. In particular,
the gap between the attainment of poor pupils and other pupils in South Gloucestershire starts at
the early years stage where there is a 22 percentage point difference in children achieving a ‘good
level of development’ between pupils in receipt of free school meals (an indicator of low income)
and other pupils. This gap persists at all stages and increases as children progress through
school. At key stage 4 only 22% of South Gloucestershire pupils on free school meals achieved 5
or more GCSEs grades A*-C (including English and maths) in 2014 compared to 57% of other
pupils, a gap of 35 percentage points. At each stage of education, the gap in attainment between
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poor pupils and other pupils is wider within South Gloucestershire than within the South West and
England as a whole.

Early Years Foundation Stage (EYFS)
The current Early Years Foundation Stage was introduced in September 2012. There are 17 Early
Learning Goals split into the Prime & Specific areas. The 3 prime areas of learning are: personal,
social and emotional development; communication and language; and physical development. The
specific areas of learning are: literacy, mathematics, expressive arts and design. Table 1 EYFS:
Percentage of Pupils achieving a Good Level of Development
EYFS: Good Level of
Development

All

FSM

Non-FSM

FSM Gap

2014

2015

2014

2015

2014

2015

2014

2015

South Gloucestershire

72

76

52

55

75

78

23

22

England

60

66

45

51

64

69

19

18

Statistical Neighbours’ Average

62

68

42

48

65

70

23

21

South Gloucestershire Rank

5

4

13

33

3

3

110

120

Table 2 EYFS: Good Level of Development by Pupil Groups
EYFS: Good
Level of
Development

Boys

Girls

EAL

Non-EAL

SEN

2014

2015

2014

2015

2014

2015

2014

2015

2014

2015

South
Gloucestershire

66

68

79

85

56

73

74

77

29

30

England

52

59

69

74

53

60

63

68

21

24

Statistical
Neighbours’
Average

54

60

71

75

50

59

63

69

20

23

All
The proportion of children achieving a good level of development in South Gloucestershire in 2015
was 76%. South Gloucestershire’s performance remains well above both the national outcome
and the average for the LA’s statistical neighbours which stand at 66% and 67%, respectively. This
places South Gloucestershire 4th nationally and 1st among statistical neighbours.

Gender
The percentage of boys achieving a Good Level of Development (GLD) was 68%, an increase of 2
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percentage points from the 2014 figure. This was 9 percentage points above the national figure
and 8 percentage points above statistical neighbours. The percentage of girls achieving a Good
Level of Development was 85%, an increase of 6 percentage points over the 2014 figure. This was
11 percentage points above the national figure and 10 percentage points above the statistical
neighbours.

FSM
The percentage of pupils eligible for Free School Meals achieving a Good Level of Development
was 55%, an increase of 3 percentage points from the 2014 figure. The gap between pupils
eligible for free school meals and other pupils in South Gloucestershire was 22%, an improvement
on the 2014 figure of 23%

Ethnicity
This information is not available yet.

First Language other than English (EAL)
The percentage of pupil with a first language other than English (EAL) achieving a Good Level of
Development was 73%, an increase of 17 percentage points on the 2014 figure. This was above
national and statistical neighbours.

SEN
The percentage of pupils with special educational needs (SEN) achieving a GLD was 30%, an
improvement of 1 percentage point on the 2014 figure. This was above national and statistical
neighbours.

Key Stage 1 Phonics
The phonics screening check was introduced in 2012 as a new statutory assessment for all
children in Year 1.The check is designed to confirm whether individual children have learnt phonic
decoding to an appropriate standard. Children who do not achieve this standard should receive
support from school to ensure they improve their phonic decoding skills and are expected to
retake the screening check the following year. In 2015, 79% of pupils in South Gloucestershire met
the required standard of phonic decoding, compared to 74% in 2014. This is above both national
and statistical neighbours’ and places South Gloucestershire 34th nationally. Table 3: Year 1
Phonics Check: Percentage of Pupils and Groups achieving the Threshold
Phonics Check

All

Boys

Girls

FSM

Non-FSM

FSM gap

South Gloucestershire

79

76

83

65

81

16

England

77

73

81

65

79

14

Statistical Neighbours' Average

77

73

81

60

79

19

South Gloucestershire Rank

34

30

34

71

38

85
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Table 4: Phonics Check continued: Percentage of Pupil Groups achieving the threshold
Phonics Check

EAL

SEN

White

Mixed

Asian

Black

Chinese

South Gloucestershire

76

41

79

83

79

89

84

England

76

42

76

79

80

79

83

Statistical Neighbours' Ave.

76

39

77

78

79

79

65

South Gloucestershire Rank

63

139

31

26

91

9

37

Gender
The percentage of boys achieving the phonics screening check was 76%, an improvement of 6
percentage points on the 2014 figure. This was 3 percentage points above the national and the
statistical neighbours. The percentage of girls achieving the phonics screening check was 83%, an
improvement of 4 percentage points on the 2014 figure. This was 2 percentage points above
national and the statistical neighbours.

Free School Meals
The percentage of pupils eligible for Free School Meals achieving a Phonics Screening Check was
65%, an increase of 4 percentage points over the 2014 figure. The gap between pupils eligible for
free school meals and other pupils in South Gloucestershire was 16%, a dip on the 2014 figure of
15%.

Ethnicity
The percentage of white pupils, mixed heritage pupils, black pupils and Chinese pupils achieving
the phonics screening check was above the national figure and the statistical neighbours. The
percentage of Asian pupils achieving the phonics screening check was 79%, one percentage point
below national and in line with statistical neighbours.

First Language other than English (EAL)
The percentage of pupil with a first language other than English (EAL) achieving the phonics
screening check was 76%, this was in line with national and statistical neighbours.

SEN
The percentage of pupils with special educational needs (SEN) achieving the phonics screening
check was 41%, this was one percentage point below national and in line with statistical
neighbours.

Key Stage 1
Table 5 KS1: Percentage of Pupils Groups Achieving Level 2+ and Level 3 in Reading

180/885

www.southglos.gov.uk

Reading

L2b+

L3+

All

Boys

Girls

FSM

Gap

BME

All

Boys

Girls

FSM

Gap

BME

South
Gloucestershire

87

83

90

76

10

74

34

29

38

17

19

34

England

82

78

86

72

14

32

27

37

19

17

Statistical
Neighbours'
Ave.

83

79

87

35

30

40

South
Gloucestershire
Rank

3

5

5

36

40

51

Table 6 KS1: Percentage of Pupils Groups Achieving Level 2+ and Level 3 in Writing
Writing

L2b+

L3+

All

Boys

Girls

FSM

Gap

BME

All

Boys

Girls

FSM

Gap

BME

South
Gloucestershire

77

69

84

61

16

74

18

12

25

8

13

18

England

72

65

80

59

18

18

13

23

9

12

Statistical
Neighbours'
Ave.

73

67

81

19

14

25

South
Gloucestershire
Rank

5

21

5

50

67

31

Table 7 KS1: Percentage of Pupils Groups Achieving Level 2+ and Level 3 in Mathematics
Maths

L2b+

L3+

All

Boys

Girls

FSM

Gap

BME

All

Boys

Girls

FSM

Gap

BME

South
Gloucestershire

85

83

87

73

12

84

27

30

25

13

17

29

England

82

80

83

71

14

26

28

24

15

15

Statistical
Neighbours'
Ave.

83

82

84

28

30

25
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South
Gloucestershire
Rank

12

15

11

45

36

46

All
The percentage of pupils achieving Level 2b and above in reading increased by 2 percentage
points to 87%; in writing increased by 4 percentage point to 77% and in mathematics increased by
3 percentage point to 85%. As a result, South Gloucestershire is 3rd, 5th and 12th nationally for
reading, writing and mathematics and is in the top quartile for all three subjects. Performance in
reading is 4 percentage points above statistical neighbours and 5 percentage points the national
average. In writing, South Gloucestershire is 4 percentage points above statistical neighbours and
5 percentage points above the national average. Performance in mathematics is 2 percentage
points above statistical neighbours and 3 percentage points above the national average. The
percentage of pupils achieving Level 3 and above has increased by 1 percentage points in reading;
4 percentage points in writing and 3 percentage points in mathematics compared to the previous
year (reading - 32%, writing – 14%, mathematics - 24%.) Performance is 2 percentage points
above the national average in reading, in line in writing and 1 percentage point above in
mathematics. It remains below statistical neighbours' average in all subjects. This moves South
Gloucestershire into the top quartile for reading and the second quartile for writing; mathematics
remains in the second quartile.

Gender
The percentage of boys achieving L2b+ in reading increased by 2 percentage points to 83%. This
is 5 percentage points above national and 4 percentage points above the statistical neighbours. In
writing the percentage increased by 4 percentage points to 69%. This was 4 percentage points
above national and 2 percentage points above the statistical neighbours. In maths the percentage
increased by 3% to 83%. This was 3 percentage points above national and one percentage point
above the statistical neighbours. The percentage of girls achieving L2b+ in reading increased by 3
percentage points to 90%. This is 4 percentage points above national and 3 percentage points
above the statistical neighbours. In writing the percentage increased by 4 percentage points to
84%. This was 4 percentage points above national and 3 percentage points above the statistical
neighbours. In maths the percentage increased by 4% to 87%. This was 4 percentage points
above national and three percentage points above the statistical neighbours. The percentage of
boys achieving L3+ in reading increased by 2 percentage points to 29%. This was 2 percentage
points above national and 1 percentage point below statistical neighbours. In writing the
percentage increased by 2 percentage points to 12%. This was one percentage point below
national and 2 percentage points below the statistical neighbours. In maths the percentage
increased by 2% to 30%. This was 2 percentage points above national and was in-line with the
statistical neighbours. The percentage of girls achieving L3+ in reading increased by 1 percentage
point to 38%. This was 1 percentage point above national and 2 percentage points below
statistical neighbours. In writing, the percentage increased by 6 percentage points to 25%. This
was 2 percentage points above national and 2 percentage points above statistical neighbours. In
maths the percentage increased by 4% to 25%. This was 1 percentage point above national and
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was in line with the statistical neighbours.

Free School Meals
The percentage of pupils eligible for Free School Meals (FSM) achieving L2b+ in reading increased
by 2 percentage points to 76%. In writing the percentage increased by 3 percentage points to
61%. In maths the percentage increased by 4% to 73%. The percentage of pupils eligible for Free
School Meals (FSM) achieving L3+ in reading was 17% and was 2 percentage points above the
2015 figure for FSM pupils. The percentage of pupils eligible for Free School Meals (FSM) achieving
L3+ in writing was 8% and was 1 percentage points below the 2015 figure. The percentage of
pupils eligible for Free School Meals (FSM) achieving L3+ in maths was 13% and was 2
percentage points below the 2015 figure.

Ethnicity
This information is not available yet.

EAL
This information is not available yet.

SEN
This information is not available yet.

Key Stage 2
The national indicator for KS2 changed in 2013 from the proportion of pupils attaining Level 4 or
above (L4+) in English and mathematics to those attaining L4+ in reading, writing and mathematics
(RWM). Table 8 KS2: Percentage of Pupil Groups Achieving L4+ in Reading
Reading

L4+
All

Boys

Girls

FSM

Non-FSM

EAL

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

91

88

94

84

93

86

64

91

94

92

87

100

England

89

87

91

83

92

85

62

89

90

88

88

91

Statistical
Neighbours

89

87

91

South
Gloucestershire
Rank

21

51

6

Asian

Black

Chinese

Table 9 KS2 Percentage of Pupil Groups Achieving L5 in Reading
Reading

L5+
All
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Boys

Girls

FSM

Non-FSM

EAL

SEN

White

Mixed
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South
Gloucestershire

50

45

54

30

54

50

19

50

56

53

29

73

England

48

44

53

34

55

48

16

49

51

44

42

62

Statistical
Neighbours

48

44

53

South
Gloucestershire
Rank

47

53

51

Table 10 KS2 Percentage of Pupil Groups Achieving L4+ in Writing
Writing

L4+
All

Boys

Girls

FSM

Non-FSM

EAL

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

87

83

92

74

90

85

47

87

91

89

89

100

England

87

83

91

79

90

85

51

87

88

88

86

91

Statistical
Neighbours

87

83

91

South
Gloucestershire
Rank

53

58

27

Table 11 KS2 Percentage of Pupil Groups Achieving L5 in Writing
Writing

L5+
All

Boys

Girls

FSM

Non-FSM

EAL

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

32

24

41

16

36

28

5

32

33

37

24

73

England

36

28

43

22

42

33

6

36

38

37

33

54

Statistical
Neighbours

36

28

44

South
Gloucestershire
Rank

112

123

101

Table 12 KS2 Percentage of Pupil Groups Achieving L4+ in Mathematics
Maths

L4+
All

Boys

Girls

FSM

Non-FSM

EAL

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

88

88

88

76

91

88

56

88

86

92

87

100

England

87

87

87

80

90

86

57

87

87

88

85

96

Statistical
Neighbours

87

87

87
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South
Gloucestershire
Rank

45

43

47

Table 13 KS2 Percentage of Pupil Groups Achieving L5 in Mathematics
Maths

L5+
All

Boys

Girls

FSM

Non-FSM

EAL

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

42

46

37

26

46

48

11

42

39

56

24

82

England

41

45

37

28

48

41

12

42

41

45

33

71

Statistical
Neighbours

41

45

37

South
Gloucestershire
Rank

56

54

66

Table 14 KS2 Percentage of Pupil Groups Achieving L4+ in Combined - RWM
Combined R,
Wr & Ma

L4+
All

Boys

Girls

FSM

Non-FSM

EAL

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

81

77

85

64

85

78

37

81

80

86

80

100

England

80

77

83

70

84

77

45

82

Statistical
Neighbours

80

77

83

South
Gloucestershire
Rank

50

71

24

All
The main national indicator for Key Stage 2 changed in 2013 from the proportion of pupils attaining
Level 4 or above (L4+) in both English and mathematics to the proportion attaining L4+ in reading,
writing and mathematics (RWM). Performance improved by 1 percentage point to 81%.
Performance is above statistical neighbours and national averages. These are the local authority’s
best ever results and place South Gloucestershire in the second quartile. The proportion of pupils
attaining L5+ in reading, writing and mathematics was 22%. Performance is 2 percentage points
below the national average and statistical neighbours. In line with the attainment measures, the
measure of the proportion of pupils making 2 levels of progress between Key Stages 1 and 2 has
changed from an overall figure for English to separate figures for reading and writing. In reading,
93% of pupils made 2 levels of progress between Key Stages 1 and 2. This is 4 percentage points
above statistical neighbours and 2 percentage points above the national average. In writing, 94%
of pupils made 2 levels of progress. This is 1 percentage point above statistical neighbours and in
line with the national average. 91% of pupils made 2 levels of progress in mathematics. This is 3
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percentage points above statistical neighbours and 1 percentage point above the national average.

Gender
The percentage of boys achieving L4+ in reading decreased by 1 percentage point to 88%. This
was one percentage point above national and one percentage point above the statistical
neighbours. The percentage of boys making the expected progress increased by 2 percentage
points to 92%. This was 2 percentage points above national. In writing the percentage increased
by 2 percentage points to 83%. This was in-line with national and the statistical neighbours. The
percentage of boys making the expected progress increased by 2 percentage points to 93%. This
was in-line with national. In maths the percentage remained the same as the 2014 figure at 88%.
This was one percentage point above national and one percentage point above the statistical
neighbours. The percentage of boys making the expected progress increased by one percentage
point to 91%. This was one percentage point above national. In reading, writing and maths
combined this remained unchanged on the 2014 figure at 77%. This was in-line with national and
the statistical neighbours. The percentage of girls achieving L4+ in reading increased by 3
percentage points to 94%. This was 3 percentage points above national and three percentage
points above the statistical neighbours. The percentage of girls making the expected progress
increased by 2 percentage points to 94%. This was 2 percentage points above national. In writing
the percentage increased by one percentage point to 92%. This was one percentage point above
national and one percentage point above the statistical neighbours. The percentage of girls making
the expected progress increased by one percentage point to 96%. This was one percentage point
above national. In maths the percentage increased by one percentage point to 88%. This was 2
percentage points above national and two percentage point above the statistical neighbours. The
percentage of girls making the expected progress increased by one percentage point to 90%. This
was one percentage point above national. In reading, writing and maths combined this remained
increased by 3 percentage points to 85%. This was 2 percentage points above national and the
statistical neighbours. The percentage of boys achieving L5+ in reading decreased by 3
percentage points to 45%. This was one percentage point above national and one percentage
point above the statistical neighbours. In writing the percentage remained unchanged at 24%. This
was four percentage points below national and four percentage points below the statistical
neighbours. In maths the percentage decreased by one percentage point to 46%. This was one
percentage point above national and one percentage point above the statistical neighbours. The
percentage of girls achieving L5+ in reading increased by one percentage point to 54%. This was
one percentage point above national and one percentage point above the statistical neighbours. In
writing the percentage increased by 4 percentage points to 41%. This was two percentage points
below national and 3 percentage points below the statistical neighbours. In maths the percentage
decreased by four percentage points to 37%. This was in-line with national and in-line with the
statistical neighbours.

Free School Meals
The percentage of children eligible for FSM achieving L4+ in reading increased by 7% to 84%. This
was one percentage point above national. The percentage making the expected progress
increased by 6 percentage points to 90%. This was 2 percentage points above national. In writing
the percentage increased by 3% to 74%. This was 14 percentage points below national. The
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percentage making the expected progress increased by 2 percentage point to 90%. This was 2
percentage points below national. In maths the percentage points increased by 4 percentage
points to 76%. This was 4 percentage points below national. The percentage making the expected
progress increased by one percentage point to 85%. This was one percentage point below
national. The percentage of children eligible for FSM achieving L5+ in reading increased by one
percentage point to 30%. This was three percentage points below national. In writing the
percentage increased by 2 percentage points to 16%. This was six percentage points below
national. In maths the percentage points increased by 2 percentage points to 26%. This was two
percentage points below national.

Ethnicity
The percentage of white pupils achieving L4+ in reading remained unchanged at 88%. This was
one percentage point above national. In writing the percentage increased by one percentage point
to 87%. This was in-line with national. In maths the percentage points increased by one
percentage points to 88%. This was one percentage point above national. The percentage of white
pupils achieving L4+ in reading, writing and maths combined increased by one percentage point to
81%. This was one percentage points below national. The percentage of mixed heritage pupils
achieving L4+ in reading increased by 2 percentage points to 94%. This was 4 percentage points
above national. In writing the percentage increased by one percentage point to 91%. This was 3
percentage points above national. In maths the percentage points decreased by one percentage
point to 86%. This was one percentage point below national. The percentage of mixed heritage
pupils achieving L4+ in reading, writing and maths combined decreased by one percentage point
to 80%. This was one percentage point below national The percentage of Asian pupils achieving
L4+ in reading increased by 4 percentage points to 92%. This was 4 percentage points above
national. In writing the percentage increased by 3 percentage points to 89%. This was one
percentage point above national. In maths the percentage points decreased by 2 percentage
points to 92%. This was 4 percentage points above national. The percentage of Asian pupils
achieving L4+ in reading, writing and maths combined increased by one percentage point to 86%.
This was 5 percentage points above national The percentage of black pupils achieving L4+ in
reading remained unchanged at 87%. This was one percentage point below national. In writing the
percentage increased by 4 percentage points to 89%. This was 3 percentage points above
national. In maths the percentage points increased by 10 percentage points to 87%. This was 2
percentage points above national. The percentage of black pupils achieving L4+ in reading, writing
and maths combined increased by 6 percentage points to 80%. This was 2 percentage points
above national The percentage of Chinese pupils achieving L4+ in reading remained unchanged
and was 100%. This was 9 percentage points above national. The percentage of Chinese pupils
achieving L4+ in writing remained unchanged and was 100%. This was 9 percentage points above
national. The percentage of Chinese pupils achieving L4+ in maths remained unchanged and was
100%. This was 4 percentage points above national. The percentage of Chinese pupils achieving
L4+ in reading, writing and maths combined remained unchanged at 100%. This was 20
percentage points above national.

EAL
The percentage of EAL pupils achieving L4+ in reading remained unchanged at 86%. This was one
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percentage point above national. The percentage of EAL pupils making the expected progress
increased by 2 percentage point to 94%. This was 3 percentage points above national. In writing
the percentage increased by 3 percentage points to 85%. This was in-line with national. The
percentage of EAL pupils making the expected progress increased by 3 percentage points to
95%. This was one percentage point above national. In maths the percentage points decreased
by 2 percentage points to 88%. This was 2 percentage points above national. The percentage of
EAL pupils making the expected progress decreased by 2 percentage points to 94%. This was 2
percentage points above national. The percentage of EAL pupils achieving L4+ in reading, writing
and maths combined decreased by 2 percentage points to 78%. This was one percentage point
above national.

SEN
The percentage of SEN pupils achieving L4+ in reading increased by one percentage point to
64%. This was two percentage points above the national average. The percentage of SEN pupils
making the expected progress increased by 3 percentage points to 78%. In writing the
percentage decreased by one percentage point to 47%. This was 4 percentage points below
national. The percentage of SEN pupils making the expected progress increased by 3 percentage
points to 81%. In maths the percentage points remained unchanged at 56%. This was one
percentage points below national. The percentage of SEN pupils making the expected progress
decreased by one percentage points to 73%. The percentage of SEN pupils achieving L4+ in
reading, writing and maths combined increased by one percentage point to 36%. This was 9
percentage points below the national average. Table 15 Percentage of Pupils making 2 levels
of progress between KS1 and KS2
2 Levels of progress between KS1 and
KS2

Reading
All

Boys

Girls

EAL

FSM

BME

SEN

South Gloucestershire

93

92

94

94

90

94

78

England

91

90

92

91

88

91

77

Statistical Neighbours' Average

89

South Gloucestershire Rank

17

Table 16 Percentage of Pupils making 2 levels of progress between KS1 and KS2
2 Levels of
progress
between KS1
and KS2

South
Gloucestershire
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Writing

All

Boys

Girls

EAL

FSM

BME

SEN

94

93

96

95

90

94

81
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England

94

Statistical
Neighbours'
Average

93

South
Gloucestershire
Rank

71

93

95

94

92

94

82

Table 17 Percentage of Pupils making 2 levels of progress between KS1 and KS2
2 Levels of
progress
between KS1
and KS2

Maths

All

Boys

Girls

EAL

FSM

BME

SEN

South
Gloucestershire

91

91

90

94

85

90

73

England

90

90

89

92

86

91

74

Statistical
Neighbours'
Average

88

South
Gloucestershire
Rank

49

Secondary Phase
Key Stage 4
1. At Key Stage 4 (16 year olds) performance decreased by 2 percentage points in the 5 or
more GCSE (and equivalents) including English and mathematics measure to 52%. This
places South Gloucestershire in the bottom quartile nationally. These results are 4
percentage points below the national and 5 percentage points below statistical neighbour
averages.
Table 18 Percentage of Pupils Gaining 5+ A*-C GCSE grades including English and
Mathematics
Key Stage 4
5+A*-C (inc Eng
& Ma)
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2011

2012

2013

2014

2015
(Prov)
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South
Gloucestershire

56

56

57

54

52

Statistical
Neighbours'
Average

59

59

60

57

56

National

58

59

61

57

57

South
Gloucestershire
Rank

110

105

118

106

118

Table 19 GCSE Gender Analysis

5+A*-C grades

5+ A*-C
including
English &
mathematics
GCSEs

Boys

Girls

All

Boys

Girls

All

Boys

Girls

All

South Gloucestershire

57

69

62

47

58

52

93

95

94

England

60

72

66

52

61

56

93

96

94

Statistical Neighbours' Average

61

72

66

52

63

57

94

96

95

South Gloucestershire Rank

109

111

112

115

106

118

80

104

94

5+ A*-G grades

Table 23 GCSE Percentage Gaining 5+ A*-C including EM by Pupils Groups
5+ A*-C
including
English &
mathematics
GCSEs

All

Boys

Girls

EAL

FSM

Non-FSM

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

52

47

58

52

28

57

12

51

57

52

44

77

England

56

52

61

57

36

63

24

56

57

60

51

76

Statistical
Neighbours'
Average

57

52

63

South
Gloucestershire
Rank

118

115

106

The headline gap between students eligible for FSM with their peers remains high and their
performance low. The percentage gap between FSM and non FSM pupils reduced from 29
percentage points to 28 percentage points this year on the key indicator of 5+ A* to C (En & Ma).
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The proportion of pupils making three levels progress from Key Stage 2 to Key Stage 4 improved
by half a percentage point in English to 68%. The proportion of pupils making three levels of
progress in mathematics remained at 64%. Performance in English is 3 percentage points below
both the national average and the statistical neighbour average. Performance in mathematics is 4
percentage points below the national and 6 percentage points below the statistical neighbour
averages. Table 19 Percentage of Pupils Making 3 levels of Progress between KS2 and
KS4
% making expected progress

English
2011

2012

2013

2014

2015

South Gloucestershire

71

67

68

67

68

England

73

69

72

73

71

Statistical Neighbours' Average

73

68

71

73

72

South Gloucestershire Rank

104

112

119

133

114

Table 20 Percentage of Pupils Making 3 levels of Progress between KS2 and KS4
% making expected progress

Mathematics
2011

2012

2013

2014

2015

South Gloucestershire

64

67

68

64

64

England

66

70

72

67

68

Statistical Neighbours' Average

66

70

72

68

70

South Gloucestershire Rank

92

95

114

100

118

Table 25 Percentage of Pupils Making 3 levels of Progress between KS2 and KS4 by
Pupil Groups
English
% making
expected
progress

All

Boys

Girls

EAL

FSM

Non-FSM

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

67

61

73

68

51

70

47

67

65

65

68

75

England

70

64

75

75

58

75

48

69

71

76

72

85

Statistical
Neighbour'
Average

70

South
Gloucestershire
Rank

112
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Table 27 Percentage of Pupils Making 3 levels of Progress between KS2 and KS4 by
Pupil Groups
Maths
% making
expected
progress

All

Boys

Girls

EAL

FSM

Non-FSM

SEN

White

Mixed

Asian

Black

Chinese

South
Gloucestershire

62

61

64

69

41

68

36

62

61

80

61

78

England

67

65

68

72

50

73

37

66

60

74

67

93

Statistical
Neighbour
Average

69

South
Gloucestershire
Rank

114

At Key Stage 5, at Level 3, the overall Average Point Score per Entry (including South
Gloucestershire and Stroud College increased by 3 points to 207. This is very close to a C grade
(210 is equivalent to a C grade and 180 for a D grade). The figure excluding the college increased
by 3 point to 204. Both of these figures are below national and statistical neighbour averages.
South Gloucestershire is placed 120th nationally. Table 29 A-level Points per Examination
Entry
A Level Points per Entry

2011

2012

2013

2014

2015

South Gloucestershire (excl SGS College)

201

201

202

201

204

SGS College

221

210

214

208

(215)*

South Gloucestershire (inc SGS College)

207

204

206

204

207

National

213

209

211

212

212

Statistical Neighbours' Average

213

210

210

211

210

South Gloucestershire Rank

119

118

112

137

120

*SGSC 2015 PPE as reported by college on results day in Aug.
2. The overall Average Point Score per Candidate rose by 23 points to 633. The average point
score excluding South Gloucestershire and Stroud College rose by 8 points to 701. This
places the local authority below the national and statistical neighbour averages. The ranking
for South Gloucestershire is 119th.
Table 30: A-level Points per Candidate
A Level Points per Candidate

2011

2012

2013

2014

2015

South Gloucestershire (excl SGS College)

718

724

687

693

701
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SGS College

669

569

672

497

(634)*

South Gloucestershire (inc SGS College)

703

672

640

608

632

National

728

715

691

680

683

Statistical Neighbours' Average

728

721

715

696

699

South Gloucestershire Rank

96

109

129

141

119

*SGSC 2015 PPE as reported by college on results day in Aug. Table 31 A level and level 3 results
of state-funded1 students
All level 3 qualifications Average point score
Per Student

Per Entry

Males

Females

Total

Males

Females

Total

South Gloucestershire

607.7

657.9

632.5

202.3

211.0

206.7

England (State Funded Schools1)

657.3

705.0

682.6

207.3

215.9

211.9

Statistical Neighbours' Ave.

672.5

722.7

698.8

205.0

215.0

210.3

SG Rank

120

121

119

115

116

120

Top quartile

684.2

733.2

707.7

211.4

218.8

214.7

Median

649.5

695.5

674.9

206.6

215.4

211.5

Bottom quartile

617.1

662.5

642.2

202.8

211.2

207.3

Covers all state-funded mainstream schools, academies, free schools, maintained special schools
and FE sector colleges. Attainment of a Level 2 qualification improves by age 19. In 2013, 85.0 per
cent of 19 year olds in South Gloucestershire had achieved a Level 2 qualification (5 A*-C GCSEs
or equivalent). This was the same as the England average. Attainment of a Level 3 qualification by
age 19 is slightly below average. In 2013, 54.0 per cent of 19 year olds had achieved a Level 3
qualification (A level and equivalent) - compared to the England average of 56.2 per cent.
Attainment of both level 2 and 3 qualifications by age 19 for all students and for SEND and FSM
students is in the bottom quartile nationally.

Exclusions
Data to be added

Attendance
Data to be added
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Projected service use and outcomes in first 5
years and 5-10 years
The school population is rising so there is a pressure on places for pre-school settings and in some
areas there is starting to be more pressure on primary school places. The Strategic Review of
Special Educational Needs showed that there are increasing levels of complexity of need in
children including increasing numbers of communication and language disorders (ASD). There also
are increasing numbers of children and young people who are unable to access education in full
time mainstream schools due to medical and mental health needs.

Projections Primary Reception – Year 6 by Planning Area
Primary school area level projections are displayed in the table below. Overall the projections show
that there is an upward trend in demand for places between 2013 -2018. Demand in this period is
expected to increase by 11% c.2413 children. The upward trend is consistent across all 7 planning
areas including Yate and Thornbury which is a change from previous years.
2015

2016

2017

2018

2019

22912

23424

23874

24196

24392

Secondary Phase Pupil Projections (Y7 – Y11)
Considering the projections to 2018 demand for secondary school places in South Gloucestershire
is expected to increase/remain stable across 4 of the 5 planning areas. The table below shows
that there is an overall increase in demand of 6% (885 pupils).
2015

2016

2017

2018

2019

13,273

13,444

13,757

14,196

14,773

Major New Housing Development in South Gloucestershire
The level of growth in South Gloucestershire has given rise to 18,000 homes being created since
1991 and the creation of some 30,000 jobs. The scale of growth brings with it major challenges
with a significant pressure for more housing and development and pressure more generally on
South Gloucestershire’s infrastructure. The Council’s Core Strategy sets out the Council’s
approach to managing growth in the next 15 years and this sets out the provision of 23,000 new
homes which will generate 7,000 new primary school age children and 3,000 new secondary
school age children.

Other issues with capacity
A lack of high quality school places and a lack of places in high quality early years settings reduce
access to local educational provision. In addition, surplus secondary school places in South
Gloucestershire have led to under-subscribed schools. The surplus places have had an impact on
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the quality of provision as these schools can find it difficult to offer the full curriculum thus depriving
the locality of educational opportunities. There is increasing evidence of difficulties of recruitment to
schools both at specialist teacher level as well as at Headteacher and leadership levels. This will
also impact on the quality of provision over time.

Evidence of what works
More primary schools judged outstanding by Ofsted
More secondary schools judged as good by Ofsted
High quality leadership
Secure use of data informing strategy
High quality support
Team around the child approach – services collaborating at the same time

User views
User views are contained in
Ofsted Parent View
School surveys of parents
Parental complaints

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Covered in the analysis of groups

Unmet needs and service gaps
Disadvantaged groups
Access to CAMHS and support
Specialist provision for pupils with Special Educational Needs
Access to timely data
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Recommendations for consideration by
commissioners
Improving educational outcomes for students at Y11 and Post 16
Improving educational outcomes for disadvantaged children and young people
Increasing the number of good and outstanding schools
Increasing the number of specialist school places
Ensuring sufficient high quality school places
Ensuring sufficient places in high quality settings for pre-school children
Improving attendance in secondary schools
Continuing to reduce exclusions

Recommendations for needs assessment work
Projected numbers
Strategic overview of place planning
Access to data and sharing of data
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Housing
Summary
Housing is far more than just a roof over our heads; it is a fundamental part of everyone’s life.
Housing location, type, tenure and condition significantly impacts on people’s health and
wellbeing. It plays a critical role in enabling people to live independently and in helping carers
support effectively. From the initial planning stages housing can be designed to promote health
and wellbeing throughout the life course. Accessibility to suitable housing options is essential.
Unsuitable housing contributes to health inequalities and social exclusion and delays hospital
discharge; suitable housing can prevent or reduce health and care and support needs. Those most
at risk of ill health as a result of housing include those on low incomes, older people, vulnerable
people, larger families, and those living in poor housing conditions.

Affordability
As of 1 October 2015 the number of live applications on the council’s housing register was 5011
although the true number in need is much higher. In 2014 the average house price in South
Gloucestershire was £230,099. This is eight times average pay. The average house price in the
South West was £240,390 (9.2 times the average salary) and in England and Wales, £261,031 (9.5
times the average salary). Those aged 25-34 are most likely to be renting privately. Local private
rents have been rising significantly and benefit levels have fallen.

Housing for specific groups
There are few large social rented family homes in the district and there are a greater number of
larger households applying to the Council’s housing register or housed in temporary
accommodation. Additional residential pitches in South Gloucestershire are recommended for
Gypsy and Travelling Showpeople. There is a shortage of specialist capacity including for people
with dementia and challenging behaviour. Provision of specialist housing for older people needs to
be considered alongside support and care needs, and the cost of these services.

Homelessness
The number of households who the council accepted a statutory duty to accommodate as
homeless has risen from 134 in 2013/14 to 182 in 2014/15. The homeless rate in 2013/14 was
lower than the England average. The three main causes of homelessness in 2014/15 were loss of
private sector accommodation (48%), parents unable to continue to accommodate (19%) and
relationship breakdown involving violence (17%). The loss of private sector accommodation is
associated with a buoyant housing market. The majority of homeless households (88%) had
dependent children or were pregnant. Overall minority ethnic groups represented 9% of homeless.
More than 256 children were living in households placed in emergency accommodation.
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Housing conditions
The exact relationship between poor housing and health is difficult to assess, however research
suggests that poor housing is associated with increased risk of cardiovascular diseases,
respiratory diseases, injuries, depression and anxiety. The cost to the NHS of poor housing in
England was £2billion per annum. More than one in five private homes do not meet the ‘Decent
Homes Standard’ – they contain significant hazards (most of which relate to excess cold or
potential for residents to fall), are in a state of disrepair or do not have modern comforts. An
estimated 400 households of people with a long term ill health condition felt that their housing
contributed to their problem. The housing health and safety rating system (HHSRS) is a risk-based
evaluation tool used to identify and protect against potential risks and hazards. In the 1,745
housing inspections carried out between 2012/13 & 2014/15, 368 (21%) of properties contained
one or more Category 1 Hazards (serious) - 198 Crowding & Space; 77 Excess Cold. 68 failed the
Decent Homes standard on disrepair; 7 on modern facilities; 98 on thermal comfort.

Fuel Poverty
A lack of affordable warmth is known as fuel poverty. Impacts of cold damp homes include
increased heart attack and stroke, respiratory illness, and mental health and wellbeing issues.
Those most at risk include families and people over 60 on low incomes, the long term sick and
disabled. There were 10,243 fuel poor households in South Gloucestershire in 2013 which
represents 9.1% of all households compared to 11.5% of all households in the South West as a
whole and 10.4% in England. Rates of fuel poverty rose between 2012 and 2013. Cold in the
winter months is a particular hazard for older people and is highly likely to contribute to the
regularly observed excess of deaths amongst older people during winter, compared with the rest
of the year. The extent of this varies from year to year. In 2006 - 2009 this excess was 16.4% and
in 2007 - 2010 it was 17.5% in South Gloucestershire, lower in both periods than the national
average.

Overcrowding
Living in overcrowded accommodation can, both directly and indirectly, have a devastating effect
on families. Under achievement at school can be caused by lack of space for children to do their
homework. Overcrowding may exacerbate stress, depression and in the worst cases domestic
violence or breakdown of relationships. In the three years from 2012/13 to 2014/15, the council’s
Private Sector Housing Team carried out Crowding & Space assessments in 327 properties. There
is a growing demand on the service to provide overcrowding assessments, highlighting the issues
around shortages of suitably sized accommodation particularly in the social rented sector.

Recommendations for consideration
The supply of new housing should meet the needs of all residents. It may need to be affordable, meet specialist care,
support, age or family related needs. The housing workforce is a key resource to improve public health. Cross sector
information sharing and development of joint solutions will increase efficiency. Existing housing must be improved
where necessary to reach decent living standards or specialist needs of the occupiers. Detailed recommendations for
each area are contained in the chapter.
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Authors: Kerry Cox, Enabling Programme Manager, South Gloucestershire Council; Kim
Mylchreest, HomeChoice Services Manager, South Gloucestershire Council; Fionna Vosper, Built
Environment Partnership Officer, South Gloucestershire Council; Chris Gillett, Private Sector
Housing Team Leader, South Gloucestershire Council; Andrew Barnett, Senior Private Sector
Housing Officer, South Gloucestershire Council.

Strategic Housing
Key issues and gaps
The supply of new homes and accessibility to suitable and secure housing options including
affordable homes for rent. A supply of suitable housing directly links to a reduction in the use
of temporary accommodation, assists with affordability and provides healthy, mixed and
sustainable communities.
Maintaining high quality standards for new homes, to improve health and wellbeing by
ensuring quality in space, design and sustainability standards. Providing new healthy
communities to live in with homes which allow for adaptation should circumstances change.
Improving health and wellbeing by provision of housing which meets the current and future
needs of our residents. Ensuring that appropriate services are in place to support those in
need of specialist housing and that they integrate with health and social care services to help
people live independently and securely.
Providing appropriate and accessible housing options for the aging population, to improve
health and wellbeing through housing which assists independence and reduces hospital
admissions. Support for older people should be integrated with health and social care
services, and the use of specialist accommodation, such as ExtraCare, should be maximised
for wider integrated health and nursing provision.
Collaboration between housing providers and integration of services to improve health and
wellbeing particularly in neighbourhoods and for residents where health inequalities are
highest.
Making the best use of surplus land owned by the NHS by taking a wider, more holistic view
of any proposed redevelopment to include appropriate specialist and supported housing.
Further work is needed to develop a wider evidence base which incorporates data from
housing providers to assist with more detailed needs analysis to inform future service
planning.

Who is at risk and why?
All residents of South Gloucestershire require housing suitable for their current and future needs, in
particular;
Low income households - require affordable housing.
Older people - require housing suitable and appropriate for their current and future housing,
199/885

www.southglos.gov.uk

care and support needs and to help them maintain their independence.
Vulnerable people with specific needs require appropriate housing to enable independence
and be part of their community.
Larger families. Recent policy changes may affect the delivery of larger family homes for
affordable housing. This may increase the use of temporary accommodation.
People living in poor housing conditions, in poverty or who are homeless. This is discussed
later in this chapter.
Housing, health and social care sector employers - appropriate housing is needed in the right
locations so an adequate workforce can be recruited and retained.

The level of need in the population
Housing Need
When considering the types of housing required to meet current and future needs it is important to
recognise demographics and differences between age groups and household types. Sustainable
communities need a balanced mix of housing of different types and sizes, and different values and
tenures. The Strategic Housing Market Assessment (SHMA) for the Wider Bristol housing market
area, establishes the level of housing need over the period 2016-2036 and identifies needs for all
types of housing (Opinion Research Services 2015). A Joint Spatial Plan is being prepared across
the West of England which will set out the ambitions for new sustainable development in the subregion.

Local Affordability
Local affordability ratios are calculated using house price compared to household income. In 2014
the average house price in South Gloucestershire was £230,099. This is 8.0 times average pay.
(SGC QoL report 2015). The average house price in the South West was £240,390 (9.2 times the
average salary) and in England and Wales, £261,031 (9.5 times the average salary).
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The supply and
demand of homes can influence local affordability. Those unable to buy in the local housing market
due to house prices and mortgage availability who cannot or are unable to move out of the area
will seek rented housing. This has influenced the increase in the private rental market in South
Gloucestershire as well as the rise in applications for affordable homes. The English Housing
Survey (2013-14) identified that households aged 25-34 were more likely to be renting privately
(48%) than buying a home, up from 21% in 2003-04. Owner occupation in this age group
dropped from 59% to 36% over the same 10 year period. Affordable housing is for people who
cannot afford to privately rent or buy on the open market. The SHMA identifies a need for 29,100
dwellings across the Wider Bristol area over the plan period. It also identifies the affordable housing
need and mix for South Gloucestershire. Some need will be met through the re-letting of existing
affordable homes but there needs to be a supply of new homes in a mix of different affordable
housing products and house types. As of 1st October 2015 the number of live applications on the
Council’s housing register is 5011. Only applicants meeting the qualification criteria can register an
application (South Gloucestershire Council 2015). Many households relying on benefits have been
impacted by recent welfare reforms, which affects their ability to pay rent at local market levels and
further restricts housing options and choice. Further welfare reforms are planned. These changes
have led to greater scrutiny of tenants’ finances by both private landlords and housing
associations. Those more vulnerable to debt may be rejected for housing or at risk of eviction and
homelessness. Local median private market rental costs per month are indicated below (Valuation
Office Agency):
2012-13 (£s)

2013-14 (£s)

2014-15 (£s)

1 bed

525

535

550

2 bed

650

675

700

3 bed

775

795

850
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4 bed

1000

1100

1200

Local private rents have been rising significantly and benefit levels have fallen behind actual rents
consistently since LHA changes in 2011. Low income households can no longer count on benefits
being available to cover any or all of a rent, and the Council cannot rely on the private sector being
able to help discharge homelessness duties (Joseph Rowntree Foundation 2015).

Housing for specific groups
There are few large social rented family homes in the district and there are a greater number of
larger households applying to the Council’s housing register or housed in temporary
accommodation. Additional residential pitches in South Gloucestershire are recommended for
Gypsy and Travelling Showpeople in The Gypsy and Traveller Accommodation Assessment 2013.
The current distribution levels and provision of specialist student accommodation is detailed in the
SHMA. The proportion of adults recorded as receiving secondary mental health services and living
independently with or without support is 79.8% in South Gloucestershire, much greater than the
England figure of 60.8%. (Public Health Outcomes Framework 2015). However the proportion of
adults with learning difficulties living in stable and appropriate accommodation (defined as in their
own home or with family) is lower than the national average 71.1% compared with 74.9% There is
a shortage of specialist capacity including for people with dementia and challenging behaviour.
Supported housing, adapted housing, ExtraCare accommodation and residential and nursing care
accommodation are required to meet specific health and care needs. 17% of the resident
population are aged 65+ and 29% of older people live alone 76% of people aged between 65 and
84 and 67% of people over 85 own their own home (SGC 2014). The SHMA explores the demand
for housing for older people. It is estimated that 3,450 South Gloucestershire residents have
dementia yet there are currently only approximately 1,500 people on the dementia register. Older
people spend 70-90% of their time in their homes (Centre for Policy on Ageing 2002). They require
suitable, comfortable and secure housing to retain independence, quality of life and wellbeing.
Older person housing options can be categorised into 3 groups – see diagram below:
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Provision of specialist housing for older people needs to be considered alongside support and care
needs, and the cost of these services. Housing requirements in rural areas can be assessed via
local housing needs surveys and considered in conjunction with the SHMA when assessing the
affordable housing mix for new schemes. Lack of suitable housing can be a barrier preventing the
recruitment and retention of an adequate workforce for housing, health and social care providers.
No assessment has been undertaken to date for South Gloucestershire.

Current services and assets in relation to need
Census 2011[1] identified there are approximately 110,000 dwellings in South Gloucestershire, with
a residential population of 269,100. 62% of the population live in built up areas immediately
adjoining Bristol. 18% live in the towns of Yate, Chipping Sodbury and Thornbury, and the
remaining 20% live in the more rural areas of South Gloucestershire.[2],2
Just under 76% of dwellings in South Gloucestershire are owner occupied
Approximately 14% are privately rented (national average 17.7%)
10% are social rented housing (national average 16.7%)
Analysis of census data shows that between 2001 and 2011 there has been a drop of 6.7% in the
number of homes which are owner occupied, the private rented sector has risen by 8% and there
has been a reduction of 1.6% in social housing.
5% are overcrowded (England and Wales 4.7%)
3% are unoccupied (4.4% in England and Wales)
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[3]

As at September 2015 there were approximately 11,800 affordable homes in the district . The
Council does not own or manage affordable housing, a number of housing associations now
provide these homes and services. New affordable housing has been secured through the
planning process, subsidised by developers on private sites, and in the maximising of capital
funding through Government initiatives to support house building and the housing market through
programmes for infrastructure, low cost home ownership, affordable housing, ExtraCare and
supported housing. There are approximately 100 short term spaces across the District providing
accommodation for those who need additional support or a temporary housing solution. There are
33 care homes in South Gloucestershire for vulnerable adults and children. There are a range of
homes in South Gloucestershire available in a range of tenures to meet the needs and choice of
our ageing population. As well as more traditional sheltered schemes there are assisted living
schemes and retirement housing providing homes in both private and public sector.
Merlin Housing Society currently provides over 60 sheltered housing schemes.
There are currently 5 ExtraCare housing (ECH) schemes (total 268 homes). An ExtraCare
Village (261 homes) has planning permission and construction should begin in 2016.
There are 50 care homes for older people providing approximately 1500 beds, with the
geographical spread varying across SG 21 care homes have nursing care.
[4]

SGC’s Housing Strategy 2013-18 sets out the approach to helping everyone in South
Gloucestershire to access housing that they need and can afford and is accompanied by 4
thematic action plans. A number of actions link directly to health and wellbeing improvements and
services. South Gloucestershire Council supports statutory and mandatory housing requirements
and the objectives of the Housing Strategy. The HomeChoice team deals with housing allocations
and homelessness, The Private Sector Housing team deals with housing conditions and The
Strategic Housing Enabling Team produces and monitors the Housing Strategy and secures
delivery of a range of housing to meet identified needs. Housing related support services are also
commissioned to help sustain tenancies. Housing associations play a major role in the health of
their customers and the communities in which they work by using their local knowledge,
experience and working in partnership to deliver a range of community-based services. Merlin
Housing Society are the housing association with the highest amount of affordable housing stock
in South Gloucestershire. [1] Census 2011 [2] WoE Housing Condition Survey - 2011 [3] Mapping
of social/affordable housing – research report Feb 2014 [4] SGC’s Market Position Statement 2014
[5] SGC Housing Strategy 2013-18 and Housing and Healthier Living theme action plan
[5]

Projected service use and outcomes in first 5
years and 5-10 years
The SHMA identifies projected housing need. Further work is ongoing for the development of a
Joint Spatial Plan for the period to 2036 across the West of England area. There have been
significant policy changes introduced in 2015 by the Government which impact on the supply of
new affordable homes, particularly rental tenures. Any reduction in projected supply will impact on
those seeking affordable homes and the use of temporary accommodation is expected to increase
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proportionately. By 2037 there will be 32,000 more South Gloucestershire residents who are 65+,
and 15,200 more residents 80+ . Projecting the demand for specialist older people’s
accommodation is difficult as it also relies on health, care and support needs. The target is to
develop ExtraCare housing to provide 700 homes by 2016, 300 affordable and 400 for leasehold
tenure. This target is expected to be achieved. A growth in the elderly population is predicted to
increase the number with dementia in South Gloucestershire to 5,200 by 2025 and 7,000 by 2035
– almost doubling current estimates. Specialist dementia accommodation is being scoped to seek
to meet the needs of our residents [1] ONS projection data
[1]

Evidence of what works
Ensuring a supply of new homes in a range of types and tenures to meet identified needs and
create and sustain mixed and balanced communities. Ensure new homes are sustainable and
meet minimum standards in terms of quality, size, energy efficiency, security and access. Where
possible reduce costs-in-use of the housing, for example by the addition of energy efficiency
measures. Building homes that can be easily adapted ensures that prevention measures and
improvements for changes to households can be undertaken with less disruption and cost.
Suitably adapted housing allows people to remain independent for longer and prevents falls and
risk of emergency hospital admissions. Assessment of the increasing complexity of care needs of
households, provision of suitable accommodation and investment in assistive technology. Front
line practitioners, working with residents in their own homes can be upskilled to maximise the
benefits from every contact, potentially forming a ‘wider health workforce’ . Investment in specific
interventions and efficiencies from integrated working can achieve cost savings and reduce
demand for health and social care services. The accessible environment of ECH and not just the
care provision is a significant factor in enabling people to live more independently, increasing
socialisation and community involvement and improving nutrition and wellbeing. [1] Public Health:
Housing workforce holds the key - Sitra October 2015
[1]

User views (on need, services / assets and gaps)
The views of service users and stakeholders was last formally obtained through the consultation for
the Housing Strategy. SGC meets regularly with its housing association and wider partners. Views
on health and wellbeing matters feature regularly and responses have fed back into action planning
and prioritising of resources. Consultation is carried out throughout the development of any
planning policy. The process for the development of the JSP has set out various stages for
consultation between November 2015 and mid-2017. Consultation for proposed changes to
housing related support for adults was carried out in 2015.
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Equalities
(for the three strategic housing functions) The information presented within this chapter provides
evidence of needs in respect of diverse groups. Consideration of these needs has resulted in the
identification of priority issues to be addressed within South Gloucestershire as follows:Issues relating to access to suitable housing relates to the whole population of South
Gloucestershire.
Service priorities relating to accommodation/housing include priorities for various vulnerable
groups such as families with children, elderly, disabled, learning difficulties including the
associated impact on mental health of residents. Particular reference has been noted of the
lack of sites for Gypsy Roma Travellers as a BME Group.
An EqIAA was developed for the 2015-18 Housing Strategy.
An initial EqIAA has been completed for the review of housing related support services for
adults, which will be developed further post-consultation in 2015 to take account of
feedback received.
Appropriate Sustainability Appraisals have been scoped or completed. These are statutory
process used to assess economic, social and environmental impacts of proposed planning
policies to help inform the decision making process. It is intended to promote sustainable
development by better integrating sustainability considerations into the preparation of the
planning documents.
An EqIAA was developed for the 2013 Homelessness Review and Strategy, and was also
developed for the report on the HomeChoice savings project in 2014. This showed that there
could be potential for adverse impact or missed opportunities to promote equality arising
from the measures taken to achieve the savings, although the report concluded that there
were no practicable alternatives to the proposals to meet the savings target.
An Equality Impact Assessment was carried out in 2014 of the Private Sector Housing
Service which provides the work areas described in this section.
https://consultations.southglos.gov.uk/consult.ti/CSPPSH2014/consultationHome
[1]

[2]

[3]

[1] SGC Housing Strategy 2013 EqIAA [2] HRS initial EqIAA for Consultation 2015 [3] SA for JSP
consultation 2015, Core Strategy SAs

Unmet needs and service gaps
Supply of New Homes:
There is evidenced need for new affordable housing, in a mix of tenures and types.
Rent setting at appropriate local affordability levels is crucial to avoid lower income
households being caught in the poverty trap.
Specialist housing and support:
Continue delivery of ECH mixed tenure schemes for older people.
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Scope age appropriate, specialist housing designed to support independence and allow high
intensity support for people with dementia.
Consider Step up / Step down initiatives as part of the strategy to reduce unscheduled care
and hospital admissions.
Integrated approach:
There is direct correlation between funding cuts to the health sector and the increasing costs
of managing neighbourhoods and tenancies successfully. Housing professionals need to
signpost their customers to appropriate support services. If the right services are not
available it can lead to enforcement action. This is not sustainable for the individuals, the
providers or the communities they live in.
Housing providers are well-placed to work with public health teams to publicise healthy
lifestyle and awareness campaigns. They can use their customer communication channels
and outreach projects for people who are less likely to engage with public health agencies.
Joint working between housing and health can reduce pressures on NHS and front line
health and care services. A housing offer can tackle health inequality through housing and
address unmet health needs.
Use of land and building assets – consideration of holistic view of redevelopment of
NHS/DoH/Health land and buildings. Using NHS land for supported housing offers better
value for money than selling it for private development, and suggest a higher long term rate
of return on investment could be provided.
[1]

[2]

[3]

[1] Going Round The Houses: How can health and housing sector professionals forge better links
and what might the benefits be? Clore Social Leadership Programme Published on Housing LIN
August 2015 [2] Tackling health inequality through housing – Connecting Housing and Health
Briefing - NHF [3] NHS surplus land for supported housing: why now and what are the possible
cost savings? Smith Institute research paper July 2014

Recommendations for needs assessment work
The housing associations hold and collate data about their housing stock and their residents. The
generation of robust evidence identifying the effectiveness of services and interventions that the
housing sector can provide is needed. Understanding the impact of policy changes in 2015 to
housing, planning and welfare will identify areas of concern within the housing supply, in particular
affordable, supported and specialised housing as well as the use and cost of temporary
accommodation. Understanding any impact arising from development of Hinckley Point C on the
housing and construction markets in South Gloucestershire.

Homelessness
Homelessness is frequently interpreted to mean rough sleepers or those who have nowhere to live.
However, even if someone has somewhere to live they can be regarded as homeless or threatened
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with homelessness if, for example, they have no legal right to be there or it is unsuitable or even
harmful. The impact of this on a household’s health, wellbeing and opportunities is widely
documented, and perhaps the best way to envisage these impacts is to consider how our own
lives would be affected if we ourselves had no secure or suitable accommodation.

Key issues and gaps
The number of households who the Council accepted a statutory duty to accommodate as
homeless has risen from 134 in 2013/14 to 182 in 2014/15, with all these households occupying
temporary accommodation at some point during their application, including Bed & Breakfast. The
three main causes of homelessness in 2014/15 are as follows:
loss of private sector accommodation – 48%
Parents unable to continue to accommodate - 19%
relationship breakdown (involving violence) - 17%
This shows that loss of private sector accommodation has become the main cause of
homelessness, overtaking households leaving their parental home. The increase is both as a
proportion of, and in real numbers, in the last 3 years and this is associated with a buoyant
housing market giving rise to problems of affordability. A breakdown of households accepted as
homeless in 2014/15 is as follows:
160 (88 %) with dependent children or pregnant,
22 (12%) single people/couples without children who are vulnerable on the grounds of health
or disability
For the first time for many years, the Council accepted no homelessness duties to vulnerable
young people aged 16/17. This is not because this group are no longer presenting as homeless. It
is largely due to the protocol with children services under which homeless 16/17 year olds are first
assessed under the Children Act to determine whether they are a child in need. Overall, BME
households represented 9% of household accepted as homeless, which is higher than the
representation of BME households in the local population. More than 256 children were living in the
households placed into emergency accommodation. The number of households approaching the
Council’s front line triage service for housing advice has increased from 1958 to 2378 and in most
cases while being at risk of homelessness is the presenting problem, this has arisen from a
combination of other factors including health and support needs (as well as financial and economic
factors) and giving rise to varying degrees of stress. Around 40% of presentations to triage are
from single people, most of whom will not have a priority need for assistance. The solutions,
however, do not necessarily rest in just finding somewhere else to move to – in many instances the
household can remain where they are with the involvement of other services. While statutory
homelessness on the grounds of domestic violence has not increased by any significance, there
has been a surge in referrals under MARAC and access to safe housing is a corresponding issue.
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Who is at risk and why?
Any household who experiences a dramatic change in circumstances, or one that they find difficult
to cope with, or who experiences financial pressures, is at risk of experiencing difficulties in
maintaining their accommodation. There are however indicators that show that some households
are more likely to be at risk than others, for example those with insecure employment or variable
incomes, those receiving benefits, those with a history of experiencing violence, those with
vulnerabilities including mental health problems and/or disabilities, those who have problems with
drug or alcohol abuse, ex-offenders, ex-services personnel, those who have been in care or those
who generally have had a disrupted lifestyle.

The level of need in the population
The trend in the period of statutory homelessness cases since the previous JSNA shows no steady
trajectory as the following set of figures shows:
Year

Households

per 1000 population

2011/12

155

1.45

2012/13

141

1.29

2013/14

134

1.22

2014/15

182

1.63

The above clearly shows that statutory homelessness rose reasonably significantly in the latest
year. In 2014/15, statutory homeless cases in South Gloucestershire Council represented a rate of
1.63 households per 1000 for the year 2014/15. In the West of England sub region, homelessness
in South Gloucestershire Council is marginally higher than 2 partner authorities (0.64 per 1000 in
BaNES and 1.18 per 1000 for North Somerset though is substantially less than Bristol City Council
at 4.65 per 1000). The Homelessness Act 2002 established the requirement for all authorities to
produce a Homelessness Review and Strategy taking into account:Levels of homelessness in the borough;
Services provided to prevent homelessness to provide accommodation and suitable support;
and
The level of resources available to the authority including social services and public authority,
voluntary organisations and the public agencies to provide these services.
The requirement is for the Review and Strategy to be no longer than 5 years old. This was most
recently refreshed in 2014 and a copy is available on the Councils website which includes
information on the main causes of homelessness, who is most affected and the resources available
from the Council to address the need. Follow the link:
http://www.southglos.gov.uk/documents/Homelessness-Review-and-Strategy-2014.pdf The
vulnerabilities found within households most affected by homelessness include those affected by
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violence (mainly within the home), people with dependencies, people with mental health needs,
and young people (particularly teenagers). Around 85% of statutory homeless households have
dependent children, and more recently, the number of households facing affordability issues has
been more apparent as a cause of homelessness. Given that in the last year, all households in
emergency accommodation were receiving income-based welfare benefits, this suggests that
these families are particularly affected by low household incomes. The review also found that
young people and single people who have no priority need for housing under the Act are
disproportionately affected by homelessness. One category of priority need is vulnerability, and
where someone is not considered to be vulnerable at the time of their approach, there is a real
likelihood that they could become so should they continue to be homeless. Statutory
homelessness does not offer a complete picture of housing need. There are a range of
circumstances identified in the Council’s re-housing policy which are given an equivalent priority to
homelessness, (Band A). As at 1 September 2015, this comprised a total of 339 applications, of
which 24 were priority card holders (i.e. they had an overriding need to move) and 2241
households in difficult circumstances that could become worse if not addressed, (Band B). This is
from a total of 4931 live applications. These figures do not reflect the turnover of applicants, which
is much higher. It also cannot be assumed that all households in need within the district have an
application for housing with the Council or would be inclined to seek assistance. An imbalance
remains between the number of homeless households and those in a high level of need, compared
with the supply of affordable housing. This manifests itself in a backlog of households accepted at
homeless in temporary accommodation - 68 as at March 2015.

Current services and assets in relation to need
Currently, assuming that those who apply to the Housing Register are seeking access to social
housing, then the number of properties that become available to let does not meet demand. In
2014/15, 598 general needs properties were let through the Council. This level of availability is
reasonably consistent. For young people, an important option in preventing homelessness is to
provide appropriate support, including supported accommodation. Around 140 young people
(16-19 year olds) approach the Council as homeless per year, with an equivalent number aged
20-25. There are around 85 units of accommodation in schemes for young people up to the age of
25, including 16 that are able to accommodate young parents. At any one time there are around
55-60 young people waiting for a placement. For older households, there is support available,
including tenant coaching and financial assistance, to access private sector accommodation.
There are an additional 17 units of short term accommodation available for homelessness
prevention for those over aged 25 and three refuge schemes that can accommodate up to 14
individual households for those fleeing domestic violence.

Projected service use and outcomes in first 5
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years and 5-10 years
The numbers presenting for housing advice has seen a small but steady increase over the last few
years. This is likely to continue and could accelerate as the housing market continues to be more
competitive and as affordability declines. The number of young people approaching the council as
homeless is generally consistent.

Evidence of what works
Preventing homelessness works. This can be achieved through early identification of homelessness
or the threat of homelessness and appropriate intervention, mainly by referring those affected to
housing advice as early as possible. Being open to solutions beyond achieving a move through
social housing also works, for example looking at the private sector or making changes in
someone’s own property and by assertive intervention to address/resolve barriers that would
otherwise prevent household retaining their current accommodation. Supporting people to access
and maintain accommodation works, for example by delivering pre-tenancy training to those who
will struggle to find a property and a landlord willing to rent to them, and to maintain this once in
occupancy. Tackling homelessness is a key priority for Government, which established a Ministerial
Working Group and set out its vision for a joint approach to preventing homelessness in ‘Making
Every Contact Count: A Joint Approach to Preventing Homelessness’ August 2012.

User views (on need, services / assets and gaps)
The views of service users was last formally obtained during the most recent Homelessness
Review and Strategy in 2013. In this, customers supported the main priorities of the Strategies as
proposed. The views of young people have most recently been obtained during the development
of the Youth Housing Strategy 2015, when Southern Brookes were commissioned by the Council
to conduct the consultation. The outcome report is being prepared at the time of writing. Ongoing
feedback is sought following individual contacts with users of housing advice services, although
take up is poor. Commissioned services are also responsible for obtaining their own service user
feedback and outcomes monitoring.

Equalities
Unmet needs and service gaps
See section 2) above. This shows that social housing in South Gloucestershire is in very short
supply, with demand levels outstripping the number of properties available. There are no
indications as the time of writing that this will improve.
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Recommendations for consideration by
commissioners
To implement protocols for the identification of housing issues and referral processes and improve
understanding of the solutions available. Develop more housing solutions for single non-priority
people eg. short term supported housing. The loss of specialist liaison makes it more important to
build housing issues and potential homelessness into assessments conducted by other services,
with referral to appropriate agencies/services including HomeChoice and a commitment to
ongoing support for tenants and landlords, particularly in relation to mental health. Ensure that
housing matters are included routinely within care planning processes. For those not receiving care
services ensure that services are available to develop the skills required to manage a home
independently.

Recommendations for needs assessment work
There is much evidence based on national research that links housing circumstances with other
deprivation indicators and with indicators of health. To know how far these are replicated in South
Gloucestershire, data-sets would need to be compared to identify how far those reporting housing
issues were also reporting other needs requiring health or care services. It can be anticipated that
experiencing problems with affordability are likely to increase and it would be beneficial if they
could be identified earlier to avoid problems of arrears or debt. A lot of information as to who is
affected is held within the benefits system, for example those who have a gap between rent and
Housing Benefit entitlement that they have to make up from other income, those whose HB is paid
direct to landlords because of arrears, and those applying for welfare grant. It is recommended
that protocols be developed to share information around who is affected so that targeted services
can be put in place.

Housing Conditions
Introduction
Housing is a significant public health issue. The exact relationship between poor housing and
health is difficult to assess, however research suggests that poor housing is associated with
increased risk of cardiovascular diseases, respiratory diseases, depression and anxiety.
(Parliamentary Office of Science and Technology 2011). The BRE in 2015 suggested that the cost
to the NHS of poor housing in England was £2billion per annum (based on first year treatment
costs only): an increase from the previous (2010) estimate of £600million (Nicol et al 2010). The
World Health Organisation Regional Office for Europe has attempted to quantify the health effects
of inadequate housing by measurement of the health impacts of selected housing risk factors and
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applying the Environmental Burden of Disease approach. (WHO 2011) The results of that work
show that across Europe, per 100 000 population:
Low indoor temperatures can cause 13 deaths per year
Exposure to second-hand smoke causes 7 deaths per year
Exposure to radon causes 2-3 deaths per year.
Use of solid fuels as a household energy source is associated with 17 deaths, and causes
577 Disability-Adjusted Life Years per year per 100 000 children under the age of five.
Mould in homes leads to the loss of 40 Disability-Adjusted Life Years per 100 000 children
each year,
Lack of home safety features causes an annual loss of 22 Disability-Adjusted Life Years per
100 000 population.
Addressing housing issues can be seen as a primary prevention measure for a wide range of
diseases and injuries. Healthy housing is a multi-sectoral responsibility, achievable only if all
relevant players contribute to it, including public health, but also housing, engineering and
construction, environment, social welfare, urban planning, and building management. There is
great potential to increase the health status of our populations through providing adequate, safe
and healthy homes. This opportunity is increasingly being recognised. The Chartered Institute of
Environmental Health (CIEH) and Public Health England (PHE) launched the CIEH/PHE Housing &
Health Resource on 21st October 2015 at the CIEH Conference in Nottingham. It informs
Environmental Health Practitioners and local authorities on the impact that housing conditions can
have on physical and mental health, with the objective of improving health & wellbeing and to
reduce health inequalities.

Key issues and gaps
In South Gloucestershire, 90% of houses are in private ownership (82% nationally) with 77% of
these householders being owner-occupiers. Nearly 30% of private households are in receipt of
income or disability related benefits; 30% include a resident aged over 65 years and 16% include a
resident with a disability. (2011 House Condition Survey) More than one in five private homes do
not meet the ‘Decent Homes Standard’ – they contain significant hazards (most of which relate to
excess cold or potential for residents to fall), are in a state of disrepair or do not have modern
comforts. The 2011 survey indicated that more than 20% of residents reported a long term ill
health condition in the household – some 19,590 dwellings – of whom two per cent felt their
housing contributed to their problem. Small as this proportion is, this represents an estimated 400
homes in South Gloucestershire and many also report significant hazards.

Housing Health & Safety Rating System
The housing health and safety rating system (HHSRS) is a risk-based evaluation tool used to
identify and protect against potential risks and hazards to health and safety from deficiencies
identified in dwellings. It was introduced under the Housing Act 2004 and applies to residential
properties assessed by local authority officers. The HHSRS assesses 29 categories of housing
hazard. Each hazard has a weighting which will help determine whether the property is rated as
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having category 1 (serious) or category 2 (other) hazards. In the 1,745 housing inspections carried
out between 2012/13 & 2014/15, 442 (25.3%) highlighted failures of the Decent Homes Standard,
with 368 of these properties containing one or more Category 1 Hazards (198 Crowding & Space;
77 Excess Cold). 68 failed the Decent Homes standard on disrepair; 7 on modern facilities; 98 on
thermal comfort. Action by the Private Sector Housing Team made 215 properties decent, with
171 of these households classed as vulnerable, 15 with over 60’s and 129 with children under 15.
The Building Research Establishment (BRE) published the “Real Cost of Poor Housing”, having
measured the impact that the implementation of the HHSRS is having on our understanding of the
hidden costs of poor housing. This research culminated in the production of the BRE’s “Housing
Health Cost Calculator” (HHCC). Utilising the HHCC already purchased by SGC, would allow us to
interpret these hazards as financial savings for the NHS.

Affordable Warmth
Affordable Warmth is the ability to heat your home to an adequate level for household comfort and
health, without developing a debt as a result. A lack of affordable warmth is known as fuel poverty.
Fuel poverty was previously defined as being where more than ten per cent of net income is spent
on heating, lighting etc. This affects 11% of households in South Gloucestershire. Of these, 87%
include a resident aged 65 years or more. Under the 2013 Low Income High Costs definition, a
household is considered to be fuel poor if: They have required fuel costs that are above the
national median, or were they to spend that amount, they would be left with a residual income
below the official poverty line. Unlike the previous 10% fuel poverty indicator, the Low Income High
Costs definition is a relative measure as it compares households to the national median bill and
income, thereby ensuring the contemporary trends are reflected in both these measures. Fuel
poverty statistics published by the Department of Energy and Climate Change (DECC) estimate
that there were 10,243 fuel poor households in South Gloucestershire in 2013 which represents
9.1% of all households compared to 11.5% of all households in the South West as a whole and
10.4% in England. The Marmot Review Team in their report ‘The Health Impacts of Cold Homes
and Fuel Poverty’ (2011) estimated that “excess winter deaths in the coldest quarter of housing are
almost three times as high as in the warmest quarter” and that “21.5% of all excess winter deaths
attributable to the coldest quarter of housing is because of it being colder than other housing.” This
indicates that we could prevent many of the excess winter deaths through warmer housing. Health
impacts associated with cold damp homes include:
increased risk of heart attack and stroke
respiratory illnesses – adults and children
low weight gain in infants
a wide range of associated emotional and mental health and wellbeing issues
poor diet and nutrition as a result of “heat or eat” choices
falls and accidents
worsening of existing health conditions or slow recovery from illness
Those most likely to be at risk of ill health from living in fuel poverty include families on low income,
people over 60 and on low income, and long-term sick and disabled people. Cold in the winter
months is a particular hazard for older people and is highly likely to contribute to the regularly
observed excess of deaths amongst older people during winter, compared with the rest of the
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year. The extent of this varies from year to year. In 2006 - 2009 this excess was 16.4% and in
2007 to 2010 it was 17.5% in South Gloucestershire, but lower in both periods than the national
average. The likelihood of damp and mould growth are increased in properties with inadequate
heating and insulation. The HHSRS operating guidance identifies the hazard from damp and mould
as covering threats to health associated with increased prevalence of house dust mites and mould
or fungal growths resulting from dampness and/or high humidity. It includes threats to mental
health and social well-being which may be caused by living with the presence of damp, damp
staining and/or mould growth. Based on statistical averages the guidance identifies the most
vulnerable age group as children under 15 years of age.

Overcrowding
Living in overcrowded accommodation can, both directly and indirectly, have a devastating effect
on families. Under-achievement at school can be caused by lack of space for children to do their
homework. Absence rates may be higher because of illness associated at least in part with poor
living conditions. Older children may spend more time outside the home, on the streets, simply to
find privacy and space. Overcrowding may exacerbate stress, depression and in the worst cases
domestic violence or breakdown of relationships. Data from the Office for National Statistics shows
that homes with six residents are the fastest growing category of household and approximately 3
million people in the UK now live in a home with at least five other individuals. Children are most
likely to live in overcrowded housing compared with working age adults and pensioners. Children
living in overcrowded homes are up to 10 times more likely to contract meningitis and three times
more likely to have respiratory problems. (CIEH toolkit). A single private renter under the age of 35,
is usually only entitled to housing benefit at the shared accommodation rate, i.e. renting a single
room in a shared house. Prior to 2011, the age for sharing was under 25, and one of the welfare
reform measures was to raise this to 35. So the expectation is that single people are now expected
to share until they are older. This inevitably requires more shared accommodation for those on
benefits. In the three years from 2012/13 to 2014/15, the Council’s Private Sector Housing Team
carried out Crowding & Space assessments under the HH&SRS in 327 properties. 206 (63%) of
these were in private properties and 121 (37%) in social housing. Private housing makes up 90%
of the housing stock and social housing 10%, hence overcrowding is a disproportionate issue in
social housing. There is a growing demand on the service to provide overcrowding assessments,
highlighting the issues around shortages of suitably sized accommodation particularly in the Social
rented sector.

Who is at risk and why?
Those at greatest risk from the effects of inadequate housing are those who are already vulnerable
because of their age, such as children and older people and also disabled people. There is strong
evidence that poor housing conditions result in educational under achievement, with children in
better quality homes gaining greater numbers of GSCEs, A levels and degrees, and therefore
achieving greater earning power. (Friedman D 2010) The connection between poor housing, poor
health and poor educational attainment is highlighted in a report by Shelter. The number of lost
school days reduced from 9.3 to 2.1 days per 100 along with a significant reduction in respiratory
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problems when central heating was installed into damp and unheated bedrooms of children aged
9-11 years. According to Shelter, 8% of children living in substandard accommodation lose out on
a quarter of their schooling. This can be linked to overcrowding where there is limited space for
homework or living in cold and damp conditions, which makes completion of homework less likely,
as well as exacerbating health problems. Poor housing is also associated with lower literacy rates
(Harker 2006). Older people are particularly at risk of health problems relating to accidents in the
home and are more likely to suffer injuries during such an accident. They are also more likely to
suffer ill health in a cold home. The elderly may be financially vulnerable and have a cold home
because of the expense of heating, however fuel poverty is also closely related to the energy
efficiency of a house. Disabled people living in homes which are not suitably adapted to meet their
essential day to day needs are at increased risk of accidents.

The level of need in the population
Data from South Gloucestershire Private sector stock condition survey 2011 identified that more
than one in five private homes do not meet the ‘Decent Homes Standard’ – they contain significant
hazards (most of which relate to excess cold or potential for residents to fall), are in a state of
disrepair, are not energy efficient or do not have modern facilities. Vulnerable residents (those in
receipt of an income or disability related benefit) make up 24% of private sector households in
South Gloucestershire, equating to 23,760 households. This is lower than total benefit recipient
households as vulnerability is a more restricted definition. Of these households 6,100 (26%) are
living in non-decent homes. Non decency of dwellings is more prevalent in private rented dwellings
when compared to owner occupiers. The differential is greatest for lone parents and multi-person
households, where in each case the rate of non-decency in private rented dwellings is over threeand-a-half times the rate for owner occupiers. The usual pattern of the highest rate of non-decency
associated with the lowest household incomes is not as evident in South Gloucestershire as is the
case in other areas. The highest rates of non-decency are found where household income is
between £10,000 and £20,000 per annum for owner occupiers. It is estimated that 4,600
dwellings occupied by residents with a disability are non-decent, which equates to just over 29%
of all dwellings where at least one resident has a disability. This compares to a rate of 21% of
dwellings with no resident with a disability being non-decent. Disabled residents are therefore more
likely to live in a non-decent dwelling than other households. There are too many different ethnic
origin groups and too few residents in many of those groups to allow a statistically viable analysis
of non-decency rates for dwellings with households in each group. Similarly whilst the number of
respondents to the question on sexual orientation is sufficient to provide an analysis of the number
of gay, lesbian and bisexual residents in South Gloucestershire, it is insufficient to allow meaningful
analysis of other variables such as the proportion of non-decent homes in these groups. Both the
age of the property and whether the dwelling is connected to the gas network have significant
bearing on the energy efficiency of a property and how expensive it is to heat. Older properties
built pre-1930s are likely to have a solid wall construction, making them more expensive and
difficult to insulate when compared to those built with a cavity construction. Gas is also a cheaper
form of fuel for heating compared with oil, LPG and electricity. Older properties and off gas
properties are often termed ‘hard to treat’. In South Gloucestershire 10% of properties have solid
wall construction while 11% are off the gas supply.
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Current services and assets in relation to need
Disabled Facilities Grants
From 2012/13 to 2014/15, there were 513 completed DFG cases at a cost of over £3million. The
number of completions increased by over 25% from 2013/14 to 2014/15 (153 to 192) and the
proportion of cases for applicants over 60 increased from 60.1% to 66.7%.

Energy Efficiency
The Warm and Well scheme delivered by Severn Wye Energy Agency improved 134 properties in
2014-15. Measures such as, cavity and solid wall insulation, loft insulation and heating work were
delivered. Also in 2014-15, a total of 57 properties had category 1 hazards removed through the
Warm & Well Scheme. Since the Warm & Well schemes inception in 2001 12,046 measures have
been installed improving a total of 8,297 properties with £1,660,000 saved on South
Gloucestershire householder’s energy bills, helping residents to afford to heat their homes to an
appropriate level The Private Sector housing team have recently lead on a successful consortium
bid to secure a £3.29million share of the £25 million Central Heating Fund. South Gloucestershire
residents living in fuel poor households in the poorest energy rated properties (E, F and G) and on
a low income can have central heating installed for the first time. Once installed it could help to
save £1,000 a year as well as keep their homes warm.

Empty Homes
There are a number of consequent health effects of empty homes. Given the level of housing need
in England where many people do not have access to a decent home, it is important that the
existing housing stock is used as effectively as possible. Refurbishing and bringing empty dwellings
back into use allows households who would otherwise be accommodated in housing that presents
unacceptable health and safety risks to be housed in good standard accommodation. South
Gloucestershire Council has an empty homes strategy detailing initiatives to maximise the re-use of
empty properties. Loans are available for landlords to carry out essential repairs and improvements
to bring empty properties back into use. Loans are provided by Wessex Home Improvement Loans

Wessex Home Improvement loans
Home repair assistance is available for home owners to carry out essential repairs and
improvements to homes. Wessex loans can also be used for energy efficiency works including
renewables. Assistance is available in the form of low interest or fixed fee loans provided by
Wessex Home Improvement Loans. On behalf of the local authority they administer one-off funding
provided by the government especially for this purpose.

South Gloucestershire Handy Van Scheme
The South Gloucestershire Handy Van service offers subsidised minor household repairs and free
home safety and security checks to people who own their homes or are private tenants and who
are either over 60 years old or disabled.
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South Gloucestershire Warm and Well
The warm and well scheme is delivered by Severn Wye Energy Agency on behalf of a consortium
of seven local authorities. The Warm and Well scheme aims to improve energy efficiency in the
home and reduce the risk of fuel poverty and associated health problems by; raising public
awareness, providing specific and appropriate advice to householders and making referrals into
grant and discount schemes.

Centre for Sustainable Energy (CSE)
CSE is an independent national charity. The Council works in partnership with CSE to focus on
reaching over 50’s households and rural communities because these groups are not targeted
under other schemes. In addition, CSE offers advice on energy efficiency, benefits and switching
tariffs to all households. These households are reached through community outreach events which
target older groups and rural communities. Advice is also given on switching to a cheaper energy
supplier and applying for the Warm Home Discount in order to help maximise household income.
Through its other work CSE focuses on communicating the link between health and housing
conditions, highlighting the impact that living in a cold damp home can have on the householder’s
health and wellbeing and stressing the importance of living in a warm, comfortable home. CSE
targets vulnerable households by delivering talks to various health groups and to front line health
workers. They also deliver school workshops to children on energy efficiency and renewable
technologies in the home because this is an effective way of promoting the message to parents.
This work is concentrated in areas where fuel poverty is greatest.

Hanham Cosy Homes
Hanham Cosy Homes is a scheme offering grant funding for loft and cavity wall insulation to
homeowners in the Hanham area. The Hanham Cosy Homes project is funded through payments
from the Hanham Hall development to help local residents save money and reduce their carbon
emissions. South Gloucestershire Council are working in partnership with the Seven Wye Energy
Agency, the charity managing the Hanham Cosy Homes project that provides residents with free,
impartial and local energy advice and assistance for energy improvements.

Warm up South Gloucestershire
Warm Up South Gloucestershire is an energy efficiency scheme from South Gloucestershire
Council, designed to help landlords make their properties more appealing. Under the scheme
landlords whose properties have a low energy rating on their Energy Performance Certificate (EPC)
are entitled to 2/3rds off the cost up to a maximum of £3,000 towards energy saving measures.
Warm Up South Gloucestershire has secured government funding to deliver the scheme, but
funding is limited and applications will be considered on a ‘first come, first served’ basis until the
end of March 2016.

Celestine Centre
The Celestine centre is an adapted 3 bedroom property in Yate, where disabled service users and
their families/carers can try out a variety of equipment and adaptations such as lifts and hoists,
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level access showers and accessible kitchens, before their own homes are modified to meet their
needs.

Projected service use and outcomes in first 5
years and 5-10 years
The 2011 Housing Stock Condition Survey indicated that the total cost of all adaptations and
equipment that could potentially be fitted to benefit residents with a disability was just over £35.5
million. It was not possible to judge how much of this potential demand would come forward, as
many residents would not be aware of Disabled Facilities Grants and others would not be eligible.
The figure did, however, give a current estimate for maximum demand and the level of adaptations
that could be fitted in an ideal world. It should also be considered, that whilst such expenditure
would resolve all immediate need, as the population ages and as people become disabled and/or
move home, fresh demand is created. This is indicative only and could vary substantially,
depending on the number of major adaptations such as extensions, primarily for disabled children,
which could significantly increase the authority’s overall expenditure. Children’s cases are not
subject to any means testing and therefore the council bears the full cost of the adaptation up to
the maximum grant of £30,000. In reality, the majority of applicants (around 80%) do not make a
contribution towards the cost of works, due to the fact that they are in receipt of a qualifying
income-related benefit or are on a low income. The figure did, however, give some indication of the
potential demand for DFG that should be taken into account when considering future DFG
budgets. The increasingly aging population, especially among those aged 85 and over, means that
demand for adaptations through DFG is certain to increase in the coming years. The Office for
National Statistics in its report Trends in the Housing Market, 2014 identified that in the 10 years
between 2001 and 2011 the private rented sector almost doubled in size meaning from 2005 for
the first time since the 1960’s there was more private rented housing than local authority housing.
The private rented sector traditionally has some of the poorest condition properties. Based on the
2011 Stock condition survey the non-decency level in private rented accommodation was nearly
39% compared with 20% in owner occupied. The survey showed 1:5 private rented properties
have a Category one hazard against 1:10 for owner occupied properties. The private rented sector
has seen a growth in Houses in Multiple Occupation (HMO’s). At the last stock condition survey in
2011 there were 840 HMO’s identified in South Gloucestershire. At that time there were around 60
licensable (3 storey and above) HMO’s and this figure has almost doubled in the last 4 years.
HMO’s generally provide a cheaper form of rented accommodation than renting a flat or a house
as a single household. They, are therefore, one of the main forms of housing in the private rented
sector for people on low incomes or living on benefits. They are often the only source of housing
for certain groups, such as students, people on low income or foreign nationals. Tenants can be
vulnerable because of their age, lifestyle, and nationality or immigration status. Failure to effectively
manage HMO’s properly can adversely affect the health and safety of tenants within the building
and can have a wider impact on the local community in which they are located. The Government is
currently looking at the scope to extend mandatory licensing of HMO’s. The continued growth in
the private rented sector is likely to lead to more people living in poor housing conditions.
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Evidence of what works
Disabled Facilities Grants provide an important mechanism for supporting people with disabilities
to live independently. When delivered early, alongside other preventative measures, they may
contribute to preventing admissions to hospital and residential care. Recent research by
Foundations has shown that adaptations to properties through Disabled Facilities Grants typically
delay the need for people to go into a care home by around four years. With an increasingly elderly
populations and more disabled children surviving to adulthood, the need for adapted housing is
projected to continue to increase. DFG’s have been developed as disability often coincides with
low income and health inequalities. Energy efficiency measures delivered through the Warm and
Well scheme, help to reduce fuel poverty and improve occupier health. Measures delivered over
the past 14 years have improved the living conditions in over 8,000 South Gloucestershire
households.

User views (on need, services / assets and gaps)
Grant works are assessed through customer feedback forms on completion. DFG feedback forms
indicate customer satisfaction levels consistently in excess of 95%. Because of the Council’s open
approach to adaptations, there are very small numbers of formal complaints and these are nearly
always resolved satisfactorily. The Warm and Well scheme reviewed customer satisfaction for
2014-15 and the overall service was rated excellent or good by 94% of service users. 48% of
respondents said they noticed a warmer home since making improvements to their property and
21% of respondents said they had been at risk of cold or damp related illnesses prior to the works.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
Issues relating to the housing relate to the whole population of South Gloucestershire.
The Policy Sites and Places Development Plan Document for South Gloucestershire, which is
currently undergoing consultation contains a policy that a Health Impact Assessment should be
carried out and any recommendations addressed, for all ‘very major developments’ or
developments which may have a significant impact on health and wellbeing. Very major
developments are defined as those of over 200 dwellings, or a site area of greater than 4 hectares.
The policy recognises that new development should provide a healthy living environment which
promotes health and wellbeing, addresses adverse health impacts and reduces health inequalities.
Under the terms of the policy, development that has a harmful impact on the health and wellbeing
of the population, or creates or widens existing health inequalities, will not be permitted. The
importance of retaining the Air Pollution aspect of Environmental Health work was highlighted in the
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Equality Impact Assessment and Analysis (EqIAA) which was carried out as part of the
Environmental Health service review.

Unmet needs and service gaps
A Green Deal research report has been produced which contains profiles for all areas down to
census output area. These profiles include data on housing type, heating/insulation type and
population age. This can be used, along with current energy performance data, to ascertain which
areas are likely to be in fuel poverty and most vulnerable. Marketing efforts can then be focussed in
these areas. The most vulnerable areas tend to be within the priority neighbourhoods within South
Gloucestershire (e.g. Staple Hill, Kingswood, Filton and Patchway). The Strategic Housing and
Homelessness sections of this document describe the housing stock in greater detail. There is a
need for good quality rented accommodation locally. The scale of the private sector impacts on the
capacity required to assess properties, encourage landlords and enforce housing standards where
necessary. Capital funding for Disabled Facility Grants (DFG’s) is met in part from central
Government through the Better Care Fund approx. £870,000. The remaining funds approximately
£350,000 is met through Council capital funding. The council does not actively market DFG’s so
there is likely to be unmet need from people not aware of their potential eligibility. Grant funded
adaptations allow people to remain safely in their own homes, reducing the burden on the health
and care services.

Recommendations for consideration by
commissioners
The right home environment is essential to health and wellbeing throughout the life course. Joint
working among housing and health professionals can address the wider determinants of health.
Ensure the cross sector workforce can be trained to understand the relationship between
housing and health and be able to identify possible solutions to improve health outcomes
Review the Council's data access criteria to allow services to be targeted at specific
vulnerable groups. This will mean allowing services access to Council tax and benefit data
etc. where it is to be used to direct services and support to those residents that would
benefit most
Review spend on Energy Efficiency programmes relative to other priorities
Provide funding to supplement the Better Care fund to support the growing demand for
adaptations to enable vulnerable householders to remain in their own properties
Provide funding to support on-going stock condition surveys and use of tools such as the
HHCC to enable the council to map housing and health inequalities to better target funding
and actions e.g. HMO’s. private rented sector, poor energy efficiency etc
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Recommendations for needs assessment work
Updated private sector stock condition survey data, especially in the private rented sector to
provide baseline data on which to base future actions
Hospital and GP referrals/data on those that visit multiple times with cold related illnesses.
This would enable targeted action to reduce cold related illness
Hospital data on people being admitted as a result of a fall in the home, particularly
vulnerable groups such as the old and disabled. This could trigger OT assessments and
potentially allow access to adaptations through grant funding
Review the need for discretionary HMO licensing in the Filton and Stoke Park areas. This may
be superseded by the current National options paper on extending mandatory HMO licensing
(November 2015)
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Health Inequalities
This chapter provides an overview of health inequalities and a summary of those issues in a South
Gloucestershire context. It introduces a new approach to developing and maintaining a regularly
updated focus on health inequalities across the Joint Strategic Needs Assessment.

What are Health Inequalities
Health inequalities are the differences in health status or the distribution of health determinants
between people or groups due to social, geographical, biological or other factors. [1] These
differences are preventable and unjust differences in health status have a huge impact because
they result in some people experiencing poorer physical and mental health and wellbeing,
increased disability and shorter lives. Health inequalities arise from a complex interaction of many
factors. This includes fixed elements such as ethnicity, but also other elements which are strongly
affected by one's economic and social status such as housing, income, education, social isolation
and, disability

Figure 1: The social determinants of health and examples of local government services and
activities that can make a difference Source: adapted from Campbell F (editor) (2010) The social
determinants of health and the role of local government
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Equalities and Health Inequalities
It is important to be clear that health inequalities and equality are different. All public authorities
have a legal duty to understand the effect of their policies and practices on people with
characteristics that have been given protection under the Equality Act 2010. Protected
characteristics are:
Age
Disability
Gender
Gender reassignment
Marriage and civil partnership
Pregnancy and maternity
Race
Religion or belief
Sexual orientation
In fulfilling their duty public authorities should understand the health inequalities that exist between
specific populations of protected characteristics so they can act appropriately to reduce them i.e.
older people may face different barriers to younger people when accessing services and info
digitally.

Why care about Health Inequalities
Health Inequalities are unfair. Poor health can be the consequence of an unjust distribution of the
underlying wider social determinants of health, for example, unequal opportunities in education or
employment. This can then have an impact throughout people’s lives and lead to inequalities
across generations. Also an ‘inverse care law’ exists, where those who most need health care are
least likely to receive it and those that are in least need of health care use services more [2]. Health
Inequalities are increasing. The UK has experienced remarkable social, economic and health
improvements across the population as a whole. Despite the whole population generally living
longer and healthier lives, residents have not benefitted in equal measure resulting in large health
inequalities. Those living in deprived areas experience substantially more disability and have shorter
life expectancy than those in more affluent areas (Figure 2) [3].
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Source: Census Office for National Statistics Figure 2: Male and Female life expectancy (LE) and healthy life
expectancy (HLE) at birth for neighbourhoods (MSOAs) by the Index of Multiple Deprivation (IMD)
2015: England 2009 to 2013 There is a strong economic case for addressing health inequalities as
they contribute to financial pressure on the health and social care system with an estimated annual
cost of between £36 billion and £40 billion through lost taxes, welfare payments and costs to the
NHS (Marmot Review, 2010).

Health Inequalities in South Gloucestershire
It is important to consider the breadth and depth of demographic variation in South
Gloucestershire, as local authority wide data may not reveal issues that hide beneath on a ward or
neighbourhood level, and opportunities to improve health and tackle inequalities may be missed.
The health and wellbeing of some communities is not improving at the same rate as others or as
much as South Gloucestershire as a whole. Large health inequalities exist, with some groups
having significantly shorter lives and suffering more illness and disability than others. Geographical
HI’s Health inequalities can exist at a geographical level as areas that experience the highest levels
of deprivation often have the greatest level of health inequalities. Each ward in England is made up
of smaller geographical areas or neighbourhoods of about 1500 residents, known as Lower Super
Output Areas (LSOAs). These LSOAs are ranked by the Indices of Multiple Deprivation 2015 (IMD
2015), which is the official national measure of relative deprivation. The IMD 2015 uses data to
rank LSOAs in order of deprivation from 1 (most deprived area) to 32,844 (least deprived area).[4]
There are 165 LSOAs in South Gloucestershire’s 35 wards. Of these, only 19 are in the top 40%
of the most deprived LSOAs nationally, representing 11.5% of the South Gloucestershire
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population. Nearly 68% of the South Gloucestershire population are among the 40% most affluent
LSOAs in the country. Indicating that although South Gloucestershire is generally seen to be
affluent, areas of deprivation exist. Whilst there are other deprived LSOAs, the most deprived
LSOAs are clustered within the urban wards of Staple Hill, Kings Chase, Patchway, Parkwall and
Woodstock, though other areas exist. With much of South Gloucestershire benefiting from the
protective effect of the areas general affluence, the poorer health outcomes of the more deprived
may be missed when looking at South Gloucestershire as a whole. This complicates the challenge
of identifying the population’s health inequalities and providing services that will help reduce the
gap between the 'haves’ and ‘have nots’. For example,
A man living in one of the most deprived areas has a life expectancy at birth of 74.0 years,
9.1 years shorter than a man living in the some of the least deprived areas. Similarly a
woman in most deprived has a life expectancy of 78.9 years, 7.2 years shorter than a
woman in least deprived areas.
The inequality in life expectancy at birth between the most and least deprived areas has
remained static for males between 2012-14 and 2013-15. Conversely, there is a slight
increase for females, with those living in the least deprived areas now living slightly longer
and those living with more deprivation having lower life expectancy than 2012-14.
In 2012-14 the infant mortality rate in the most deprived decile is 5.2 per 1000 live births,
compared to 3.1 per 1000 in the least deprived decile.
Priority Neighbourhoods In order to focus support, Priority Neighbourhood areas were defined
in 2006 using the Indices of Multiple Deprivation (IMD) as areas where higher numbers of people
don’t achieve their full potential, have poorer health outcomes, are employed in less well paid jobs
or are unemployed and there are higher levels of crime. The IMD was last updated in 2015 and
there are now five Priority Neighbourhoods (Cadbury Health, Kingswood, Patchway, Staple Hill and
Yate and Dodington) in South Gloucestershire. Health inequalities are also evident between these
PNs as well as in smaller geographical pockets throughout SG. Figure 3 shows there is a gap of
2.8 years in life expectancy between those that live in priority neighbourhoods compared to South
Gloucestershire as a whole in 2014. There is a slight increase since 2006 that shows the inequality
in life expectancy across South Gloucestershire is widening. For further information on the health
indicators that can be calculated at PN level please refer to Appendix 1.

226/885

www.southglos.gov.uk

Figure 3: Life expectancy by
Priority Neighbourhood status, South Gloucestershire, 2006-2014 Source: PCMD (Exeter)
mortality, cancer deaths = C34 in UCoD Health Inequalities between different populations
Not all people experiencing deprivation will live in a PN, neither will all people living in PNs be
deprived. Therefore health inequalities do not only exist by geography, but are also displayed
between different populations or differentiated by other factors. As an example the rate of
domestic violence differs significantly between people of differing genders and sexuality, and carers
can display worse health outcomes than non-carers. Below is an alphabetically listed overview of
health inequalities, for particular population groups with the greatest health needs with links to the
more detailed chapters. Carers (updated August 2016) The 2011 census indicated that there
are 27,639 carers in South Gloucestershire representing 10.5% of the total population. Slightly
above the national average, 5,384 carers provide more than 50 hours of unpaid care per week.
The ethnic groups providing the highest level of care are from white, Irish, Gypsy or Irish traveller
communities. A carers’ survey undertaken in 2014/15 found a decline in the main measures
concerning quality of life, satisfaction, social contact compared to 2012/13. The restraints of
being a carer can lead to poorer emotional and physical wellbeing and fewer life chances. Largely
health is impacted from the lower earning potential and incomes, social isolation and time to look
after their own health requirements. The Young People’s Health and Lifestyle Survey found young
carers were 1.5 times more likely than their peers to be from Black, Asian or minority ethnic
groups, and 1.5 times more likely to have a special educational need or a disability. Family income
and GCSE attainment is significantly lower for this group than non-carers. Young carers in work at
age 20 or 21 are more likely to be in lower skilled occupations. In addition young carers caring for
parents experience erratic parenting and may have more Adverse Childhood Experiences.
Children with disability and special needs (updated August 2016) Disabled children are more
likely to have poor outcomes compared with their peers including lower educational attainment,
poorer access to health services resulting in poorer health outcomes, more difficult transitions to
adulthood and poorer employment opportunities. Families with a disabled child are more likely to
have one or both parents out of work, and to suffer family break up. Siblings of disabled children
may also be more likely to suffer from emotional and behavioural problems. Children with long-term
disability are a diverse group, some will have complex needs requiring multiagency support and
some will be technology dependent. The precise number of children with disabilities in South
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Gloucestershire is unknown, but estimates based on national data sources range from 3.0 – 5.4%
of children have disabilities. When applied to South Gloucestershire this equates to between 1,607
and 2,893 children with some level of disability. Child Poverty (updated August 2016) Children
who grow up in poverty are four times as likely to become poor adults becoming the parents of the
next generation of children living in poverty. A child growing up in poverty also has a greater
likelihood of experiencing health problems from birth and of accumulating physical and mental
health problems throughout life. There are more than 6,500 children living in poverty in South
Gloucestershire, representing10.5% of the child population. Rates are highest in Patchway and
Kings Chase where nearly 20% of children are living in poverty. Educational attainment is the most
influential factor to increase the risk of a poor child becoming a poor adult. At GCSE level,
educational attainment in South Gloucestershire is poor. The gap in educational attainment
between pupils receiving free school meals and other pupils is wider within South Gloucestershire
than other areas. Children in workless families are three times as likely to live in poverty compared
to families where at least one parent works. In South Gloucestershire, the proportion of residents
employed in occupations which usually require a low level of education is higher than the national
and sub-regional averages. This suggests that there may be a higher proportion of South
Gloucestershire residents in low paid jobs than other areas. South Gloucestershire has a lower
proportion of parents with no qualifications than the national average. However, there is great
variation within South Gloucestershire, with some areas having lower levels of parental
qualifications than the national average including some areas outside the priority.
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Domestic
Abuse (updated August 2016) Domestic violence and abuse is generally under-reported, making it
difficult to assess the true level of need. It is understood to be common with the victims
experiencing, on average 2.7 years and 35 incidences before disclosing the abuse. Nationally it is
estimated that about 1 in 4 women (25%) and 1 in 8 men (14%) men experienced some form of
domestic abuse in the last year (Crime Survey for England and Wales 2015, CESW). Research
suggests there are inequalities with the rates for male in same-sex relationships being almost twice
as high (27%) compared to heterosexual men. Whilst the rate for women gay / lesbian
relationships (32%) and bi-sexual women (45%) being higher than for heterosexual women. The
estimated rates published by CESW, indicates elevated risks for people on low incomes and for
those with long standing illness and disability. The rate for the latter is twice the whole population
rate. Those whose disability is related to mental health are at even greater risk – the odds being a
victim of DVA being three times greater than those without a mental health related disability. The
risk of experiencing DVA is greatest during the ages of 16-19. Since 2010-11 there has been a
slight upward trend in the rate. The Young Peoples Healthy Lifestyles online pupils survey
undertaken in 2014/15 in South Gloucestershire schools found that overall 16% of pupils were
subject to or had witnessed abuse, with 3% stating this was quite often or on most days. In
2016/17 these rates had increased to 19.6% and 5.7%, respectively. Gypsy, Roma and
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Traveller Communities (updated August 2016) Gypsy and Travellers experience the poorest
health outcomes of any minority group in the country caused by a range of factors from difficulties
accessing services to the wider determinants of health. They have a life expectancy up to 25 years
less than the national average and mothers are 20 times more likely to experience the death of a
child. The communities may be excluded from many potential solutions due to problems in
accessing health services, access to information about services and dental health, poor literary
skills, inflexible systems, and fear. They live with competing priorities, enforced mobility, limited
transport and are prone to poor time keeping. They experience discrimination, marginalization, lack
of trust and low expectations on the part of agencies. As a result of historic prejudice there is a
reluctance for Romany Gypsies and Irish Travellers to identify themselves with many differing
definitions used for housing, planning and education purposes. Issues of particular significance
include poor physical and mental health, high rates of domestic abuse and violence and low rates
of screening and immunisation. Yet rates of diseases, such as cancer, diabetes and stroke, which
may be associated with longevity in years are less common than in the general population.
Housing (updated August 2016) Of particular concern in relation to housing locally are
affordability, homelessness, fuel poverty, housing conditions and overcrowding. In South
Gloucestershire there were 10,243 (9.1%) households living in fuel poverty in 2013, increasing in
2014 to 10,797 households (9.5%). The rates have increased faster than the England average rate
of 10.6%. The exact relationship between poor housing and health is difficult to assess, however
research suggests that poor housing is associated with increased risk of cardiovascular diseases,
respiratory diseases, injuries, depression and anxiety. The cost to the NHS of poor housing in
England is £2billion per annum. The number of households who the Council accepted a statutory
duty to accommodate as homeless has risen from 134 in 2013/14 to 182 in 2014/15. As of 1st
October 2015 the number of live applications on the Council’s housing register was 5011 although
the true number in need is much higher. N.B. The impact of the Homelessness Reduction Act
2017 is currently being considered. Looked after children and care leavers (updated August
2016) There were 168 Looked After Children (LAC) in South Gloucestershire (September 2015) an
increase since 2013. Educational outcomes for LAC are poor, with no child gaining 5+ GCSEs A-C
(including English and Maths) in either 2014 or 2015. Progress in younger age groups is better.
Too many care leavers leave care with poor educational attainment and end up long term
unemployed. It is estimated that care leavers constitute 20% of young homeless, 24% of the adult
prison population, and 70% of sex workers. People with learning difficulties (updated August
2016) It is estimated 1,064 adults in South Gloucestershire (September 2015) had moderate or
severe learning disabilities of which 760 were known to the local authority. Of these an estimated
244 aged 18-64 have severe learning disabilities, 251 are in residential care and 22 in nursing
homes. In 2013/14, there were 878 people aged 18 and over on the learning disabilities register for
South Gloucestershire GPs and the People with learning disabilities are more likely to be exposed
to the social determinants of poor health such as poverty, poor housing conditions,
unemployment, discrimination and social isolation. Missing JSNA chapters The JSNA is an
active document which is continually being updated, so that it remains as up to date as possible at
all times. All stake holders share responsibility in maintaining this flexibility, allowing the document
and intelligence to evolve alongside a constantly changing landscape. Improving our knowledge
base on the wider factors that impact on health and transforming services to be fit for purpose and
sustainable. The JSNA steering group is at the centre of an important decision making process
and has been established to consider suggestions for amendments to maintain a compendium of
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information to inform health focused commissioning. The steering group are therefore interested in
receiving ideas on how this may be achieved (JSNA@southglos.gov.uk ) There is already a list of
‘missing chapters’ being proposed to the JSNA steering group, including:People in criminal justice system
Physical health of people with MH issues
(Un)Employment
Older people
Military personnel

Hidden Inequalities
South Gloucestershire is one of the healthiest local authorities in England. However this overall
positive account has created a protective effect masking experiences of some smaller and
therefore sometimes hidden communities experiencing poorer health outcomes related to
deprivation, including poverty, or protected characteristics. Behind this affluence are a proportion
of people that are in crisis and a significant number that are just about managing to maintain
healthy lifestyles. For example look at Child poverty where 90% of South Gloucestershire’s
children living in poverty are from working families. These families are at increased pressure to
maintain incomes. Some health inequalities will not be represented in evidence therefore
commissioners need to also be listening to our communities and service users and incorporating
their expert views in to joint needs assessments. There are many examples where local
knowledge has informed commissioning.

Tackling health inequalities
Health Inequalities Policy
National Perspective: The Marmot Review (2010), 'Fair Society, Healthy Lives[5]', proposed a new
way to reduce health inequalities in England post-2010. It argued that, traditionally, government
policies have focused resources only on some segments of society. To improve health for all of us
and to reduce unfair and unjust inequalities in health, action is needed across the social gradient.
Key to Marmot's approach to addressing health inequalities is to create the conditions for people
to take control of their own lives. A key message from the Marmot Review (2010) was that
focusing solely on the most disadvantaged will not reduce health inequalities enough – actions
must be universal, but with a scale and intensity that is proportionate to the level of disadvantage –
this is known as ‘proportionate universalism’. The principles found in the NHS Five Year Forward
View will impact on health inequalities; in particular a focus on the following: needs rather than
demand led provision, proportionate universalism, parity of esteem, focusing on both communities
of place and communities of interest. National data tells us that health inequalities are worse than
three years ago and the gap is widening. South Gloucestershire perspective: Local authorities
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are uniquely placed to tackle health inequalities, as many of the social and economic determinants
of health, and the services or activities which can make a difference, fall within their remit. South
Gloucestershire’s Joint Health and Wellbeing Strategy (JHWBS) sets out the Health and Wellbeing
Board’s (H&WBB) objectives for a healthier South Gloucestershire. The strategy aims to tackle
heath inequalities by reducing the disparity in health outcomes faced by the most disadvantaged
and vulnerable. The Joint Strategic Needs Assessment is the means by which the Clinical
Commissioning Group and Local Authority describe the future health, care and wellbeing needs of
the local population and identifies the strategic direction of service delivery to meet those needs.
Recommendations There are a number of approaches that can be used to help identify heath
inequalities in South Gloucestershire. As this is building on established good practices and services
these have been listed as checklists for authors and those using the JSNA to ensure that each
author can identify the health inequalities relevant to the chapters and reach recommendations that
aim to reduce the gaps in inequalities and simultaneously ensuring new and existing gaps are not
widening.

South Gloucestershire’s JSNA Rolling
Programme
The JSNA Rolling Programme has been designed to assist in timely updates of each chapter. This
ensures that the JSNA remains a living document that is regularly updated in a clear and
consistent way, by continually and flexibly reviewing individual chapters at least once every three
years or when significant updates are required. It can therefore provide commissioners with a
timely and coherent overview. Overseen by the JSNA steering group, the new process creates
more opportunities for proposing new chapters and allowing for more up to date information to
target action aimed at reducing health inequalities. As health inequalities are integrated across all of
the JSNA chapters the ‘rolling programme’ emphasises the importance that health inequalities is
fully considered before each new chapter is published. Creating an opportunity at the editing
stage to discuss where the health inequalities exist and if there are further opportunities to reduce
them and where necessary mitigate any risk of increasing them. Essentially a checklist:1.
2.
3.
4.

Identify what are the health inequalities in the topic area of interest
Where may there be hidden (or unknown) health inequalities
What recommendations can be made for reducing health inequalities
Acknowledge risks of widening health inequalities and mitigate against it

Use of data and intelligence to identify where health inequalities exist, including:
Use the HI PHOF to provide the public health system with intelligence regarding the wider
determinants of health. This Fingertips profile aims to:
provide a set of indicators which describe a range of wider determinants of health and
enable a comparison of these factors between areas
highlight relationships between wider determinants and other risk factors and health
outcomes
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provide, where possible, links to further resources for tackling wider determinants. This
may take the form of best practice, case studies, interventions, guidance, or links to
other data tools or analyses.
InstantAtlas (see Appendix 2) for Ward level information. This tool covers health inequalities
for each of indicators available at electoral ward level. A suite of summary measures of health
inequality were calculated for each health outcome in the atlas to identify which issues made
greater or lesser contributions to overall health inequalities in South Gloucestershire.
Quality of Life indicators
Population information from related vulnerable groups detailed in other JSNA chapters
Working with partners
Recognising that the greatest gains in health are obtained from providing services for
everyone with a particular focus on those with the greatest need, resources need to be
targeted on these services. Authors may be identifying that the evidence suggests needs that
require transformation of services, pooling of budgets and joint commissioning and a focus
on early intervention and prevention. To facilitate transformational commissioning, to inform
safe redirection funds into services that reduce demand on health services require system
wide evidence, intelligence. Tackling health inequalities is about achieving the greatest
improvements in health gains, which in turn are expected to deliver financial savings to health
care services. Making links between the evidence and intelligence to identify health
inequalities and developing system wide economic cases for change may need to be
considered.

For those using the JSNA
Reducing health inequalities should be a central driver for Commissioners, project developers and
providers. Despite great developments in services striving for excellence, many health inequalities
exist in South Gloucestershire. They are often hidden beneath the surface and can be both
geographical and community specific. Action to reduce inequalities requires focus across the
causes of those inequalities including: the wider determinants (education, employment, financial
and environmental), the modifiable risk factors for disease (both primary and secondary prevention)
and accessibility and responsiveness of health, social and community services.
Understanding all data in the JSNA to inform commissioning and service design.
Supplementing this understanding with other data sources such asanalysis of the most
recent Indices of Multiple Deprivation (2015) and the body of evidence built up by Public
Health England, the UCL Institute of Health Equity and the King’s Fund can help identify the
key areas for stakeholders to focus in South Gloucestershire
Health inequalities should be at the core of all work:- and following the simple checklist for
authors will assist in identifying how to reduce health inequalities and ensure effective
commissioning and service design aim to mitigate against any potential for widening health
gaps.
Working in partnership: -Health in All Policies (HiAP) is a collaborative approach to improving
the health of all people by incorporating health considerations into decision making across
sectors, policy and service areas, and addressing the wider determinants of health. Useful in
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supporting partnership working a summary of this can be found in appendix 3.
Get stakeholder input and capturing views of the communities.
Author: Colin Martin, Health and Wellbeing Partnership Officer, South Gloucestershire Council
Appendix 1 - Priority Neighbourhood Health Profile Appendix 2 –Instant Atlas Appendix 3 – Health
In All Polices Toolkit

Appendix 2 – InstantAtlas
InstantAtlas is a selection of health indicators that have been presented in the table below (Figure
4). Each indicator has been given a score (Relative Index of Inequality (RII)) and ranked where a
higher RII score suggests a greater degree of inequality between wards within South
Gloucestershire. Having a high level of association with widely accepted measures such as the
locally ranked measure of deprivation (IMD 2015) this can be used to prioritise actions. Figure 4 –
A table showing the rank order of health outcomes by measure of relative inequality
Indicator measure

Relative Index of Inequality
(95% CI)

Mothers with record of smoking at time of delivery

3.55 (2.73 – 4.37)

Alcohol-specific hospital admissions

3.22 (2.53 – 3.9)

Emergency admissions for substance misuse

2.8 (2.22 – 3.38)

Emergency admissions for Chronic Obstructive Pulmonary
Disorder (COPD)

2.72 (2.12 – 3.32)

Bad health (census)

2.34 (1.87 – 2.81)

Very bad or bad health (census)

2.03 (1.71 – 2.35)

Emergency hospital admissions for mental/behavioural
issues

2.03 (1.76 – 2.29)

Alcohol related admissions

1.64 (1.39 – 1.89)

Rate of years of life lost – all causes

1.64 (1.32 – 1.96)

Emergency admissions for diabetes

1.51 (1.26 – 1.76)

Continuation of breastfeeding

1.37 (1.12 – 1.76)

Emergency admissions for Coronary Heart Disease (CHD)

1.36 (1.13 – 1.58)

Children overweight or very overweight at Year 6

1.3 (1.1 – 1.5)

Emergency hospital admissions for injury in children under
5

1.24 (0.92 – 1.57)
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Indicator measure

Relative Index of Inequality
(95% CI)

Children overweight or very overweight at reception

1.1 (0.9 – 1.3)

Male life expectancy at birth

1.07 (1.03 – 1.12)

Female life expectancy

1.07 (1.01 – 1.13)

Low birth weight

0.97 (0.74 – 1.2)

Teenage pregnancy (small area data suppressed)

Estimate not available

So as the reduction of health inequalities is a key public health function for local authorities, a
higher rank on this list indicates a greater priority for addressing inequalities and links to
proportionate approaches based on need and in many instances this can be by targeting the most
deprived areas. However note that this relates to deprivation and it is important to also consider
information for other populations (for example Looked after children). Using an example from Table
2, smoking at the time of delivery (SATOD) has the largest inequality between wards out of all
available indicators. By plotting SATOD against IMD ranking the graphs gradient illustrates a
strong association between deprivation and SATOD at a ward level.

Figure 5.
Relationship between smoking at the time of delivery against the IMD 2015 rank of deprivation.
Source: InstantAtlas[6] Life expectancy is calculated from the all-cause mortality rates which
explains why they share a similar relationship with deprivation and are the main indicators used to
track inequalities in health. Mainly because they are broad indicators for the overall health of a
population incorporating the effects of all risk factors. Whilst the life expectancy of the authority
overall generally continues to increase slightly, the health of the less well-off is improving more
slowly than the rest of the population and the graph below shows the all-cause mortality rate being
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higher in the more deprived quintiles and lower in the least deprived district quintiles between
2012-2014 in South Gloucestershire.

Figure 6:
All Cause Premature Mortality rate by Local deprivation quintile, South Gloucestershire, 2012-14
pooled Source: PACMD and ONS populations By looking behind the all-cause mortality we can
understand the contribution of the leading causes of disease. The top three diseases contributing
to over half of the life expectancy gap in both males and females are: circulatory conditions (18.3%
of the gap in males; and 16.2% of the gap in females) and either cancer or respiratory diseases
depending if you are male or female

Appendix 3 Health in All Policies
Developing a Health in All Policies (HiAP) approach[7]
We are facing some wicked health challenges like poor mental health and obesity. Problems with
numerous, interlinking causes and no easy solutions, and evidence shows that these inequalities
are largely determined by living conditions and wider social, economic, environmental, cultural and
political factors (collectively referred to as ‘wider determinants of health’). The determinants of
health are controlled by influences and actions outside the health sector. Health in All Policies
(HiAP) is a collaborative approach to improving the health of all people by incorporating health
considerations into decision making across sectors, policy and service areas, and addressing the
wider determinants of health. Benefits The Health in All Policies approach is built on the idea that
all parties involved benefit from the partnership and that collaboration drives achievement of their
own goals which:
is built on engagement of key-players and stakeholders
improves wellbeing and health for the local population
simultaneously and positively impacts on other important priorities, such as promoting the
creation of good-quality jobs, local economic stability, educational attainment and many
others
fosters conversations about how resources can be shared – and duplication reduced, whilst
retaining a focus on outcomes.
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‘The ‘Local wellbeing, local growth’ resource provides a valuable set of practical examples
illustrating how a HiAP approach has been put into practice in the UK and around the world. [1]
NICE LGB4, Health Inequalities and Population Health, October 2012. [2] Tudor Hart, J. (1971).
"The Inverse Care Law". The Lancet. 297: 405–412.
[3]https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpe
ctancies/bulletins/inequalityinhealthandlifeexpectancieswithinuppertierlocalauthorities/2009to2013
[accessed 24/07/2017]
[4]https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/464430/English
_Index_of_Multiple_Deprivation_2015_-_Guidance.pdf [accessed 22 August 2017] [6]
https://dashboards.instantatlas.com/viewer/report?iaoUserId=b7c9701f-73a8-45be-bb99-26ceba
463153-public&atlasId=39f96c08-7f55-1d18-6921-764e567488c0 [accessed 22 August 2017] [7]
Local Wellbeing, Local Health by Public Health England and the Local Government Association.
Oct 2016.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/560598/Health_in_
All_Policies_overview_paper.pdf
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Children and Young People
Breastfeeding Child poverty Children with disabilities and special needs Injuries in Children and
Young People Looked after children and care leavers Children and young people’s mental health
Oral health Physical Activity in children Smoking in children and young people Smoking in
Pregnancy Substance Misuse in young people Young offenders
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Breastfeeding
Summary
Breastfeeding makes a major contribution to maternal and child health. Many of the benefits of
breastfeeding are experienced well beyond the period that breastfeeding is stopped. Breastfeeding
reduces the risk of babies acquiring a range of conditions including gastro-intestinal and
respiratory infections, and obesity in childhood and later life. For mothers, breastfeeding is
associated with a reduced risk of ovarian and pre-menopausal breast cancer. Breastfeeding is
recommended until about six months of age with the introduction of complementary feeding
recommended when babies are developmentally ready. In South Gloucestershire nearly 8 of 10
mothers start breastfeeding (77.1%) when their baby is born, however this drops to just under half
of mothers (47.8%) after two months. Continuation rates in South Gloucestershire are lower when
compared to neighbouring LAs in the west of England. All priority neighbourhoods (PN) areas
except Filton and Staple Hill have lower levels of breastfeeding continuation. Success in
breastfeeding is not the sole responsibility of a woman - the promotion of breastfeeding is a
collective societal responsibility. Breastfeeding rates are responsive to interventions delivered in
health systems, communities and homes, with the largest effects achieved when interventions are
delivered in combination. Evidence shows the right support helps mothers to breastfeed for longer.
A range of national and local services and support is available for women who choose to
breastfeed. The core public health workforce to support breastfeeding and help every child have
the best start in life are Midwifery and Health Visiting Teams and Children’s Centre staff. Third
sector organisations also have an important role to play in providing support and services; such as
breastfeeding and postnatal social support. When breastfeeding support is offered to women, the
duration and exclusivity of breastfeeding is increased. Characteristics of effective support include:
that it is offered as standard by trained personnel during antenatal or postnatal care
that it includes ongoing scheduled visits so that women can predict when support will be
available,
that it is tailored to the setting and the needs of the population group.
Support is likely to be more effective in settings with high initiation rates. Support may be offered
either by professional or lay/peer supporters, or a combination of both. Strategies that rely mainly
on face-to-face support are more likely to succeed with women practising exclusive breastfeeding.
Evolving cultural norms mean women are often not supported to breastfeed in the workplace or
public spaces. There is widespread public and professional acceptance of the near-equivalence of
breastmilk substitutes and breastfeeding, despite evidence to the contrary. Breastfeeding needs
supportive measures at many levels, including legal and policy directives, social attitudes and
values, women’s work and employment conditions, and healthcare services. Together these will
enable women to breastfeed successfully.
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Recommendations for consideration
Support of breastfeeding is a collective responsibility of society, not the sole responsibility of a
woman. This is a public health challenge for which we all share responsibility. More work is needed
to promote breastfeeding as the social norm. This requires a district wide approach to raising
awareness about the importance of breastfeeding. Promote, protect and support breastfeeding in
all policy areas where breastfeeding has an impact on child health, including obesity, certain noncommunicable diseases and mental health. Providing women with extra organised support helps
them breastfeed their babies for longer. Breastfeeding support may be more helpful if it is
predictable, scheduled, and includes ongoing visits with trained health professionals including
midwives, health visitors and doctors, or with trained volunteers. Different kinds of support may be
needed in different geographical locations to meet the needs of the people within that location. The
drop off in breastfeeding prevalence in the first few weeks after birth suggests the support mothers
are currently receiving at this time may not be adequate. Maintain a comprehensive breastfeeding
training programme; compliant with Unicef UK Baby Friendly Initiative (BFI) standards to health
professionals and practitioners who support parents and carers of children in their early years (0-2).
Incorporate recommendations from the local research project to inform programme/service
delivery Timely data collection and submission of breastfeeding at 6-8 weeks after birth by
providers is essential to ensure robust data sets. Author: Nicola Ellis, Specialist Health
Improvement Practitioner, Public Health and Wellbeing Division, South Gloucestershire Council.

Who is at risk and why?
The benefits of breastfeeding for both mother and baby are well documented, including promoting
emotional attachment between them. Artificially fed babies are at greater risk of gastro-intestinal
and respiratory infections (Duijts et al, 2010; Ip et al, 2007; Quigley et al, 2010) and necrotising
enterocolitis (Huston et al, 2014). Studies also suggest that breastfeeding reduces the risk of
babies becoming obese in later life (Arenz et al, 2004; Harder et al 2005; Owen et al, 2005) with a
recent meta-analysis providing support for a dose-response effect between breastfeeding duration
and reduced risk of childhood obesity (Yan et al, 2014). There is evidence too, that exclusive
breastfeeding for at least four months prevents or delays the occurrence of atopic dermatitis (Geer
et al 2008). Breastfeeding is a biological norm and is recognised as the optimal way to feed infants
from birth. Exclusive breastfeeding is recommended until about six months of age with the
introduction of complementary feeding recommended when babies are developmentally ready,
usually around six months. Infant formula is the only recommended alternative to breast milk during
the first year of life (DH 2011; WHO, 2011). Breastfeeding features as a Health Improvement
indicator within the Public Health Outcomes Framework 2013-2016 (DH, 2016) and endorsed in a
range of government policies and public health guidance (NICE, 2008; 2014). Healthcare
professionals and early years practitioners have a responsibility to ensure parents have access to
reliable information to enable them to make an informed choice about how to feed their baby and
are supported in that choice. The WHO and UNICEF launched the Baby-friendly Hospital Initiative
(BFHI) in 1992 to support breastfeeding and strengthen maternity practices. The BFHI is a multifaceted evidence-based intervention and systems approach, including good practice standards for
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organisations to achieve, covering all aspects of service provision and care (BFHI 2015). Factors
influencing breastfeeding prevalence at 6-8 weeks Mothers who are young, white, from
routine and manual professions and who left education early are least likely to
breastfeed. There are social and cultural barriers which mean that many women are unable to
breastfeed successfully despite genuine efforts to do so. This can lead to women experiencing
feelings of pain, guilt and anger, and has brought us to a point where conversation about
breastfeeding is highly emotive and fraught with accusations of pressure. Many mothers may stop
breastfeeding before they want to as a result of the problems they encounter. Good care and
support may help women solve these problems so that they can continue to breastfeed. Factors
commonly influencing the continuation of breastfeeding have been documented in a rapid literature
review*. These include:
Education: Informal education/professional support/peer support before or before/after
birth (Kornides and Kitsantas, 2013)
Socio-economic: There is an association between socio-demographic factors and
prevalence in breastfeeding initiation and at 6-8 weeks (Guttman and Zimmerman, 2000;
Oakley et al, 2013)
Ante-natal: Antenatal factors influence initiation of breastfeeding such as exposure to media,
family preference, health professionals (Earle, 2002)
Support: Support is important for initiation and continuation (DH, 2010; Fu et al, 2014).
Unanticipated experience: While many mothers plan to breastfeed their experience is not
always as anticipated (Spencer et al, 2012)
Nutritional: Perception that infant not satisfied by breast milk alone a key reason in mother’s
decision to stop breastfeeding (Becker and Remmington, 2014; Ruowei et al, 2008)
Work: Less easy to breastfeed if returning to work.

The level of need in the population
Two sets of data are collected to record the prevalence of breastfeeding; initiation and continuation
of breastfeeding at 6-8 weeks, and available for England, the South West region and local
authorities (PHE 2017). Breastfeeding initiation in South Gloucestershire is higher than in England
as a whole and between 2010/11 and 2012/13 saw a increasing trend prior to 2012/13, however
the rate has fallen from 77.3% to 77.1% between 2012/13 and 2014/15 (data not available for
2013/14). This slight decline, coupled with the increase of breastfeeding initiation in the South
West region over the same period, means that South Gloucestershire currently has significantly
lower rates than the regional average (Figure 1).
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Figure 1: Trends in breastfeeding initiation Source: Public Health Outcomes Framework, Public
Health England (PHE) Breastfeeding continuation, measured by the prevalence of breastfeeding at
the time of the 6-8 week check, has shown an improving picture in recent years. Where South
Gloucestershire has previously had significantly lower breastfeeding continuation rates compared
to England and the South West region, between 2011/12 and 2014/15 there has been the
prevalence increase from 44.8% to 47.8% over this period to make it similar to the regional rate,
and significantly higher than the England rate (Figure 2).

Figure 2: Trends in breastfeeding at 6-8 weeks Source: Public Health Outcomes Framework,
Public Health England (PHE) Initiation of breastfeeding in South Gloucestershire is similar but
continuation rates at 6-8 weeks are lower than might be expected when compared to some
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neighbouring local authorities (some with the same providers) (Table1). Table 1: Breastfeeding:
Initiation and continuation at 6-8 weeks in South Gloucestershire, neighbouring
authorities and England
2014/15

Initiation
%

Continuation
% (GP reports)

England

74.3%

43.8%

South West Region

79.0%

**

Bath and North East Somerset*

84.1%

**

Bristol

82.2%

58.4%

Gloucestershire

77.1%

49.2%

Wiltshire

80.1%

49.4%

North Somerset*

81.8%

50.6%

Neighbouring Authorities

Source: Public Health Outcomes Framework, Public Health England (PHE) *Also CIPFA
authorities **Value not published for quality reasons Figure 3 shows the breastfeeding continuation
rates by ward during 2014/15. The wards listed in red have significantly lower rates and the wards
listed in green have significantly higher rates compared to all the other wards in South
Gloucestershire. It is important to note that the wards with the highest and lowest rates fluctuate
year on year and quarter by quarter due to the small numbers in some.

Figure 3: Breastfeeding rates at 6-8 weeks by ward in South Gloucestershire (2014/15) With the
exception of Filton and Staple Hill, during 2014/15 breastfeeding continuation was lower in the
Priority Neighbourhoods (PN) compared to South Gloucestershire as a whole (48%), significantly
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so in Kingswood (36%) and when all PNs are combined (42%).

Figure 4. Breastfeeding rates at 6-8 weeks by Priority Neighbourhood (2014/15) Rates of
breastfeeding continuation show a clear gradient in relation to local deprivation quintile with those
in the most deprived areas having significantly lower rates of breastfeeding continuation than South
Gloucestershire as a whole.

Figure 5: Breastfeeding rates at 6-8 weeks by local deprivation quintile (2014/15) Breastfeeding
data source: Data from 2015/16 onwards is collected at resident level by providers for submission
to Public Health England for national report. The last robust data set is 2015/16. Data for 2016/17
will be updated.
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Current services and assets in relation to need
Services that support breastfeeding in South Gloucestershire Antenatal Core services All
pregnant women in South Gloucestershire have the opportunity to discuss breastfeeding with their
midwife and / or health visiting team as part of the South Gloucestershire Breastfeeding Care
Pathway (currently under review). Hence, pregnant women are made aware of the health benefits
for both mothers and babies, and factors that support successful breastfeeding. Midwives direct
mothers to online links for leaflets. The leaflets all mothers should be given access to are: Building
a happy baby [Unicef], Caring for your baby at night [Unicef], Off to the best start [NHS/Unicef] and
/or: Guide to bottle feeding [NHS] Infant formula and responsive feeding [Unicef] Midwives and
health visitors will signpost women to the community breastfeeding support groups. All mothers
can access and attend any of these groups. All families can expect five key visits from their local
health visiting service. These universal health reviews occur antenatally, 10-14 days after birth, at
6-8 weeks and when a child is aged 1 year and 2 - 2 1/2 years. Breastfeeding support can be
provided during any of these key visits. Postnatal Midwifery and health visitor support
Mothers have the support of a midwife from the first antenatal assessment visit (booking
appointment) and usually until 14 days post birth. This may include referral to peer support
services. Health visitors are required to see all families by day 14 and will carry out a family needs
assessment. Support for continuation of breastfeeding will be given to ensure mothers and babies
breastfeed as long as they wish and ideally until babies are 6 months. Breastfeeding community
based support services are commissioned by the Public Health Division. This services includes
support groups and a Lactation Consultant Clinic. Breastfeeding support groups There are six
breastfeeding support groups, running weekly in South Gloucestershire facilitated by trained peer
supporters, who receive annual update training by the commissioned provider for community
based breastfeeding support. The groups are promoted by health visitors and midwives and
available to mothers as soon as feeding begins.
Lactation consultants
There is one lactation Consultant in South Gloucestershire, whose role is to support and provide
guidance to the peer supporters facilitating the Breastfeeding support groups ensuring that they
have up to date training and regular supervision. A pilot clinic ran for 6 months providing individual
support to women experiencing challenge and difficulty to breastfeed. This clinic will continue to
run until March 2017. Training St Michael’s Hospital and North Bristol Trust maternity units have
level 3 Unicef BFI Accreditation which requires that all Midwives undergo an annual audit of their
skills to support breastfeeding mothers. All new staff attend the core training coordinated by the
Infant Feeding Specialist Midwife. The recently commissioned provider of Health Visiting Services is
undertaking a training needs assessment as part of the process towards preparing for BFI
accreditation. They will be working in collaboration with local Children Centres. Other sources of
local and national support Credible sources of advice and support are available from the
National Breastfeeding helpline, a baby buddy app and a local Bristol breastfeeding facebook
page. The NCT, Association of Breastfeeding Mothers, La Leache League GB and the
Breastfeeding Network are also promoted by local health professionals and practitioners. Trends
in service use There has been an increase in the number of mothers accessing the various
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community breastfeeding support groups. Other assets available in the community that
support breastfeeding There are a number of informal groups that support breastfeeding. It is
known that there may be support for some women within families but the scale of this is unknown.
A programme of work is planned to offer training to Health champions and Community Connectors
as part of our approach to raising awareness about the importance of breastfeeding.

Projected service use and outcomes in first 5
years and 5-10 years
In South Gloucestershire, birth projections estimate a 6% rise from 3,201 births in 2017 to 3,392 in
2022. Longer term projections indicate that births will stabilise at around 3,440 after 2023, until
2033 where they begin to rise again. If these projection prove to be accurate it is likely that services
to support breastfeeding will need increased capacity. (Source ONS 2014 SNPP birth projections
by age of mother)

Evidence of what works
The evidence that breastfeeding makes a major contribution to maternal and child health is
significant. Since the last JSNA was produced in 2016, several seminal scientific publications on
breastfeeding have been published. They are described below: The most comprehensive review of
all the evidence on breastfeeding to date was published as a series of two papers (Lancet Series
2016) The series describe past and current global trends of breastfeeding, its short and long-term
health consequences for the mother and child, the impact of investment in breastfeeding, and the
determinants of breastfeeding and the effectiveness of promotion interventions. The Lancet series
reinforces other recent large scale evidence reviews such as a special issue of Acta Paediatrica
which presents a series of meta-analyses and systematic reviews examining a variety of health
effects potentially related to breastfeeding. It states that breastfeeding rates are responsive to
interventions delivered in health systems, communities and homes, with the largest effects
achieved when interventions are delivered in combination (Acta Paediatrica, 2015). This finding is
echoed in the Lancet series which argues that “success in breastfeeding is not the sole
responsibility of a woman — the promotion of breastfeeding is a collective societal responsibility.”
A Special Collection of Cochrane Reviews collected the best evidence currently available on
supporting effective breastfeeding for mothers and babies (Cochrane Library, 2017). The collection
focuses on reviews on support and care for breastfeeding women, including treatment of
breastfeeding associated problems; health promotion and an enabling environment; and
breastfeeding babies with additional needs. Acta Paediatrica 2015, Special Issue: Impact of
Breastfeeding on Maternal and Child Health, Volume 104, Issue Supplement S467 Pages 1–134
http://onlinelibrary.wiley.com/doi/10.1111/apa.2015.104.issue-S467/issuetoc Breastfeeding in the
21st century: epidemiology, mechanisms, and lifelong effect (30 January 2016), Victoria, CG et al,
The Lancet Volume 387, Issue 10017, 475-490
http://dx.doi.org/10.1016/S0140-6736(15)01024-7 Cochrane Library (2017) Enabling
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breastfeeding for mothers and babies. Special Collection
http://www.cochranelibrary.com/app/content/special-collections/article/?doi=10.1002/14651858.
10100214651858 Abdulwadud, O.A., Snow, M.E., (2012) Interventions in the workplace to
support breastfeeding for women in employment. Cochrane Database of Systematic Reviews,
Issue 10. Art. No.: CD006177. DOI: 10.1002/14651858.CD006177.pub3 No trials had evaluated
workplace interventions to support breastfeeding Becker, G.E. and Remmington, T. (2014) Early
additional food and fluids for healthy breastfed full-term infants. Cochrane Database of Systematic
Reviews 2014, Issue 11. Art. No.: CD006462. DOI: 10.1002/14651858.CD006462.pub3 Little or
no evidence that additional water or glucose impacted on breastfeeding Dyson, L., McCormick
F.M., Renfrew M.J., (2005) Interventions for promoting the initiation of breastfeeding. Cochrane
Database of Systematic Reviews, Issue 2. Art. No.: CD001688. DOI:
10.1002/14651858.CD001688.pub2 Informal education/professional support/peer support
before or before/after birth can increase breastfeeding Lavender, T., Richens, Y., Milan, S.J.,
Smyth, R.M.D., Dowswell, T. Telephone support for women during pregnancy and the first six
weeks postpartum. Cochrane Database of Systematic Reviews 2013, Issue 7. Art. No.:
CD009338. DOI: 10.1002/14651858.CD009338.pub2 Inconsistent results but some evidence
that telephone support may increase the duration of breastfeeding Jaafa, S.H., Jahanfar, S.,
Angolkar, M., Ho, J.J. (2012) Effect of restricted pacifier use in breastfeeding term infants for
increasing duration of breastfeeding. Cochrane Database of Systematic Reviews, Issue 7. Art. No.:
CD007202. DOI: 10.1002/14651858.CD007202.pub3 A pacifier used before/after breastfeeding
was established did not affect the prevalence or duration of exclusive/partial feeding up to 4
months Lumbiganon, P., Martis, R., Laopaiboon, M., Festin, M.R., Ho, J.J., Hakimi, M. (2012)
Antenatal breastfeeding education for increasing breastfeeding duration. Cochrane Database of
Systematic Reviews 2012, Issue 9. Art. No.: CD006425. DOI:
10.1002/14651858.CD006425.pub3 Peer counselling, lactation consultation and formal
education during pregnancy appear to increase breastfeeding initiation and duration McFadden
A, Gavine A, Renfrew MJ, Wade A, Buchanan P, Taylor JL, Veitch E, Rennie AM, Crowther SA,
Neiman S, MacGillivray S. (2017) Support for healthy breastfeeding mothers with healthy term
babies Cochrane Database of Systematic Reviews 2017, Issue 2. Art. No.: CD001141. DOI:
10.1002/14651858.CD001141.pub5.
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001141.pub5/pdf When breastfeeding
support is offered to women, the duration and exclusivity of breastfeeding is increased.
Support may be offered either by professional or lay/peer supporters, or a combination of both.
NICE guidance
NICE (2014) Improving the nutrition of pregnant and breastfeeding mothers and children in lowincome houses. Public health guidance 11. London, NICE. http://www.nice.org.uk/guidance/ph11
updated November 2014 from 2008 NICE (2015) Postnatal care up to 8 weeks after birth CG37.
London: National Institute for Health and Clinical Excellence
https://www.nice.org.uk/guidance/CG37 NICE (2017) Intrapartum care. QS105. London: National
Institute for Health and Clinical Excellence https://www.nice.org.uk/guidance/qs105 updated Feb
2017 from 2015 NICE (2014) Maternal and child nutrition PG11. London: National Institute for
Health and Clinical Excellence https://www.nice.org.uk/guidance/ph11 NICE (2017) Intrapartum
care: care of healthy women and their babies during childbirth. CG190 updated Feb 2017 from
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2014 https://www.nice.org.uk/guidance/cg190

User views (on need, services / assets and gaps)
A qualitative research project in collaboration with UWE was recently completed by the PH CYP
team. This research about mothers’ early experiences of infant feeding was developed following
discussions about South Gloucestershire’s public health priorities for breastfeeding; current
services supporting breastfeeding; and relatively low breastfeeding continuation rates. The
research question was: What are the experiences of mothers (with a focus on support) in South
Gloucestershire in relation to infant feeding in the first 6-8 weeks? 24 mothers were selected
randomly through Children’s Centre Baby and Me groups to be interviewed. All mothers had
experienced breastfeeding their baby, although not all mothers were breastfeeding at the time of
interview. Findings from this project suggest that there are three ‘critical stages’ in supporting a
mother to breastfeed and in her experience of breastfeeding; within these the main themes
emerging from this research are discussed:
Support before birth:
Preparation antenatally for breastfeeding does not prepare women for the reality.
Many mothers would have liked information about expressing milk and bottle-feeding before
they become mothers.
Support around the time of the birth:
In hospital, after the birth, some mothers receive conflicting messages and do not always feel
supported.
Birth experience can influence early experiences of breastfeeding.
Support once at home:
On return home, Health Visitors are generally perceived as supportive although contact can
be minimal.
Breastfeeding support groups suit some women but are not available when needed.
Family, friends and other networks are a key source of support and advice for many mothers
Many women seek support from other sources including online groups and apps although
telephone helplines were not much used.
A number of recommendations are made; these were mainly directed towards South
Gloucestershire Council but are also of relevance to the wider partnership of health and community
and voluntary sector agencies. Recommendations concern the promotion and protection of
breastfeeding; the mental and emotional health and wellbeing of women; consistent evidencebased personal and timely support; mother’s awareness of differing professional roles; evaluation
of breastfeeding groups and; consistent approach to signposting women to websites, apps and
social media; and quality assurance of resources and workforce development. Other user views
were obtained from a small number of women in four breastfeeding support groups in Cadbury
Heath, Bradley Stoke, Kingswood and Patchway.
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Figure 6: Breastfeeding Support Groups user feedback (2015) They were asked if they had any
unanswered questions at the end of the session and only 14 reported they did not.
User views and feedback from mothers attending the specialist clinics include
Felt appointment was invaluable
Stopped breastfeeding soon after appointments unable to make progress on getting tongue
assessed, but pleased she’d done it for the time she die
Still breastfeeding at follow up 5 months
Was achieving relactation after appointment, then mother fell ill so abandoned breastfeeding
strategy
Clinic appointment identified a medical condition which adversely affects breastfeeding
Really useful, exclusive breastfeeding at 5 months
More problems developed over time and GP suggested stopping
Continued breastfeeding, found it helpful
Still exclusive breastfeeding at 5 months
I wouldn’t have got here if it wasn’t for clinic help, still breastfeeding at 6 months plus solids
Still exclusive breastfeeding at 3.5 months and supported by breastfeeding group
Still exclusive breastfeeding at 4 months
Postnatal depression stopped mother
Mostly breastfeeding at 3 months
Felt more relaxed about breastfeeding and continued exclusive plus solids
Expressing and support from breastfeeding group
Expressing and breastfeeding twins
Still exclusive breastfeeding at 10 weeks
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Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Young mothers, mothers from routine and manual professions, mothers who left education
early and white mothers are less likely to breastfeed their babies
Breastfeeding is closely related to factors such as socio economic status and ethnicity
Rates are higher amongst black and minority ethnic populations and more affluent localities

Unmet needs and service gaps
Breastfeeding needs supportive measures at many levels, including legal and policy directives,
social attitudes and values, women’s work and employment conditions, and healthcare services.
Together these will enable women to breastfeed successfully.
The commissioned breastfeeding support service will be evaluated in spring 2017 and the
findings will inform future commissioning intentions
Access to breastfeeding initiation data at a sub- level of geography in order to ascertain
uptake within South Gloucestershire and observe inequalities on a regular basis
Target interventions to areas of low breastfeeding rates to ensure inequalities are not
widened
Promote, protect and support breastfeeding in all policy areas where breastfeeding has an
impact on child health, including obesity, certain non-communicable diseases and mental
health
Public awareness campaign/local health promotion campaigns to raise awareness that
breastfeeding matters. There is widespread public and professional acceptance of the nearequivalence of breastmilk substitutes and breastfeeding, despite evidence to the contrary.
Antenatal classes, for all parents, that provide holistic approaches to loving and feeding
babies
More work to be done with mothers who fall out of the peer support system
Encourage Breastfeeding Welcome schemes in all public spaces
Explore joint work with local employers to implement policies, practices and environments
that support mothers to breastfeed during study and work
Work collaboratively with Children’s Centres to implement Baby Friendly Initiative (BFI)
standards
Ensure that practitioners working in early years have opportunities for training and workforce
development on BFI standards, according to their role and the service provided. Good
quality training is crucial to ensure that those involved with caring for mothers, parents and
babies have the skills and knowledge to ensure best practice around breastfeeding is
implemented
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Inform and support the work of trading standards to restrict the advertising of formula milks
and baby foods

Recommendations for consideration by
commissioners:
Support of breastfeeding is a collective responsibility of society, not the sole responsibility of
a woman. This is a public health challenge for which we all share responsibility.
More work is needed to promote breastfeeding as the social norm. This requires a district
wide approach to raising awareness about the importance of breastfeeding.
Promote, protect and support breastfeeding in all policy areas where breastfeeding has an
impact on child health, including obesity, certain non-communicable diseases and mental
health.
Providing women with extra organised support helps them breastfeed their babies for longer.
Breastfeeding support may be more helpful if it is predictable, scheduled, and includes
ongoing visits with trained health professionals including midwives, health visitors and
doctors, or with trained volunteers. Different kinds of support may be needed in different
geographical locations to meet the needs of the people within that location.
The drop off in breastfeeding prevalence in the first few weeks after birth suggests the
support mothers are currently receiving at this time may not be adequate.
Maintain a comprehensive breastfeeding training programme; compliant with Unicef UK Baby
Friendly Initiative (BFI) standards to health professionals and practitioners who support
parents and carers of children in their early years (0-2).
Incorporate recommendations from the local research project to inform programme/service
delivery
Timely data collection and submission of breastfeeding at 6-8 weeks after birth by providers
is essential to ensure robust data sets
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Child Poverty
Summary
A child is said to be living in poverty if their household income is less than 60% of average income.
Child poverty is a major source of inequalities which can persist throughout life. By age five,
children from the poorest fifth of homes in the UK are already on average nearly a year behind
when measured by their expected years of development. Children who grow up in poverty are four
times as likely to become poor adults becoming the parents of the next generation of children living
in poverty. A child growing up in poverty also has a greater likelihood of experiencing health
problems from birth and of accumulating physical and mental health problems throughout life.
There are more than 6,000 children living in poverty in South Gloucestershire, two thirds of whom
live outside the priority neighbourhoods. South Gloucestershire has a lower percentage of children
living in low income families (10.5%) than the South West (14.2%) or England (18.0%). Rates are
highest in Patchway and Kings Chase with one in five children living in poverty. Educational
attainment is the most influential factor that increases the risk of a poor child becoming a poor
adult. At GCSE level, education attainment in South Gloucestershire is poor. The gap in
educational attainment between pupils receiving free school meals and other pupils is wider within
South Gloucestershire than other areas and this gap widens as children get older. Children in
workless families are three times as likely to live in poverty compared to families where at least one
parent works. South Gloucestershire has a lower rate of worklessness than the national average.
However there is considerable variation in rates across South Gloucestershire. Two-thirds of adults
claiming job seekers allowance live outside the priority neighbourhoods. In South Gloucestershire,
the proportion of residents employed in occupations which usually require a low level of education
is higher than the national and sub-regional averages. This suggests that there may be a higher
proportion of South Gloucestershire residents in low paid jobs than other areas. South
Gloucestershire has a lower proportion of parents with no qualifications than the national average.
However, there is great variation within South Gloucestershire, with some areas having lower levels
of parental qualifications than the national average including some areas outside the priority
neighbourhoods.

Recommendations for consideration
Tackling the drivers of child poverty is complex and requires further co-ordinated action across
South Gloucestershire Council and its partners. Key areas for further work include tackling the
educational attainment gap between children from low-income families and others; increasing
the proportion of pupils who remain in education and training post-16; identifying actions that
can overcome barriers to employment e.g. low levels of qualifications among parents with
dependent children; improving the health of parents with dependent children in areas where
parental ill-health is highest; supporting families’ living standards and families who are living in
poor housing or experiencing fuel or food poverty.
Author: Rachel Clark, Specialty Registrar in Public Health, South Gloucestershire Council
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Who is at risk and why?
A child is said to be living in poverty if their household income is less than 60% of average income
1
. Today in the UK 2.3 million children (17%) live in poverty 2. Child poverty is a major source of
inequalities which can persist throughout life. By age five, children from the poorest fifth of homes
in the UK are already on average nearly a year behind when measured by their expected years of
development 3. Children who grow up in poverty are four times as likely to become poor adults
becoming the parents of the next generation of children living in poverty 1. A child growing up in
poverty also has a greater likelihood of experiencing health problems from birth and of
accumulating physical and mental health problems throughout life 4. Tackling child poverty is a
priority both locally and nationally. Locally South Gloucestershire’s Joint Health and Wellbeing
Strategy 2013 – 2016 identifies ‘Reducing Childhood Poverty’ as a key issue under its priority area
of ‘Tackling Health Inequalities’. Nationally, the first Child Poverty Strategy was published in 2011.
A second national strategy was published in 2014 1. There is cross party support for tackling child
poverty. Child poverty was identified as a priority in the manifestos of the Conservative 5, Labour 6
and Green 7 Parties. The Liberal Democrat manifesto doesn’t specifically refer to child poverty but
identifies tackling poverty and fuel poverty (a key driver of child poverty) as priorities 8. The national
Child Poverty Strategy 2014 – 2017 was informed by a review of the evidence of the drivers of
child poverty 9. The review looked at the available evidence on factors that make it harder for some
families to get out of poverty and that make poor children more likely to become poor adults. The
review found that educational attainment is the most influential factor that increases the risk of a
poor child becoming a poor adult, primarily through the influence on future employment outcomes
and earnings. Pupils who achieve five A*-C grades at GCSE earn around 10% more than those
who do not whilst pupils who achieve two or more A-levels earn around 14% more than those
without. Children who leave school with few or no qualifications are far more likely to be
unemployed in adulthood and, if they are able to find work, are far more likely to be in low-paid and
insecure employment. The review also found that the main factor affecting current child poverty is
lack of sufficient income from parental employment, which restricts a household’s earnings 9. Lack
of household income can be caused by:
Low parental qualifications which drive poverty because of their impact on employment
opportunities and wage potential. National data shows that 20% of all individuals with no
qualification are in persistent poverty compared with 9% of the population overall
Parental ill-health or family instability which can both reduce the number of parents whose
earnings contribute to income, and may also mean the remaining parent is more restricted in
terms of employment due to caring responsibilities
Long-term worklessness which can lead to increasing difficulties in returning to work,
including skill loss, employer bias and changes in attitudes to work
Family size, with larger families requiring higher levels of income to avoid poverty. It can also
restrict parental employment due to caring responsibilities
Parental drug and alcohol dependency. Although only a small number of children are
affected, the effects for these parents and children are profound
The national Child Poverty Strategy also highlighted that some vulnerable groups are at greater risk
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of poverty. They are often small groups not captured in national or local measures that face
specific challenges. Particular groups identified in the national Child Poverty Strategy include:
Looked after children
Children with a disabled parent;
Children in one parent families;
Children in large families (with three or more children)
[1] H M Government. Child Poverty Strategy 2014-17.; 2014.
[2] Department for Work and Pensions. Households Below Average Income. An Analysis of the
Income Distribution 1994/95 –2013/14. Vol 2015. 2015.
[3] Economic and Social Research Council. Evidence Briefing: Child poverty casts a long shadow
over social mobility. 2012.
[4] UCL. Fair Society, Healthy Lives: Strategic Review of Health Inequalities in England Post 2010
(Marmot Review). 2010.
[5] The Conservative Party. The Conservative Party Manifesto 2015. 2015.
[6] The Labour Party. The Labour Party Manifesto 2015. 2015.
[7] The Green Party. For The Common Good: General Election Manifesto 2015. 2015.
[8] Liberal Democrats. Manifesto 2015: Stronger Economy. Fairer Society. Opportunity for
Everyone. 2015.
[9] H M Government. An Evidence Review of the Drivers of Child Poverty for Families in Poverty
Now and for Poor Children Growing up to Be Poor Adults.; 2014. doi:10.1162/LEON_r_00797

Current services and assets in relation to need
Many of the drivers of child poverty are covered by existing workstreams and strategies within
South Gloucestershire and there are a range of initiatives in place to support poor children and
their families for example
South Gloucestershire Early Help Strategy
The Disadvantaged Pupils strategic plan 2015/2016
South Gloucestershire Skills and Employability Plan
Families in Focus (known nationally as the ‘Troubled Families’ initiative)
The ‘Warm and Well’ scheme
The South Gloucestershire Food Poverty Network
South Gloucestershire Welfare Advice Partnership
Further information on services and assets in relation to the drivers of child poverty can be found in
the JSNA chapters on:
256/885

www.southglos.gov.uk

Education
Economy employability skills
Housing – strategic social private
Housing conditions: fuel poverty
Homelessness
Children with disability and special needs
Obesity, physical activity, nutrition
Adult substance misuse

The level of need in the population
There are more than 6,000 children in South Gloucestershire living in low income families. This
figure has remained fairly constant over the last eight years (table 1). South Gloucestershire has a
lower percentage of children living in low income families (10.5%) 5 than the South West (14.2%) or
England (18.0%). Table 1: Children living in poverty South Gloucestershire 2006 - 2013[1]
Year

Number

Percentage

2006

6100

10.5

2007

6020

10.6

2008

6100

10.7

2009

6700

11.6

2010

6685

11.5

2011

6565

11.3

2012

6265

10.8

2013

6110

10.5

Source: Department for Education - Child Poverty Basket of Local Indicators and HM Revenue & Customs Personal tax credits: Children in low-income families local measure 2013

Rates of child poverty within South Gloucestershire vary considerably (Figure 1).
In the two wards with the highest levels of child poverty (Patchway and Kings Chase) one in five
children live in poverty. In the two wards with the lowest levels of child poverty (Downend and
Severn), fewer than 1 in 20 children live in poverty. However, there are children living in low-income
families in all areas of South Gloucestershire. Figure 1 - % of South Gloucestershire children
in low incomes families by ward 2013
snapshot as at 31 August 2013
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Reducing child
poverty in South Gloucestershire means tackling the root causes of poverty. The national Child
Poverty strategy identifies the key drivers of child poverty as worklessness; larger families; oneparent families; parental ill-health; low parental qualifications and children’s educational attainment.
Source: HM Revenue & Customs Personal tax credits: Children in low-income families local measure. 2013 snapshot as at 31 August 2013

Worklessness
South Gloucestershire has a lower rate of worklessness than the national average In May 2015
0.9% of the working age population in South Gloucestershire were claiming job seekers allowance,
compared to 1.3% in the West of England as a whole and 1.7% in England. However there is
considerable variation in rates across South Gloucestershire. Two-thirds of adults claiming job
seekers allowance live outside the priority neighbourhoods. Further information on the level of need
in relation to worklessness and adult qualifications can be found in the JSNA chapters on Economy
employability and skills.

Family size
The national Child Poverty Strategy and accompanying evidence review concluded that it is harder
for one-parent families to move out of poverty as they only have one potential earner in the
household and less ability to share childcare responsibilities 1 9. Large families are also at greater
risk of being in poverty as they can face significant barriers to work such as greater childcare
responsibilities. Self-reported information on family size is collected in the census. Analysis of data
from the 2011 census found that:
23% of families in South Gloucestershire with dependent children have only one parent,
which is lower than the England rate of 29%
14% of families who have dependent children in South Gloucestershire have more than three
dependent children which is slightly lower than the England rate of 16%.
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the percentage of lone parents with three or more children in South Gloucestershire is 12%,
which is slightly below the England rate of 14%.
However, there are variations in rates of large or one-parent families within South Gloucestershire
with some wards higher than the local and national rates.

Parental ill health
Poor parental health limits the ability of parents to work and therefore can be a contributory factor
to low income and child poverty. Children in families with a disabled adult are over a third more
likely to be in poverty than children in families with no disabled adult (22% compared to 16%)1.
Children with caring responsibilities for their parents or whose parents have mental health or
substance misuse issues are at a greater risk of lower educational attainment and poorer
employment outcomes 1. Adults in South Gloucestershire are generally healthy and have better
health than adults nationally10. Key information on the health of adults in South Gloucestershire is
contained in a number of existing documents[2] and there are a range of workstreams looking at
adult health. Further information on need in relation the health of the adult population can be found
in the Adult section of the JSNA.

Educational attainment
Educational attainment is the most influential factor that increases the risk of a poor child becoming
a poor adult. Whilst South Gloucestershire pupils generally do well in the earlier stages of
education, performance deteriorates between key stages 2 and 4. Overall, 53% of all South
Gloucestershire pupils achieve 5 or more GCSE grades A* - C (including English and maths) which
is lower than the England average of 57% and places South Gloucestershire in the bottom quartile
nationally11. Furthermore poor children in South Gloucestershire have lower levels of attainment
than other children at all stages of education. The gap between the attainment of poor pupils and
other pupils in South Gloucestershire starts at the early years stage where there is a 23 percentage
point difference in children achieving a ‘good level of development’ between pupils in receipt of
free school meals (an indicator of low income) and other pupils. This gap persists at all stages and
increases as children progress through school. At key stage 4 only 25% of South Gloucestershire
pupils on free school meals achieved 5 or more GCSEs grades A*-C (including English and maths)
in 2014/15 compared to 53% of other pupils, a gap of 28 percentage points. At each stage of
education, the gap in attainment between poor pupils and other pupils is wider within South
Gloucestershire than within the South West and England as a whole. Further information on
educational attainment can be found in the JSNA chapter on Education.

Supporting low income families’ living standards
The impact of low income is that families may not able to afford basic living costs such as housing,
fuel and food and ‘supporting families living standards’ is a key element of the national Child
Poverty Strategy. Further information on levels of need in relation to these issues can be found in
the JSNA chapters on:
Obesity, nutrition and physical activity
Housing – strategic social private
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Housing conditions: fuel poverty
Homelessness
[1] Defined as the number of children living in families in receipt of child tax credit whose reported income is less than 60 per cent of the median income or in receipt of IS or
(Income-Based) JSA, divided by the total number of children in the area (determined by Child Benefit data) [2] For example South Gloucestershire Joint Strategic Needs
Assessment, South Gloucestershire Health Profile, South Gloucestershire Joint Health and Wellbeing Strategy, Director of Public Health Report, Pharmaceutical Needs Assessment,
Substance Misuse needs assessment, Mental health needs assessment

Projected service use and outcomes in first 5
years and 5-10 years
There are more than 6,000 children in South Gloucestershire living in low income families. This
figure has remained fairly constant over the last eight years. Despite its high priority, reducing child
poverty remain a challenge. In 2014, the Social Mobility and Child Poverty Commission (an
advisory non-departmental public body established under the Child Poverty Act 2010 with a remit
to monitor progress in tackling child poverty and social mobility) published ‘The State of the Nation
2014: Social Mobility and Child Poverty in Great Britain’ 12. This report concluded that “even world
beating performance on employment levels, hours and wages won’t enable child poverty targets to
be hit”. In relation to the most recently published child poverty figures which relate to 2012, the
report commented that “This is the most recent data that can be reported and does not yet reflect
many of the changes to the benefits and tax credit entitlements of low-income working and
workless households, many of which were introduced in April 2013 or afterwards. As a result the
latest data is likely to understate current levels of child poverty”.

Evidence of what works
Tackling the drivers of child poverty is complex and requires coordinated action at both national
and local level. There is no single source of evidence or good practice. However, key points from a
range of documents are:
Early learning can help all children’s development but poor children benefit the most from
attending a high quality pre-school 1
Good-quality early childhood education and care has positive short-term and, possibly,
longer term, educational effects for poor children. Children’s centres, in close partnership
with local authorities, can play a key role in brokering access for poor children to quality early
childhood education and care, coupled with other family support provision 1
Employment is fundamental to tackling poverty, however, employment growth is not always
associated with poverty reduction, because the jobs created may not go to households in
poverty. A range of strategies can be effective in promoting earnings improvements,
including financial incentives to encourage retention, placing individuals in better quality jobs,
and improving skills
There is a need for measures to help low-income households manage drops in income and
peaks in expenditure and strengthen their resilience. Measures that could help poor families
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manage these include access to debt advice that is free and impartial and free at the point of
use. This was found to maximise income and reduce the amount owed to creditors.
Further information on what works in tackling the drivers of child poverty can be found in JSNA
chapters on:
Education
Economy employability skills
Housing – strategic social private
Housing conditions: fuel poverty
Homelessness
Children with disability and special needs
Obesity, physical activity, nutrition
Adult substance misuse
[1] Joseph Rowntree Foundation. REDUCING POVERTY IN THE UK : A COLLECTION OF
EVIDENCE REVIEWS. 2014;(August).
https://www.jrf.org.uk/report/reducing-poverty-uk-collection-evidence-reviews

User views (on need, services / assets and gaps)
Consultation is taking place on the recently completed South Gloucestershire Child Poverty Needs
Assessment and the views of a range of stakeholders who work with families in poverty will be
included.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:An equalities impact assessment will be carried out as part of the strategic implementation
plan informed by the Child Poverty Needs Assessment.

Unmet needs and service gaps
The recent South Gloucestershire Child Poverty Needs Assessment identified a range of unmet
needs:
There are more than 6,000 children living in poverty throughout South Gloucestershire. Twothirds of children living in poverty in South Gloucestershire live outside the priority
neighbourhoods.
Educational attainment is the most influential factor that increases the risk of a poor child
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becoming a poor adult. Whilst South Gloucestershire pupils generally do well in the earlier
stages of education, performance deteriorates between key stages 2 and 4. The current
performance for KS4 (all pupils) places South Gloucestershire in the bottom quartile
nationally.
The gap in educational attainment between pupils receiving free school meals (an indicator of
low income) and other pupils is wider within South Gloucestershire than within other areas
and this gap widens as children get older.
Children in workless families are three times as likely to be in relative poverty compared to
families where at least one parent works. South Gloucestershire has a lower rate of
worklessness than the national average. However there is considerable variation in rates
across South Gloucestershire. Two-thirds of adults claiming job seekers allowance live
outside the priority neighbourhoods.
Nationally, around two-thirds of poor children are in families with at least one adult who is
working, suggesting that a combination of low hours and low pay plays a key part in
determining poverty. In South Gloucestershire, the proportion of residents employed in
occupations which usually require a low level of education is higher than the national and
sub-regional averages. This suggests that there may be a higher proportion of South
Gloucestershire residents in low paid jobs than other areas.
South Gloucestershire has a lower proportion of parents with no qualifications than the
national average. However, there is great variation within South Gloucestershire, with some
areas having lower levels of parental qualifications than the national average including some
areas outside the priority neighbourhoods.

Recommendations for consideration by
commissioners
Tackling the drivers of child poverty is complex and requires coordinated action across South
Gloucestershire Council and its partners. Key areas for further work to reduce levels of child
poverty within South Gloucestershire include:
Tackling the educational attainment gap between children from low-income families and
others whilst aiming to raise attainment across the board, particularly at key stage 4
Increasing the proportion of pupils who remain in education or training post-16
Identifying actions that can overcome barriers to employment such as a low levels of
qualifications amongst parents with dependent children
Improving the health of parents with dependent children in areas where parental ill-health is
highest
Supporting families’ living standards by helping low-income families maximise their income
Supporting families who are in poor housing or experiencing fuel or food poverty
Many of the key issues identified relation to child poverty are covered by existing workstreams and
strategies within South Gloucestershire.
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Recommendations for needs assessment work
A South Gloucestershire child poverty needs assessment was carried out in 2014/15.
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Children with disabilities and special needs
Summary
Disabled children are more likely to have poor outcomes compared with their peers including lower
educational attainment, poorer access to health services resulting in poorer health outcomes, more
difficult transitions to adulthood and poorer employment opportunities. Families with a disabled
child are more likely to have one or both parents out of work, and to suffer family break up. Siblings
of disabled children may also be more likely to suffer from emotional and behavioural problems.
Children with long-term disability are a diverse group, some will have complex needs needing
multiagency support with some will be technological dependent. The precise number of children
with disabilities in South Gloucestershire is unknown, but estimates have been made based on
national data sources. An estimated 3.0 – 5.4% of children have disabilities, when applied to South
Gloucestershire this equates to between 1,607 and 2,893 children with some level of disability. An
estimated 36 to 68 children have visual impairment. On average one child per year will be
diagnosed with severe impairment or blindness. Nationally numbers of disabled children have
risen. Routine data is collected by the local authority on Special Education Needs (SEN) although
this does not reflect the spectrum of disability and is only a proxy for severity. The proportion of
children in South Gloucestershire with a SEN in 2014 was 3.0%, an increase from previous years
of 2.9% in 2014 and 2.00% in 2013. Of the 1123 pupils with a statement of SEN, 47.5% are in a
mainstream school, 29.5% are in special schools and 10.2% are in resource bases attached to a
mainstream school. A further 4,600 pupils have a special educational need but not a statement.
Over the last 5 years there has been an increase in the number of children with Autistic Spectrum
Disorders. The most common type of Special Educational Need is communication and interaction
followed by moderate learning difficulty. In 2012, the rate of profound and severe learning
difficulties in primary schools in South Gloucestershire was 0.2 per 1000, half the England average.
In secondary school the rate was 0.4 per 1000 compared to an England average of 0.7 per 1000.
Rates for other disabilities were in generally lower than the England average. In 2013/14, GCSE
educational results were lower for those with a special educational need than for the general
population but similar to the England average. The 0-25 Special Educational Needs and Disabilities
service was formed in September 2014. This service supports a range of children and young
people including around 1400 young people with an Education, Health and Care Plan or
Statement; around 330 children with severe and moderate learning difficulties or physical
disabilities; and around 130 adult social care young adults.

Recommendations for consideration
Improve data on children with disabilities in order to identify gaps; improve support for children
with autism both educationally and in the community; develop service provision including
development of an autism pathway, employment strategy, fulfilling the Disabled Children’s
Charter, 16+ education provision and short course, and a single pathway within the 0-25
service; review short break providers in co-production with parents' forum; and further develop
early intervention and help for disabled young people.
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Author: Mark Nesden, Service Manager 0 -5 Disability Service, South Gloucestershire Council

Who is at risk and why?
Disabled children are more likely to have poor outcomes compared with their peers including lower
educational attainment, poorer access to health services resulting in poorer health services
resulting in poorer health outcomes, more difficult transitions to adulthood and poorer employment
opportunities. Families with a disabled child are more likely to have one or both parents out of
work, and to suffer family break up. Siblings of disabled children may also be more likely to suffer
from emotional and behavioural problems. The Department for Education (DfE) has stated that:
Disabled children and young people currently face multiple barriers which make it more
difficult for them to achieve their potential, to achieve the outcomes their peers expect and to
succeed in education.
29% of disabled children nationally live in poverty.
The educational attainment of disabled children is unacceptably lower than that of nondisabled children and fewer than 50% of schools have accessibility plans.
Disabled young people aged 16-24 are less satisfied with their lives than their peers and
there is a tendency for support to fall away at key transition points as young people move
from child to adult services.
Families with disabled children report particularly high levels of unmet needs, isolation and
stress.
Only 4% of disabled children are supported by social services.
A report by the Audit Commission in 2003 found that there was a lottery of provision,
inadequate strategic planning, confusing eligibility criteria, and that families were subject to
long waits and had to jump through hoops to get support.
The prevalence of severe disability is increasing.

The level of need in the population
National statistics show that the number of families with a disabled child rose from 700,000 in
2004 to 950,000 in 2010. One of the reasons for this increase is because 80% of children born
prematurely now survive and 50% of those children have severe and complex disabilities. Arriving
at an accurate figure for the number of children and young people with a disability in South
Gloucestershire is problematic. A major challenge is that there is no one method to identify
disabled children; each agency or service works to a different definition. Work needs to be
undertaken on a needs analysis that will provide a comprehensive understanding of children with
disabilities, which will take into account the different definitions of disability.

Estimate of prevalence
The National Child and Maternal Health Intelligence Network published disability profiles for each
local authority area. The information in this section is taken directly from this report. The number of
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disabled children in England is estimated to be between 288,000 and 513,000 with the mean
percentage of disabled children in each local authority estimated to be between 3.0% and 5.4%.
The table below show the estimated number of disabled children locally. Table 1: Age specific
estimates (population age 0-19) living with a long standing illness or disability in South
Gloucestershire
Living with long standing illness or disability
estimate ONS (2011)

Severe disabled estimate

Boys

Girls

Boys

Girls

0-4

1148

1027

12

6

5-9

1875

1296

9

4

10-14

1620

1444

6

3

15-19

1656

1360

3

2

Total 0-19

6299

5127

31

15

Age group

The incidence of mild disability in children and adolescents was found to be higher in semi-skilled
manual and unskilled manual backgrounds. The prevalence of children with mild disabilities from
professional family backgrounds were lower in comparison to the other socio-economic groups.
The rate of severe disability was found to be greatest among children from semi-skilled manual
family backgrounds while the lowest rates were for children from professional and managerial
family backgrounds. A literature review of by the RNIB concluded “There are no agreed definitions
of visual impairment among children. Terms such as visual impairment and visual disability have
been used to mean different things in different studies and contexts”. Using a broad and pragmatic
definition of visual loss of sufficient severity as to mean a child is identified as being in need of
special educational or social services, the existing data suggest a prevalence of visual impairment
in the region of 10-20 per 10,000 children. Around half the children receiving support for visual
disabilities will have additional disabilities, and this proportion may be higher for those with severe
visual loss. Visual impairment estimates for South Gloucestershire for 5-15 year olds range from
36 (lower estimate of 10.5 per 10,000)
68 (upper estimate of 20 per 10,000)
1 newly diagnosed with severe visual impairment
The report contains further details of research on visual impairment and children with disabilities in
schools. It can be accessed in here and needs to be read in conjunction with the local information
presented below. Prevalence rates in both primary and secondary school for special educational
needs were lower than the national average in 2012.
http://atlas.chimat.org.uk/IAS/profiles/profile?profileId=46&geoTypeId=

SEN Incidence and School Placement
The local authority provides information to the Department for Education (DfE) as part of the
January SEN Census each year. Children with SEN are identified by schools at School Action,
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School Action Plus or with a SEN statement/EHCP. Of the 1123 pupils with a statement of SEN,
47.5% are placed in mainstream schools, 29.5% in special schools and 10.2% in resource bases
attached to mainstream schools. The remaining pupils are placed in other local authority special
schools (4.5%), independent specialist school placements Independent Specialist Education
Placement ISEP (5.8%), South Gloucestershire Education Other Than at School, SG EOTAS
(2.6%). This represents an incidence of 2.9% of the total school age population and compares to a
national rate of 2.8%. Table 2 - Children with statements of SEN on roll in South
Gloucestershire by Type of Provision Attended. Based on January 2013 Census
Type of Provision

Primary

Secondary

All

Maintained

291

242

533

(47.5%)

Special Schools

126

205

331

(29.5%)

Resource Base

55

60

115

(10.2%)

Out of area Special School

16

34

50

(4.5%)

ISE

4

61

65

(5.8%)

Education other than at school

11

18

29

(2.6%)

Total

503

620

1123

A further group of pupils with SEN are identified by schools in the School Action and School Action
Plus categories but do not have a statement for SEN. This is estimated at circa 4600 (circa 1350
and 3250 respectively). Added to the pupils with statements this represents 14.6% of the school
age population which is slightly lower than the national level of 16.2% and lower than all of the
statistical neighbours. Based on this data South Gloucestershire schools are identifying fewer
pupils with SEN than their statistical neighbours. It is predicted that other local authorities will lower
their identification level and become closer to the South Gloucestershire level in the next three
years. The new Code of Practice no longer requires identification at School Action/Plus levels.

Breakdown of South Gloucestershire pupils by SEN Type
The local data illustrates that the most common type of SEN need is communication and
interaction covering speech, language and communication needs and autistic spectrum disorder
(36%), followed by moderate learning difficulty (MLD). It is anticipated that the numbers identified in
the MLD category of need will reduce as the majority of this group will have been identified some
time ago as younger children and are now in the top year groups in schools. Pupils are now
unlikely to be allocated a statement for this category of need unless they have other associated
complex learning difficulties. In future, the majority of this cohort of MLD pupils are likely to remain
in mainstream schools and will no longer require a statement or Education, Health Care Plan.
Communication and interaction has increased at a national level and is one of the reason for a
significant number of statements for primary and secondary schools. In 2013/14 there were 533
young people in South Gloucestershire’s maintained schools with special educational needs. Over
the last five years the greatest increase was in the number of children with Autistic Spectrum
Disorders. Levels of special educational needs are highest amongst males, the difference between
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genders increases with the severity of special educational need. In terms of ethnicity, prevalence of
special educational needs are highest amongst children and young people of Black or Black British
heritage. Although locally this is smaller than the national trends. Children and young people with
special educational needs are more likely to be at risk of poor outcomes than their peers. They are
more likely to be excluded from school and less likely to do well in education. Outside of education
they are more likely to have contact with the youth offending system and less likely to be in
education, employment or training between the ages of 16-18. However, there is also evidence to
suggest children, young people and young adults with special educational needs are increasingly
achieving great things, and building better lives. The proportion of young people with SEN
achieving 5+ GCSE A*-C including English and Maths is improving, and employment rates for
people with learning difficulties is increasing. The GCSE results for 2013/14 are presented in table
3 below. Table 3: England and South Gloucestershire GCSE attainment in 2013/14 by SEN,
school action plus and special needs.
Pupils with a
statement of
special
educational
needs

Pupils with no
identified SEN

Pupils at school
action5

Pupils at school
action plus5

Pupils with
special education
needs but without
a statement5

Number
of
eligible
pupils1

%
achieving
5+ A*-C
grades

Number
of
eligible
pupils1

%
achieving
5+ A*-C
grades

Number
of
eligible
pupils1

%
achieving
5+ A*-C
grades

Number
of
eligible
pupils1

%
achieving
5+ A*-C
grades

Number
of
eligible
pupils1

%
achieving
5+ A*-C
grades

England7

446,989

75.0

57,012

34.5

30,759

27.5

87,771

32.0

21,162

11.3

South
Glos

2,677

70.3

209

32.1

68

27.9

277

31.0

110

12.7

Source: National Pupil Database

Current services and assets in relation to need
The 0-25 SEN and Disabilities services were formed in September 2014. The service was formed
on the voice of parents and young people’s views that they wanted a single pathway and service.
SEN, Social Care for Children and Adults and Early Years services were brought together to form
the 0-25 SEN and Disabilities Services. The vision of the service is for ‘every child and young
person with a special education need or a disability to be given the best chance to succeed in life
by enabling them to maximise their potential at school and college, and to move successfully into
adulthood. The following Threshold criteria applies to access these services. These are the amount
young people accessing these services.
SEN – A young person with an Education, Health and Care Plan or Statement (about 1400)
Social Care Children – A child with complex needs and has an Education, Health and Care
Plan.
Children with Serve and moderate learning difficulties or physical disabilities. (About 330
Cases)
Adult Social Care (18-25) Young Adults who meet the Care Act Criteria for services. (about
130)
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Occupational Therapy (0-18) Children and Young People who require services in the
community.
Early Years and Portage – (0-5) Support services to children who meet the criteria for an
Education, Health and Care Plan.
SEN Transport – Children with an SEN need who is entitled to School Transport
To oversee the monitoring of these service, a 0-25 partnership board has been established and
this reports to the Children Trust Board.

Projected service use and outcomes in first 5
years and 5-10 years
The 0-25 service currently has about 1400 service users from birth to 25 years old. It is predicted
that the local population will raise over the next 10 years of which statistically about 4% of the
school age population will have additional need or disability. Since the launch of the service in
September 2014 there has been a significant rise in referrals for Early Years.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Improve the evidence and the ability to access how fair society is for young people with
learning difficulties
Raise standards and close attainment gaps in education for disabled young people
Develop employment and different pathway opportunities for young people with learning
difficulties.
Develop the EHC process to support young people with disabilities in meeting their full
potential.
Support improved living conditions in cohesive communities

Unmet needs and service gaps
Arriving at an accurate figure for the number of children and young people with a disability in South
Gloucestershire is problematic. A major challenge is that there is no one method to identify
disabled children; each agency or service works to a different definition. Work needs to be
undertaken on a needs analysis that will provide a comprehensive understanding of children with
disabilities, which will take into account the different definitions of disability. We need to also take
into account the growing population in South Gloucestershire and developing systems in
identifying children from early year’s agencies to plan and predict trends. Short Breaks services
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need to be reviewed for children and young adults with an SEN or Disability. The Health and Well
Being Board have agreed to the council working towards the standards of the Disabled Children
Charter. The local authority will require assistance from all stakeholders in meeting this. Support to
families who has a child diagnosed with a behavioural problem – Support parents in the
community. This to include reviewing Early Birds and Cygnet training. Further integration with
Health in developing a single pathway for individuals who are part of the 0-25 services. Health
pathway to be developed from 0-25 Young Person Participation needs further development. Better
commissioning of 16+ Education and local courses for young people with additional needs
Communication and accessing reports for EHCP needs assessments has been fraught with
difficulties for both the 0-25 Team and Health practitioners, including advice reports not being
received within the time limits, no response regarding attendance at Team Around the Child (TAC)
meetings, requests for advice reports being sent through the incorrect route (not through the
central route), Health not receiving requests for advice in time, not being notified of TAC dates and
not being able to attend more complex TACs due to the dates which have been allocated. 0-25
Senior Practitioner and Panel Administrator met with Health Admin to tighten up procedures for
sharing of information and communication, the results of which were:
A flowchart for Health was created which included the input required by the 0-25 Team.
A secure email is in place which 0-25 staff use and which goes to one central point.
All communication is now being done electronically which has cut down on workload.
0-25 Panel Administrator provides a ‘head’s up’ to Health following Panel decision to start an
EHCP needs assessment in advance of the official request for advice reports. In addition to
this the allocated Lead Worker is also named. This is to allow Health the opportunity to ask
for specific dates for TAC meetings for complex cases at which their attendance is required.
Health would provide the 0-25 Team with details of secretaries contact details and dates of
clinics to support with the organisation of TAC meetings.
This process continues to be a source of frustration and needs further tightening up. Further
meetings are planned and some case studies considered to help to highlight where improvements
can be made. Health have begun to copy the 0-25 Team into reports of children with complex
needs, with the consent of parents. Children’s files are being created where they aren’t already
known and reports saved for future information. In addition to this, this is also a further source of
information for the 0-25 Team’s pipeline data. Further work is required on this to ensure a more
effective transfer of data. Portage workers have continued to be based primarily at Patchway Hub,
alongside many of our Health colleagues, which facilitates effective partnership working for this part
of the 0-25 Service. Portage and 0-25 Early Years Lead Workers are running courses which Health
professionals will be asked to support from time to time. In order to improve things further the
following could be considered: Health work in localities – is there a way of coordinating these
localities alongside the allocation of schools to Assessment Coordinators as this could produce
more effective partnership working. It has been suggested that a representative from the 0-25
Team might attend TACs for complex children as these children are those who will eventually be
referred into the team. This would require further capacity but is worth considering. Currently if a
request is made, every attempt is made for someone to attend. It was recently suggested that an
Early Years Strategic Group might be reinstated in order to:
consider what is currently in place
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determine how best to work together to facilitate co-production of groups
put together a clear pathway for early years which can be shared with parents
The 0-25 Partnership Board have agreed on the following priority areas for development :Threshold/ Eligibility for 0 – 25 Service
Clarity of roles in the 0 – 25 Service
Safeguarding for children and young adults between 0 - 25
Early Intervention / Help
Joint Commissioning
Local Offer
Young People Participation
Short Breaks
Post 16
Personalised Budget
Quality Assurance Framework
Inclusion within Schools/
colleges

Recommendations for consideration by
commissioners
Once we developed systems in gathering data, we will be able to identify gaps in services more
clearly. However, with the increase in the number of children diagnosed with autism, there is a
clear need for more services to support this client group, both educationally and in the community.
Reviewing of all Short Breaks Providers in co-production with parents' forum
Early Intervention and help for Disabled young people
Development of Employment Strategy
Development of an Autism Pathway
Development of services for 0-25
Development of fulfilling the Disabled Children Charter
Development of 16+ Education provision and short courses
Development of a Single Pathway within the 0-25 service
We will look to identify the areas of gaps to address through commissioning by communicating the
benefits of working in partnership. Ensuring that the consultation and decision-making processes
are open to the active involvement of relevant VCS organisations and networks is also important.
Identifying future needs and talking to organisations about whether services could be provided
more effectively by working in partnership or by being provided by another organisation would be a
priority. Encouraging and marketing ‘meet the buyer’ events, provider forums and other
opportunities for the VCS to engage with commissioners is a big part of this process as is making
sure that the issues of risk are allocated. We will ensure that bidding opportunities are widely
publicised and check that the procurement timetable is long enough to encourage bids from
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smaller providers, partnerships or consortia. The tender documentation needs to be clear, concise
and jargon-free and there may be a need to offer training to potential providers to enable them to
improve their tender submissions. Also of high importance is the need to check that the evaluation
and monitoring process has been explained to tenderers early with outcomes and social value are
being reflected in the evaluation criteria. We will focus on proper notice periods and clear
communication about transition arrangements when decommissioning or redesign of services is
necessary with the necessary impact assessment/service reviews procedures in place.

Recommendations for needs assessment work
Further work is required to understand in more detail the number, trends and needs of children
with a disability locally.
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Injuries in Children and Young People
Summary
Injuries are a leading cause of hospitalisation and represent a major cause of premature mortality
for children and young people. They are also a source of long-term health issues, including
physical and mental health issues. The human and financial cost of childhood injuries is significant
and there is a strong health and economic case for preventing childhood injuries. South
Gloucestershire has significantly lower unintentional injury hospital admission rates among children
than regional and national averages. Hospital admission rates for those aged 0-15 have fluctuated
over recent years but rates for those aged 0-4 have risen. Children under five account for a
disproportionately high number of deaths and a large number of hospital admissions. On average
180 children aged 0-4 years had an emergency hospital admission for deliberate and unintentional
injuries each year between 2010 and 2014; 270 5-14 year olds; and 430 15-24 year olds. This is
only the ‘tip of the iceberg’, as many more children than this had injuries requiring medical
attention, but weren’t admitted into hospital. The data show that there are clear inequalities in the
number of children and young people affected by unintentional injury. Children who live in more
deprived areas are at greater risk of all types of injury. The children most likely to suffer
unintentional injury are those who have a disability or impairment, belong to certain ethnic minority
groups, come from low-income families, or live in poorer quality housing. Emergency hospital
admission rates due to injury are around 60% higher in the most deprived communities when
compared to the least deprived. (This social gradient is more marked for 0-4 year olds and 15-24
year olds than 5-14 year olds). Addressing these inequalities through targeted prevention work is a
priority. A number of services play an important role in child injury prevention including Health
Visitors, Children’s Centres, and the Council through road safety education and road engineering
measures. There is an active Child Injury Prevention (CHIP) group in South Gloucestershire which
aims to reduce death and unintentional injury in children from birth to 19 years living in South
Gloucestershire. Commissioners should support the implementation of this action plan and ensure
that sufficient resources are available to achieve objectives.

Recommendations for consideration
Action is required to continue to identify the causes and locations of unintentional injuries and to
undertake appropriate interventions with target groups, or in identified neighbourhoods;
continue to expand the capacity for injury prevention training for all staff who regularly work with
children; delivery of the successful free safety equipment scheme to the most vulnerable South
Gloucestershire families, and thereby help reduce the risk of injuries in the home.
Author: Sarah Weld, Public Health Consultant, South Gloucestershire Council; Molly Gilbert,
Specialist Health Improvement Practitioner, South Gloucestershire Council
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Who is at risk and why?
This JSNA section covers unintentional injury which is defined as injury occurring as a result of an
unplanned and unexpected event which occurs at a specific time from an external cause. The
section should be read in conjunction with sections on child poverty, safeguarding, mental health
and self-harm and urgent care. Unintentional injury is defined as injury occurring as a result of an
unplanned and unexpected event which occurs at a specific time from an external cause. Children
and young people are at particularly high risk of unintentional injury, with most injuries occurring in
the home and on the road. Unintentional injuries include:
Falls
Road traffic accidents
Injuries associated with leisure / sporting activities
Burns, scalds and smoke inhalation
Drowning
Choking, suffocation and strangulation (e.g. through blind cords)
Electrocution
Poisoning from gases including carbon monoxide
Poisoning from chemicals and drugs (excluding food poisoning)
‘Injuries do not occur by chance. They are largely preventable, non-random events, and not
‘accidents’. Certain groups of people with certain characteristics are more likely to be injured’.
Source: Injury Prevention, British Medical Association, 2001 This JSNA does not include intentional
injuries, whether self-inflicted or inflicted by others. Nevertheless, it is recognised that there are
some common risk factors associated with certain unintentional and intentional injuries particularly
in relation to child protection and adult safeguarding. Injuries are a leading cause of hospitalisation
and represent a major cause of premature mortality for children and young people. They are also a
source of long-term health issues, including physical and mental health issues. The burden of
unintentional injuries to affected individuals and society as a whole is immense (Royal Society for
the Prevention of Accidents (ROSPA), 2013). The causes of unintended injuries are not all the
same. Some arise as a result of child development; sometimes parents do not anticipate their
child’s development nor realise that the risk of their child having an injury can change very quickly
as their child learns new skills. For example, as babies start to wriggle and roll, they may fall from
beds and other furniture where they may have been placed. Mobility also allows access to objects.
It is natural for babies and young children to explore taste and texture by putting things into their
mouths, risking ingestion, suffocation and poisoning. Injuries such as serious burns can occur
when young children reach out for mugs of hot drinks on low tables or pan handles on cookers
(Keeping Children Safe at Home, 2014). Other causes of child injury include the physical
environment in the home with overcrowding or homelessness being particularly significant risk
factors; the knowledge and behaviour of parents and other carers (including literacy) and the
availability of home safety equipment. As they grow older, children of adolescent age are especially
prone to take risks which place them at higher risk of injury. Children are also at particularly high
risk of injuries on the road. Because of their small stature, it can be difficult for children to see
surrounding traffic and for drivers and others to see them. In addition if they are involved in a road
traffic crash, their softer heads make them more susceptible to serious head injury than adults.
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Younger children may have difficulties interpreting various sights and sounds, which may impact on
their judgement regarding the proximity, speed and direction of moving vehicles. In general roads
are planned without sufficient consideration of the specific needs of children (Keeping Children
Safe at Home, 2014). The largest hourly numbers of serious and fatal school age child pedestrian
injuries occur in the afternoon and early evening following school (Public Health England, 2014).
There are significant health inequalities to child injury; children who live in more deprived areas are
at greater risk of all types of injury. Research shows that children from the most disadvantaged
families are more likely to be treated by a GP or Emergency Department for an injury; admitted to
hospital as a result of unintentional injury; and to be admitted with more severe injuries. This is
more marked for 0-4 year olds than 5-14 year olds. The children most likely to suffer unintentional
injury are those who have a disability or impairment, belong to certain ethnic minority groups, come
from low-income families, or live in poorer quality housing.

The level of need in the population
Every year there are millions of non-fatal injuries in the UK. The figure below illustrates that deaths
due to injury are just the tip of the iceberg. For each person who dies many more are admitted to
hospital, attend Emergency Departments or visit their GP. Pyramid of Injury

South
Gloucestershire has generally lower unintentional injury hospital admission rates among children
than regional and national averages, but local rates have risen in recent years. Children under five
account for a disproportionately high number of deaths and a large number of hospital admissions.
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On average 180 children aged 0-4 years had an emergency hospital admission for deliberate and
unintentional injuries each year between 2010 and 2014; 270 5-14 year olds; and 430 15-24 year
olds. In 2014, 441 children aged 0-15 were admitted to hospital as a result of a deliberate or
unintentional injury. The charts below present data on hospital admissions caused by unintentional
and deliberate injuries in children and young people. This data is taken from the Public Health
Outcomes Framework (Public Health England, 2015) and includes both unintentional and
deliberate injuries. Although the focus of this JSNA section is on just unintentional injuries data on
all injuries is included in Public Health England datasets to take in to account uncertainties around
injury intent when coded by clinician and ensure that all injury data is captured. Figure 1: Trends
in hospital admissions for injury in children aged 0-14

Source: Public Health Outcomes Framework Figure 2: Trends in hospital admissions for
injury in children aged 0-14
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Source: Public Health Outcomes Framework Rates of Emergency Department (ED) and Minor
Injuries Unit (MIU) attendances also provide information about the prevalence of injuries in children
and young people in South Gloucestershire. The chart below shows that rates are higher in
children and young people than most other age groups and are particularly high in 0-4 year olds.
This is likely to be due in part to higher concern about injuries in younger children. Figure 3: ED
and MIU attendances per 100 000 population by age and Deprivation, South
Gloucestershire, 2013-2014

Source: SUS data The chart also shows differences in attendance rates between deprivation
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quintiles. This social gradient is particularly strong in 0-4 year olds as seen in more detail in the
chart below. This association is also apparent in 15-24 year olds but not in 5-14 year olds. In 0-4
year olds hospital admission rates are more than 60% higher in the most deprived communities
when compared to the least deprived. Figure 4: Emergency admissions for injury by
deprivation decile – age 0-4 in South Gloucestershire

Source: SUS data Figure 5: Emergency admissions for injury by deprivation decile – age
5-14 in South Gloucestershire

Source: SUS data In 15-24 year olds hospital admission rates are again around 60% higher in the
most deprived communities when compared to the least deprived. Figure 6: Emergency
admissions for injury by deprivation decile – age 15-24 in South Gloucestershire
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Source: SUS data Analysis of data by deprivation decile tells just part of the story. Analysis of data
by Social Housing decile shows that emergency admission rates for injuries are particularly high in
areas with a lot of social housing (housing affordable to people on low incomes). Between
2012-2014, the highest decile of social housing has a hospital admission rate of 248 hospital
admissions per 10 000 amongst 0-14 year olds in South Gloucestershire, this compares to the
average for England over the same time period of 11.4 hospital admissions per 10 000 pooled.
Figure 7: Emergency admissions for injury by social housing decile – age 0-14 in South
Gloucestershire

Source: SUS data Figure 8: Emergency admissions for injury by social housing decile –
age 15-24 in South Gloucestershire
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Source: SUS data There is significant geographical variation in Emergency Department attendance
rate for preventable injuries as can be seen in the map below. Evidence suggests that this variation
is in part due to proximity to services as well as deprivation.

Further analysis undertaken of Emergency Department attendance rates by Lower Super Output
Area has helped to identify geographical areas where injury rates in South Gloucestershire are
particularly high. This work has led to some targeted local injury prevention work which has
enabled the Public Health and Wellbeing team to develop further insight in to injury prevention in
Priority Neighbourhoods. For example analysis identified a ‘hotspot’ area in Staple Hill where ED
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attendances were significantly higher than in neighbouring areas as shown in the map below. 0-4
child injury attendance rate: Staple Hill hotspot

Hospital data also provides information about cause of injury and where they occur. National data
tells us that unintentional injuries in and around home are a major cause of death and disability
among children under five years and there is a transition to accidents in the leisure environment
around the age of five or six years. As children get older the number killed or seriously injured on
the road increases. Public Health England analysis of national injury and mortality data have
identified five causes of unintentional injuries among the under-fives that should be prioritised. This
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grouping includes the most severe and preventable injuries including those that result in high death
rates and the largest number of emergency hospital admissions. They are:
Choking, suffocation and strangulation
Falls
Poisoning
Burns and scalds
Drowning
Interpretation of local data on these types of injury is limited because numbers are very small.
Analysis of pooled data from 2008/09 to 2012/13 indicate that emergency hospital admission rates
for most causes are similar to or lower than the England average but that rates for emergency
hospital admissions due to hot water burns were higher (76.4 per 100,000 compared to 38.4 per
100,000 England average – 60 admissions during the five year period. In number terms falls from
furniture accounted for the highest number of admissions; 71 in the five year period whilst
poisoning from admissions resulted in 40 admissions. As children get older the number killed or
seriously injured on the road increases. 10-14 year olds are the age group most likely to be injured
as a pedestrian or cyclist. Rates are highest for 11 year olds; the age at which children usually start
secondary school. Males are at greater risk of being killed in traffic; more than three male children
or young people die on the road for every female child or young person who dies. The highest
rates of both emergency hospital admissions and police-reported serious and fatal casualties result
immediately after young people can start legally using cars and motorcycles. South
Gloucestershire data shows that road related injuries were recorded in 681 males and 473 females
under 25 years between 2008 and 2012. This includes 11 fatalities. Rates were highest in those
from the most deprived areas of South Gloucestershire.

Current services and assets in relation to need
Evidence shows that when injury prevention is embedded in existing services there is potential to
get across messages from a trusted source. There are a number of services in organisations that
already play an important role in injury prevention in South Gloucestershire. For example Health
Visitors lead and support delivery of the Healthy Child Programme (HCP), which has injury
prevention at its core, and children’s centres are key partners. Road safety is a priority for the
Council which offers road safety education to children and young people as well as road
engineering measures to reduce vehicle speeds and activities to enforce traffic law. The Public
Health team have a lead Specialist Health Improvement Practitioner for child injury prevention who
co-ordinates a Child Home Safety Equipment Scheme, offers training to health professionals and
others with a role to play in child safety, and delivers targeted prevention and awareness initiatives
in the community. There is an active Child Injury Prevention (CHIP) group in South Gloucestershire
which was established in 2015, building on the previous work and experience of AVONSAFE. The
group’s focus is on reducing death and serious injury from unintentional injury within young
children from birth to 19 years living in South Gloucestershire and includes partners from the local
authority and other statutory services, the voluntary sector and service users. The group has
developed an action plan to achieve its key objectives to:
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Reduce the incidence of unintentional injuries amongst children under 5 years in the home.
Reduce the incidence of road traffic accidents.
Increase pedestrian/cyclist safety.
Reduce the incidence of falls amongst children
Raise awareness of how to prevent injuries, particularly amongst vulnerable groups and in
disadvantaged areas

Projected service use and outcomes in first 5
years and 5-10 years
The majority of unintentional injuries are preventable and there is great opportunity to reduce the
number of children killed and injured through prevention measures. Injury prevention can be low
cost and there is a tremendous return for in terms of preventable years of life lost and disability
adjusted life years.

Evidence of what works
There is good evidence for what works in terms of preventing injuries in children and young people.
Reports include:
Keeping Children under Five Safe at Home Briefing report (July 2014) –UWE & Nottingham
Universities.
Public Health England report (June 2014) – Reducing unintentional injuries on the road
among children & young people under 25 years. June 2014
Public Health England report (June 2014) - Reducing unintentional injuries in and around the
home among children under five years.
ROSPA - The Big Book of Accident Prevention, (2012) Delivering Accident Prevention, at
local level in the new Public Health System.
Public Health Outcomes Framework for England (2013 – 16)
NICE guidelines
PH29 Strategies to prevent unintentional injuries among the under 15s.
PH30 Reducing unintentional injuries among the under 15s in the home.
PH31 Preventing unintentional road injuries among under 15s.
Together these documents recommend:
Child Injury Prevention programmes led by a local co-ordinator, help to implement injury
prevention initiatives tailored to local need
Child Death Review Panels can help inform and recommend injury prevention initiatives,
tailored to local need.
Workforce development & Capacity Building helps to increase skills, confidence and
knowledge of practitioners on injury prevention.
Injury surveillance using national data sets, helps to identify potential injury risk factors that
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can inform targeted injury prevention initiatives.
Partnership working
Home safety prevention initiatives including home safety equipment schemes (with fitting),
smoke alarms and fire escape plans, thermostatic controlled hot water valves
Continued maintenance of safety standards in outdoor play and leisure
Swimming lessons may reduce drowning risk in young children
Road safety programmes – 20 mph around schools and playgrounds, partnership working
and consulting with at risk communities

User views (on need, services / assets and gaps)
As a result of the ‘hotspot’ analysis described above in 2014 a pilot project was undertaken using
a community development approach to reduce unintentional injury in children under five years old
in this ‘hotspot’. The project involved working with the local community and service providers to
plan an interactive, health focused ‘Summer Fun’ family day. During the event 41 questionnaires
about injuries were completed by families who attended. Whilst this is a small sample the data
provide some helpful information about community perceptions of injury risk to inform prevention
programmes. The results showed that parents have a perception of their and their family’s homes
as being safe places for their children, whereas the data suggests that most unintentional injuries
take place within the home environment.

The questionnaire asked about what families thought were the most likely hazards or dangers
facing their children. Over 60% thought that crossing the road was the most likely hazard with
284/885

www.southglos.gov.uk

choking and stranger danger identified by 46%. 34% of respondents thought that slips, trips and
falls outside the home was a most likely hazard whereas poisoning, sunburn, drowning were
considered a hazard by a quarter of respondents. Burn and scalds and riding a bike were thought
by just over 12% of those responding to be a likely hazard. The survey results showed that
relatively few families had installed home safety equipment to prevent injuries.

When asked what might help to prevent accidents in the home and out and about 64% of those
who responded referred to a range of road safety measures as the key means to reduce or
prevent accidents and injuries outside of the home including road safety, road awareness and a
reduced speed limit or safer crossings. 32% suggested increased or better supervision of children
whilst they are playing out.18% referred to changes in the local environment such as cleaner
communal areas and safer paths. In the home 37% of those who responded suggesting making
changes to the home such as a fire plan, smoke detectors, window locks and stair-gates and 26%
of people highlighted either better education or talking to children about hazards as the best
means to prevent harm.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:- The data show that there are clear inequalities
in the number of children and young people affected by unintentional injury. Children who live in
more deprived areas are at greater risk of all types of injury. The children most likely to suffer
unintentional injury are those who have a disability or impairment, belong to certain minority ethnic
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groups, come from low-income families, or live in poorer quality housing. Addressing these
inequalities through targeted prevention work is a key priority.

Unmet needs and service gaps
The human and financial cost of childhood injuries is significant and there is a strong health and
economic case for preventing childhood injuries. South Gloucestershire has generally lower
unintentional injury hospital admission rates among children than regional and national averages,
but local rates have risen in recent years. Data on inequalities highlights a clear need to target injury
prevention to areas of high need to reduce the gap between those in the more affluent and poorest
areas of South Gloucestershire.

Recommendations for consideration by
commissioners
Preventing unintentional injuries does not require major new investment; much can be achieved by
mobilising existing services, building on strengths and developing capacity and incorporating
unintentional injury prevention within local and national plans and strategies for children and young
people's health and wellbeing. Broader partnership working across the public, private and
voluntary and community sectors is essential, bringing together a wide range of services from
diverse settings including health, education, social care, housing and homelessness and fire and
rescue. Reducing injuries in and around the home in children under 5 years and reducing road
related injuries in all children and young people should be the priority. The Child Injury Prevention
Group (CHIPS) action plan sets out evidence based recommendations for agencies to work
together to reduce the number of unintentional injuries in children and young people in South
Gloucestershire. Commissioners should support the implementation of this action plan and ensure
that sufficient resources are available to achieve objectives. In order to achieve this:
South Gloucestershire should continue to ensure sufficient resource to identify the causes
and locations of unintentional injuries and to undertake appropriate interventions with target
groups, or in identified neighbourhoods.
To continue to expand the capacity for injury prevention training for all staff who regularly
work with children
It is recommended, in line with NICE guidance, that funding continues to be found to ensure
the delivery of the successful free safety equipment scheme to the most vulnerable South
Gloucestershire families, and thereby help reduce the risk of injuries in the home to the
children most at risk of injury.
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Recommendations for needs assessment work
Further analysis of local data may be useful to support targeted injury prevention work however no
further detailed needs assessment is required at this time.

References
Keeping Children Safe at Home, 2014. Injury Prevention Briefing: preventing unintentional injuries
to under fives, s.l.: s.n. Public Health England, 2014. Reducing unintentional injuries on the road
among children & young people under 25 years, s.l.: s.n. Public Health England, 2015. Public
Health Outcomes Framework [Accessed September 2015]. Royal Society for the Prevention of
Accidents (ROSPA), 2013. Delivering Accident Prevention at local level in the new public health
system Part 1: Context, s.l.: s.n.
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Looked after children and care leavers
Summary
Looked after Children (LAC) have an increased vulnerability for emotional and mental health
difficulties. The reasons are often multiple and complex, and can include exposure antenatally to
toxins and stress from domestic violence, and subsequently experience neglect harm and distress.
There were 168 Looked After Children in South Gloucestershire in September 2015. The number
of Looked After Children have increased since 2013. Of these, 88 children and young people
became looked after in the year and 78 children who had previously been looked after ceased to
be. The number of Looked After Children is at its highest since 2011/12. The rate of Looked After
Children in South Gloucestershire was 30 per 10,000 in 2015, much lower than the England rate
(60 per 100,000) and the statistical neighbours (47 per 10,000). The largest cohort of children in
care are those over the age of 10. Of those placed in care, 78% were in foster care. The ethnic mix
of those in care broadly reflects the population of South Gloucestershire. Placement stability is one
of the most significant factors impacting upon looked after children: the percentage of looked after
children with 3 or more placements within 12 months remained the same with 7.6%. This is better
the average for similar local authorities (12.9%). Educational outcomes for Looked After Children
are poor, with no child gaining 5+ GCSEs A-C (including English and Maths) in either 2014 or
2015. Progress in younger age groups is better. Health outcomes for Looked after Children in care
for longer than 12 months during 2014/15 were: 90% were up to date with their immunisations
(lower than the South Gloucestershire average), 85% had received a dental check and 86% had
received a health assessment within a timely manner. The SDQ (Strengths and Difficulties
Questionnaire) is completed by the main carer at the time of the annual health assessment and
identifies five areas associated with emotional health. In 2014/15, the average score was 15.7 – a
score that is slightly raised and may reflect clinically significant problems. However completion of
the score was low – only 36% had one completed in that year. Addressing the emotional health
needs of those care is pivotal to improving outcomes, including the educational outcomes. South
Gloucestershire are currently piloting an in house psychology service for looked after children
which commenced in July 2014. Improving outcomes for care leavers is a key priority. Too many
care leavers leave care with poor educational attainment and end up long term unemployed. It is
estimated that care leavers constitute 20% of young homeless, 24% of the adult prison, and 70%
of sex workers. In South Gloucestershire there were 167 care leavers eligible for a service in
September 2015. Care leavers in suitable accommodation have remained relatively steady over the
past few performance years, with 92% of care leavers being placed within suitable
accommodation in March 14 against comparative figure of 93% in March 2015 and 94% in
September 2015. The proportion of care leavers not employed in education or training was 48%
in 2014/15.

Recommendation for consideration
Implement the key strategic priorities in the South Gloucestershire Corporate Parenting Strategy
aimed at improving outcomes for both Looked after Children and Care Leavers.
288/885

www.southglos.gov.uk

Author: Catherine Boyce, Head of Safeguarding, South Gloucestershire Council

Who is at risk and why?
Looked after Children (LAC) have an increased vulnerability for emotional and mental health
difficulties. The reasons are often multiple and complex, and can include exposure antenatally to
toxins and stress from domestic violence, and subsequently experience neglect harm and distress.
‘Corporate Parent’ describes the role local authorities have, with regard to the children and young
people in their care, when they are responsible for all aspects of their welfare as if they were a
parent. ‘… the duty of public care is to deal with those children as if they were our own’ Sir William
Utting: Review of Residential Care Services for Children 1991 The Vision within South
Gloucestershire’s Corporate Parenting Strategy has two central themes namely
To be the Very Best Corporate Parents we can be for children and young people in our care
For our central standard to remain “Would this be good enough for my child?”
It is the local authority’s duty to meet the needs of children in its care and fulfil these duties,
supporting the front face Corporate Parent in its work. This requires good governance and
leadership that ensures the values and principles of good parenting places the child at the centre
of all that is done and promotes an awareness of the child’s perspective. The Director of Children’s
services and Lead member for corporate parenting carry a lead responsibility and professional
accountability for Corporate Parenting responsibilities. Whilst local authorities and elected
members and officers within the local authority have a lead responsibility, corporate parenting is
everybody’s responsibility. Officers and partners contribute and play a key role to fulfilling the
responsibility of acting as a corporate parent and need to be pro-active in supporting and driving
action to improve outcomes for children in care and young people leaving care. Within the
requirements of Corporate Parenting Responsibilities all Local Authorities are required to provide a
Pledge to children in care and young people leaving care. The Pledge in South Gloucestershire
identifies ‘Our Promises’ to children and young people In and Leaving Care.

Our Promises relate to key themes
Important People We will ask you which people are important to you and ensure you keep
in contact with them if safe to do so.
Being Involved and Listening We will make sure that you are involved in the plans we
make for your future. We will ask for your opinion and take account of what you say.
Having somewhere to live We will make sure that you have somewhere to live and can
make it your home.
Helping you know about what you need We will provide you with information about your
care, new opportunities and your rights.
Help to create a good future for me We will support you to discover your talents and
abilities and find ways for you to make the most of these.
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Legal Context
Children’s social care is highly regulated with a raft of legislation governing the responsibilities and
duties for children in care. The Children Act 1989 is the foundation act which has been amended
over time to extend the duties of local authorities. Other key legislation includes Children (leaving
Care) Act 2000, Adoption and Children Act 2002 and Children and Adoption Act 2006. These
changes have now been brought together through the Children and Young Persons Act 2008 and
the revised Care Planning, placement and Case Review Regulations 2013, Children and Young
Families Act 2014. Every Child Matters Framework, Change for Children 2004, is a shared
programme of change to improve outcomes for all children including children in care. The five key
outcomes the reform programme identifies as priorities for all children are to 1) Be Healthy, 2) Stay
Safe, 3) Enjoy and achieve, 4) Make a positive contribution, 5) Achieve economic wellbeing. These
key priorities inform service reform and development for children and young people in and leaving
care. With regards to improving the health outcomes of Looked After children, the most recent
guidance that has been published is ‘Promoting the Health and Wellbeing of Looked After Children
2015. In March 2015 the Department for Education and Department of Health issued statutory
guidance on promoting the health and wellbeing of looked after children. It replaced guidance of
the same name last published 2009. The updated guidance reflects policy changes in the
intervening period, most notably changes to the structure of the NHS brought about by the Health
and Social Care Act 2012.The guidance explains how local authorities and health agencies should
go about carrying out relevant duties under a number of pieces of legislation including the 1989
and 2004 Children Acts, 2006 NHS Act (as amended in 2012) and the care planning and
placement and case review regulations. The guidance is issued to local authorities, CCGs and
NHS England under sections 10 and 11 of the Children Act 2004 and they must have regard to it
when exercising their functions.

Looked After Children
Within Children Act 1989 “A child is looked after by a local authority if he or she has been provided
with accommodation for a continuation period of more than 24 hours”. A child can be
accommodated into local authority voluntarily or as a result of the local authority obtaining a care
order or placement order.

Care Leavers
The local authority has a duty towards eligible and relevant and former relevant children: Children
(Leaving Care) Act 2000 Eligible are those Young People still in care aged 16 and 17 who have
been looked after for (a total of) at least 13 weeks from the age of 14. Relevant are Young People
aged 16 or 17 who have already left care, and who were looked after for (a total of) at least 13
weeks from the age of 14, and have been looked after at some time while 16 or 17. Former
Relevant are Young People aged 18-21 who have been eligible and/or relevant Children In Care Young People who are looked after by a local authority either through a compulsory Care Order or
remanded or accommodated by voluntary agreement including accommodation under section 20
of the Children Act.
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Current services
The table below shows the number of Looked After Children in South Gloucestershire for the last
five years and numbers of children newly accommodated and de-accommodated for those
performance years.
Year
Numbers of children in care
in south Gloucestershire.

March
2011

March
2012

March
2013

March
2014

March
2015

Sept
15

211

213

167

116

178

169

Numbers of newly children
accommodated

133

104

103

90

88

40

Numbers of children deaccommodated.

108

103

149

89

78

43

There were 178 Looked After Children in South Gloucestershire in 2014-15. Of these, 88 children
and young people became looked after in the year and 78 children who had previously been
looked after ceased to be. The number of Looked After Children is at its highest since 2011/12,
and after a relatively low number in 2013/14 there has been a sharp increase in 2014/15. It is
anticipated that the numbers of children in care will remain between 165 -185. Significant
variations to this projection may present concerns or challenges as to whether all of the children
within South Gloucestershire who need to be in care have been accommodated, or whether their
need and right to permanency has been appropriately prioritised and progressed in a timely
manner. LAC rates per 10,000 of child population
Performance year

South Glos

Statistical Neighbours

England Average

2011

37

43

58

2012

37

43

59

2013

29

45

60

2014

30

44

60

2015

30

47

60

As the table above demonstrates rates of Looked After Children per 10,000 of the child
population have varied from 29-37 over the past 5 years. This is significantly lower than South
Gloucestershire’s statistical neighbours with a rate of 43-47, per 10,000 of the child population
over the past five years. Similarly there is a greater gap with the England average where the
comparative figure ranges form 58-60 children in care per 10,000 of the population over the past 5
year period. This is likely to reflect the effective use of preventative services within South
Gloucestershire and ensuring permanence is secured for children and young people in a timely
manner outside of care when this is consistent with their interests to do so. Ages of Children in
Care
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Age of LAC

Mar - 11

Mar - 12

Mar - 13

Mar - 14

Mar - 15

Sep - 15

Under 1

10

9

9

6

9

11

1-4 yrs

38

46

29

23

22

21

5-9 yrs

35

38

32

35

29

26

10-15 yrs

75

72

58

55

58

63

16+ yrs

53

48

39

49

56

47

Total LAC

211

213

167

168

174

169

The table above demonstrates the age profile of children in care. The largest cohort of children in
care have been over ten years of age for the past five years. Within the last six months of this
performance year there has been a slight variation in the age profile of children in care over the
past 6 months. There has been a slight increase in the number of children in care within the under
1 year age group, a slight decrease in those aged 1-4 years of age. Numbers of young people
entering care 16 years and over have decreased from the peak in March 15; however similarly this
is still an increase from March 13. We have continued to see an increase in the numbers of
children between 10-15 years entering care over the past three years. Legal Status of Children
in Care
Legal Status of LAC

Mar-11

Mar-12

Mar-13

Mar-14

Mar-15

Sep-15

Accommodated sect 20

85

89

56

61 (36%)

83 (47%)

74 (44%)

Interim Care Order

53

51

35

18 (10%)

20 (11%)

22(13%)

Care Order

65

57

61

71 (42%)

64 (36%)

62 (37%)

Placement Orders

8

16

15

18 (11%)

11 (6%)

10 (6%)

There have been some changes in the pattern of legal status for children in care. At the end of
September 2015, there was a decrease in the number of children subject to section 20 (voluntary)
accommodation. The numbers of children accommodated under section 20 Children Act 1989, is
still 44% which is a high percentage of children voluntarily accommodated. A review of children
and young people subject to section 20 arrangements is being completed in October and
November 15, to ensure that there is appropriate use of section 20 for these children and young
people and to ensure that no further action is required to safeguard their welfare. There is a slight
decrease in those subject to final Care Orders but this is not a significant variation. There has been
a significant decline in the number of children adopted from March 2014. This is consistent with
the national trend where there has been a significant decrease in the numbers of children subject
to placement orders or adopted. Placements of children in Care
Placement type

Mar- 14

Mar -15

Sep-15

Fostering

76.7%

78.6%

77.50%
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: S. Glos foster carers

46%

53%

50%

:Kinship/relative/friend

20%

17%

20%

:IFA-Agency Carers

9%

8%

8%

Placed with Parents

4%

5%

2%

Residential

10%

12%

12%

Placed for Adoption

7%

2%

4%

Independent Living

2%

3%

5%

The majority of children and young people in care in South Gloucestershire are placed in foster
care (77.5%). Between March and September 2015, reduced reliance upon the independent
fostering agencies and increasing the numbers of children placed in house provision has been
maintained. As indicated in the table above, children placed within in house foster care has, over
the last 6 months, decreased from 53% to 50%, children placed with kinship foster carers have
increased from 17% to 20% and children placed within IFA placements has been maintained and
remains 8%. Usage of Independent foster placements was 17% in March 2013. This reflects a
continued significant achievement in the redirection of children where this has been consistent with
their care plan and the prevention of external placements through both the scrutiny and
prioritisation of in house provision. The majority of children and young people’s placement needs
in care are best met in a family setting/foster placement. For young people for whom this Is not
consistent with their needs alternative provision is available (e.g. residential, semi-independent
accommodation as examples). Similarly children and young people’s placement needs in care are
best met when they are placed close to their family home, schools and communities. Therefore
one of South Gloucestershire’s key strategic priorities for Looked After Children is to increase the
range and balance of in house fostering provision for children in care. South Gloucestershire’s
sufficiency strategy 2015-2018, identifies targets and priorities for ensuring sufficiency of provision
is identified for children and young people in care and young people leaving care. Targets groups
to increase range and provision for in house foster care, include the recruitment of foster carers
and adopters who are able to care for older children and adolescents with complex needs, sibling
groups, children with disabilities and those from black and minority ethnic groups. For care leavers,
a review of accommodation and support currently commissioned is being progressed and is due
to be completed in April 2017. However from analysis of placement provision and budget costs, it
is clear that provision of accommodation for care leavers with high support needs will be a
strategic priority. The sufficiency strategy details the targets groups and numbers of carers
required to ensure sufficiency of accommodation for children and young people in or exiting care in
South Gloucestershire. South Gloucestershire has a low usage of residential provision, (an average
of 17 children and young people for the past 3 performance years). Given the low level demand
and associated costs with providing residential accommodation, South Gloucestershire does not
provide in house residential provision but purchases this from the independent market. All
providers commissioned are from a pre-qualified list of providers within the Regional Framework
Agreement.
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Ethnicity of children in Care
The ethnicity of looked after children broadly reflects the population in South Gloucestershire and is
as follows: white 87%, mixed ethnicity 6%, Asian or Asian British 0.5%, black or black British
2%, other ethnic origin 2%. The variations are not statistically significant given the low numbers
involved. There has been little variance over the past three years of the ethnicity of children in care
in South Gloucestershire.

Education Outcomes for Children in Care
The GCSE Results for the year 2014-2015 are identified below. The 2015 data below is reported
from our internal analysis and has not yet been published by the DFE, publication will occur at the
end of November. The table below shows the details of the examination performance at Key
Stage 4 for the last 5 years
KS4

2011

2012

2013

2014

2015

5+ A-C (Maths & English)

21%

8%

27%

0%

0%

5+ A-C

36%

33%

27%

0%

25%

5+ A-G

43%

42%

60%

36%

63%

1+ A-G

57%

67%

73%

64%

8%

Size of cohort

14

12

15

14

The results for students in key stage 4 are clearly disappointing and not consistent with national
standards over the performance years identified above. A key priority for South Gloucestershire is
to improve educational outcomes for children in care and to narrow the gap in attainment between
them and their peers. Young people in care often face considerable challenges that can impact
upon their educational outcomes for example 3 young people within this cohort had been on
course to obtain 3 A-C. For two of these young people their personal circumstances presented
considerable challenges during key stage 4 which are likely to have had an impact on their
educational progress. All of this cohort have enrolled on further education courses and are being
actively supported to address their academic needs. Whilst the above attainment is not consistent
with national standards, young people have made good progress. In Key Stage 1, two children
obtained Level 2 in Reading, one child achieved Level 2 in Writing and one child obtained Level 2
in Maths. In Key Stage 2, five children, 80% achieved Level 4 in Reading, 60% Level 4 in Writing,
40% Level 4 in Maths. Late entry into care can significantly impact upon educational performance
and outcomes for the GSCE cohort, and given the increase in young people 14 years and older
accommodated into care over the past three years this is likely to have had an impact on the
above performance, a further analysis of this is currently being undertaken. For young people
entering into care 4 years and over a targeted service to these young people will be pivotal to
improving educational outcomes. The virtual school has a lead responsibility for improving
educational outcomes for children in care. Capacity within the virtual the virtual school has been
increased this performance year. The virtual school / health and education subgroup continues to
monitor the educational progress and any additional support/ appropriate use of the pupil premium
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for all children in care on a monthly basis. An analysis has been undertaken regarding the above
results and the key factor’s impacting upon these young people’s outcomes and progress.
The16+ monitoring group continues to monitor and ensure that all young people are able to have
appropriate opportunities to access education, training and employment opportunities post key
stage 4 and into early adulthood

Placement Stability
Placement stability is one of the most significant factors impacting upon looked after children: the
percentage of looked after children with 3 or more placements within 12 months remained the
same with 7.6% this performance year compared to 7.7% last year (April to September 2015 is
5.3% compared to 4.4% for the same period last year). This reflects good performance, both
exceeding the target of 8% and the performance of statistical neighbours at 12.9 % for the
performance year 2013/14. Long term placement stability (children who have been in care for 2.5
years and in the same placement for 2 years,) at September 2015 is 84.2% compared 71.4% last
year. This improved performance exceeds statistical neighbours’ figure of 65% in 2013/14 and
local target of 65%.

Health outcomes for Children in Care
The CCG has a responsibility to evaluate the delivery of the Looked after Children’s Health
provision as stated within the statutory guidance ‘Promoting the Health and Well-being of Looked
after Children’ HM Government 2015. Looked after Children (LAC) have an increased vulnerability
for emotional and mental health difficulties. The reasons are often multiple and complex, LAC may
have a genetic vulnerability, have been exposed antenatally to toxins and stress from domestic
violence, and subsequently experience neglect harm and distress. The Office for National
Statistics survey in 2007 showed that LAC have an increased rate of mental health disorders by
three times for any recognised Diagnostic and Statistical Manual (DSM) diagnosis, even when
compared with the most deprived socio-economic groups - the authors suggest that this is largely
due to the adverse factors experienced prior to entering care. The rates of neuro-developmental
difficulties such as Attention Deficit Hyperactivity Disorder, Autistic Spectrum Disorder, Learning
Difficulty, Special Educational Needs, Specific Learning difficulties are increased fourfold. Health
Outcomes for Looked after Children in care for longer than 12 months during 2014/15:
1% (95% in 2013/14) were up to date with their immunisations
7% had received a dental check (81.9% in 2013/14)
5% had received a health assessment within a timely manner
6% have received a combined medical/dental appointment
CCGs and the officers in the local authority responsible for looked-after children’s services should:
recognise and give due account to the greater physical, mental and emotional health needs
of looked-after children in their planning and practice
give equal importance (parity of esteem) to the mental and physical health of looked-after
children and follow the principles in the national document Mental Health Crisis Care
Concordat – Improving outcomes for people experiencing mental health crisis
agree multi-agency action to meet the health needs of looked-after children in the area
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The SDQ (Strengths and Difficulties Questionnaire) is completed by the main carer at the time of
the annual health assessment. This is a screening tool used with 5-16yr old children to identify five
areas associated with emotional health (Goodman et al 1998);
emotional symptoms
conduct problems
hyperactivity and inattention
peer relationships
pro-social behaviour.
In 2014/15 the average SDQ score was 15.7. (Scoring 0 – 13 is close to average and unlikely to be
clinically significant, 14 – 16 slightly raised and may reflect clinically significant problems and 17 –
40 is high substantial risk of clinically significant problems.) Cases are discussed individually with
CAMHS and psychologist as required. However only 36% (40 out of 111) of looked after children
(for more than 1 year) had an SDQ completed. Addressing the emotional health needs of children
and young people in care is pivotal to improving all other outcomes, including the educational
outcomes identified above. The earlier these needs are addressed for the child, the greater
progress the young person will be able to make towards improving their life outcomes. A key
priority is to review and extend the provision commissioned to address the emotional health needs
of children in care and care leavers including consideration of a designated provision for looked
after children. South Gloucestershire are currently piloting an in house psychology service for
looked after children which commenced in July 2014.This currently provides training and
consultation to carers and staff and where appropriate some direct work with young people. This is
a step up /step down from currently commissioned CAMHS provision or route for young people to
be sign posted to relevant services who require alternative provision. There are steps in place to
extend this provision to care leavers. Similarly a review of commissioned services for looked after
children and care leavers is being progresses to ensure a stronger offer for looked after children
and young people leaving care, this will need to be a key consideration for lead commissioners and
the local authority. Improving compliance with the completion of strengths and difficulties
questionnaires is a priority for children in care in South Gloucestershire.

Strategic Objectives for Looked After Children
The key strategic priorities for Looked after children, as outlined in South Gloucestershire’s
Corporate Parenting Strategy 2015-2017 are as follows:
Support children and young people to remain with their parents or families whenever this is
safe to do so.
To provide and commission a range of high quality and affordable placements to meet
children’s identified needs that are of high quality and are affordable.
Ensure that all looked after children are provided with a good education and are provided
with every opportunity to achieve good outcomes.
Ensure that all children in care are physically and emotionally healthy and that their health
needs are met.
Ensure that young people’s journey through care is clearly planned and prioritises their need
for permanency, stability and promotes positive future outcomes.
To provide children in care with stable placements that provide them with security and
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stability.
Ensure that children in care (or privately fostered) are safe and protected from harm.
Ensure that looked after children contribute to decision making and service improvement.

Recommendations for consideration by
commissioners
The South Gloucestershire’s Corporate Parenting Strategy for 2015 – 17 details the key actions
and priorities for each of these strategic objectives. The strategic objectives and priorities for the
strategies plan are formulated by the Corporate Parenting Steering Group and various sub groups
in response to local data and intelligence, national priorities, learning from research and practice.

Care Leavers
Improving outcomes for care leavers is a key Government priority. Too many care leavers leave
care with poor educational attainment and end up long term unemployed. However we also know
that being in care can transform their lives and give them good life chance opportunities. In 2010
the Government strengthened the duties Local Authorities have towards their care leavers. The
Care Leavers (England) Regulations 2010 and the statutory guidance Volume 3: Planning
Transition to Adulthood for Care Leavers came into force in April 2011 and are based on the best
local practice. The principles in the underlying statutory framework are that young people should:
Usually remain looked after until their 18th birthday unless there Is a good reason to change
their status;
be listened to in the development and implementation of their Pathway Plans;
be supported into education, training or employment;
be provided with accommodation which is suitable and safe; and
be given information and advice, as well as practical and financial support to make the
transition into independent living
Every year in England almost 10,000 young people leave care. Having had childhoods punctuated
by instability and trauma, they leave home earlier and have less support than their peers. Many go
on to face extreme difficulties in adulthood. It is estimated that:
20 per cent of young homeless people were previously in care;
24 per cent of the adult prison population have been in care;
70 per cent of sex workers have been in care;
Care leavers are roughly twice as likely not to be in education training or employment at 19
than the rest of the population;
Only six per cent of care leavers are in higher education at 19, compared to roughly 30 per cent of
young people nationally. National research also demonstrates that care leavers are significantly
more likely to experience significant mental health issues, drug and alcohol dependency, early
pregnancy and adulthood and experience significant loneliness and isolation in their transition to
Independence. (Improving Life chances for Care Leavers, Centre for Social Justice 2014)
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Eligible Care Leavers in South Gloucestershire
The table below demonstrates the numbers of care leavers eligible for a service within South
Gloucestershire.
Performance year

Care Leavers eligible for a service

March 2013

125

March 2014

149

March 2015

177

September 2015

167

There has been a significant increase in the numbers of young people entitled to support under
leaving care legislation from 125 in March 2013 to 167 in September 2015, reflects both changes
to legislation following the Southwark Judgement and a significant increase of young people 14
years and over being accommodated within South Gloucestershire.

Care Leavers in suitable accommodation
Care leavers in suitable accommodation have remained relatively steady over the past few
performance years, with 92% of care leavers being placed within suitable accommodation in
March 14 against comparative figure of 93% in March 2015 and 94% in September 2015. Those
not in suitable accommodation are either in custody, placed with parents or relatives or of no fixed
abode. Whilst the numbers of care leavers in suitable accommodation is high, and South
Gloucestershire’s use of bed and breakfast is low ( 2 young people in September 15 were placed
in bed and breakfast) data for the stability of accommodation is not yet available but is being
progressed for this performance year. A stable placement for care leavers is imperative to
improving outcomes for care leavers including Education training and employment alongside their
emotional health and wellbeing. Similarly whilst there are a high percentage of care leavers in
suitable accommodation, extending the range and provision of care leavers accommodation with
pathway for independence packages of support remains a strategic priority. Services currently
commissioned (other than those spot purchased) are more suitable for care leavers with moderate
rather than high support needs. The cohort of care leavers with high care needs for whom
accommodation is often spot purchased and which are of higher cost is increasing. The budget
pressure and spend for this cohort this performance year has significantly increased. A review of
accommodation commissioned for young people and care leavers by the council is being
progressed and will be completed in April 2017. Care Leavers engaged in education,
employment and training
Care Leavers: Employment, Education or Training
2011/12

40%

2012/13

40%

2013/14 (CYP aged 19, 20& 21 yrs)

32%
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2014/15 (CYP aged 19,20 &21 yrs) Provisional figures.

48%

As part of the annual reporting framework to the Department for Education (DfE) Local Authorities
produce statistics relating to the numbers of young people leaving care that were in employment,
education or training (EET). The figures in the above chart are specific to a point in time when care
leavers were in their nineteenth year. Formal reporting relating to activity for employment, education
and training for the year ending March 2014 onwards was extended to care leavers aged 19 to 21
years of age. This reporting year, 2015/16, DfE further extended to now include care leavers aged
17 to 21 years of age. The above table demonstrates performance at March 15 for care leavers
who are NEET age 19-21. Current performance has improved and demonstrates a positive
direction of travel albeit that significant further improvement is required. At September 15 27% of
care leavers aged 16-18 were NEET. 36 % of care leavers age 17-21 (43 out of 110) were NEET in
September 2015 against a comparative figure of 48% in September 2014. This is still a priority
area for improvement and is significantly below the target of 20% for April 2016 and 11% for April
2017. Improving EET outcomes for care leavers is a key strategic objective within the care leavers
strategy containing a clear action plan to improve this further. As part of the Integrated Children’s
Services Review. Establishment has been increased within the transition to Independence service
including designated the designated roles of a NEET co-ordinator and a NEET engagement worker
alongside increased personal advisor capacity. Each young person who is NEET has individual EET
action plan. A monthly monitoring meeting has been implemented and is chaired by a senior
manager to oversee progress in engaging young people in EET activities. A Strategic NEET group
was implemented in October 2015 to ensure oversight and implementation of the key actions
within the care leavers strategy to address and improve the distance travelled within this priority
area. Care leavers in South Gloucestershire are actively encouraged to pursue higher education
options. A package of supports is in place to facilitate this including a bursary of £2,000 per course
and the payment of holiday accommodation costs. There has been a significant increase in the
number of care leavers attending higher education rising from 2 young people in March to 6 young
people in the previous academic year.

Key Priorities for Care Leavers
The key strategic priorities for Looked after children, as outlined in the Corporate Parenting
Strategy 2015-2016 are as follows:
Achieve and sustain a step change in compliance and quality of service provision to care
leavers
Reduce the percentage of care leavers who are NEET from 43% to 20%by April 2016 and to
11% by April 2017 ( in line with local/regional performance for all young people)
Strengthen service offer to address the emotional health needs of care leavers and build their
resilience
Increase and improve the range of accommodation options and pathway to Independence
packages available for care leavers including the provision of emergency accommodation.
Reduce the risk of offending amongst care leavers and strengthen service offer to care
leavers in and exiting custody.
Strengthen opportunities for Care Leavers to be systematically involved in service design and
development.
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The South Gloucestershire’s Care Leavers Strategy for 2015 – 17 details the key actions and
priorities for each of these strategic objectives. The strategic objectives and priorities for the
strategies plan are formulated by the Corporate Parenting Steering Group and various sub groups
in response to local data and intelligence, national priorities, learning from research and practice.
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Children and young people’s mental health
Summary
Mental health and mental disorders are influenced by the economic, social and physical
environment in which children live. Mental health risk factors encompass a wide range of fields
from complications during birth, low self-esteem, family disharmony and instability, bullying, difficult
life events to societal discrimination and isolation. Other risk factors associated with family
circumstances include poverty, teenage conceptions, domestic abuse and alcohol and drugs
misuse. One in ten children aged 5-16 are estimated to have a diagnosable mental health problem
in the UK. A single risk factor is thought to result in a 1-2% chance of developing a mental health
problem; increasing to an 8% chance in the presence of three risk factors, and a 20% chance with
four risk factors. Without help and support at the right time and in the right place, risky behaviours
and poor psychological resilience can persist into adulthood. Prevalence of mental health disorders
has been estimated from national prevalence as no South Gloucestershire data was available. Of
the approximately 4,800 children and young people aged 5-19 with a mental disorder, 1,776
(3.7%) have emotional disorders; 2,784 have conduct disorders (5.8%); 720 (1.5%) have
hyperkinetic disorders; and 624 (1.3%) have less common disorders out of which 432 (0.9%) are
for autism. The South Gloucestershire online pupil survey undertaken in 2014/15 found that 7.2%
of secondary pupils were habitual self-harmers. Of these, 1.7% self-harmed sometimes (i.e.
monthly) and 3.7% were chronic self-harmers harming weekly or more. The incidents of self-harm
was 3 times higher in girls than boys. Just over half of self-harmers had told someone about their
self-harm and 10% had medical treatment for the injury. Between September 2014 and March
2015, 127 young people in South Gloucestershire accessed Off-The-Record services. Nearly all
young people were assessed for anxiety and depression and more than half for self-harm. The
number of referrals for Talking Therapies in 16-18 and 19-25 year olds was 50 and 250
respectively for January 2015. Referrals to Tier 3 Child and Adolescent Mental Health Services has
increased in the last five years although the proportion of those referrals that are accepted has
declined. Based on national statistics, 1,060 children aged 17 and under would require a Tier 3
service, twice the number who have been referred and accepted. Hospital admissions due to
mental health conditions has increased over the last 5 years as have admissions for self-harm in
those under 19. A full children and young people’s mental health needs assessment is being
undertaken and is due in 2016.

Recommendations for consideration
Offer early intervention and a whole system approach; offer a consistent range of treatments
and interventions which are evidence based and informed by practice; increase the range and
availability of cognitive behavioural therapy, systematic family therapy and parenting courses;
identify gaps in support needs in relation to children with social communication and interaction
needs including autistic spectrum conditions; and undertake workforce development to include
a trend towards staff on lower bands with more generalist and community-based roles.
Authors: Sara Blackmore, PH Consultant, South Gloucestershire Council; Steve Spiers,
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Programme Lead, South Gloucestershire Council; Meda Sandu, PH Intelligence Analyst, South
Gloucestershire Council

Who is at risk and why?
Mental health and mental disorders are influenced by the economic, social and physical
environments in which children live. Some populations are at higher risk of mental disorders
because of their vulnerability to unfavourable circumstances and their gender. Mental health risk
factors encompass a wide range of fields from complications during birth, low self-esteem, family
disharmony and instability, bullying, difficult life events to societal discrimination and isolation.
Determinants for mental health include but are not limited to maternal factors such as birthweight,
smoking during pregnancy, teenage conceptions, family factors such as poverty, parental
unemployment, lone parents households, household with persons having long term conditions,
domestic abuse, parental drug and alcohol use and households with looked after children. Other
risk factors influence the mental health status of children during infant and school age period.
These include learning difficulties, children providing unpaid care, child abuse and neglect, family
dysfunction, school absence, smoking and obesity, bullying, drug and alcohol use. This section of
the JSNA focuses primarily on children and young people under 18. And also takes into account
transition to adulthood (18-25 years of age).

The level of need in the population
There are 80,860 children and young people under 24 in South Gloucestershire. Table 1 below
shows the population estimates for South Gloucestershire children and young people by 5 year
age bands. Table 1: Population estimates 2014
Males

Females

Total

Age band
(years)

Number

% male
population

Number

% female
population

Number

% total
SG pop

0–4

8,323

6.2

7,912

5.8

16,235

6.0

5–9

8,229

6.1

8,063

5.9

16,292

6.0

10 – 14

7,429

5.5

7,215

5.3

14,644

5.4

15 – 19

8,883

6.6

8,149

6.0

17,032

6.3

20 - 24

8,942

6.2

7,717

5.6

16,659

6.1

Source ONS 2015 Changes in the population age structure affect the need for health services.
Population projections therefore have an essential role in assessing the future need for services.
Current trends in births, deaths and migration are projected forwards and used to produce
population projections. Further demographics for children and young people can be seen in the
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demographics section of the JSNA. National estimates of prevalence are based on a survey
carried out by the Office of National Statistics in 2004 (Green et al, 2004). Based on the national
estimates of prevalence, there are approximately 4,800 children in South Gloucestershire, aged
5-19 who have a mental health disorder. According to the same survey, the following estimates for
mental health disorders were observed. Prevalence estimates for mental health disorders in
children aged 5 to 16 years have been estimated in a report by Green et al (2004). Prevalence
varies by age and sex. Table 3 below shows the estimated prevalence of mental health disorder by
age group and sex in South Gloucestershire. Note that the numbers in the age groups 5-10 years
and 11-16 years do not add up to those in the 5-16 year age group as the rates are different within
each age group. Table 3 - Estimated number of children with mental health disorders by
age group and sex, South Gloucestershire 2014
Estimated number with mental health disorders
boys aged
5-10 yrs

boys aged
11-16 yrs

boys aged
5-16 yrs

girls aged
5-10 yrs

girls aged
11-16 yrs

girls aged
5-16 yrs

870

1,075

1,945

440

815

1,250

Source: Local authority mid-year resident population estimates for 2014 from Office for National
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014).
Green, H. et al (2004). Estimated prevalence rates of mental health disorders can be further broken
down by estimated prevalence of conduct, emotional, hyperkinetic and less common disorders
(Green, H. et al, 2004). Table 4 below shows the estimated number of children with conduct,
emotional, hyperkinetic and less common disorders in South Gloucestershire, by applying these
prevalence rates (the numbers in this table do not add up to the numbers in the previous table
because some children have more than one disorder). The estimated prevalence of mental health
disorders is higher in South Gloucestershire amongst boys except for emotional disorders which is
estimated to be higher for girls. Table 4 - Estimated number of children with mental health
disorders by age group and sex, South Gloucestershire 2014
Estimated number with mental health disorders
children
aged 5-10
yrs

children
aged 11-16
yrs

boys
aged
5-10 yrs

boys
aged
11-16
yrs

girls
aged
5-10
yrs

girls
aged
11-16
yrs

Conduct
disorders

835

1,060

600

670

235

390

Emotional
disorders

400

840

180

350

225

490

Hyperkinetic
disorders

290

245

245

200

45

45

Less common
disorders

245

220

185

150

60

70
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Estimated number with mental health disorders

Total

children
aged 5-10
yrs

children
aged 11-16
yrs

boys
aged
5-10 yrs

boys
aged
11-16
yrs

girls
aged
5-10
yrs

girls
aged
11-16
yrs

1,770

2,365

1,210

1,370

565

995

Source: Local authority mid-year resident population estimates for 2014 from Office for National
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014).
Green, H. et al (2004). A study conducted by Singleton et al (2001) has estimated prevalence rates
for neurotic disorders in young people aged 16 to 19 inclusive living in private households. The
tables below show how many 16 to 19 year olds would be expected to have a neurotic disorder if
these prevalence rates were applied to the population of South Gloucestershire. Table 5 below
estimates that for 16-19 year olds more females are diagnosed with neurotic disorders such as
‘mixed anxiety and depressive disorder’ than males yet it should be noted more males are
estimated to have a diagnosis of ‘generalised anxiety disorder’ and ‘obsessive compulsive
disorders’. Children aged 11 to 16 years olds are more likely than 5 to 10 year olds to experience
mental health problems. National data estimates that for 16-19 year olds more females are
diagnosed with neurotic disorders such as ‘mixed anxiety and depressive disorder’ than males yet
it should be noted more males are estimated to have a diagnosis of ‘generalised anxiety disorder’
and ‘obsessive compulsive disorders’. Table 5 - Estimated number aged 16 to 19 with
neurotic disorders, South Gloucestershire 2014
Males 16-19 yrs

Females 16-19 yrs

Total

Mixed anxiety and depressive disorder

370

830

1,200

Generalised anxiety disorder

120

75

195

Depressive episode

70

185

255

All phobias

45

145

190

Obsessive compulsive disorder

70

65

135

Panic disorder

40

45

85

Any neurotic disorder

625

1,285

1,910

Source: Local authority mid year resident population estimates for 2014 from Office for National
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014).
Green, H. et al (2004).

Autistic Spectrum Disorder (ASD)
A study of 56,946 children in South East London by Baird et al (2006) estimated the prevalence of
autism in children aged 9 to 10 years at 38.9 per 10,000 and that of other ASDs at 77.2 per
10,000, making the total prevalence of all ASDs 116.1 per 10,000. A survey by Baron-Cohen et al
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(2009) of autism-spectrum conditions using the Special Educational Needs (SEN) register
alongside a survey of children in schools aged 5 to 9 years produced prevalence estimates of
autism-spectrum conditions of 94 per 10,000 and 99 per 10,000 respectively. The ratio of known
to unknown cases is about 3:2. Taken together, a prevalence of 157 per 10,000 has been
estimated, including previously undiagnosed cases. The European Commission (2005) highlights
the problems associated with establishing prevalence rates for Autistic Spectrum Disorders. These
include the absence of long-term studies of psychiatric case registers and inconsistencies of
definition over time and between locations. Nevertheless the Commission estimates that according
to the existing information, the age-specific prevalence rates for 'classical autism' in the European
Union (EU) could be estimated as varying from 3.3 to 16.0 per 10,000. These rates could however
increase to a range estimated between 30 and 63 per 10,000 when all forms of autism spectrum
disorders are included. Debate remains about the validity and usefulness of a broad definition of
autism. The EU definition of rare diseases focuses on those diseases lower than 5 per 10,000. The
Commission notes that ASD could be considered as a rare disease using the most restrictive
diagnosis criteria but it seems more appropriate to not refer to ASD as a rare disease. Table 6
below shows the numbers of children with autistic spectrum disorders if the prevalence rates found
by Baird et al (2006) and by Baron-Cohen et al (2009) were applied to the population of South
Gloucestershire. Table 6 - Estimated number of children with autistic spectrum disorders,
South Gloucestershire 2014
Autism in
children aged
9-10 years

Other ASDs in
children aged
9-10 years

Total of all ASDs
in children aged
9-10 years

Autism-spectrum conditions
disorders in children aged 5-9
years

25

50

75

260

Source: Local authority mid-year resident population estimates for 2014 from Office for National
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014).
Green, H. et al (2004). Public Health England has estimated that in South Gloucestershire the
prevalence of potential eating disorders could be affecting 3,946 young people (16-24 year olds).
In the 0-18 population it is predicted South Gloucestershire will experience a 9.4% increase by
2037. Estimates of the number of children and young people who may experience mental health
problems appropriate to a response from CAMHS at Tiers 1, 2, 3 and 4 have been provided by
Kurtz (1996). The following table shows these estimates for the population aged 17 and under in
South Gloucestershire. Estimates of the number of children and young people who may
experience mental health problems appropriate to a response from CAMHS at Tiers 1, 2, 3 and 4,
for example over 8,000 children under 17 years requiring tier 1 CAMHS services, suggests
significant unmet need for those children who do not meet the threshold of a formal mental health
diagnosis. This is discussed further in the ‘services’ section of the CYPMNHA (see table 7). Table
7 - Estimated number of children / young people who may experience mental health
problems appropriate to a response from CAMHS, South Gloucestershire 2014
Tier 1

Tier 2

Tier 3

Tier 4

8,560

3,995

1,060

45

Source: Office for National Statistics mid year population estimates for 2014. CCG population
estimates aggregated from GP registered populations (Oct 2014). Kurtz, Z. (1996).
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Online Pupil Survey and prevalence
The South Gloucestershire Children and Young People’s Health and Wellbeing Survey (Online Pupil
Survey/ OPS) is funded by the Public Health and Wellbeing division of South Gloucestershire
Council. The health and well-being survey has data from over 6,000 pupils aged 8 to 18 years old,
from 59 schools. We initially developed the South Gloucestershire version of the survey in 2014
based on a similar survey that has been running in Gloucestershire biennially since 2006. It is
hoped that it will be run as an on-going partnership project every 2 years following a cohort of
children from year 4 to year 12. Demographics of respondents is shown in table 8: Table 8
Demographics of online pupil survey respondents
Key demographics

Number of
respondents

% of total
survey (%)

% of target CYP
population
(n=12,948)

Total number of respondents

6,151

100.0%

47.5%

Year 4 (aged 8 -9)

1,037

16.9%

8.0%

Year 5 (9 – 10)

1,301

21.2%

10.0%

Year 6 (aged 10 -11)

1,415

23.0%

10.9%

Year 8 (aged 12 -13)

1,132

18.4%

8.7%

Year 10 (aged 14 -15)

794

12.9%

6.1%

Year 12 (age 16+)

472

7.7%

3.6%

Male

3,078

50.0%

23.8%

Female

2,993

48.7%

23.1%

Ethnicity – White British

5,106

83.0%

39.4%

Ethnicity – Other

735

11.9%

5.7%

Eligible for free school meals

640

10.4%

4.9%

Locality 1*

2,512

40.8%

19.4%

Locality 2*

1,412

23.0%

10.9%

Locality 3*

2,196

35.7%

17.0%

Parent(s) in armed forces

179

2.9%

1.4%

School phase - Primary

3,753

61.0%

29.0%

School type - Secondary

1,926

31.3%

14.9%
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Key demographics

Number of
respondents

% of total
survey (%)

% of target CYP
population
(n=12,948)

School phase – Year 12/ FE
college

472

7.7%

3.6%

81% of pupils said they were good at making and keeping friends. 8% said they felt they were not
good at making and keeping friends. 91% of primary pupils reported they had at least 2 good
friends, only 1.3% felt they had no good friends. 34% of secondary and Year 12s are often so
worried about something that they cannot sleep at night. Families and relations were the main
people with whom the majority of pupils would go to when they felt unhappy or worried (82% for
primary and 59% of secondary) followed by their friends (45% primary and 48% secondary).
Professionals such as teachers, youth workers, medical professionals, social workers also had a
key role to play; 28% of primary and 12% of secondary would talk to professionals about their
worries. 10% of primary and 25% of secondary said they had no-one to talk to. Overall, 75%
pupils (secondary and year 12s only) said that they were satisfied or quite satisfied with their life.
63% said they are confident about the future; girls tend to be less confident than boys and it
declines sharply in years 10 and 12. Overall, 76% of the pupils said they were happy most of the
time and 11% were unhappy. 71% said they were happy at school and 14% were unhappy. There
were some gender differences, girls tending to be less happy than boys and happiness decreased
as they got older particularly between years 6 and 8.

Risk factors
The last survey of the prevalence of mental health problems in children and young people in the UK
was conducted in 2004. At that time, nearly 850,000 (9.6%) children and young people aged 5-16
were estimated to have a diagnosable mental health disorder. The study found that the prevalence
was greater among 11-16 year olds at 11.5%, or about 510,000 young people, compared to
7.7%, or nearly 340,000 children aged 5-10. It is well documented that a range of risk and
protective factors can affect whether a child or young person will develop a mental health problem.
These factors can relate to a child’s personality, family, socio-economic status and environment,
as Table 9 shows. An awareness of these factors can support professionals to develop effective
prevention and early intervention services, as well as services for those in need of more intensive
support. Table 9: risk and protective factors, CYP mental health
[1]

[2]

Child risk factors
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·
Poverty ·
Family
breakdown ·
Single
parent family ·
Parental mental ill health
·
Parental criminality,
alcoholism, or substance
abuse ·
Overt parental
conflict ·
Lack of
boundaries ·
Frequent
family moves/being
homeless ·
Over
protection ·
Hostile
and rejecting relationships
·
Failure to adapt to
the child’s developmental
needs ·
Caring for a
disabled parent ·
School non-attendance

·
Learning
difficulty ·
Abuse
·
Domestic
violence ·
Prematurity or low
birth weight ·
Shy, anxious or
difficult temperament
·
Physical illness
·
Lack of
boundaries ·
Looked-after children
·
Lack of
attachment to carer
·
Academic
failure ·
Low selfesteem ·
Young
offenders ·
Chronic illness

·
Unclear
discipline at school
·
Failure to
recognise children
as individuals at
school ·
School exclusion,
including school
refusal ·
Bullying, including
cyber bullying ·
Peer rejection/peer
pressure

·
A good start in
life and positive
parenting ·
Being
loved and feeling
secure ·
Living in
a stable home
environment ·
Parental employment
·
Good parental
mental health ·
Activities and
interests ·
Positive peer
relationships ·
Emotional resilience
and positive thinking
·
Sense of
humour ·
Full
engagement with
education

The development of effective services also needs to consider the relationship between mental and
physical health, as approximately 12% of young people live with a long-term condition that can
increase their risk of poor mental health between two to six times. Conversely, having a mental
health problem puts children and young people at greater risk of physical illness, with depression
increasing the risk of morbidity by 50%. Furthermore, individuals with mental health problems,
such as schizophrenia or bipolar disorder, die 16-25 years sooner than the general population.
The cumulative effects of adverse experiences and environmental circumstances, such as
domestic violence, and poverty, all leave their mark. A single risk factor is thought to result in a
1-2% chance of developing a mental health problem; increasing to an 8% chance in the presence
of three risk factors, and a 20% chance with four risk factors. Without help and support at the
right time and in the right place, risky behaviours and poor psychological resilience can persist into
adulthood. Socio-economic disadvantage is a significant risk factor for poor mental health in
children and young people, with those growing up in the poorest households at three times greater
risk for developing a mental health problem compared to those growing up in less deprived
homes(see Figure 6) , . Furthermore, deprivation can underpin a range of other risk factors within
the family unit, schools, and communities, touching on every aspect of a child’s future, including
their mental health outcomes. Figure 6 - The map shows differences in deprivation within
South Gloucestershire and the chart shows the percentage of the population who live in
areas at each level of deprivation (from Public Health England’s South Gloucestershire
Health Profile)
[3]

[4]

[5]

[6][7] [8]

[9]
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To put a halt to the accumulation of risk factors in children and young people, early intervention
services have proven effective at providing swift action in response to emerging problems from
conception to young adulthood. Importantly, early intervention offers the chance to make lasting
improvements to the lives of children and young people, terminating the transmission of persistent
social problems from generation to generation. As previously described mental health and mental
disorders are influenced by the economic, social and physical environments in which children live.
Some populations are at higher risk of mental disorders because of their vulnerability to
unfavourable circumstances and their gender. Mental health risk factors encompass a wide range
of fields from complications during birth, low self-esteem, family disharmony and instability,
bullying, difficult life events to societal discrimination and isolation. South Gloucestershire
performance against key at risk indicators is shown in figure 7 below. Figure 7: Children and
Young People’s Mental Health and Wellbeing, South Gloucestershire 2015
[10]
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Source: http://fingertips.phe.org.uk/profile-group/mental-health/profile/CYPMH Risk factors found
to be associated with higher rates of mental disorders in children and young people were reported
in the ONS the British Child and Adolescent Mental Health Survey in 2004 (ref) and were published
in the CMOs Atlas of Variation (ref). Table 10 below maps estimated prevalence of mental health
disorder against risk factors and shows significant numbers of children in South Gloucestershire at
higher risk of developing mental health disorders. Table 10: Estimated prevalence and actual
activity at tiers 1-4, South Gloucestershire
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Risk factor

Estimated
prevalence of
mental health
disorder based
on national data
(ref CMO atlas
of variation)

South Gloucestershire estimates
(numbers)

Looked after children

45%

81 (45% of 180)

Children with SEN requiring
statutory assessment

44%

1,590 (44% of number of pupils with
SEN support for South Glos 4,416 for
2015 )

Children with learning
difficulties

36%

342 (36% of 950)

Children absent from school
for >15 days in previous term

For emotional
disorders 17% For
conduct disorders
14% For
hyperkinetic
disorders 11%

Currently data not sourced

Children from households with
no working parent

20%

748 (20% of analysis of the 2011 census
shows that there were 3,738 families in
South Gloucestershire where no parents
were working)

Children from families receiving
disability benefit

24%

Currently data not sourced

Children from families where
the household reference
person is in a routine
occupational group (e.g.
unskilled manual worker)

15%

Currently data not sourced

Children of parents with no
educational qualifications

17%

Est 5,193 (Census data shows that there
were 30,546 parents in South Glos with
no or low qualification (defined as having
level 1 as highest qualification))

Children in “hard pressed”
areas (i.e. high prevalence of
unemployment and poor
qualifications)

15%

Currently data not sourced
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Children from households with
weekly income of <£100

16%

978 (16% of 2013 data showing there
were 6,110 children in SG living in low
income families. This is defined as
dependent children under 20 living in
families either in receipt of out-of-work
benefits or in receipt of tax credits with a
reported income which is less than 60
per cent of national median income)

11-16y old from households
with a weekly income of <£200

20%

Currently data not sourced

Children in stepfamilies

14%

Currently data not sourced

16%

1,230 (16% of data from the 2011
census showing that there were 7690
lone parent families in South
Gloucestershire)

Children from lone parent
families

i https://www.gov.uk/government/statistics/special-educational-needs-in-england-january-2015
LA tables, Table 11B NB This is based on where the pupil goes to school not pupil’s LA of
residence ii Awaiting analysis to determine whether this relates to families or individuals iii Awaiting
analysis to determine whether this relates to families or individuals Source: Annual report of the
Chief Medical Officer 2012. Our Children Deserve Better: Prevention Pays. Atlas of Variation. Annex
9

Online pupil survey and risk factors
Risk factors for consideration identified via the findings from the OPS or relevance to the mental
health and emotional wellbeing of CYP in South Gloucestershire are as follows:
Generally boys feel safer outside than girls – interventions that develop (girl’s) resilience and
confidence to feel safe outdoors should be explored.
The majority of children and young people who report being bullied indicated this was verbal
and physical bullying. E-safety support is being put into schools to safeguard children and
young people cyber bullying. In addition the data suggests that strategies to combat verbal
and physical bullying are equally as important and should not be ignored.
Whilst the majority of children and young people report eating breakfast regularly, this
reduces as age increases. In addition there is a direct comparison between not eating
breakfast and an increase in snacking habits. Breakfast club interventions could be extended
to more schools.
Children and young people’s physical activity each week does not meet the recommended 6
hours. Girls report taking part in less physical activity than boys and the amount of time spent
takin part in physical activity in secondary school decreases as age increases
One in three girls report being so worried they cannot sleep compared to 1 in 10 boys
Overall being a year 10 girl is a risk factor for: not eating breakfast; monthly/weekly alcohol
use; experiencing cyber bullying; regular self-harm; being unhappy at school, less proud of
their achievements.
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More detailed data on specific risk factors is detailed below.

Drinking
For Year 8 to Year 10 cumulatively, 17.3% of pupils reported being drunk regularly, while for Year
12 only the percentage more than tripled, with 62.9% of the pupils reporting being drunk on a
regular basis. Girls were more likely to drink compared to boys, with 67% vs 60% reporting being
drunk in Year 12. Out of those who responded that they drink alcohol regularly, girls were more
likely to report being drunk than boys, with 78% compared to 71.3%.

Illegal Drugs
An average of 6.3 % of the secondary school pupils have reported having tried illegal drugs, Year
12 reporting 16.3%. Stress While nearly 43.7% of secondary school pupils feel stressed about
school work, more girls reported feeling this way compared to boys, 47.9% vs 39.4%. Year 12
reported higher percentages of pupils feeling stressed about schoolwork, reaching 60.7%.
Information recorded via the survey in relation to whether children have breakfast was correlated
with ‘feeling stressed about school work’. It is interesting to note an observation linking breakfast
frequency with feeling stressed about school work. Those who never have breakfast reported a
prevalence of stressing over schoolwork of 65.3% as opposed to those who have breakfast every
morning who reported 39.9% (see table 11). Table 11. Breakfast Frequency and reported
stressed about school work.
Breakfast Frequency
Positive
response
to:

Never

%

Not
Often

%

Some-times

%

Usually

%

Every
Morning

%

Total

%

Feeling
stressed
about
school
work

124

65

201

58

87

46

170

47

389

40

971

47

Overall, 12.7 % of secondary school pupils considered themselves to ‘often be in trouble at
school’. Younger pupils (Year 8 and Year 10) were more likely to report ‘being in trouble’ than older
children (Year 12), 12% vs. 4%. Girls were less likely to ‘be in trouble’ when compared to boys,
9.4% vs 15.7%.

Gang Membership
Gang membership is also linked to pupils feeling they are often in trouble. Of those who are not
part of a gang only 7.9% report feeling they are in trouble at school. This percentage increases to
25.6% for those who felt they should be in a gang at some point but did not join and to 41.5% to
those who have joined a gang. The same gradient observed for feeling stressed about school work
(please see above) and breakfast applies to pupils feeling they are in trouble at school. Only 6.6%
of those who have breakfast every morning report feeling in trouble at school, while the percentage
for those who never have breakfast is 19.9%.
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Domestic Abuse
Secondary and post 16 pupils were asked if they had witnessed or had been subjected to
domestic abuse. Overall 84% had not. However 333 pupils reported they, or someone in their
immediate family had been abused. 186 were female and 147 male. 292 said it was not happening
now and 26 (8%) said it was still happening.

Self-harm
Secondary pupils and year 12 young people were asked is they had ever self-harmed. The 16.3%
(357) who responded yes were then asked a series of questions about their self-harm, the first of
which was how often they had self-harmed. 11% (36) replied “never” to this question – this means
that the actual proportion of pupils who have self-harmed is actually 14.6% (357 minus the 36
“Nevers” = 321 divided by the number of pupils who responded 2,195). A further 51.1% (163)
pupils said they had self-harmed once or twice. In our experience these tend to be young people
who have self-harmed as part of a game or challenge/dare and most do not go onto serious selfharm or related mental issues. This group of young people can be described as “Experimental”
self-harmers and are therefore not included in the analysis of habitual self-harmers. Therefore the
number of habitual self-harmers that we are concerned with in this study is actually 7.2% (158) –
that is our 321 actual self-harmers minus 163 experimental self-harmers = 158 regular selfharmers. It is very important that this 7% figure is quoted when reporting self-harm and not the
initial 16% which could be misleading. 7% is in line with national figures (also based on regular selfharm). Experimental self-harmers should be reported as a separate figure. Considering the regular
self-harmers – these can be subdivided into habitual self-harmers – those who self-harm
sometimes – e.g. monthly (38 pupils, 1.7%) and chronic self-harmers those who self-harm weekly
or more (82 pupils, 3.7%) – see figure 8). Figure 8 – frequency of self-harm, online pupil
survey

In line with national trends and other local studies (OPS and in and around Bristol) the incidence of
regular self-harm is about 3 times more prevalent in girls than in boys. Those boys who have self-
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harmed are more likely to have experimented than girls, and girls are more likely to be chronic selfharmers than boys. Figure 9 - frequency of self-harm (gender differences), online pupil
survey

There are also some gender differences in the methods they use to self-harm – girls favouring
cutting in the main and boys also using more physical means (e.g. punching walls etc).

Bullying
The majority (65%) of pupils in all year groups feel their school had dealt with bullying quite or
extremely well. However there is a significant difference in year groups with a high point (77.8%) in
year 4 and a low point (37.4%) in year 10. This is not correlated with the amount of actual bullying
reported. 11% of pupils report being bullied sometimes, quite often or most days. This is higher in
primary than in secondary phases. Reported bullying decreases as pupils get older but perception
of school management in this area gets worse.

Children and young people with learning difficulties
People with learning difficulties are more likely to experience mental health problems (Emerson, E.
et al, 2008). Estimation of the population prevalence of learning difficulty is problematic and should
be treated with caution. Emerson et al (2004) calculated prevalence in children and young people
with learning difficulties for different age groups as follows: 5 to 9 years: 0.97%; 10 to 14 years:
2.26%; and 15 to 19 years: 2.67%. The following table (12) applies these prevalence rates to
South Gloucestershire. Table 12 - Estimated total number of children with a learning
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difficulty, South Gloucestershire 2014
Children aged 5-9 yrs
with a learning difficulty

Children aged 10-14 yrs
with a learning difficulty

Children aged 15-19 yrs
with a learning difficulty

Total

160

335

455

950

Source: Office for National Statistics mid year population estimates for 2014. CCG population
estimates aggregated from GP registered populations (Oct 2014). Emerson E. at al (2004). These
rates for different age groups reflect the fact that as children get older, more are identified as
having a mild learning difficulty. The Foundation for People with Learning Disabilities (2002)
estimates an upper estimate of 40% prevalence for mental health problems associated with
learning difficulty, with higher rates for those with severe learning difficulties. The following table
shows how many children with learning difficulties who also experience mental health problems
might be expected in South Gloucestershire. Table 13 - Estimated total number of children
with learning difficulties with mental health problems, South Gloucestershire, 2014
Children aged 5-9 yrs with
a learning difficulty with
mental health problems
(2014)

Children aged 10-14 yrs
with a learning difficulty
with mental health
problems (2014)

Children aged 15-19 yrs
with a learning difficulty
with mental health
problems (2014)

65

135

185

Source: Office for National Statistics mid-year population estimates for 2014. CCG population
estimates aggregated from GP registered populations (Oct 2014). The Foundation for People with
Learning Disabilities (2002) [1] Green et al. (2005). Mental health of children and young people in
Great Britain, 2004. A survey carried out by the Office for National Statistics on behalf of the
Department of Health and the Scottish Executive. Basingstoke: Palgrave Macmillan. [2] RCN
(2014) Mental health in children and young people. Available at:
http://www.rcn.org.uk/__data/assets/pdf_file/0003/596451/RCNguidance_CYPmental_health_WE
B.pdf [3] Future in Mind [4] DfEE (2001) Promoting children’s mental health with early years and
school settings. Available at:
http://www.mentalhealthpromotion.net/resources/promoting-childrens-mental-health-with-early-ye
ars-and-school-settings.pdf [5] Law et al. How big an issue is children and young people’s mental
health? Young Minds doc from Steve [6] South Glos health profile PHE [7] Green H, McGinnity A,
Meltzer H, Ford T, Goodman R: Mental health of children and young people in Great Britain, 2004.
A survey carried out by the Office for National Statistics on behalf of the Department of Health and
the Scottish Executive. Basingstoke: Palgrave Macmillan, 2005. [8] CMO 2010 report [9] Marmot
review [10] Cabinet Office (2011) Early intervention: the next steps. Available at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/284086/early-inter
vention-next-steps2.pdf [ii] Awaiting analysis to determine whether this relates to families or
individuals [iii] Awaiting analysis to determine whether this relates to families or individuals
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Current services and assets in relation to need
Services for children and young people exist for the population of South Gloucestershire across the
four tiers described in the introduction. Table 14 gives an indication of services currently operating
in South Gloucestershire at each tier and their current service usage where known. Although
current service usage is not fully populated due to a lack of available data the table indicates that in
comparison with estimated prevalence by tier there is unmet need at the various tiers, notably
lower tiers including preventative services, potentially sub-threshold where children and young
people have not received a diagnosis of a mental health condition. Table 14: SG services
mapped against tiers of provision

Tier

Mental Health
support provided

317/885

Services currently operating in South
Gloucestershire with current service
usage in brackets. NK = Not known
For more detailed service information
see appendix xxx

Expected
number of CYP
at this tier in
South
Gloucestershire
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1

Protective activities
and strategies for
self-management,
awareness raising,
advice, early
assessment and
signposting.
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Breakthrough Mentoring (150) Southern
Brooks SAY Project (NK) Southern Brooks
Dreamscheme (NK) SARI 1:1
empowerment (NK) Indigo (NK)
Supportive Parents (NK) ResoundBlackhorse (NK) Parents and carers (NK)
Southern Brooks WoW groups (NK)
Kingsmeadow Community Flat (NK) Our
Place Community Flat Staple Hill (NK) St
Nicholas family Centre Yate (NK) Bourne
Family Project Kingswood (NK) South Glos
Community Sport Street games and other
initiatives (NK) South Glos Library service
(NK) South Glos Community Learning
(310) OTR (Resilience Lab) (NK) KTS (NK)
Ignite courses (NK) NAS support group
(NK) Bouncing Babies. (NK) Butterflies
Haven (NK) The Rainbow centre (NK)
Survive Freedom Programme. (NK)
REACH (NK) Independent People 16-25
(NK) South Glos Youth Housing (100)
EACH: Educational Action Challenging
Homophobia (200) Supportive Parents
(NK) Special Friends (NK) Whizzkids (NK)
Fairbridge (NK) Incredible Kids (NK) Sure
Start Children’s Centres (2236) GPs (NK)
Youth Services (targeted in PNs) (NK)
School nurses (NK) Health visitors (NK)
Mind Out – Training (NK) Education other
than at School (EOTAS) – Behaviour unit
Severnside, (NK) The Junction
Mangotsfield (NK) First Point (583) Social
workers (need breakdown by team) -Children in Care (180) -- Children with child
protection plan (156) SAF process to coordinate team around the child (700) Brook
(NK)
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2

More specialist
mental health support
for those who needs
are not met at tier 1.
Training and advice
for tier 1 staff.

3

Support for those
with complex mental
health needs

4

Support for CYP with
severe, highly
complex and life
threatening
conditions

Youth Intervention Support Service (YISS)
(NK) Family Intervention Support Service
FISS (NK) Educational psychologists (NK)
Southern Brooks family services team (NK)
Families in Focus (FIF) workers (NK)
Primary mental health workers --Looked
After (NK) --Children of School Age (NK) -Antenatal-4 years (NK) -- YOT (NK)
Psychologist for looked after children
Paediatricians (NK) Young People drug &
alcohol service—1:1 (70) Enuresis service
(NK) Off The Record Talking Therapies
11-15 yrs (250) South Gloucestershire
talking therapies 16-18 yrs (250) South
Gloucestershire talking therapies 19-25 yrs
(850)
South Glos early intervention in psychosis
aged 14-35 experiencing a first episode of
psychosis (NK) Young people substance
misuse treatment service (NBT) SG
commissions 6 places a year for most
complex YP CAMHS services (830) Not
sure of full breakdown of services
• Partnership Outreach Team (NK)
• Eating disorders (75 inc 52 anorexia)
• Be safe- harmful sexual behaviour for
CYP (NK)
• Section 136 suite (NK)

Riverside Unit (NK) New Horizons (NK)
STEPS (NK)

3995

1060

45

Maternal and Infant mental health
Maternal and infant mental health has recently come under scrutiny both nationally and locally in
the West of England area during 2015. As a result a local peri natal depression (PND) strategy
group has been formed for South Gloucestershire. This group consists of representation from the
voluntary sector (including service user voice), Avon & Wiltshire Mental Health Trust, North Bristol
Hospital Trust, South Gloucestershire Clinical Commissioning Group and South Gloucestershire
Council. The group is in its early stages but has come up with some early areas for action based of
professional feedback.
1. It is not clear what local data is routinely collected across all levels of the pathway and an
audit of current data sources in being conducted. This will be cross referenced with the new
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maternity dashboard being developed across the South West to develop a core indicator set.
2. Possible data sources identified include, IAPT, GPs, Health Visitor notes (Care Plus), Children
Centre data, voluntary sector waiting lists, AWP data, New Horizons data (Southmead) and
general midwifery data.
Recommendations for service development are being collated after consultation with service users
and professionals and data will be used to further build on this once it is gathered.

Talking Therapies
Talking therapies are part of the local service offer and support significant volumes of children and
young people between the ages of 11-25. Locally this service is offered in two parts one covering
11-15 year olds and one covering 16-25 year old. The former is provided by Off the Record and
the later by South Gloucestershire Talking Therapies. Individuals can be referred by professionals
(GPs being the main source) or self-refer. The three services together support around 2000
children and young people a year.

Off the Record (11-15 year olds)
Off The Record provides Tier 2 counselling service young people aged 11-15. This service was
introduced in September 2014, having long been identified as a service gap in South
Gloucestershire Between September 2014 and March 2015 127 young people accessed the
service. Waiting times:
Kingwood (27 young people / 20 weeks),
Yate (13 young people / 17 weeks),
Patchway (8 young people / 15 weeks).
Figure 10 - South Gloucestershire Talking Therapies (16-25 year olds)
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As shown in figures 11 and 12 there is fluctuation in referrals into the service and an upward trend
is seen in the 16-18 year old age group. Figure 11: SG referrals to Talking Therapies (16-18
year olds)
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Source: Talking Therapies (16-18 year olds) Figure 12: SG referrals to Talking Therapies
(19-25 year olds)

Source: Talking Therapies (19-25 year olds)

CAMHS service activity
Referrals to tier three CAMHS have increased in the last 5 years for South Gloucestershire while
the percentage of acceptance has decreased (see table 15). According to ONS 2014 published
statistics, in South Gloucestershire an estimated number of 1,060 children aged 17 and under
would require Tier 3 service. This is twice the number of children who have been referred and
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accepted for these services on an annual basis in recent years. Table 15 - South
Gloucestershire Tier 3 referrals
Year

Total
referred

Rejected

Accepted

% of accepted
given an appt.

% accepted

2010/11

787

203

584

83%

74.2%

2011/12

721

184

537

78%

74.5%

2012/13

874

328

546

82%

62.5%

2013/14

967

328

639

79%

66.1%

2014/15

842

342

500

73%

59.4%

5 year average

838

277

562

N/A

67.1%

Source: CAMHS The rates of referrals and accepted referrals have been fluctuating in the last 5
years, both seeing the same trends, with a steeper change in the referral rate compared to
accepted referrals (see figure 13). It is noteworthy that although referral and accepted referral rates
have experienced similar trends, the rate of rejected referrals has doubled in 2012/13 from that in
2011/12 and has stayed constant for the last three years at approximately 57/ 10,000 under 18
population, regardless of the drop in referrals. Figure 13. Rates of referrals for CAMHS tier 3,
2010/11-2014/15, South Gloucestershire

Source: CAMHS Figure 14. Percentage of rejected and accepted referrals, CAMHS tier 3,
2010/11-2014/15, South Gloucestershire
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Source: CAMHS The projections for CAMHS Tier 3 service usage was determined by averaging
the changes from 2010/11 to 2014/15 and applying the same trend for the next 5 and 10 years
(figure 15). If the services continue to experience the same trend seen in the last 5 years, the
rejected referrals percentage will increased from 41% in 2014/15 to 59% and 77% in the next 5
and 10 years, respectively. If the rate stays constant to the 2014/15 levels and we account for the
population change, 40 and 122 more referrals will be made in 5 and 10 years, respectively.
Figure 15. Rates of referrals into CAMHS Tier3 services, 2010/11-2014/15 and projections
for 2020 and 2025
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Source: CAMHS and Public Health Intelligence Team, South Gloucestershire Council Figure 16 Children and Young People’s Admissions Data, 2013/14

Source: http://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh Figure 16
summarises key indicators for South Gloucestershire in relation to admissions data. The rates
shown in figures 17 and 18 were obtained by extracting all admissions where any of the diagnoses
fields had an ICD code that started with F, in under 19 year olds, South Gloucestershire Residents.
The data was extracted via SQL coding from the database supported by the SWCSU. Hospital
admissions due to mental health conditions have increased over the last 5 years for South
Gloucestershire (figure 17) as have admissions for self-harm for those under 19 years of age (figure
18). Figure 17. Hospital Admissions due to Mental Health Conditions, 10-19 year olds,
South Gloucestershire residents, 2010/11-2014/15
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Source: SUS Statistics accessed via Avon Business Intelligence, South West Clinical
Commissioning Unit Figure 18 - Self-harm admissions in under 19, South Gloucestershire
Residents, 2010-2015

Source: SUS database. The data was extracted via SQL coding from the database supported by
the SWCSU. The above rates were obtained by extracting all admissions where any of the
diagnoses fields had an ICD code in X60-X85, in under 19 year olds, South Gloucestershire
Residents.

Evidence of what works
A range of national guidance exists relating the mental and emotional wellbeing of children and
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young people. In response to calls for change, the report of the Children and Young People’s
Mental Health Taskforce sets the strategic vision for delivering improvements to the mental and
emotional wellbeing of children and young people. In particular, the new vision advocates for an
integrated whole-system approach, with the NHS, public health, voluntary and community, local
authority children’s services, education and youth justice sectors working together to create a
system built around the needs of children, young people and their families, rather than rigidly
defined in terms of the services on offer by an organisation. The future of the current service
delivery model in South Gloucestershire is under discussion, and will draw on local service data
and the views of patients, families and professionals to ensure that services are patient-centred
and accessible. NICE guidance offers recommendations with a focus on key risk factors that can
shape a child’s mental health and these are summarised in an appendix attached to the South
Gloucestershire Children and Young People’s Needs Assessment (to be published 2016). Key
themes from ‘Future in Mind’ are relevant to future local strategy development and form the basis
of themes for recommendations to commissioners and system leaders:
1.
2.
3.
4.
5.

Promoting resilience, prevention and early intervention
Improving access to effective support (simplifying structures and removing barriers)
Care for the most vulnerable
Accountability and transparency
Developing the workforce.

User views (on need, services / assets and gaps)
Recent events and focus groups in South Gloucestershire have gathered the views of young
people, parents and carers, professionals and service providers. The events and focus groups
were as follows:
Bristol and SG Children’s Community Health Services Stakeholder findings 2014
(Professionals and Parents/Carers)
Healthwatch Being Me event October 2014 (Children & Young People)
CYP Professionals service mapping event November 2014 (Providers & elected members)
Schools Health Survey February 2015 (6000 responses from students)
SEN conference March 2015 (Parents and Carers)
South Gloucestershire Youth Board August 2015 (Children & Young People)
During this process a broad range of views were expressed but a number of priorities were
consistently identified by local stakeholders:
1. Whole population and whole system development (mental health promotion)
2. Targeted prevention (mental illness prevention)
3. Strengthening the care pathway for young people with identified mental ill health (treatment
and rehabilitation)
1. Whole population and whole system development (mental health promotion) Key views as
follows:
A joined up care pathway that is clearly mapped and understood by professionals and
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the public alike. What is the local offer?
Basic mental health awareness training for CYP professionals including strategies for
promoting resilience and self-management along with the local knowledge to signpost.
More information/training for parents about how to promote positive mental health in
their children.
More information/training for CYP about how to manage their own mental health
positively.
Work with schools and parents to address exam and academic pressures.
Campaigns to address stigma and bullying across a range of risk factors (appearance,
sexuality, disability, race).
2. Targeted prevention (mental illness prevention) Key views as follows:
Approaches that support CYP in the context of the whole family situation including
parental risk factors and co-ordinating with adult services.
Proactive support and development of protective factors for CYP most likely to
experience mental ill health including children in care, children with disabilities, young
offenders, young carers and gypsies and travellers.
More community based support for mums experiencing mild PND.
3. Strengthening the care pathway for young people with identified mental ill health (treatment
and rehabilitation) Key views as follows:
A range of alternatives for young people who do not meet the CAMHS service
thresholds including increased capacity for talking therapies, key workers and peer
support groups.
More capacity within CAMHS.
More support for young people before the transition into adult services.

Equalities
To be reviewed via full children and young people’s needs assessment due to be published 2016.

Unmet needs and service gaps
The population of children and young people is increasing in South Gloucestershire. Estimated
population projections indicate the largest growth is likely to be within the 5-9 and 20-24 year age
bands. The demand on mental health and emotional wellbeing services for children and young
people will increase in-line with population growth. Based on national estimates of prevalence,
there are approximately 4,800 children in South Gloucestershire, aged 5-19 who have a mental
health disorder. The estimated prevalence of mental health disorders is higher in South
Gloucestershire amongst boys except for emotional disorders which is estimated to be higher for
girls. Children aged 11 to 16 years old are more likely than 5 to 10 year olds to experience mental
health problems. National data estimates that for 16-19 year olds in South Gloucestershire, more
females are diagnosed with neurotic disorders such as ‘mixed anxiety and depressive disorder’
than males yet it should be noted more males are estimated to have a diagnosis of ‘generalised
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anxiety disorder’ and ‘obsessive compulsive disorders’. Estimates of the number of children and
young people who may experience mental health problems appropriate to a response from
CAMHS at Tiers 1, 2, 3 and 4, for example over 8,000 children under 17 years in South
Gloucestershire requiring tier 1 CAMHS services, suggesting significant unmet need for those
children who do not meet the threshold of a formal mental health diagnosis. Although current
service usage is not fully populated due to a lack of available data the table indicates that in
comparison with estimated prevalence by tier there is unmet need at the various tiers, notably
lower tiers including preventative services, potentially sub-threshold where children and young
people have not received a diagnosis of a mental health condition. A range of risk factors affect
whether a child or young person will develop a mental health problem such as looked after
children. Based on a national estimated prevalence of mental health disorder mapped against risk
factors there is likely to be a significant number of children and young people who do not meet the
threshold for services and are therefore not accounted for within estimates of mental health service
‘need’ in South Gloucestershire. Rich data exists within the recent online pupil survey of secondary
school children within South Gloucestershire and identifies significant prevalence of children feeling
worried, unconfident about the future and unhappy. Rich data on South Gloucestershire children
falling into ‘at risk’ categories such as numbers self-harming, feeling stressed, consuming alcohol,
not feeling proud of their achievements. Services for children and young people exist for the
population of South Gloucestershire across the four tiers described in the introduction. Accessing
data for the lower tier services is challenging and suggests there is a less clear picture of both need
and demand at a sub-threshold level both in terms of prevention and treatment of those children
and young people with or at risk of developing a mental health disorder. According to ONS 2014
published statistics, in South Gloucestershire an estimated number of 1,060 children aged 17 and
under would require Tier 3 service. This is twice the number of children who have been referred
and accepted for these services on an annual basis in recent years. Hospital admissions due to
mental health conditions have increased over the last 5 years for South Gloucestershire as have
admissions for self-harm for those under 19 years of age. Themes identified via stakeholder events
and focus groups are as follows:
A request for whole population and whole system development
Improved support for families and individuals to manage their own mental health (mental
health promotion)
Targeted prevention required focusing on established risk factor and groups such as services
supporting maternal and infant mental health need improved mapping (mental illness
prevention)
Strengthening the care pathway for young people with identified mental ill health is required
(treatment and rehabilitation)
National guidance recommends an integrated whole-system approach, with the NHS, public
health, voluntary and community, local authority children’s services, education and youth justice
sectors working together to create a system built around the needs of children, young people and
their families, rather than rigidly defined in terms of the services on offer by an organisation. Key
themes from ‘Future in Mind’ are relevant to future local strategy development and are currently a
gap in current whole system commission and planning for mental health and emotional wellbeing
services for children and young people in South Gloucestershire:
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1.
2.
3.
4.
5.

Promoting resilience, prevention and early intervention
Improving access to effective support (simplifying structures and removing barriers)
Care for the most vulnerable
Accountability and transparency
Developing the workforce.

Recommendations for consideration by
commissioners
1. Develop an integrated whole system approach This process involves clearly defining and
then communicating the local pathway to all stakeholders outlining commissioning
responsibilities, performance monitoring and governance arrangements for the whole system
to ensure the development of an accountable and transparent system.
2. Promote resilience, prevention and early intervention Reflecting on population projections and
identified unmet need for CYP in lower tier services including prevention and sub-threshold
needs develop an integrated whole-system approach with the NHS, public health, voluntary
and community, local authority children’s services, education and youth justice sectors
working together to create a system built around the needs of children, young people and
their families. This will involve proactively targeting known risk factors and groups.
3. Improve access to effective support Commission appropriate provision at tiers 2 and 3 to
account for population projections and increasing hospital admissions as shown within the
above data. Ensure children and young people get the right support or intervention at the
right time. This will be done via a consistent range of treatments and interventions which are
evidence based and informed by practice. Referrals should be accepted from a wide range
of sources such as GPs, schools as well as self-referral.
4. Care for the most vulnerable Offer a range of information and interventions for parents and
young people to promote positive mental health and emotional resilience individually and in
the context of their family. This will include both widely promoted self-management
information but also interventions such as cognitive behavioural therapy, systematic family
therapy and parenting courses. Ensure at risk groups identified and targeted via for example
health champions and inequalities workstreams. Develop a clear local pathway for maternal
and infant mental health. Ensure there is a good understanding of local need and a joint
approach to addressing that need with evidence based and performance measured services
across all tiers of provision.
5. Workforce development for non-specialist CYP workforces This should include a trend
towards staff on lower bands with more generalist and community-based roles. Work
towards embedding staff with non-clinical teams, e.g. schools, social care and universal
services.
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Recommendations for needs assessment work
A Children and Young People Mental Health Needs Assessment will be published in 2016.
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Oral health
Summary
Oral diseases are largely preventable. In children, the best start in life, breastfeeding, along with a
healthy diet into childhood and exposure to fluoride will provide protection against tooth decay. In
adults, a healthy diet, moderate consumption of alcohol and not smoking will provide protection
against periodontal diseases as well as oral cancers. In addition, the HPV vaccine offers protection
against other types of oral cancer. In South Gloucestershire inequalities persist. Children born in to
less wealthy families are more likely to have poor oral health and suffer the consequence of days
lost from school, speech and language problems and hospital admissions for tooth extraction. The
pattern in adults is similar, people from lower socio-economic backgrounds are more likely to have
a poor diet, smoke and drink excessive alcohol, leading to higher rates of periodontal disease and
oral cancer. A life course approach to oral health promotion generates actions in the pre-natal
period through to old age. Populations at risk from poor oral health include children and adults
living in deprived communities, people who are socially isolated, people with mental health
problems, children of parents with those risk factors and children and adults with learning
disabilities. Alongside the life course approach, targeting people in hose risk categories will reduce
inequalities. In South Gloucestershire there is oral health is better than the national average.
However, 418 children between 0 and 19 had at least one tooth extracted in 2016/17. The
distribution of this is not even, with those from lower socio-economic groups more likely to have a
dental admission. The incidence of oral cancer in adults is similar to the national average but the
mortality rate from oral cancer is lower than in the rest of the South West and England. The risk
factors for poor oral health are diet, access to fluoride, and regular dental checks. In adults it is
additionally smoking and excessive alcohol consumption. Risk factors tend to cluster around
individuals. Childhood obesity is lower than the national average and more than the national
average of children are offered breast milk in the first weeks of life. Smoking rates are although
rates of admissions for alcohol are higher than the regional and national average. HPV vaccine
uptake is, at 73.1%, below the goal of 90% and the regional average. There is a West of England
strategy whose aim is to improve the oral health of all people in Bristol, Bath and North Somerset,
North Somerset and South Gloucestershire. It provides an overarching framework for the
development of local delivery plans. In South Gloucestershire we have developed delivery plan
which is refreshed annually. This has five objectives
Enabling change across the life course
Providing the best start in life for oral health
Supporting adults to improve their oral health
Targeting people at higher risk of poor oral health
Improving the oral health of people as they age.
There is a range of activity which supports the aims of the oral health delivery plan. There is a
small resource for oral health promotion but, the majority of oral health promotion work in
embedded into other services and such as midwifes, health visitors and school nurses. We
commission and provide a wide variety of services to help people address issues such as diet,
smoking and alcohol consumption. For older adults there is care home framework specification
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includes dental care and this is included in the work Healthwatch do in care homes. There is a
prediction that there will be a rise in the population of South Gloucestershire and a rise in the
number of older people in particular. This means that there will be an increase in demand, due to
the increase in the population unless the rates or poor oral health decrease. New housing is being
built which may result in an increase in pressure on dental services.

Recommendations for consideration
There is an oral health delivery plan, supported by an action group who meet to report on and
update the delivery plan. The recommendations will be delivered by this group.
Ensure there is provision for oral health in plans accompanying housing developments.
Ensure that every opportunity to embed oral health into preventative strategies and
programmes is taken to maximise opportunities for oral health promotion and exploit the
synergies between breastfeeding, obesity, smoking and alcohol work.
Ensure measures to increase regular uptake of dental services, particularly in communities at
high risk of poor oral health are embedded into oral health promotion work.
Embed oral health promotion in the day to day work of health and social care staff so the
benefits of targeted oral health promotion activity with specific groups can be maximised.
Training and information for frontline staff on the importance of good oral health and delivery
of simple interventions.
Focus on groups at high risk of poor oral health, particularly those living in deprived areas
and in institutional care settings, people with learning disabilities, looked after children,
travelling communities, and the homeless.
Work to engage with the Clinical Commissioning Group (CCG) in oral health so it is considered at
all levels.

1) Who is at risk and why?
The information presented in this section is taken from the West of England Oral Health Promotion
Strategy 2016-2021, produced by Public Health England, Bath and North East Somerset Council,
Bristol City Council, North Somerset Council and South Gloucestershire Council but has been
updated to include more recent data. Oral diseases are largely preventable; and there is a need to
develop interventions to achieve sustained and long-term improvements in oral health and reduce
inequalities. Improvements in oral health over the past thirty years have been largely unrelated to
clinical treatment. The greatest impact has been made by social, economic and environmental
factors alongside the widespread use of fluoride toothpaste. Evidence linking periodontal health
and general health is accumulating. Periodontal diseases are associated with coronary heart
disease; rheumatoid arthritis; Alzheimer’s disease and adverse pregnancy outcomes. Research
suggests a two way relationship between periodontal disease and diabetes, where poorly
controlled diabetes is a risk factor for developing periodontal disease, and the presence of
periodontal disease may contribute to the development of diabetic complications. Oral cancer
comprises a group of cancers including cancer of the lip, tongue, mouth, and the airways. Oral
cancer incidence rates have risen by a third in the last decade, making it one of the fastestgrowing cancers in the UK. Tobacco and alcohol consumption are major risk factors. Oral cancer
is now being increasingly seen in young adults, and has been attributed to increasing rates of
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infection with the Human Papilloma Virus, reflecting changes in oral sexual behaviour. (1,2)
Different stages of people’s lives bring different oral health challenges. It is important that oral
health promotion interventions are designed to address changes in need. A life course approach to
identifying need and appropriate timing of promotion of good oral health is summarised in Figure 1
below. Figure 1: A life course approach to oral health promotion

Source: West of England Oral Health Strategy
Risk factors for poor oral health
Poor oral hygiene from poor tooth brushing, insufficient exposure to fluoride and consumption of a
diet that is high in sugar are the main direct risk factors for an individual’s poor oral health. The
circumstances in which people live and work have a profound effect on their health and wellbeing,
including their oral health. The causes of oral diseases, and related inequalities, are therefore
mainly social and environmental (3). Figure 2

Source: Determinates of poor oral health, West of England Oral Health Strategy Contributory
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factors to poor oral health are shared by other major public health concerns, as outlined above. A
common risk factor approach can be applied to the promotion of general health and well-being
that supports good oral health for people throughout their life (3, 4, 5). For example reducing sugar
consumption will have a positive impact on tooth decay and obesity, stopping smoking will reduce
oral and lung cancer, gum disease and cardiovascular disease.
High sugar consumption
The Scientific Advisory Committee on Nutrition (SACN) advises that ‘free sugars’[1] in food and drink
should contribute no more than 5% of dietary energy. This is about 30g (about 7 teaspoons) of
free sugars for anyone aged eleven or older (6). The current average consumption of free sugars
are at least twice the recent 5% recommendation, and three time the 5% value in children aged
11-18. The main sources of our daily intake of free sugars are table sugar, preserves and
confectionary (up to 27%); soft drinks, fruit juices and other non-alcoholic drinks (up to 25%) and;
biscuits, buns and cakes (up to 20%) (6). [1] ‘Free sugars’ includes all monosaccharides and
disaccharides added to foods by the manufacturer, cook or consumer, plus sugars present in
honey, syrups and unsweetened fruit juices. Lactose (milk sugar), when naturally present in milk
and sugars contained within the cellular structure of foods (such as fruits and vegetables) are
excluded. Consumption (frequency and quantity) of free sugars is associated with greater risk of
tooth decay (dental caries). The SACN report concludes that reducing consumption of free sugars
will help to reduce the risk of dental caries, as well as reducing the risk of diabetes, cardiovascular
disease and obesity throughout life (6).
Exposure to fluoride
Increasing population exposure to fluoride is also a key factor for improving oral health and
reducing tooth decay (7). The main source of fluoride for most people is in toothpaste. Fluoridation
of publicly provided drinking water is a safe and effective means of enabling community wide
exposure to fluoride, and used in some areas. Water is not artificially fluoridated in South
Gloucestershire and would not be proposed without a full consideration of the technical feasibility,
cost effectiveness and public consultation.
The impact of poor oral health
It is well established that poor oral health impacts significantly on people’s physical and mental
health, illustrated in Figure 3. The effects of poor oral health are evident across the life course.
Figure 3. Impact of oral disease on physical and mental health
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Source: Choosing Better Oral Health. Department of Health, 2005 (11).
Populations at risk of poor oral health
Everyone, across their life, benefits from good oral health. Children and adults living in deprived
communities consistently have poorer levels of oral health than people in more affluent
communities (1, 3, 5, 8). The prevalence of tooth decay, tooth loss, oral cancer and periodontal
disease all follow the social gradient. Anyone dependent on others for their care is vulnerable to
poor oral health. In summary, vulnerable groups at higher risk or poor oral health include:
the old and frail, people living alone or in residential care
people that are socially isolated such as Gypsies and Travellers, the homeless and prisoners
people with mental health conditions, dementia
people who consume high quantities of alcohol, are drug users or smokers
anyone who has a chronic medical condition
children of parents with the above risk factors and children in care
children and adults living in deprived communities
children and adults with a learning disability

Children and young people
Oral diseases can have a considerable impact on a child’s general health and wellbeing. Poor oral
health is associated with being underweight and a failure to thrive. It also affects a child’s ability to
sleep, speak, play and socialise with other children. Children with poor oral health may have
increased school absenteeism, and decreased school performance. Children living in poverty
experience poorer oral health. Children living in poverty often consume a diet high in sugar and of
poorer nutritional quality. Looked after children are at high risk of poorer oral health and some may
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experience erratic and irregular access to dental services as they move between carers (8).
Children (and adults) with a learning disability are also at high risk of poor oral health due to their
reliance on carers for support with their oral health needs and access to dental services. Children
in special support schools have slightly lower levels of tooth decay than children in mainstream
schools but are more likely to have their teeth extracted. Twice as many five year old children at
special support schools have had one or more teeth extracted due to decay compared to children
in mainstream schools (6% and 3% respectively) (9). For too many children, tooth extraction
necessitated by dental decay can carry risks to health associated with invasive procedures and
general anaesthesia. Tooth extraction under general anaesthesia is the largest cause of admission
to hospital for children aged five to nine years, in 2015/16 this was 217 admissions, nearly 91% of
which were for dental caries, an entirely preventable condition. (8). About one third of children
suffer from dental disease. Locally, the burden of poor oral health varies across the four local
authorities. The standard indicator for measuring oral health of children is the proportion of children
aged five with decayed or missing teeth, which is a proxy for prevalence of tooth decay among
children and depicted in Table 1, alongside two further indicators of the burden of oral disease
among children. Further information, analysis and interpretation is available in the 2015 South West
Oral Health Needs Assessment (1, 2) Table 1: The burden of childhood dental disease - West of
England Local Authorities
Bath and
North
East
Somerset

Bristol

North
Somerset

South
Gloucestershire

England
average

Proportion (%)
of three year old
children with
decay
experience
[1]
(d3mft>0)

2012/13

Not
available

15.3

11.1

1.3

11.6

Proportion (%)
of five year old
children with
one or more
teeth extracted[2]

2014/15

15

29.9

18.1

14.1

24.8

Proportion (%)
of twelve year
old children with
decay
experience
[3]
(d3mft>0)

2008/09

26.8

39.5

33.9

29.2

33.6

Source: PHE (2015) Oral Health Profiles. [1] Decayed, missing teeth or filled teeth (d3mft>0) from
20/1415 survey by the National Dental Epidemiology Programme [2] Percentage of five year old
children with one or more teeth extracted due to dental decay (%Mt >0) by Upper Tier Local
Authority Area from a 2011/12 survey of the National Dental Epidemiology Programme [3]
Decayed, missing or filled teeth (d3mft>0) from a 2010 survey by the National Dental Epidemiology
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Programme Vulnerable young people, such as those with learning difficulties, long term medical
conditions or in contact with the criminal justice system are more likely to experience poor oral
health outcomes. Vulnerable young people remain a higher risk group of poor oral health outcomes
due to associated lifestyle risks. Preventing dental decay is crucial in children, as the burden of
disease lasts a lifetime. Untreated dental decay in children can affect a child’s general health and
wellbeing. Pain and discomfort linked to oral disease can lead to difficulties in eating and sleeping.
Poor oral health in children is associated with a failure to thrive as well as affecting a child’s
confidence to socialise with other children. Children suffering poor oral health may not gain full
benefit of their education as poor oral health contributes to ‘school readiness’. Increased
absenteeism due to poor oral health has been linked to decreased educational performance (1, 8).

Adults
As with children, adults living in deprivation experience poorer oral health outcomes. In adults, poor
oral health can lead to oral pain, premature tooth loss, a dry mouth and sleep deprivation.
Experiences of pain and discomfort, difficulties communicating and eating, affect general physical
and mental wellbeing. Such limitations can place a significant burden on the individual to function
effectively at work. National surveys suggest most adults perceive their dental health as good or
very good, though the South West is slightly lower than the national average with around six in ten
adults having positive perceptions of their dental health. About one in three adults report pain as a
common problem and report difficulties in sleeping, eating, smiling or cleaning teeth. One in five
adults said they experienced psychological discomfort due to poor dental and oral health (1).
People who use tobacco or consume high quantities of alcohol are at higher risk of developing oral
disease, as are people who have diabetes, are older and living with cognitive or physical
morbidities. Oropharyngeal cancer has been linked to the human papilloma virus which can
transmitted by oral sex. Promoting safe sex among young people and adults is important in
reducing this risk. Oral cancer (a term used to encompass a number of different types of cancer of
the mouth) makes up 2% of all cancer cases and 1% of all cancer deaths in the UK. Around 2,100
people died of oral cancer in 2012 in the UK, equivalent to around six people every day. Whilst the
incidence of new cases of oral cancer is relatively low, rates are increasing and the number of
people dying as a result of oral cancer has increased by around 10% in the last decade (10, 11).
Diagnosis of oral cancer is usually late because people can ignore symptoms: public awareness of
oral cancer is low. Most sufferers die in first 2-3 years after diagnosis, with only about half of
people with oral cancer surviving five years (10). Oral cancer is strongly related to socio-economic
deprivation, with the highest rates occurring in the most disadvantaged groups. This pattern is
independent of lifestyle behaviours. Oral cancer is more common in older adults (age 60+),
although numbers are increasing in younger adults. Oral cancer is more common in men and
people who chew tobacco, have excessive alcohol intake and smoke (12, 13). Risk factors such as
smoking, high alcohol and sugar consumption play a significant role in the major diseases of
burden to the population; obesity, respiratory and cardio vascular disease. These risk factors also
contribute to poor oral health (1, 5, 14). There are many opportunities for embedding oral health
education within health improvement interventions that tackle the main causes of ill health. For
example, smoking cessation programmes could highlight the benefits to oral health as well as
general health, of stopping smoking. There are also opportunities for improving access to health
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promoting interventions, including dentists, by improving referral mechanisms between dentists,
public health programmes and primary care.
Older people
The burden of oral disease and its impact on the general health of older people is considerable,
particularly in terms of tooth loss, tooth decay, periodontal diseases, dry mouth and oral cancer. In
older adults, poor oral hygiene is compounded by limitations of mobility, eyesight, communication
and difficulties in self-care. The use of multiple medications can inhibit the production of saliva
which helps to prevent decay and gum disease. Dry mouth, receding gums, loose teeth, or poorly
fitted dentures impact on a person’s ability to maintain sufficient saliva and chew, thus increasing
the risk of dehydration, malnutrition and infection. Adults living with dementia may experience
additional difficulties in maintaining good oral hygiene, if they rely on their carers for help with
routine oral hygiene. Complex clinical needs and poor oral health can both exacerbate each other
(19). The UK population is ageing, with the proportion of people aged 65 and over expected to
increase over the coming decade, for some areas this is more profound than others. Older people
in 2020 will exhibit a broad range of dependence. They will largely continue living in their own
homes, with nursing and care homes providing accommodation for those most frail or with specific
health and care needs. Disparity in disposable income and thus the affordability of oral health care
will broaden. It is anticipated that an increasing proportion of older people will continue to retain
their adult teeth, which are often heavily restored and more complex to maintain than dentures.
Ensuring access to appropriate oral healthcare for the more vulnerable older people will continue to
be an issue for health and social care services. Further information on the oral health of older
people can be found in ‘What is known about oral health of older people in England and Wales’
(15). The National Institute of Health and Care Excellence (NICE) issued public health guidance Oral
health for adults in care homes (16) in July 2016. This guideline covers oral health, including dental
health and daily mouth care, for adults in care homes. The aim is to maintain and improve their oral
health and ensure timely access to dental treatment. This was followed in December 2016 by
Quality Standard (QS139) Oral health promotion in the community (17) which covers activities
undertaken by local authorities and general dental practices to improve oral health. It particularly
focuses on people at high risk of poor oral health or who find it difficult to use dental services. It
describes high-quality care in priority areas for improvement.
Reducing inequalities in oral health
People who are at high risk of poor oral health require more intensive prevention activities, to
provide them with opportunities for better oral health. Promoting activities that improve people’s
oral health the life course, whilst adopting the principle of universal proportionalism, will reduce
inequalities in oral health (18). Interventions to promote good oral health in individuals and
communities need to be complemented by addressing the wider determinants of health in order to
tackle the inequalities in oral health. Examples include; action on sugar (including application of the
sugar tax), reducing alcohol misuse and improving access to services. Accessing routine and
urgent dental care is particularly important for those at high risk of poor oral health.
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2) The level of need and inequalities in the local population
In South Gloucestershire, 1.9% of three year olds had experience of tooth decay in 2013 (PHE
Fingertips, 2017). This is significantly lower than the national average of 11.7% and one of the
lowest rates in the South West. Figure 4: Percentage of three year old children with decay
expirience (d3mft >0) including incisors by Upper Tier Local Authority Area

Source: PHE Oral
Health Profile At the age of five, 14.1% of children in South Gloucestershire experienced tooth
decay in 2014/15, considerably lower than the England average of 24.7%. The prevalence of
dental decay in five year olds in South Gloucestershire has decreased from the previous survey in
2010/11, when it was 22.2%. Whilst there has been a reduction in the England rate over the same
time (from 27.9%) the reduction is more marked in South Gloucestershire. The chart below shows
how many five year olds are free from any experience of tooth decay. It shows an increase, which
is greater than the regional and England average. Figure 5: Proportion of 5 year olds free from
dental decay compared to the regional and England averages, 20110/11 and 2014/15

Source: PHE Early Years Profile At the age of twelve, 29.3% of children in South Gloucestershire
experienced tooth decay in 2008/09, lower than the England average of 33.4%. In England, the
average number of teeth per child affected by decay (decayed, missing or filled teeth) (d3mft) was
0.74; in South Gloucestershire it was 0.53. The chart below shows the proportion of children aged
twelve free of dental decay compared to the Regional and England average. Whilst South
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Gloucestershire has fewer twelve year olds with any dental decay then the region and England
average, over a quarter of twelve year olds have tooth decay, which is entirely preventable. Figure
6: Proportion of twelve year old children free from dental decay 2008/09

Source: PHE Oral Health Profiles Population averages can mask inequalities in oral health.
National data shows that a polarisation in disease experience is occurring, with an increasing
number of children remaining tooth decay free, and the disease becoming concentrated in a small
number of children living in areas of deprivation. Local data on inequalities in oral health is not
available but it is likely to mirror this pattern. In 2016/17, there were 418 finished consultant
episodes for tooth extraction for children and young people aged 0-19, or 0.6% of that
population. Two thirds of those were for caries and the remaining third had no cause listed. The
South Gloucestershire percentage is similar to the rest of the South West. The percentage of
children in North Somerset with a finished consultant episode for tooth extraction is 0.7, in BANES
it is 0.6 and in Bristol it is 0.8. The graph below shows the breakdown of tooth extractions in
different age groups every year from 2011/12 to 2016/17. There is a slight increase in the overall
rate of tooth extractions and this is driven by the increase in the rate of tooth extractions in the
children age 5-9. In 2011/12 this was 1.1% and has now increased to 1.3%. Figure 7: Tooth
extractions by year and age in South Gloucestershire
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Source: PHE, Dental Public Health Intelligence Service The distribution of tooth extraction is not
even amongst the population of South Gloucestershire. The charts below show pooled finished
consultant episodes, with a primary diagnosis of caries for each age group by quintile of
deprivation. There is a strong correlation between deprivation and rate of admission with children
living in the lowest quintiles more likely to have tooth extraction. This strong correlation continues in
every age group. Figure 8: Dental admissions age 0-4 by deprivation quintile, 2012/13 - 16/17,
South Gloucestershire
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Source: NHS Digital & ONS Mid-Year Population estimate Figure 9: Dental admissions age 5-9 by
deprivation quintile, 2012/13 - 16/17, South Gloucestershire

Source: NHS Digital & ONS Mid-Year Population estimate Figure 10: Dental admissions age
10-14 by deprivation quintile, 2012/13 - 16/17, South Gloucestershire

Source: NHS Digital & ONS Mid-Year Population estimate
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Oral Cancers
Oral cancer accounts for 2% of all cancers diagnosed in the UK. It is less common in the UK then
in many other parts of the world. However rates have increased over the last two decades and are
predicted to continue to rise. Oral cancer incidence rates in the UK have risen by a third in the last
decade. Changes in the prevalence of oral cancer risk factors such as alcohol consumption,
tobacco use (smoking and smokeless), and human papilloma virus (HPV) infection are the most
likely reasons for this increase. In adults, the rates of incidence of oral cancer in South
Gloucestershire are similar to the England average, and rates of mortality from oral cancer are
better than the England average. Figure 11: Trends in Oral cancer registration, South
Gloucestershire, South West and England, 2007 - 2015, 3-year rolling average

Figure 12: Oral cancer mortality, South Gloucestershire, South West and England, 201-14

Risk factors
There are factors which increase the likelihood of having poor dental health. For children,
breastfeeding provides the best start in life and there is evidence that bottle feeding, especially
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prolonged bottle feeding, can have a detrimental impact on a child’s oral health. There is a
relationship between diet, obesity and tooth decay. A diet high in sugar and sugary drinks can led
to obesity and tooth decay. In South Gloucestershire in 2015/16, 77.1% of babies were offered
breast milk in the first 48 hours following delivery but by the 6- 8 week check, 47.8% of infants
were still being breastfed. (Source PHE breastfeeding profile). This is slightly above the England
average of 74.3% and 43.8% respectively. The National Child Measurement Programme measures
the BMI of children in reception and in year six. In South Gloucestershire in 2015/16, 6.4% of
children in reception and 15.5% of children in year six were classified as being obese. This is
below the England average of 9.3% in reception and 19.8% in year six. For adults the risks of
developing oral health problems are linked to diet, attending the dentist and teeth cleaning but also
lifestyle issues such as smoking and alcohol consumption which increase the risks of oral cancers.
There is also a link between some oral cancers and the human papillomavirus. In South
Gloucestershire 9.7% of adults smoke, less than the regional prevalence of 13.9% and England
prevalence of 15.5%. Although South Gloucestershire is better than England average, there is no
room for complacency on this issue, given the well-documented impact that it has on health.
According to PHE’s alcohol profiles, in 2015/16 there were 1,639 admission episodes for alcohol
specific conditions, higher than both the regional average of 568 and the England average of 583
admissions per 100, 000. Human papillomavirus (HPV) is also associated with some mouth
cancers. It is thought likely that the HPV vaccine, given to girls aged 13 and 14 offers protection
against oral cancers. In South Gloucestershire in 2015/16 73.1% of eligible girls received the
vaccine. This is below the goal of 90% and worse than the regional average of 83.6% and
England average of 85.1%.

3) Current services and assets in relation to need
In 2016/17, there were 133 dentists in South Gloucestershire. There were 48 dentists per 100,000
population, higher than the England average of 44 but lower than the South West average of 52
per 100,000.
Access
An important aspect of the effectiveness of dental commissioning is the ability of patients to obtain
needed dental treatment when they request it. One measure used to assess this describes the
number of patients seen as a proportion of the resident population; the “access rate”. Access rates
can be affected and influenced by many features including the amount of dental provision in an
area, the oral health needs of population, the deprivation or indeed prosperity of the resident
population and so on. A low access rate therefore may not solely be due to a lack of provision;
elements such as patient choice, for example opting for private treatment, can impact on the rate.
In South Gloucestershire 55.7% of children visited an NHS dentist in 2016/17. 53.8% of South
Gloucestershire adults visited the dentist within the 24 months of 2015 – 2017.
West of England Oral Health Promotion Strategy
The vision of this strategy is to improve the oral health of all people living in Bristol, Bath and North
East Somerset, North Somerset and South Gloucestershire. It aspires to promote the best
available oral health across the life course, reduce oral health inequalities and lay solid foundations
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for good oral health throughout life. This strategy provides overarching direction for promoting oral
health for the four local authority areas. It provides a framework for the development of a generic
delivery plan that aligns evidence based recommendations to strategic priorities across the life
course. Each local authority has developed a delivery plan specific to their population, which
supports the area wide strategy. Measures of success, by outputs as well as outcomes, will be
generic to all areas enabling comparison and the capacity to share approaches adopted to
improve oral health. The plan is based on five Objectives: Objective 1: Promote oral health
through healthier food and drink Objective 2: Promote oral health by improving levels of oral
hygiene Objective 3: Improve population exposure to fluoride Objective 4: Improve early
detection, and treatment, of oral health Objective 5: Reduce inequalities of health Delivery is
supported by the West of England Public Health Partnership and a steering group of Oral Health
leads from the four local authorities and from Public Health England (South West). The group
meets regularly to monitor the impact of the strategy, update progress and share best practice.
South Gloucestershire Oral Health Delivery Plan
The South Gloucestershire Council Oral Health Promotion Delivery Plan supports the West of
England (WoE) Oral Health Promotion Strategy. It sets out actions to improve oral health in South
Gloucestershire, by age and population group. Some actions are universal and are intended to
reach entire population; some are targeted, and are intended to improve oral health amongst those
at higher risk of poor oral health. The South Gloucestershire Plan reflects the five key objectives of
the West of England Strategy and has five key themes:
Enabling Change across the Life Course
Providing the Best Start in Life for Oral Health
Supporting Adults to Improve their Oral Health
People of Higher Risk or Poor Oral Health
Improving the Oral Health of People as they Age
Each theme has a range of evidence based actions, each of which is linked to a responsible
organisation and/or individual/ Some of the actions will be delivered across a wider West of
England footprint, in partnership with PHE and the other local authorities, some across a BNSSG
CCG footprint and others are specific to South Gloucestershire and will be delivered by South
Gloucestershire Council and/or partner agencies. The plan is reviewed annually and overseen by
an Oral Health group, which meets to update on progress and monitor outcomes.
Current Activity
West of England A small team of oral health promoters (1.5 wte) provides oral health promotion
across the four West of England local authority areas, delivered by a single provider, University
Hospital Bristol (UHB). They spilt their work between the four authorities and South
Gloucestershire receives a 0.2 wte worker. Their work has been predominantly based on a
reactive model, responding to people referred to them for specific help. However, given the small
nature of the resource they are moving towards a different model of working where they train up
and skill the wider workforce to deliver oral health promotion more widely. Examples of their work
include:
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Education sessions in small groups, for family support workers, (Sure Start) Children’s
Centres, young parent groups, early years and school settings. Audiences reached include
children, parents and health and education staff.
Training of residential and nursing home staff using guidance and materials from the Scottish
Caring for Smiles programme. Care homes are selected further to domiciliary visits by
dentists who highlight oral health education needs of care homes.
This work is complemented by limited oral health promotion within health educational, community
health and social care services, such as oral health promotion delivery by health visitors to parents
of children aged 6 -18 months using the ‘Brushing for Life’ packs. South Gloucestershire
Children and Young People - There is a range of activity which promotes good oral health in
children and with families. There is a life course approach to oral health promotion, with different
information and advice relevant at different stages and ages. Apart from the share resource across
the West of England, South Gloucestershire does not commission a specific oral health promotion
service but rather has, and continues to work to ensure that relevant synergies are exploited and
oral health is embedded in the practice of professionals working in South Gloucestershire. Oral
health is embedded in the contracts for midwives, health visitors and school nurses. These
professionals are the main deliverers of health promotion services for children, young people and
their families. Examples of the work they do includes:
Promotion by midwives of breastfeeding from first booking through to delivery
Breastfeeding support from health visitors in the antenatal period
Advice and help with weaning, promoting healthy food and drinks
Children’s centres using the Start4life and Change4life branding and resources
Health in schools programme to promote healthy school meals
There are resources available such as the dental health box, which can be borrowed from one of
five libraries in South Gloucestershire. Contents include a giant teeth model and brushes, tabards,
puzzles, games, giant timer and a folder with supporting information and suggested activities.
Practitioners are asked to complete an evaluation form after using the box. The results from early
year’s settings indicate that practitioners find the box both fun and helpful in exploring dental health
with children. Adults - As with children, adult oral health work is embedded into other services
and contracts. Oral health promotion work with adult’s focuses on people with additional needs
such as those with dementia and in care homes. There is not a specific service for people but oral
health promotion is included and embedded in other services The Care Home Framework
Specification includes dental care and all providers are required to ensure that oral health is
included in an individual’s care plan. South Gloucestershire recognises the importance of oral
health for people with dementia as part of overall physical health and in its role in promoting dignity
and helping people live without unnecessary pain and discomfort. Dental care has been included
in the in the dementia strategy action plan. There is an infographic on dementia and oral health
produced by PHE which will be promoted to a variety of providers – care homes, healthy living
pharmacies and health champions – to raise the issues of oral health in people with dementia.
There is a plan to establish a local dental committee to act as a liaison between all relevant
providers Healthwatch South Gloucestershire has been engaged with and are including dental
health in their “enter and view” criteria in order to ensure that oral health is considered by
residential homes. South Gloucestershire Public Health provides stop smoking services which
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people can attend either the specific service or via GPs and pharmacy. Stopping smoking reduces
the risk of developing oral cancer in adults and remains an important focus of public health work.
There are synergies with the obesity work as a diet lower in sugar can help prevent tooth decay.
Alcohol use is another risk factor for periodontal disease as well as oral cancers. Public Health
commissions services to work with people who are misusing alcohol and does more work through
campaigns and promoting brief advice training.

4) Projected service use and outcomes in the next 5 years and 5-10 years
There are approximately 274,661 people living in South Gloucestershire and this figure is expected
to rise by 17% over the next 20 years to 322,700. Projected population growth is predicted for all
age bands by 2035 except for minor decreases in 50-59 year olds. Therefore, service demand will
rise even if rates of poor oral health remain the same. There is need to reduce incidence of poor
oral health in children and adults in order to make any impact on the overall demand. The rate of
tooth extractions in children in South Gloucestershire has stayed fairly constant between 2002 and
the present time meaning the number is likely to increase as the population does. The number of
older people is set to rise in South Gloucestershire and this is likely to result in increased need
amongst older people as they live longer and are needing care for longer than they have done
previously. The aging population is likely to see a rise in chronic diseases, some of which will
impact on oral health such as diabetes. People with diabetes are more likely to have oral health
infections as well as an exposure to risk factors which cause both diabetes and poor oral health
such as a high sugar diet. The increasing population, particularly the elderly population and people
with learning disabilities, is likely to increase demand for services. Rise in levels of associated
diseases, particularly diabetes, will also increase demand. Outcomes for oral health will also
depend on future trends in diet, particularly consumption of sugary food and drinks. While dietary
patterns locally are unknown, it is disappointing that South Gloucestershire has experienced an
increase in tooth decay in children in recent years. Unless more preventative action is taken,
increasing rates of poor dental health in children are likely. Reduction in smoking will reduce future
risk of oral cancer; however this needs to be balanced with trends in increasing levels of alcohol
and risky sexual behaviour. The introduction of the HPV vaccine long term will reduce the risk of
oral cancers.

5) Evidence of what works
Delivering better oral health: an evidence based toolkit for prevention (PHE 2014, updated March
2017) available at:
https://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-tool
kit-for-prevention Local authorities improving oral health: Commissioning better oral health for
children and young people, an evidence informed toolkit for local authorities (PHE 2014) available
at:
https://www.gov.uk/government/publications/improving-oral-health-an-evidence-informed-toolkit-f
or-local-authorities These documents outline the elements required for good commissioning:
Commissioning specific oral health programmes based on the evidence base, and needs of
the population
Maximising opportunities to add value to existing programmes and services, with little
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additional costs by integrating oral health improvement initiatives. Cost-neutral or low-cost
approaches could involve training the children and young people workforce to deliver oral
health interventions.
Reviewing commissioned oral health programmes to ensure that programmes meet local
needs; are evidence based; and involve upstream, midstream and downstream interventions
that use both targeted and universal approaches, alongside specialist services.
Oral health: approaches for local authorities and their partners to improve the oral health of their
communities (NICE 2014) available at: https://www.nice.org.uk/guidance/ph55 This guideline
covers improving oral health by developing and implementing a strategy that meets the needs of
people in the local community. It aims to promote and protect people’s oral health by improving
their diet and oral hygiene, and by encouraging them to visit the dentist regularly. This guideline
includes recommendations on:
prioritising, assessing and promoting oral health
giving information and advice on oral health
commissioning training and oral health promotion services
oral health interventions in early years services
oral health interventions in primary schools
Oral Health for Adults in Care Homes (NICE 2016). Available at:
https://www.nice.org.uk/guidance/ng48 This guideline includes recommendations on:
care home policies on oral health and providing residents with support to access dental
services
oral health assessment and mouth care plans
daily mouth care
care staff knowledge and skills
availability of local oral health services
oral health promotion services
general dental practices and community dental services

6) User views (on need, services / assets and gaps)
There has been no specific consultation with the public undertaken for this needs assessment.
However, as the West of England’s strategy was developed throughout 2016, significant public
engagement work was undertaken and the responses to this are included here. In the public
consultation on the strategy 97% of people agreed with the strategic vision improving oral health of
all people. Of the comments received, key themes raised by people include:
Access to NHS dentists and the cost of dental treatment
Provision of dental care for those with disability
Questions about fluoridation of water which was not within the remit of the strategy
Quality of oral health care provision
People were generally supportive about:
349/885

www.southglos.gov.uk

Including oral health promotion within primary care contacts , such as GPs, Midwives, health
visitors and family support workers
Working with dentists and dental practitioners to raise awareness on oral health promotion
Teaching of oral health promotion to people working in the wider community and voluntary
sector; care, social and education staff, in particular for young children, people dependent on
care and carers.
In 2016 Healthwatch published a report into Access to NHS dental services, based on qualitative
research they undertook throughout England. They found that the majority of people who want to
access NHS dentists are able to but some groups are at risk of missing out; those in areas where
commissioning has not kept up with demand, people who find it difficult to access dentary
services generally, such as people in care home and people who either never attend or only when
they have an emergency. Healthwatch found that residents in care homes had particular problems
accessing dental services, especially if they were unable to visit the dentist. People also reported
that NHS choices was frequently out of date with its list of dentists. Figure 13: Oral Health
Promotion Strategy, public consultation responses July 2016
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Source: PHE Oral Health Profiles

7) Equalities
The information presented within this chapter provides evidence of needs in respect to some
diversity issues which are of particular relevance to the topic. The particular groups that have been
considered are people from deprived areas, who have higher rates of risk factors and poor oral
health. Older people have been considered in respect to specific needs around oral health.
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8) Unmet needs and service gaps
Although South Gloucestershire generally has good oral health, there continue to be need to focus
on improving the outcomes for groups at high risk of poor oral health, both by preventative action
and ensuring regular access to dental services.

9) Recommendations for consideration by commissioners
There is an oral health delivery plan, supported by an action group who meet to report on and
update the delivery plan. The recommendations will be delivered by this group.
Ensure there is provision for oral health in plans accompanying housing developments.
Ensure that every opportunity to embed oral health into preventative strategies and
programmes is taken to maximise opportunities for oral health promotion and exploit the
synergies between breastfeeding, obesity, smoking and alcohol work.
Ensure measures to increase regular uptake of dental services, particularly in communities at
high risk of poor oral health are embedded into oral health promotion work.
Embed oral health promotion in the day to day work of health and social care staff so the
benefits of targeted oral health promotion activity with specific groups can be maximised.
Training and information for frontline staff on the importance of good oral health and delivery
of simple interventions.
Focus on groups at high risk of poor oral health, particularly those living in deprived areas
and in institutional care settings, people with learning disabilities, looked after children,
travelling communities, and the homeless.
Work to engage with the Clinical Commissioning Group (CCG) in oral health so it is considered at
all levels.

10) Recommendations for needs assessment work
Collect more data on the oral health of people living in residential homes to inform further targeting.

Key contacts
Helen Erswell – Specialty Registrar in Public Health Lynn Gibbons – Consultant in Public Health
Paul Harwood – Consultant in Dental Public Health Rachel Coke – Assistant Contract Manager,
NHS England
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Physical activity in children
Summary
Physical activity amongst children is an essential aspect of child development. Immediate health
include reducing risk factors for obesity and cardiovascular disease; promoting musculoskeletal
health; motor skill development; psychological, social and emotional health. Habits track from
childhood to adulthood and long-term maintenance of physical activity levels into later life can also
impact on health. UK guidelines on physical activity include quantified recommendations for
children 0-5 years old but the Health Survey for England (2013) indicates only 9% and 10% of boys
and girls, aged 2-4 respectively, were classified as meeting the guidelines for children under 5, who
can walk unaided, of at least 180 minutes of physical activity spread throughout the day. There is
no local data on physical activity levels of children aged 0-5. In children aged 2-15 years in
England, 68% of boys and 76% of girls do not meet the Chief Medical Officers’ physical activity
recommendations. In South Gloucestershire, the online pupil survey of 6000 pupils aged 8 to 18
found that 66% had at least 4 hours of physical activity per week, the level of activity higher in
secondary schools (74%) compared to primary schools (63%). The proportion of girls engaged 4
or more hours of physical activity each week was 60%, lower than the average for boys of 72%.
Overall 58% of pupils felt they did no enough exercise to keep them healthy quite often or always.
A further 23% felt they did enough sometimes and 19% felt they did not do enough exercise to
keep them healthy. 25% of pupils cited getting fit as an area they wanted more knowledge in. A
range of services are provided that promote physical development in children 0-5 years old. There
are a number of key local issues and gaps. There is a limited amount of training on physical activity
for early years practitioners and health professionals. The quantity and quality of opportunities for
physical activity in early years settings varies. Play on Prescription is being reviewed and
recommendations will be made. Further work is ongoing in a number of settings used by children
and young people including; provision of leisure centres, parks and open spaces and Smarter
Travel projects. A draft South Gloucestershire Physical Activity Strategy 2015-20 has been
developed aimed at working together to make South Gloucestershire more active every day. A
specific aim of this strategy is to support children and young people to have an active start in life.

Recommendations for consideration
Further work is required to develop a range of training opportunities for early years practitioners
and health professionals linked to physical activity; develop audit tools on physical activity for
use by early years practitioners; and implement the review recommendations for Play on
Prescription. Also see Physical Activity Adults section for further recommendations.
Authors: Lesley Causon, Programme Lead, South Gloucestershire Council; Clare Fleming,
Programme Lead, South Gloucestershire Council, Liz Oxford, Specialist Health Improvement
Practitioner
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Who is at risk and why?
This section focuses on the physical activity of children. Various terms are used, often loosely,
when discussing this issue although they mean different things including: Physical activity: Any
bodily movement produced by skeletal muscles that requires energy expenditure. Physical
development: Development of a child’s control over their body, including control over muscles
and coordination of these movements. Play: In free play or child initiated play a child leads their
own play. Physically active play: activities that tend to be spontaneous, unstructured and
intrinsically motivated, consistent with a conventional definition of play but distinguished from
passive activities, such as playing table-top games or drawing, which may be accurately defined
as play but typically involve minimal movement or physical exertion. Structured physical activity:
activity that is adult led and planned. Early years practitioners routinely use the terms physical
development and physical activity The Early Years Foundation Stage (EYFS) (2014) states seven
inter-connected areas of learning and development that must shape educational programmes in
early years settings. The three prime areas are communication and language, physical
development and personal, social and emotional development and these support learning in all
other areas. The EYFS states: ‘Physical development involves providing opportunities for young
children to be active and interactive; and to develop their coordination, control and movement.
Children must be helped to understand the importance of physical activity and to make healthy
choices in relation to food’ (EYFS, 2014, p8).

The early years: impact of physical activity on health
Relatively little is known about the health impact of physical activity in the early years compared to
other stages of childhood (Timmons et al, 2012). Researching links is difficult because activity
patterns at this life stage typically involve bouts of activity and intermittent rest and limited cognitive
recall (Tucker, 2008). Methodological limitations are also apparent making study comparisons
challenging (Rowlands and Eston, 2007; Tucker 2008). Evidence suggests, however, that regular
physical activity in the early years is beneficial. Immediate health benefits may be associated with
reducing risk factors for obesity and cardiovascular disease; promoting musculoskeletal health;
motor skill development; psychological, social and emotional health (DH, 2011). Habits track from
childhood to adulthood (Lake, 2012) and long-term maintenance of physical activity levels into later
life can also impact on health. A dose-response relationship exists between physical activity and
chronic conditions such as cardiovascular disease, diabetes and osteoporosis (Warburton et al,
2010; DH, 2011).

Factors affecting physical development
Physical activity behaviour of children 0-5 years old is influenced by a wide range of factors
although the way they impact is unclear:
Gender: Differences in the activity patterns of boys and girls during the early years have
been consistently observed, with boys generally being more active than girls.
Age: Findings are inconsistent with respect to changes in physical activity and increasing
age
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Ethnicity or socio-economic status: The influence of these is unclear.
Psychological: These influences have been little studied
TV viewing: Some studies have examined the association between physical activity and TV
viewing in under 5s. Findings are generally mixed; some studies have reported TV viewing is
associated with lower levels of activity but others have reported no association.
Parental behaviour: There is evidence that parental physical activity or parent-child
interactions during activity are associated with higher levels of activity.
Time spent outdoors: Some studies have shown that time spent outdoors is linked with
higher levels of physical activity during the early years (Hinkley et al, 2008; Tucker, 2008).

Recommended amount of physical activity
UK guidelines on physical activity include quantified recommendations for children 0-5 years old:
Infants who cannot yet walk unaided physical activity should be encouraged from birth,
particularly through floor based play and water based activities in safe environments
Pre-school children who can walk unaided should be physically active daily for at least 180
minutes spread throughout the day (DH, 2011).
All under-fives should minimise the amount of time spent being sedentary (being restrained
or sitting) for extended periods (except time spent sleeping)

Early years settings
Many children 0-5 years old, spend a significant part of the day attending an early years setting;
nursery, pre-school or childminder. Evidence suggests there is variation in the extent of physical
activity in settings:
Median time spent in moderate to vigorous physical activity represented only 2% of
monitored hours of three year old children (Reilly et al 2004).
The average time spent in moderate to vigorous activity per day in one study was under 25
minutes (Reilly et al 2006).
A range of factors have been found to influence physical activity levels in settings:
Boys were more likely to be active than girls and older boys were less active than younger
boys (Pate et al 2008)
Where parents reported higher levels of physical activity away from the setting, their children
chose independently to engage in more physical activity within the setting (Mollett and
Francis 2004)
Nursery teachers have good perceptions of the amount of physical activity that children in
their care are engaged in when compared to objectively collected data (Chen et al 2002).
There is evidence that activity levels may vary between childcare settings. Smaller numbers
of children attending a childcare centre, shorter break times and more time between breaks
have been associated with higher levels of activity (Cardon et al 2008). Pre-school settings
with more policies and practices promoting physical activity have more children engaged in
physical activity (Dowda et al 2004: Pate et al 2004)
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Active travel
Developing active travel amongst children who travel to a ‘pre-school or early years facility’ is a
target group identified by NICE in 2009.There is however, a dearth of literature on prevalence of
active travel to early years settings although one study found an overall prevalence of 42%, with
significantly fewer children walking to the setting if they lived over 800m away.

Which children are less likely to engage in physical activity
Children who are likely to be at greater risk of not engaging in sufficient physical activity are:
Children with additional needs
Children living in poverty

The level of need in the population
Current levels of physical activity amongst children 0-5 years old
The Health Survey for England identified:
a similar proportion of boys and girls aged 2-4 (9% and 10% respectively) were classified as
meeting the current guidelines for children under 5 of at least three hours of physical activity
per day
Patterns of activity varied by age. Younger children (aged 2-4) walked on more days in the
last week than those in the middle age groups
The average time per day spent watching TV on weekdays increased steadily with age in
boys starting with 1.5 hours for boys 2-4 years old and 1.5 hours for girls
For both boys and girls, the average number of hours spent watching TV on both
weekdays and weekend days increased as equivalised household income decreased
Boys and girls aged 2-4 spent a mean of 0.7 and 0.8 hours respectively walking to or from
school. This lower average is likely to reflect the fact that they attended school on fewer days
on average, rather than walking for a shorter time (HSCIC, 2013).
Elsewhere, Tucker (2008) found that children spend 2-4% of the day on moderate or vigorous
intensity physical activity i.e. 20-30 minutes a day. In South Gloucestershire, there is no
systematically collected information available on the physical activity levels of children 0-5 years
old.
Current levels of physical activity amongst school aged children
In children aged 2-15 years in England, 68% of boys and 76% of girls do not meet the Chief
Medical Officers’ physical activity recommendations.[1] The National Travel Survey (2012) revealed
that children’s trips made to and from primary school on foot have declined by approximately 6%,
to 47% compared to 1995/97 figure at 53%. School trips made by car have also increased by
similar proportions. In secondary school children, similar patterns are observed, although only 36%
of trips to school are made on foot.[2] In South Gloucestershire, data on physical activity in children
is available from the online pupil survey undertaken in 2015 of over 6000 pupils aged 8 to 18 in
years 4, 5, 6 8, 10 and 12. The survey found that 66% of pupils (n = 5,819) across all age groups
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had at least 4 hours of physical activity (including play) each week. 73% of pupils in secondary
schools took part in physical activity for at least 4 hours a week, compared to 63% of primary
pupils and 64% of Year 12’s. The survey found that the proportion of girls engaged in physical
activity each week was lower than for boys overall; 60% of girls compared to 72% of boys do 4 or
more hours of physical activity a week. Fig.15

Fig.15
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58% of pupils overall felt they did enough exercise to keep them healthy quite often or always – a
further 23% felt they did enough sometimes and 19% felt they did not do enough exercise to keep
them healthy. There again was a difference in gender with 48% of girls reporting they felt they did
enough exercise and 24% who did not do enough to keep them healthy compared to 67% of boys
who felt they did enough and 15% who felt they did not do enough. 32% of girls said there was
something that would help them do more exercise compared to 26% of boys. The overall total for
all pupils was 29%. Later on in the survey 25% of pupils cited “getting fit” as an area they wanted
more knowledge in. [1] http://www.nice.org.uk/advice/lgb3/chapter/What-NICE-says [2]
https://www.gov.uk/government/statistics/national-travel-survey-2012

Current services and assets in relation to need
Promoting physical activity is an integral part of routine work for many people working with children
0-5 years such as early years practitioners, health professionals. Specific services that support
those promoting physical activity amongst children 0-5 years old are summarised below:

Early years team
Since physical development is an integral component of the EYFS the South Gloucestershire Early
Years team routinely work with early years settings in effectively meeting children’s needs
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Training offered to early years settings
Public Health and Wellbeing Division, CAH: Training periodically offered includes Movement and
Dance, Road safety, Yoga (commissioned), ATP level 3 training (commissioned). Early Years
Team, CAH: Training periodically offered on ‘Promoting physical development in babies and
toddlers, Outdoor play, Forest skills.

Early years settings audit
Two physical activity/development audits were piloted in 2010 and 2011 with fifteen settings in
Patchway and Kingswood. Practitioners attended a training event and then completed an audit of
opportunities for physical activity in their setting to help identify gaps and plan future development.
They reported on these at the second training event. The pilot results suggest this approach had
short term benefits in extending opportunities for physical development in the setting at relatively
low cost, however longer term impacts were not assessed.

Play on Prescription (POP)
The aim of POP is to improve children’s health by providing free access to ‘soft play’ and
‘swimming’ at leisure centres, with vouchers usually issued by Health Visitors (HV’s). To be eligible
for a voucher the child must currently live in South Gloucestershire, be under 5 years old or aged
5-16 with a disability and have under developed play skills, behavioural problems, developmental
delay or poor physical health. Additionally, vouchers may be issued where children live in
circumstances that hinder their progress such as a lack of quality time for child and parents,
parent/guardian ill health, social/marital problems, or a lack of local play facilities. The scheme is
currently being reviewed and this covers the referral criteria and their application, the benefits
gained by children/families using POP and administration. Recommendations will be made and
stakeholders will take part in a ‘task and finish’ group to agree how these will be implemented.
Details of other physical activity provision and schemes accessed by children and young people,
and strategic initiatives for physical activity across South Gloucestershire are contained in the
Physical Activity – Adults chapter of the JSNA.

Evidence of what works
It may be difficult to increase physical activity levels amongst children and a recent systematic
review and meta-analysis of children under 16 years old found interventions aiming to increase
children’s physical activity levels may simply replace other periods of activity (Metcalf et al, 2012).
There are few family and community-based interventions to increase physical activity in the early
years and these have largely ineffective or methodologically weak (BHF 2011). More studies have
focussed on childcare settings with attention on three areas: Motor skill development: A recent
review found structured activity sessions delivered in childcare were effective in improving motor
skills despite methodological limitations. Successful interventions focused upon fundamental
movement skills, body management, physical fitness or dance, delivered in discrete units of 30-45
minutes, 2-3 days per week for up to 20 weeks (Ward et al 2010). Curriculum-based approaches:
The effectiveness of curriculum-based approaches to increase physical activity in the early years is
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unclear, although examples of successful interventions have been identified (Ward et al 2010).
Higher dosage interventions, with more sessions per week or longer duration, may be needed to
increase physical activity compared to that needed to improve motor-skills. Effective interventions
comprised structured activity programmes delivered for 30-45 minutes, 5-6 days per week for up
to 12 months. Environment / Policy Approaches: A small number of studies have examined the
influence of changes to the childcare environment or policy upon physical activity levels. Provision
of additional playground equipment and training increased physical activity. Changes to childcare
break times were likely to result in greater activity if additional shorter breaks were offered rather
than extending the duration of a single break time (Ward et al 2010). More research is needed to
inform practice but the British Heart Foundation National Centre for Physical Activity and Health
(BHFNC, 2015) provide guidance which provide a useful basis for developing work at local level:
Strategies for consideration when commissioning physical activity initiatives for the early
years
Strategies for consideration by early years managers when seeking to promote physical
activity with the under fives

User views (on need, services / assets and gaps)
While user views have been informally noted, there has been no opportunity to develop a
mechanism for formal feedback on the quality of current service provision and gaps with respect to
promoting physical activity in this age group.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
Supporting the physical development of children is stated as a key measure for success of
initiatives to promote health and wellbeing in South Gloucestershire (SGC, 2012).
In children aged 2-15 years in England, 68% of boys and 76% of girls do not meet the Chief
Medical Officers’ physical activity recommendations.

Unmet needs and service gaps
A range of services are provided that promote physical development in children 0-5 years old. The
key local issues and gaps are:
There is a limited amount of training on physical activity for early years practitioners and
health professionals.
The quantity and quality of opportunities for physical activity in early years settings vary.
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Play on Prescription is being reviewed and recommendations will be made.

Recommendations for consideration by
commissioners
Recommendations for commissioning activity are based on the key issues and gaps identified:
Further develop a range of training opportunities for early years practitioners and health
professionals linked to physical activity.
Further develop audit tools on physical activity for use by early practitioners.
Implement the review recommendations for Play on Prescription
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Smoking in children and young people
Summary
Smoking is the single biggest cause of the difference in life expectancy between the richest and
poorest in England and is a major public health concern. Nationally some 80% of people who
smoke started as teenagers and it can be presumed that this will be the same for smokers who
live in South Gloucestershire. Breathing other people’s cigarette smoke, also known as passive
smoking, has far reaching impacts on children’s health, often starting in the womb and continuing
into adult life. Passive smoking is a cause of respiratory disease, cot death, middle ear infections
and asthma in children. Infants and children are particularly vulnerable to the health effects of
second hand smoke with most of their exposure coming from parents within the home. Nationally
an estimated 12.71% of 15 year olds are regular or occasional smokers. Estimated smoking
prevalence ‘age 15 years indicator’ based on answers to the ‘What About YOUth’ (WAY) survey
was released for the first time into the public domain, 2014/15. This showed that 9% of 15 year
olds in South Gloucestershire were current smokers, lower than the South West average (9.8%)
but higher than England average (8.2%). The same survey showed that 6.8% were regular
smokers, higher than both the South West average (6.3%) and the England average (5.5%). Local
trend data is not available, but nationally there has been a decline in young people smoking over
the last decade. Local smoking prevalence in Year 10 students (aged 14 to 15), based on the
South Gloucestershire 2014/15 health and wellbeing online pupil survey (OPS), is 9.3% (regular
and occasional smokers). The results of this survey mirrors national indicators in that smoking
prevalence increases with age. In year 10, girls have a higher (regular and occasional) smoking
prevalence, 14.6%, than boys, 4.2%. Year 10 smoking prevalence is significantly higher in those
who are entitled to Free School Meals; 1 in 10 pupils who do not receive free school meals
classified as a smoker compared to 3 in 10 pupils receiving free school meals. Higher rates of
smoking were found in schools in the geographical areas of Pathway and Filton. Of those who
smoke, 48% said they would like to stop and 17% wanted help to stop. Of the pupils surveyed,
12% of the secondary and further education felt they wanted to know more about smoking and
9% felt they need to know more about smoking. ASSIST, a smoking prevention intervention in
schools aimed to reduce adolescent smoking prevalence, is commissioned in South
Gloucestershire Council. Health Visitors work with families to refer parents and establish smoke
free homes. South Gloucestershire’s Stop Smoking Service provided 21 Nicotine Replacement
Therapy (NRT) prescriptions to under 18’s in 2014/15, 1.7% of all NRT prescriptions.

Recommendation for consideration
Action is required to re-establish the local tobacco alliance network; repeat the online pupil survey;
review the evidence on Assist; explore additional suitable and cost effective smoking prevention
interventions; support the Health in Schools programme; develop centrally led support through the
trained stop smoking advisor within the Young People’s Drug and Alcohol Service team; develop
capacity across professionals, including school nurses and school staff, in smoking cessation and
tobacco control; and to promote Smokefree campaign to reduce exposure to second hand smoke.
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Authors: Kathryn Kavanagh, Programme Lead, South Gloucestershire Council; Sarah Godsell,
Partnership Officer, South Gloucestershire Council

Who is at risk and why?
It is well evidenced that uptake of smoking at a young age has the greatest harm because early
uptake is associated with subsequent heavier smoking, higher levels of dependency, a lower
chance of quitting, and higher mortality (ASH - Passive smoking and children. Royal College of
Physicians, London, 2010). Child and adolescent smoking causes serious risks to short and long
term respiratory health. Children who smoke are two to six times more susceptible to coughs and
increased phlegm, wheeziness and shortness of breath than those who do not smoke (Smoking
and the Young. Royal College of Physicians, 1992). Smoking impairs lung growth and can cause
lung function decline which may lead to an increased risk of chronic obstructive lung disease later
in life. Children are also at risk from the effects of passive smoking. Parental smoking is the main
determinant of exposure in non-smoking children. Although levels of exposure in the home have
declined in the UK in recent years, children living in the poorest households have the highest levels
of exposure as measured by cotinine, a marker for nicotine. In addition it is documented that
bronchitis, pneumonia, asthma and sudden infant death syndrome (cot death) are significantly
more common in infants and children who have one or two smoking parents. (Royal College of
Physicians, 2005). Estimated figures are that 2 million children in UK are routinely exposed to
second-hand smoke (Royal College of Physicians, 2010). In the UK, it is estimated that between
1,600 and 5,400 new cases of asthma occur every year as a result of parental smoking. Another
major study has shown that passive smoking has a negative effect on the respiratory systems of
children of all ages. As well as impacting on children’s health parental smoking can cause damage
to family finances and wellbeing, it also has a strong influence on the likelihood of their children
becoming smokers (BMA Board of Science, Breaking the cycle of Children’s exposure to
tobacco smoke, 2007). Need identifies that whilst the proportion of young people starting to
smoke is falling, there are still some young people who are more exposed to adult smoking
behaviour and are therefore more likely to start smoking themselves. The charity Action on
Smoking and Health (ASH) is undertaking regular YouGov surveys of 2,000 young people aged
11-18. The latest survey concluded that the proportion of 11-18 year olds who had ever tried an
electronic cigarette increased from 5% in 2013 to 8% in 2014 (ASH, 2014). Other surveys give
higher estimates. Moore et al (2015) report from two nationally representative Welsh datasets that,
overall, 12.3% of secondary school students (11-16) reported ever using e-cigarettes. However
only 1.5% reported regular e-cigarette use.

Current services and assets in relation to need
A number of programmes locally are aimed at stopping children and young people taking up
smoking and helping them to quit.
DECIPHer-IMPACT: ASSIST, a smoking prevention intervention aimed to reduce adolescent
smoking prevalence, is commissioned in South Gloucestershire. There is currently capacity
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to support a limited number of schools identified as having higher smoking prevalence (OPS
2014). The intervention has been running since 2011 and has worked with 3140 pupils in
year 8 and 573 year 8s have been trained as peer educators and supported to have informal
conversations with other year 8 students about the risks of smoking and the benefits of being
smoke-free. An additional asset of the DECIPHer-ASSIST intervention is the conversations
the peer supports have with family members and in particular those who are smokers.
South Gloucestershire Tobacco Control team deliver mass media campaigns that denormalise smoking. Of particular relevance is Stoptober which also raised awareness of the
new smoke free cars legislation Oct 2015. In support of this a lesson plan and presentation
has been developed and made available to all schools with year 6 and 7 pupils.
Following an audit of returned Health Visitor pink forms (recording smoking status in the
home, completed at the primary (newborn) visit which usually happens when the baby is
around two weeks old), data was used to assess the consistency of this process. Findings
suggested that not all pink forms were completed or returned (53%). A set of proposals were
put forward:
for a smoke free homes intervention;
training for HV’s in how to refer clients at the point of contact to the Stop Smoking
Service, via Quit Manager;
how to raise the issue of smoke free homes/ what to say to families.
establish contact with households and offer specialist smoking cessation support to
influential adults.
Following an evidence review for cannabis & tobacco duel use a trained smoking adviser
within the YPDAS team is heading up a joint working group to plan a brief intervention
package for multiple substance use.
Data from the Stop Smoking Service last complete Nicotine Replacement Therapy (NRT)
monitoring sheet identifies 1,261 prescriptions for NRT in 2014/15 with 21 prescriptions to under
18s, equal to 1.7% of NRT prescriptions. The data relates to 12 individuals. 18 of the 21
prescriptions were for 2 products, with 39 products were prescribed in total. Patches were the
most common (20/39), followed by the inhalator (12/39). If ONS statistics of 11-15 year olds
smoking are extrapolated for the whole of the South Gloucestershire 11-15 age group, there would
be approximately 300 young people wanting support to stop. With only 12 individuals seeking
support, wither young people do not know they can seek support or services are not currently
supporting young people to stop smoking. In 2014/15, 29 14-18 year olds set a quit date with
South Gloucestershire Stop Smoking Services:
62% female, 38% Male
31% success rate with under 18’s. This is in contrast to a 53% quit rate across the whole
service
22 used NRT, 4 used Champix, 3 were not recorded
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The level of need in the population
Public Health England wants to see a tobacco-free generation by 2025. The target for young
people is to reduce regular and occasional smoking among 15 year olds to 9 per cent by 2020
and 2per cent by 2025. Despite a continuing decline in smoking rates there are around 90,000
regular smokers aged between 11 and 15. The Smokefree South West Regional Tobacco Plan
identified a regional objective to halve the number of adults in the South West who allow smoking
in their home by 2015 from the current 20% to 10%. South Gloucestershire Council Strategy 2012
– 2016 seeks to reduce the prevalence of smoking in both adults and children through targeted
interventions focused on priority neighbourhoods. Another of its objectives; “for children have the
best possible start in life” will also be determined by work to reduce smoking prevalence in the
overall population. The health status of children and young people in relation to smoking has been
ascertained from the first Online Pupil Survey (OPS) in South Gloucestershire, with data from 6,151
children and young people in schools and educational settings across the local authority. The
survey was conducted in October 2014 to March 2015 in order to find out how children and young
people in South Gloucestershire behave and what they really think about a range of health-related
issues. These pupils came from 59 schools, colleges and other settings across South
Gloucestershire, including nearly all the secondary schools, the majority of primary schools and
South Gloucestershire and Stroud FE College. In 2014/15, key local findings from the OPS on
young people’s smoking behaviours in the health and wellbeing indicate:
6.5% of 11 – 15 years olds smoke at least once
3.5% of 11 – 15 years olds are regular smokers (defined as those who smoke at least one
cigarette a week)
The proportion of young people who smoke weekly increases with age; from less than 1% of
11 year olds to 5.6% of 15 year olds.
Of those pupils reporting they smoke regularly, the average number of cigarettes smoked a
week was:
Year 8 = 4.5
Year 10 = 8.1
Year 12 = 6.2
Year 10s classed as entitled to Free School Meals (FSM) show a significantly higher prevalence of
smoking than Year 10s not entitled to FSM. It is therefore acceptable to say that for every 1 year
10 pupil that DOES NOT receive free school meals that smokes most days, you would expect 3
year 10 pupils that are in in receipt of free school meal to be of the same smoking status. As
demonstrated by the graph below.
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There
is a slight increase in the prevalence of smokers who identified themselves as children in care
compared to those not in care, although these numbers are very small and cannot be generalised.
There is no significant difference in the number of girls and boys who report being regular smokers
(OPS 2014/15) across all ages. However year 10, girls have a higher (regular & occasional)
smoking prevalence 14.6%, then year 10 boys, 4.2%

Projected service use and outcomes in first 5
years and 5-10 years
Public Health England are due to publish the new Strategy leading to a smoke free generation by
2025. We will be guided by their targets to reduce the number of young people who smoke.
Repeating the health and wellbeing online pupil survey (OPS 2014) bi annually will begin to provide
trend data regarding smoking prevalence and attitudes towards smoking. It will highlight areas of
highest smoking prevalence and number of cigarettes smoked. It’s intended to include a question
to capture how young people are accessing cigarettes. There is capacity to benchmark South
Gloucestershire data against two other local authorities that run the same OPS survey.

Evidence of what works
Smoking cessation services for young people
A review was recently requested to explore the evidence of effectiveness for smoking cessation
interventions tailored for young people, particularly those delivered in schools. The evidence
identified was intended to inform a scoping project to develop a pilot intervention for students in
schools where there is evidence (OPS 2014) of pupils seeking help to stop smoking. The review
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aimed to address the following questions:
How effective are smoking cessation interventions for young people, delivered either within or
outside of the school setting?
Does it make a difference who leads the intervention (school nurses/teachers/external
agencies)?
The review identified a range of high-level studies, largely systematic reviews and
RCTs, with one cost-effectiveness study.
The secondary studies were based on low-moderate quality studies, which is also reflected
in the primary studies identified. The cost-effectiveness study appears to be reliable.
No evidence was identified to determine whether it makes a difference who delivers the
intervention.
The full evidence review can be accessed here. NICE guidelines: There are a range of NICE
guidelines to support decision making processes in developing tobacco control linked to
preventing children from becoming smoking. Of the peer led interventions, Assist - A Stop
Smoking in Schools Trial is listed in the NICE recommendations. It is licensed to run in South
Gloucestershire until December 2016. The programme works by following the same steps, which
were implemented in the original trial of this successful intervention in order to replicate the results.
Large scale evaluation was carried out as part of the trial which determined which elements need
to be included in the programme in order to achieve a similar effect. If this evidence based
programme is replicated in its entirety, then the translation of the successful results should be seen
in many localities. Reducing Smoking in Adolescents: Cost-Effectiveness Results From the Cluster
Randomized ASSIST (A Stop Smoking In Schools Trial) However, it is widely recognised that there
is no one intervention that will prevent children and young people from starting smoking. Activities
should instead take a more comprehensive approach and seek to bring together work with both
adults and children; these are more likely to act synergistically, ‘activities targeting young people
in schools may also have an effect on parents' smoking habits. Likewise, if parents are
encouraged and supported to quit smoking, this will affect their children's attitudes and
behaviour in relation to smoking.’ (NICE, 2010). Further reviews of evidence are contained in the
reference section.

User views (on need, services / assets and gaps)
Of the 1671 secondary and FE aged pupils answering the following question in the OPS 2014 – ‘Is
there anything that you feel you need to know more about?’, on average:
12% feel they need to know more about smoking
Of the 3249 primary aged pupils answering the following question in the OPS 2014 – ‘Is there
anything that you feel you need to know more about?’, on average:
9% feel they need to know more about smoking
Of the 2006 secondary and FE aged pupils answering the following question in the OPS 2014:
‘How helpful is the information and advice you get in school on the following things listed below?’
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Smoking
No help at all / not enough help: 25% Just about enough help: 22% Most of the help I need / all of
the help I need: 53%

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Local smoking prevalence in Year 10 students (aged 14 to 15), based on the South
Gloucestershire 2014/15 health and wellbeing online pupil survey (OPS), is 9.3% (regular and
occasional smokers). The results of this survey mirrors national indicators in that smoking
prevalence increases with age. In year 10, girls have a higher (regular and occasional)
smoking prevalence, 14.6%, than boys, 4.2%.
Year 10 smoking prevalence is significantly higher in those who are entitled to Free School
Meals; 1 in 10 pupils who do not receive free school meals classified as a smoker compared
to 3 in 10 pupils receiving free school meals.
Higher rates of smoking were found in schools in the geographical areas of Patchway and
Filton.

Unmet needs and service gaps
Local provision of advice and support to young people who want to stop smoking is currently
under resourced and will be taken up by the new South Gloucestershire Tobacco Control Alliance.

Recommendations for consideration by
commissioners
To re-establish a local tobacco alliance network and work across existing partnerships to
protect young people from the harms of smoking and second hand smoke.
Strengthen partnerships with Trading Standards to raise awareness of underage sales and
intelligence gathering.
To continue to commission the Health and Wellbeing online pupil survey in 2016/17 so that
data sets can be collected and trends compared with 2014/15 survey data. In addition to
discuss including a question on e-cigarettes, exposure to second hand smoke and where
young people who smoke access tobacco.
To review the evidence on school smoking prevention interventions to inform the next stage
in delivering appropriate and cost effective services
To review the evidence on the Assist smoking prevention programme before renewing the
licence, due to expire Dec 2016
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To support and promote the Health in Schools programme which takes an integrated
approach to addressing health and wellbeing issues in schools, including tobacco education
and facilitates healthier behaviour change through its silver and gold awards.
To develop centrally led support through a trained stop smoking advisor within Young
People’s Drug and Alcohol Service team.
To develop capacity across professionals, including training for school nurses and
appropriate school staff, in smoking cessation and tobacco control interventions.
To continue to promote Smokefree campaigns aimed at reducing the harm to children and
young people of second hand smoke.
To work to reduce the number smokers within the group of children and young people falling
into the FSM.
To further explore literature and data from Gloucestershire and Wiltshire OPS on children in
care and smoking prevalence.
Audit how many school nurses trained in smoking cessation and further develop the core
offer to schools to include advice and support on tobacco use/smoking cessation.
Continue to reinforce the proposals from the Health Visitor ‘pink form’ review 2012 – 2014 to
promote smoke free homes, collect data on the number of smokers in homes and seek to
support those wanting support to stop smoking.

Recommendations for needs assessment work
To further analyse and interpret the current OPS data sets Further information gathering on current
service provision / access to SSS services in communities, schools and Family and Young People
Support team (formally YISS and FISS).
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Smoking in pregnancy
Summary
Smoking during pregnancy causes up to 2,200 premature births, 5,000 miscarriages and 300
perinatal deaths every year in the UK. It also has an impact on long-term physical growth and
intellectual development. It is the single biggest modifiable risk factor and a major cause of
inequality in child and maternal health. Prevalence varies significantly across communities and
social groups, resulting in those from lower socio-economic groups being at much greater risk of
complications during and after pregnancy. Therefore, reducing the number of women who smoke
prior to conception, during pregnancy and postnatally, is a very important public health measure.
Nationally, over 10% of pregnant women smoke, whereas in South Gloucestershire, 9% of
pregnant women smoke, the second lowest rate in the South West. The National Tobacco Plan
has set an ambitious new goal of reducing smoking amongst pregnant women to 6% by the end
of 2022. This is critical to ensure children have the best start in life. South Gloucestershire Public
Health & Wellbeing Division commission a dedicated stop smoking service for pregnant women
who smoke, which is delivered through a specialist community midwife working for North Bristol
NHS Trust. This Joint Strategic Needs Assessment (JSNA) considers ‘Smoking in Pregnancy’ only.
‘Smoking in Adults’ and ‘Smoking in Children and Young People’ are considered separately in
other sections.

Recommendations for Consideration
Develop effective digital communication strategies for pregnant smokers; Implement NICE
guidance; Maintain a robust referral pathway for smoking cessation for pregnant smokers; Collect
service user feedback on need, quality and gaps; Deliver a rolling programme of training for
healthcare professionals; Work with third sector community organisations to provide smoking
cessation support; Implement evidence-based behaviour change techniques; Improve access and
sharing of ward and cluster level data; Reduce children’s exposure to second-hand smoke; Work
in partnership with Commissioners and Providers of children services to ensure every child has the
best start in life; Implement harm reduction interventions, including e-cigarettes.

1. Who Is At Risk and Why?
Smoking is the leading modifiable risk factor for poor birth outcomes. In 2015, the stillbirth rate in
England and Wales was the lowest it had been since 1992, at 4.5 per 1000 total births (Office for
National Statistics, 2016). However, in global comparisons, the UK’s annual rate of reduction has
been 1.4% per year since 2000, compared with 4.5% in Poland and 6.8% in the Netherlands. In
2015, the UK stillbirth rate ranked 24th out of 49 high income countries (Flenady et al, 2016).
Smoking in pregnancy is also associated with increased perinatal and neonatal deaths (Pineles et
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al, 2015) and increases the risk of miscarriage by approximately one quarter in some studies
(Pineles, Park & Samet, 2014) or double in others (Baba et al, 2011). Smoking is associated with a
significant reduction in birthweight (Suzuki et al, 2014). This is a risk factor for stillbirth, as well as
long term health conditions later in life such as; increased risk of obesity, diabetes and
cardiovascular disease (Jornayvaz et al, 2016). Preterm birth is also increased in pregnant women
who smoke, with some studies estimating the risk to be as much as doubled (Kyrklund-Blomberg,
Granath & Cnattingius, 2005). If no women smoked during pregnancy, an estimated 7.1% of
stillbirths could be avoided (Flenady et al, 2011). Smoking is now the leading risk factor for sudden
infant death syndrome (cot death), (Fleming et al, 2007) with some evidence that the increase may
be as high as four-fold. It has also been linked to specific birth defects (Hackshaw, Rodeck, &
Boniface, 2011), behavioural problems (McCrory & Layte, 2012 & Tanaka et al, 2016), asthma (Den
Dekker et al, 2015) and other disorders. Maternal health is also affected by smoking as it is the
leading preventable cause of morbidity and mortality. Around half of smokers will die from a cause
related to smoking, and on average smokers die 10 years earlier than non-smokers (Jha et al,
2013). This clearly has significance for both women who smoke and their families. Second hand
smoke also has a harmful effect on health, particularly for children in whom increases in lower
respiratory tract infections, asthma, wheezing, middle ear infections, sudden unexpected death in
infancy and invasive meningococcal disease have been reported (Action on Smoking and Health,
2014). This has implications for both new-born babies and existing children of women who smoke.
Engagement of pregnant women who smoke with specialist stop smoking services can be poor,
with standard rates of access to these services being as low as 12 – 20% (Campbell et al, 2017).
Reasons for this are complex. Low referral rates by staff have been reported (Bell et al, 2017),
difficulties in identifying smokers due to under-reporting by women caused by the stigma
associated with smoking in pregnancy, and other barriers for women, such as personal worries or
discomfort associated with using such services (Ussher, Etter & West, 2006). Smoking is
estimated to cost the economy in excess of £11 billion per year. Of this cost, £2.5 billion falls to the
NHS, £5.3 billion falls to employers, and £4.1 billion falls to wider society. Smoking related ill-health
leads to increased costs for the adult social care system and additional costs are incurred from
smoking related fires, tobacco litter, illicit tobacco and organised crime (DoH, 2017). In contrast,
estimated savings to the NHS from smoking cessation interventions aimed at reducing smoking in
pregnancy is highly cost effective at £4, for every £1 spent (NCSCT, 2017). Pregnant women
respond better to advice and support that is framed around their health as well as that of their
baby. Interventions which employ cognitive behavioural approaches to stopping smoking have
been shown to be effective, such as those delivered by local smoking cessation services. Self-help
interventions and financial incentives also have the potential to be effective with this smoking
population. However, the UK evidence for this is limited, and therefore may not be directly
applicable (NCSCT, 2017).

2. The Level of Need and Inequalities in the Local
Population
Smoking at Time of Delivery (SATOD) prevalence in South Gloucestershire is currently estimated at
9% (an estimated 237 women in 2015-16), against an England average of 10.5%, and a South
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West average of 11.2%. Of those areas for which data is collected, South Gloucestershire has the
second lowest rate for SATOD in the South West.
Figure 1: SATOD 2015-16 in Local Authorities in the South West

Source: Local Tobacco Control Profiles:
https://fingertips.phe.org.uk/profile/tobacco-control/data#page/3/gid/1938132886/pat/6/
par/E12000009/ati/102/are/E06000025/iid/20301/age/1/sex/2
In England, SATOD rates have been declining from 13.5% in 2010/11 to 10.6% in 2015-16.
Progress has stagnated with a rate of 10.5% in 2016-17. In South Gloucestershire, SATOD rates
have also seen a decline; 11% in 2010-11 to 9% in 2015-16 (Local Tobacco Control Profiles,
2017). There is a need to be working towards the national ambition of SATOD rates of 6% or
below.
Figure 2: SATOD Trends for South Gloucestershire
Recent trend:⇓
Period

South
Gloucestershire (%)

South West (%)

England (%)

2010/11

Ο

11.0

13.5

13.5

2011/12

Ο

11.0

13.1

13.2

2012/13

Ο

9.7

13.3

12.7

2013/14

Ο

9.3

13.0

12.0*

2014/15

Ο

9.1

11.9

11.4*
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Period
2015/16

Ο

South
Gloucestershire (%)

South West (%)

England (%)

9.0

11.2

10.6*

Source: NHS Digital

Source: Local Tobacco Control Profiles:
https://fingertips.phe.org.uk/profile/tobacco-control/data#page/4/gid/1938132886/pat/6/
par/E12000009/ati/102/are/E06000025/iid/20301/age/1/sex/2
In 2015, low birth weight of term babies’ rates for South Gloucestershire were at 2.5 per 1,000 (an
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estimated 69 women in 2015-16), against an England average of 2.8 per 1,000, and a South West
average of 2.7 per 1,000 (Local Tobacco Control Profiles, 2017).
Figure 3: Low Birth Weight Trends for South Gloucestershire
Recent trend:⇒
South
Gloucestershire
(%)

Period

2010
2011
2012
2013
2014
2015

Ο
Ο
Ο
Ο
Ο
Ο

South West (%)

England (%)

2.3

2.4

2.9

2.4

2.4

2.8

2.3

2.5

2.8

1.6

2.4

2.8

2.0

2.5

2.9

2.5

2.7

2.8

Source: Office for National Statistics
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Source: Local Tobacco Control Profiles:
https://fingertips.phe.org.uk/profile/tobacco-control/data#page/4/gid/1938132888/pat/6/
par/E12000009/ati/102/are/E06000025/iid/20101/age/235/sex/4
In 2016, still birth rates for South Gloucestershire were at 0.4 per 1,000 (an estimated 12
stillbirths), against an England average of 4.6 per 1,000 and a South West average of 3.7 per
1,000 (Local Tobacco Control Profiles, 2017). In 2016, neonatal death rates for South
Gloucestershire were at 2.3 per 1,000 (an estimated 130 neonatal deaths).
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Figure 4: Still Birth Rate Trends for South Gloucestershire
Recent trend:–
Period
2010 12

Ο

2011 13

Ο

2012 14

Ο

2013 15

Ο

South Gloucestershire
per 1000

South West per
1000

England per
1000

4.2

4.4

5.0

4.0

4.2

4.9

4.7

4.0

4.7

3.5

3.7

4.6

Source: Office for National Statistics
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Source: Local Tobacco Control Profiles:
https://fingertips.phe.org.uk/profile/tobacco-control/data#page/4/gid/1938132887/pat/6/
par/E12000009/ati/102/are/E06000025/iid/92530/age/29/sex/4

South Gloucestershire Ward Level Data for SATOD
This will be added when available. Smoking in pregnancy is a leading cause of health inequality; it
has been estimated to account for 38% of the inequality in stillbirth and 31% of the inequality in
infant deaths (Gray et al, 2009). Mothers aged 20 or under are six times more likely than those
aged 35 and over, to have smoked throughout pregnancy (35% and 6% respectively). Mothers in
routine and manual occupations are five times more likely to have smoked throughout pregnancy,
compared to women in managerial and professional occupations (20% and 4% respectively) (NHS
Digital, 2010), meaning those from lower socio-economic groups are at a much greater risk of
complications during and after pregnancy (Royal College of Physicians, 2010). Children who grow
up with a smoking parent are also more likely to become smokers themselves (Leonardi-Bee, Jere,
& Britton, 2011), further perpetuating the cycle of inequality and affecting their life chances.

3. Current Services and Assets in Relation To
Need
In line with NICE Guidance PH26, there is an established Care Pathway for smoking cessation in
pre-conception and pregnancy. Midwives are asked to:
Assess the woman's exposure to tobacco smoke through discussion and use of a carbon
monoxide (CO) assessment.
Refer all women who smoke (including those who smoke lightly or infrequently), have
stopped in the last 2 weeks, or have a CO reading indicative of smoking to stop smoking
services. This is done electronically using an online secure database ‘Quit Manager’.
Help women who do not smoke but register CO levels of 3 parts per million (ppm) or more to
identify the source of CO and take further action as appropriate.
If a person declines help to stop smoking, leave the offer open. At subsequent contacts, offer
the support again.
Ensure all actions, discussions and decisions related to stop smoking advice, referrals or
interventions are recorded in the person's records (preferably computer-based).
The Care Pathway is reviewed annually (last review October 2017) and disseminated to
midwives and other health professional groups.
Electronic referrals via ‘Quit Manager’ can also be made by other professional groups
(pharmacists, children centre staff and health visitors) that have trained as Stop Smoking Advisors
and participated in continuous professional development sessions, as required. There is potential
for other professional groups (GPs, practice nurses, family nurses, obstetricians, paediatricians,
ultra-sonographers, other members of the maternity team, those working in youth and teenage
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pregnancy services, social services and those working in fertility clinics, dental practices,
community pharmacies and voluntary and community organisations) who come into contact with a
pregnant smoker to make referrals. Nicotine Replacement Therapy (NRT) is available for immediate
administration on all wards and clinics at St Michael’s hospital and Southmead hospital, with the
exception of the maternity wards and clinics, which means there is an inequitable service and nonadherence to NICE guidance which recommends immediate access to NRT products for women
on all wards. The Public Health and Wellbeing Division’s (PHWBD) primary focus is to help
pregnant women stop their tobacco use through evidence-based stop smoking support and
quitting aids, or where this is not possible, advocate a ‘harm-reduction approach’ by encouraging
pregnant smokers to switch to safer ways of using nicotine. E-cigarettes, as an aid to stopping
smoking, could lead to greater quit rates among those pregnant smokers accessing stop smoking
services. For pregnant smokers not ready to quit smoking, e-cigarettes are a cheaper alternative to
tobacco smoking. Therefore, there is potential to reduce child poverty, and the number of smoking
role models for young people, thus de-normalising smoking (Action on Smoking and Health, 2016).
The Tobacco Control Lead for South Gloucestershire commissions a Specialist Midwife (2 days a
week) to support and meet the needs of women who present as smokers at the time of booking.
All women referred to the local stop smoking service are contacted within one working day and
with the aim of being seen at their home within one week. This intensive support programme is
available up to the point of delivery, and up to two months post-partum (or longer if appropriate to
prevent relapse). Evidence shows 43% of women who enroll for smoking cessation support,
restart within six months of giving birth. In 2016-17, a total of 257 pregnancy referrals (from health
visitors and midwives) were made to Smokefree South Gloucestershire, a decrease of 0.77% (259)
from 2015-16. The total number of pregnant women successfully quitting has decreased from
50% in 2015-16 to 42% in 2016-17. The Department of Health (DoH) recommends a quit rate of
30% or above. The most prolific source of midwifery referrals have been from Priority
Neighbourhoods including Yate (23%), followed by Kingswood (18%). In 2016-17, midwives
contributed an average of 64 referrals per quarter.
Figure 5: 2016-17 Pregnancy Referrals and Outcomes to Smokefree South
Gloucestershire
Total Referrals From Midwives and Health Visitors: 257

Accessed Outcomes

Agreed
In
Principle

Declined
Service

Unable
To
Contact

Closed:
No
Outcome

Accessed
Service

Quit
Date
Set

Quit
Date
Not
Set

4
Week
Quit

CO
Verified

4
Week
Not
Quit

4 Week
Lost To
Follow
Up

16

18

75

13

135

86

49

36

34

15

25

Source: Quit Manager Referral and Outcome Report (2017)
Of the 135 pregnant smokers who accessed the Smokefree Service, the Specialist Midwife actively
engaged with 64% of these. 41% were classed as ‘Routine and Manual Workers’. All clients set a
quit date, with 45% successfully quitting at 4-weeks, 95% of these were CO Verified. 16% had not
quit, and 27% were lost to follow up. 12% were not reported. The Specialist Midwife service has
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consistently achieved above the DoH targets (quit rate of 30% or above and 85% CO verified quits)
with an average quit rate over 4 years of 47%, and an average CO verification rate of 97%. The
Specialist Midwife has engaged on average with 49% of pregnant women classified in routine and
manual occupations. Therefore, playing a vital role in helping to reduce the cycle of inequality and
giving every child the best start in life, as evidence shows that mothers in routine and manual
occupations are five times more likely to smoke throughout pregnancy, and children who grow up
with a smoking parent are more likely to become smokers themselves.

4. Projected Service Use and Outcomes in the
Next 5 Years and 5-10 Years
Office of National Statistics (ONS) population projections suggest the population of South
Gloucestershire is set to increase a further 20% by 2039. However, these predictions do not take
into account the significant housing developments taking place, and with approximately 17,000
new homes planned to be built between 2014 and 2024, this will likely swell the population beyond
the ONS predictions. The number of babies born to residents of South Gloucestershire rose from
approximately 2,600 in 2003 to a peak of 3,500 in 2012 – an increase of over 30%. However, the
baby boom has started to show signs of decline with the number of resident births falling by 17%
between 2012 and 2016. In the period to 2037, there is projected to be a 6% increase in births.
Figure 6: South Gloucestershire Birth Projections 2015-2039

Source: Public Health Intelligence and Evidence Team, 2017
Figure 7 shows the projected number of births in South Gloucestershire up until 2039. It is
estimated that there will be a 16% increase in births over this period across maternal age groups.
With regard impact on service demand in the immediate future, projections indicate an increase of
around 8% over the next 5 years between 2017 and 2022, and an increase of around 9% over the
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next 10 years, between 2017 and 2027. In real terms, this accounts for an additional 190 births
per year after 5 years, and an additional 230 births per year after 10 years. If the proportion of
mothers smoking at time of delivery remains consistent with the current rate (9.0% - 2015-16), we
can expect the number of mothers smoking at time of delivery to increase by around 17 after 5
years, and around 20 after 10 years. It should be noted that this is a conservative estimate as
these projections do not include dwelling led projections which seem to suggest the population of
children will increase at a greater rate than official ONS estimates suggest. SATOD prevalence is
decreasing as indicated by the Local Tobacco Control data. However, prevalence in some parts of
South Gloucestershire continues to be at a higher rate than the England average. Future provision
will need to target pregnant smokers within each ward more effectively than current providers.

5. Evidence of What Works
There is a wide range of evidence and guidance on supporting factors and barriers to smoking
cessation in pregnancy. Key guidance is provided in:
‘Towards A Smokefree Generation: A Tobacco Control Plan for England’ (2017) – This
contains the Government’s national ambition to reduce rates of smoking in pregnancy to 6%
or less by the end of 2022. It also includes commitments to analyse current practice in
maternity services, assess the use of CO monitoring and the implementation of smokefree
policies across England (Department of Health, 2017).
‘Smokefree Skills: An Assessment of Maternity Workforce Training’ (2017) – This report
has been produced by Action on Smoking and Health (ASH) in collaboration with the
Smoking in Pregnancy Challenge Group. It seeks to identify the current barriers to full training
of the maternity workforce to enable them to deliver NICE guidance on smoking in pregnancy
and sets out recommendations for change (Smoking In Pregnancy Challenge Group, 2017).
‘Better Births’ (2016) – This refers to the risks associated with smoking in pregnancy and
supports the stillbirth care bundle. The recommendations from Better Births are being
implemented through the Maternity Transformation Programme, led by NHS England.
Supporting an increase in smokefree pregnancies and better multi-professional working
between midwives, obstetricians and other professionals is specifically incorporated into the
work stream (National Maternity Review, 2016).
‘Saving Babies Lives: A Care Bundle for Reducing Stillbirths’ (2016) – This recognises
evidence-based or best practice to support a reduction in still births and early neonatal
death. Element one focuses on reducing smoking in pregnancy (Connor, 2016).
‘NCSCT Smoking Cessation: A Briefing for Midwifery Staff’ (2016) - This is written for the
midwifery team to maximise the opportunity for pregnant women who smoke to get support
(McEwen, 2016).
‘Smoking Cessation in Pregnancy: A Call to Action’ (2013) – This report outlines
recommendations for commissioners, providers, royal colleges, government bodies, training
organisations and third sector organisations specifying what action is required in order to
reduce the prevalence of smoking during pregnancy (ASH, 2013).
The National Institute of Health and Care Excellence (NICE) Guidance – There is various NICE
guidance concerning the actions that should be taken to address smoking in pregnancy:
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PH48: ‘Smoking Cessation in Secondary Care: Acute, Maternity and Mental Health
Services’ (2013) – This promotes smokefree policies and services and recommends
effective ways to help people stop smoking or to abstain from smoking while using or
working in secondary care settings (NICE, 2013).
PH26: ‘Smoking: Stopping in Pregnancy and After Childbirth’ (2010) - This covers
support to help women stop smoking during pregnancy and in the first year after
childbirth (NICE, 2010).
PH10: ‘Stop Smoking Services’ (2008) – This aims to reduce the number of people
who smoke by ensuring that stop smoking services are as effective as possible and
seeks to raise awareness of the range and types of support available (NICE, 2008).
PH14: ‘Preventing the Uptake of Smoking by Children and Young People’ (2008) –
This covers anti-smoking mass-media campaigns and measures to prevent tobacco
being sold to children and young people. The aim is to help prevent children and young
people from taking up smoking (NICE, 2008).

6. User Views (On Need, Services/Assets and
Gaps)
A social marketing report looking at smoking in pregnancy and early years found there are many
barriers that prevent pregnant mothers from stopping smoking which include; time involved in
attempting to stop, effort involved in stopping, peer pressure from family and friends who smoke,
influence of other women who continued to smoke during pregnancy and gave birth to healthy
babies, and the overall enjoyment of smoking. Perceived benefits include; self-esteem – taking
control of their lives, stress management which would include building in ‘me time’ to their lives,
feeling good, looking good, and saving money Pregnant women would like a stop-smoking service
that can be very locally based, be in an informal, supportive and non-judgmental environment,
invite them to participate in the service – not force or push them into going, avoiding words like
‘refer’, run through the day and/or early evenings to enable them to attend outside of the times
when their children need them most, promote ‘me time’ which would be crucial in terms of how
the service was ‘sold’, offer group sessions which were relaxed, informal and based on ‘slimming
world’ or ‘weight watchers’ concept, with ‘role model’ clients who would share experiences and
who had been in similar situations, be flexible in response to their individual needs and provide a
choice of groups, one-to-one contact – or combination of methods (Richardson, 2009) The
‘NCSCT Service Provider Review - Smokefree South Gloucestershire’ (2016) found that for client
satisfaction of the Smokefree service provided in GP surgeries, 99% reported that they were happy
with the service they received. Furthermore, all verified contacted clients said they would
recommend the service to another smoker. For the Smokefree service provided in Pharmacies,
92% of contacted clients were extremely satisfied with the service. Only 8% of clients reported
being unsatisfied or very unsatisfied. All but one of the verified contacts would happily recommend
the service to another smoker. For the Specialist Midwife Smokefree service, 94% were extremely
satisfied with the service. Only 6% of clients reported being unsatisfied. All of the verified contacts
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would recommend the service to another smoker. All contacted clients were asked “Do you have
any comments that might help improve the service that Smokefree South Gloucestershire
provides?” with a number of positive comments received. Many clients reported how happy they
were with the service; paying particular attention to the excellent support they received, particularly
from the nurses who they found non-judgemental and compassionate. Many clients found that the
structure of the support was useful in helping them address issues and eventually quit.
Figure 7: Client Comments from the NCSCT Service Provider Review 2016:

In March 2017, Bristol, North Somerset and South Gloucestershire (BNSSG) jointly held a Smoking
in Pregnancy workshop to identify ways in which midwives and health visitors can work with public
health smoking cessation colleagues to increase uptake and completion of stop smoking support
for pregnant women, new mothers, and their families. Figure 9 shows that health Professionals
predominately felt that the services across all areas should have equal provision and a standard of
support. There is a need for inter-professional working, quarterly feedback reports, access to
resources and availability of continuous professional development and training. There are gaps in
the ways health professionals can communicate with clients and how different interventions may
be delivered (apps/social media). Figure 8: What Are The 2 Things That You Will Take Away
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With You And Put Into Practice?

7. Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
Pregnant smokers who are categorised as routine and manual workers
Disadvantaged groups (e.g. younger mothers, those living on the poverty line.)
Localities where prevalence remains high
Routine collection of more detailed data around ethnicity

8. Unmet Needs and Service Gaps
A range of services are provided to reduce smoking in pregnancy rates. However, local issues and
gaps remain and a number of improvements are required:
1. A more accurate picture of the numbers and demographics of local women who are smoking
during pregnancy.
2. Identification of which stop smoking strategies are obtaining the best outcomes.
3. Further insight is required regarding what prevents women from stopping smoking during
their pregnancy, particularly amongst high risk groups.
4. Feedback from users on their experience of the stop‐smoking service to improve our
understanding of what has motivated and enabled women to quit smoking and what
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5.
6.

7.

8.

prevented women from being able to stop smoking in their pregnancy.
The numbers of pregnant women who are smoking, with partners who smoke and what
success is achieved with this group of smokers in referral and quit rates.
Need to monitor trends in demographic changes to the local population closely as the new
communities develop in South Gloucestershire, which could result in an increased proportion
of women smoking during pregnancy.
Nicotine Replacement Therapy available for immediate administration on all wards and clinics
at St Michael’s hospital and Southmead hospital ensuring an equitable service and
adherence to NICE guidance.
Targeted services for those in areas of deprivation and in lower social economic classes with
the aim to reduce health inequalities.

9. Recommendations for Consideration by
Commissioners
Recommendations for commissioning activity are based on the identified local issues and gaps:
Develop digital communication strategies that are the most effective and cost-effective for
women who smoke during pregnancy.
Investigate the extent to which NICE guidance has been implemented locally, and support
areas found not to have acted on the recommendations.
Work in partnership with other professional groups to ensure that there is an effective and
robust referral pathway for pregnant smokers.
Develop a mechanism for formal service user feedback on service need, quality and gaps.
Deliver a rolling programme of training for hospital midwives and other professional groups
achieving full NCSCT certification on smoking in pregnancy, recording of data, NRT use and
electronic cigarettes and short opportunistic interventions.
Develop close working links and cross referral pathways with third sector organisations at
community level who provide on-going support and advice to young families and young
women.
Understand behaviour change techniques for smoking cessation in pregnancy, particularly
which types of these techniques are effective, including e-cigarettes.
Ensure data on smoking prevalence at time of booking is shared with public health.
Ensure prevalence of SATOD and at time of booking is available at ward and cluster level.
Clinical Commissioning Groups (CCG’s) should include this requirement in service
specifications for maternity services.
Ensure NRT is directly accessible and provided to all women on Southmead maternity wards
and clinics.
Develop interventions to reduce the exposure of children to second-hand smoke in different
settings, including in the home and outdoor areas, and assist with reducing the number of
children that start smoking as a result of living in a smoking home and family.
387/885

www.southglos.gov.uk

Aspire to work more closely with Commissioners and Providers of children services to ensure
every child has the best start in life.
Ensure interventions include harm-reduction methods, such as the use and availability of
electronic cigarettes.

10. Recommendations for Needs Assessment
Work
Recommendations for Needs Assessment Work are:
Smoking prevalence data available at ward and cluster level.
The need to strengthen the quality of service user engagement and feedback.
The consideration of recommendations to be included into the Bristol North
Somerset and South Gloucestershire (BNSSG) action plan and local Tobacco
Control Strategy.
Health equity audits are required to understand which population groups and geographical
areas with high smoking prevalence are accessing services, and if there is an inequity
amongst outcomes.

Key Contacts
Lindsey Thomas – Specialist Public Health Manager: Lindsey.Thomas@southglos.gov.uk
Sarah Weld – Public Health Consultant: Sarah.Weld@southglos.gov.uk
Clare Cook – Programme Lead: Clare.Cook@southglos.gov.uk
Kate Grant – Specialist Health Improvement Practitioner: Kate.Grant@southglos.gov.uk
Hannah Savigar-Jones - Specialist Health Improvement Practitioner: Hannah.SavigarJones@southglos.gov.uk
Sarah Collett – Maternity and Children’s Commissioning Support Manager:
Sarahcollett@nhs.net
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Substance misuse in young people
Summary
The reasons for problematic substance misuse (drugs and alcohol) are complex but for those
young people where there are additional vulnerabilities or painful and difficult family situations it can
become a way of managing feelings and coping with stress. Survey for England and Wales shows
that young people aged 11-15 are far less likely to use drugs and alcohol than they were a decade
ago. Despite the positive trajectory, the survey highlights increasing risk of substance use for some
vulnerable groups such as those who have poor attendance or who are excluded from school.
Local trend data is not available. An online pupil survey conducted in South Gloucestershire in
2014/15 found that 26% of secondary pupils and year 12 reported that they drink sometimes
(monthly) or weekly. Of the pupils who drink, the percentage reporting getting drunk regularly
(weekly and daily) is 25%, similar to neighbouring counties. Alcohol consumption increases with
age and is higher in girls than boys. In the same age group, 9% have tried illegal drugs and 22%
had been offered illegal drugs. The percentage that reported that they had tried an illegal drug rose
from 1.3% in year 8 to 13.3% in year 10 and 16.3% in year 12. Of those using illegal drugs, the
most popular were cannabis, nitrous oxide, and solvents. Of those using prescription drugs
(pharming), opioid pain killers, sleeping pills, and anti-depressants were the most common. Alcohol
related admissions for 10-19 year olds have risen from 37 in 2012/13 to 61 in 2015/16 with
substance misuse related admissions rising from 25 to 53 in the same period. Young people’s
specialist treatment services are provided by the Young People’s Drug and Alcohol Service
(YPDAS). In South Gloucestershire there were 101 young people who received a care-planned
treatment intervention. 94% of these cited cannabis as problematic and 52% alcohol. Additional
vulnerabilities were identified in those young people in treatment services. Of these young people,
20% have experienced domestic abuse; 30% were involved in self harm; 33% were involved in
offending / antisocial behaviour; 14% had an additional mental health problem and 14% were
looked after children. Young people involved in one risky behaviour are more likely to engage in
others.

Recommendations for consideration by commissioners
Action is required to increase preventative work around New Psychoactive Substances e.g.
Nitrous Oxide and synthetic cannabis; explore young people’s experimentation with prescription
medication; raise awareness of unmet need around girls in treatment; gather data from
Children’s hospital around admissions; develop clearer pathways for young people to access
Families in Focus; identify barriers being made to referral from health and social care; identify
specific interventions to target year 12 and 14 who are using cannabis and alcohol regularly;
and develop preventative initiatives for young people who have known vulnerabilities.
Authors: Lesley Causon, Programme Lead, South Gloucestershire Council; Sam Drew, YPDAS
Team Leader, South Gloucestershire Council; Steve Waters, YOS Manager, South Gloucestershire
Council
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Introduction
Specialist substance misuse services have a role in helping young people address their alcohol &
drug use, reduce the harm it is causing and prevent it from becoming an entrenched lifestyle
behaviour as they move into adulthood. Nationally over 19,000 young people received help for
substance use with 71% reporting Cannabis as the most problematic substance[1]. The latest
figures from ‘Smoking, Drinking & Drug Use Survey’[2] (2013) shows that in England and Wales
young people are far less likely to use drugs and alcohol than they were a decade ago. The chart
below shows the decline in substance use for 11 to 15 yr olds since 2001. Figure 1: Trends in
drug and alcohol use in England

Source: HSCIC, Smoking, Drinking and Drug Use Survey For those aged 11 to 15 in England &
Wales who report drinking alcohol the average number of units consumed has fallen from 16 units
by males in 2008 to 11 units in 2014 and from 13 units by females to 9 within the same period.
There is also some positive data for older young people. The numbers of 16-14 yr olds who drink
on at least 5 days has fallen from 14% (males) & 8% (females) in 2001 to 2% (males & females) in
2013. This is a considerable reduction in the numbers drinking frequently. Despite the positive
trajectory of data the survey also highlights the increasing risk of substance use for some
vulnerable groups such as those who have poor attendance or who are excluded from school.
International research has also raised concerns around British children being more likely to get
drunk than their European counterparts[3]. Cannabis continues to be the drug that young people
are most likely to have taken, followed by volatile substances. In 2014, 6.7% said that they had
taken cannabis in the last year, and 2.9% reported inhaling glue, gas or other solvents (volatile
substances) in the same period. In 2001, the corresponding proportions were 13.4% and 7.1%[4].
Among those pupils who reported any drug use in the last year, around three quarters (76%) took
only one type of drug. The remaining 24% reported taking two or more types of drug. Those who
took only one type of drug included 48% who took only cannabis and 21% who took volatile
substances only[5]. In the last decade new psychoactive substances or ‘legal highs’ have become
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available. Most of these substances are legal chemicals that imitate the short term effects of illegal
substances prohibited by the Misuse of Drugs Act (1971). In most cases, the risks are still
unknown. 2.5% of young people had taken legal highs at least once, including 2.0% who had
taken them in the last year and 0.9% who had taken them in the last month. There was an
increase with age in the proportions who had taken legal highs. For example, 0.5% of 11 year olds
said that they ever had used legal highs, compared with 5.0% of 15 year olds[6]. [1]
http://www.nta.nhs.uk/uploads/specialist-substance-misuse-treatment-for-young-people-in-engla
nd-2013-14-commentary.pdf). [2] UK. HSCIC (2014) Smoking, Drinking and Drug Use amongst
Young People in England in 2013 [3] World Health Organisation (2014) Global Status Report on
Alcohol 2014 [4] UK. HSCIC (2014) Smoking, Drinking and Drug Use amongst Young People in
England in 2013 [5] UK. HSCIC (2014) Smoking, Drinking and Drug Use amongst Young People in
England in 2013 [6] UK. HSCIC (2014) Smoking, Drinking and Drug Use amongst Young People in
England in 2013

Who is at risk and why?
The reasons for problematic substance use are complex but for those young people where there
are additional vulnerabilities or painful & difficult family situations it can become a way of managing
feelings and coping with stress. Data captured from young people within treatment has identified
that 20% of young people within this cohort have experienced Domestic abuse, 30% are involved
in self harm and 33% involved in offending/antisocial behaviour. 14% are Looked after children and
14% have an identified mental health problem. Those most at risk of problematic use are those
young people who have additional vulnerabilities Ward data enables us to identify areas where
there have been more or less referrals into treatment. The higher number of referrals from
Thornbury North reflects the proactive referral pathway that is in place between the two Thornbury
Secondary schools and YPDAS.
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Dodington and Kings Chase are both Priority Neighbourhoods and have like Frenchay & Stoke
Park are the wards with the highest level of referrals. Frenchay and Stoke Park border onto Filton
which is a Priority Neighbourhood. Other Priority Neighbourhoods (Staple Hill, Patchway and
Cadbury Heath) have lower numbers of referrals in comparison which raises questions around
unmet need. Those young people involved in one risky behaviour can be more likely to engage in
others. In particular there is a correlation between smoking tobacco and substance use. The OPS
data was used across behaviours to identify where behaviours co exist. The numbers of young
people who responded to the questions ‘Have you ever used drugs?’ and ‘Do you smoke?’ were
correlated. 5.3% (n115) of those who said Never/Not often or Sometimes to smoking reported that
they had used illegal drugs compared to 51.6% (n65) of those who smoke quite often/most days.
Those young people who smoke are more likely to try substances within this cohort of young
people. The pie chart below identifies the numbers of young people who responded to the
questions ‘Have you ever tried illegal drugs?’ and ‘Have you ever self-harmed? 5.9% (n108) of
those who said ‘No’ to having self-harmed indicated that they have used illegal drugs compared to
19.8% (n70) of those who said ‘Yes’ to having self-harmed having used illegal drugs.
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NDTMS data around vulnerability has identified that 20% of young people within the treatment
cohort have experienced Domestic abuse, 30% are involved in self harm and 33% involved in
offending/antisocial behaviour. 14% are Looked after children and 14% have an identified mental
health problem. Those most at risk of problematic use are those young people who have additional
vulnerabilities

The level of need in the population
Treatment data has identified an increasing number of young people who are receiving support for
problematic substance use. Although the numbers of under 18s in community services have
doubled there are far fewer young adults suggesting that the rise over a five year period is around
20%. National trends indicate a fall in the numbers accessing treatment (4.5% in 2013-14). South
Gloucestershire has seen a rise in numbers over the last 3 years with 101 accessing treatment in
2014-15.

Alcohol use
The OPS asked young people about their alcohol use. The charts below identify how often and at
what level young people are drinking alcohol.

36.9% (147/398) of Year 12 respondents reported drinking alcohol ‘quite often/most days’
compared to 9.4% (65/694) of Year 10 respondents and 1.3% (13/1014) of Year 8 respondents.
Respondents who have indicated higher end use best reflect what might be deemed as
problematic use. Weekly alcohol use may or may not be problematic and would be dependent on
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the number of units consumed. Young people were asked about the frequency in which they may
get drunk. The responses indicate that 36% of year 12s get drunk quite often (weekly/most days).
A higher percentage of females than males reported (n263male n228female) that they get drunk
‘sometimes’ or ‘quite often’.

The gender split does not reflect that of young people accessing treatment for problematic alcohol
use.

Drug use
The OPS asked young people about their substance use. The charts below show how many
young people have tried illegal drugs and which substances are used frequently.

When asked ‘Have you ever tried
illegal drugs?’ 8.3% of respondents (194/2338) answered ‘Yes’. In year 8, 1.3% of respondents
(14/1091) answered ‘Yes’. This proportion increased to 16.3% (76/391) of respondents in year 12.
Those who responded ‘Yes’ to having tried Illegal drugs (n=194), were asked what drugs they had
tried and how often they used them. The chart below shows the drug use that was reported as
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‘quite often/most days’ as a % of those who answered ‘yes’ to having tried illegal drugs.

Selecting ‘quite often’ and ‘most days’ best reflects the likelihood of problematic use within a drug
using population. 26.3% of young people with this level of frequent use are using Cannabis, 18.2%
using Nitrous Oxide and 7.6% using synthetic Cannabis. The percentages frequently using Nitrous
Oxide and synthetic Cannabis are greater than anticipated and are not reflected in those young
people receiving treatment for problematic substance use.

Drug & alcohol related admissions
Alcohol related hospital admissions for 10-19 year olds have risen from 37(n) in 2012-13 to 61(n) in
2015-16 with substance use related admissions rising even more significantly from 25(n) in
2012-13 to 53(n) in 2014-15.
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Possible reasons for the rise across substances may be the use of legal highs requiring admission
(particularly synthetic cannabis and stimulant powders), binge drinking and an increased availability
of NPS locally. There is currently a new intervention being piloted in Bristol within the Emergency
Departments of the Bristol Royal Infirmary & Children’s Hospital for young people under 18 who
are admitted where there is evidence of substances misuse. A referral is made to the Young
People’s Substance Misuse Treatment Service (YPSMTS) who will phone and screen the young
person with three possible outcomes:
advice and information
referral to Early intervention in Bristol
referral to a treatment service

Current services and assets in relation to need
Young people’s specialist treatment services are provided by the Young People’s Drug & Alcohol
Service (YPDAS) and the Youth Offending Service (YOS) with additional spaces commissioned
from the Young People’s Substance Misuse Treatment Service (YPSMTS) in Bristol for those
clients with the most complex needs (prescribing, dual diagnosis, behavioural problems, detox).
Treatment data submitted monthly to the National Drug Treatment Monitoring System (NDTMS)
captures a holistic set of data around substance use and related health and social issues.
Treatment services do not hold a waiting list; almost 98% of those young people referred within
2014-15 received an assessment within 15 days.
94% of young people who received treatment were assessed within 15 days.
4% of young people re-entered treatment within 6 months of exiting.
91% of those exited treatment did so in a planned way having met their care plan goals.
50% of those in treatment are aged 14-15 and 46% are aged 16-17.
94% are using Cannabis, 29% stimulants, 51% alcohol and 6% NPS.
Those most likely to be using substances in a problematic way are those 14-17 year olds
who are using Cannabis and alcohol problematically with additional use of stimulants & NPS.
Data around referral routes into treatment has identified that young people are most likely to be
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referred by their school. This is often a process that happens as part of a SAF and involves multiagency interventions.

Projected service use and outcomes in first 5
years and 5-10 years
The numbers of young people accessing treatment have risen gradually in South Gloucestershire
over the last five years and may continue to do so. Any rise would not be expected to be more
than 10-20% over the next 5 years but it would also not be surprising to see a decline as this
would reflect the national trend[1]. Treatment for cannabis and alcohol remain the most likely
substance that young people are struggling with although the prevalence of Nitrous Oxide,
prescription meds, synthetic cannabis and white stimulant powders are also a concern. [1] UK.
PHE 2014. Specialist Substance Misuse Treatment for Young People in England 2013-14

Evidence of what works
CCQ Practice Standards for Young People (June 2012) have brought together evidence based
guidance to set out a comprehensive approach to identifying, assessing & care planning a range of
interventions that support young people. It includes the treatment of co-morbidity, integration
between services and transfer of care. Young peoples’ treatment services within South
Gloucestershire Council use these standards to benchmark and to develop service provision. NICE
guidance ‘Interventions to reduce substance misuse among vulnerable young people’ (PH4),
recommends the following:
developing a local strategy
using existing tools (including CAF) to identify children and young people who are misusing
or, at risk of misusing, substances
family based programmes including therapy
motivational interviewing for those who are misusing substances.
The National Drug Treatment Monitoring Service (NDTMS) records outcome data based on the
completion of an outcome record by each young person at the start and end of treatment. Only 33
young people had a completed start and exit record within 2014-15 which highlights an area for
improvement across services. Of those whose outcome records were completed there was
positive improvements in the amount, frequency and pattern of use as well as improvements
across their health and well-being.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
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addressed within South Gloucestershire as follows:Improve access into treatments for girls who are using substances regularly/problematically
Improve access into treatment in priority neighbourhoods
Improve access into treatment for young people who are NEET
Offer preventative education to young people identified as at risk such as those who are
looked after and under the care of CAMHS

Unmet needs and service gaps
The 2015 Substance Misuse Health Needs Assessment has identified that there may be unmet
need in the following areas:
16 &17 yr olds who are drinking frequently/most days
Girls, who are not fully represented within the treatment cohort
Young people who are being admitted to hospital due to drugs or alcohol
High numbers who are self-harming alongside their substance use
Young people who meet 2 or more Families in Focus (FIF) criteria yet do not go on to access
FIF support
A low referral rate from health & social care

Recommendations for consideration by
commissioners
Increasing preventative work around New Psychoactive Substances (NPS) like Nitrous Oxide
& synthetic cannabis
The exploration of young people’s experimentation with prescription medication
Raising awareness of unmet need around girls in treatment
Gathering data from Children’s hospital around admissions and developing a new pathway
with Southmead ED
Developing clearer pathways for young people to access Families in Focus support
Identifying barriers to referrals being made from health & social care
Identifying specific interventions to target yr 12 & 13 yrs who are using cannabis and alcohol
regularly
Developing preventative initiatives for young people who have known vulnerabilities such as
being looked after, having mental ill health or a disability.

Recommendations for needs assessment work
No recommendations at this time as these findings are based on a current Needs Assessment.
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Young offenders
Summary
Children and young people in contact with the youth justice system have more (and more severe)
unmet health and wellbeing needs than other children of their age. They have often missed out on
early attention to health needs. They frequently face a range of other, often entrenched, difficulties,
including school exclusion, fragmented family relationships, bereavement, unstable living
conditions, and poor or harmful parenting, substance misuse and mental health problems. The
total number of young offenders managed by South Gloucestershire Youth Offending Service has
decreased considerably since a peak of 582 in 2007/08 – in 2013/14 it was 211. In 2014 there
were 129 first entrants to the criminal justice system aged 10-17 in South Gloucestershire. The
local rate of first time entrants to the criminal justice system has been consistently higher than the
England average although rates have been falling over time. The proportion of offenders who reoffend, 33%, has increased since 2009/10. The mean number of previous offences per offender –
2.08 in 2011/12 has reduced from a peak of 2.39 in 2009/10. The health and wellbeing needs of
children and young people in custody tend to be particularly severe. South Gloucestershire hosts
and manages Vinney Green secure Unit, a Secure Children’s Home providing 24 places for
children and young people on remand or detained for a variety of specific orders. It has a
throughput of around 90 young offenders per year. A detailed needs assessment identified
significant health problems including high levels of obesity, traumatic injury, substance misuse, and
mental and emotional problems. Nearly a quarter had some form of Attention deficit hyperactivity
disorder (ADHD), Attention deficit disorder (ADD), or Hyperactivity disorder in their records. Nearly
one third of all those referred to Vinney Green Secure Unit had a history of abuse or neglect, and
this proportion was higher in young women than young men. On almost all indicators of risk and
outcome non-Black or Ethnic Minority (BME) children and young people appear to have worse
health measures when compared to their peers from BME backgrounds. The South
Gloucestershire Youth Offending Service is supported by a full-time Substance Misuse Worker
(part of the Young People’s Drug and Alcohol Service) and a half-time Primary Mental Health
Specialist (part of the Children and Adolescents’ Mental Health Service (CAMHS)). A detailed health
needs assessment of young offenders is required to determine specific recommendations.

Recommendation for consideration
Address the unmet needs at Vinney Green Secure Unit which will require changes to the
availability of out-of-hours healthcare and psychiatric care; a holistic approach to managing
nicotine withdrawal and managing dependence; support to address obesity; improved Personal,
Social, Health and Economic (PSHE) education; improved referral routes to specialist
community services and development of universal support for mental and emotional wellbeing
issues. Action is also needed to reduce first time entry into the criminal justice system and rates
of re-offending.
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Author: Dominic Mellon, Speciality Registrar in Public Health, South Gloucestershire Council

Who is at risk and why?
Children and young people in contact with the youth justice system have more (and more severe)
unmet health and wellbeing needs than other children of their age. They have often missed out on
early attention to health needs. They frequently face a range of other, often entrenched, difficulties,
including school exclusion, fragmented family relationships, bereavement, unstable living
conditions, and poor or harmful parenting that might be linked to parental poverty, substance
misuse and mental health problems (HM Government, 2009; Ryan & Tunnard, 2012; Chitsabesan
et al., 2006). Young offenders tend to utilise services in times of crisis rather than using them in a
primary or preventative way (Macdonald, 2006). Nationally, over the past decade there has been a
reduction in the number of young people entering the youth justice system, but this reduction is
not uniform and there is evidence of growing levels of multiple, complex and damaging health and
social needs among those who have come into contact with the youth justice system. The health
needs of young offenders can be considered in terms of both their immediate complex unmet
needs and the longer term health risks associated with offending and risk-taking behaviour. There
are a number of settings which should be considered as part of any assessment of the health
needs of young offenders: police custody; young people’s secure estate; community orders;
forensic mental health units. The health and wellbeing needs of children and young people in
custody tend to be particularly severe. South Gloucestershire hosts and manages Vinney Green
secure Unit, a Secure Children’s Home which is commissioned by the Youth Justice Board of
England and Wales to provide 24 places for children and young people on remand or detained for
a variety of specific orders. The health and wellbeing needs of the young people referred to Vinney
Green is the subject of a separate comprehensive assessment (Mellon, 2015), however the key
findings have been summarised below. Secondary health needs associated with offending
behaviour are considered as part of the section on Crime and Antisocial Behaviour in the chapter
on the Wider Determinants of Health.

The level of need in the population
A detailed health needs assessment has not been undertaken for young offenders in South
Gloucestershire and the level of local health needs in this group must therefore be estimated from
the total numbers of children and young people entering into and in contact with the youth justice
system. South Gloucestershire is currently an outlier on the main national indicator for the rate of
first time entrants to the criminal justice system with statistically significantly higher rates than both
the South West and England. Figure 1: Crude rate and number of first time entrants to
criminal justice system (aged 10-17)

402/885

www.southglos.gov.uk

Source: Public Health Outcomes Framework Figure 1 above shows that whilst there has been a
decline in the number of young people entering the criminal justice system in South
Gloucestershire over the last five years, an increase in the rate in 2012 caused the local and
national rates to diverge and this difference has been sustained over the last three years. However,
the total number of young offenders managed by the South Gloucestershire Youth Offending
Service has decreased considerably since its peak in 2007/08 as shown in Figure 2 below. Figure
2: Total number of young offenders

Source: Youth Justice Statistics 2012 to 2013/2013 to 2014 Although there were improvements
made in reducing the proportion of young offenders who re-offend in South Gloucestershire
between 2005/06 and 2008/09, there has been an increase between 2008/09 and 2011/12
resulting in a small overall increase between 2005/06 and 2011/12 (see Figure 3 below). More
recent data has not been published at the Unitary Authority level by the Youth Justice Board.
Figure 3: Proportion of offenders who re-offend by financial year
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Source: Youth Justice Statistics 2012 to 2013/2013 to 2014 Figure 4 shows the increase in the
average number of prior offences per young offender in South Gloucestershire compared to the
England and Wales benchmark. Whilst there has been a steady year on year increase nationally,
there appears to have been a reduction locally from a peak in 2009/10. Figure 4: Mean number
of previous offences per young offender

Source: Youth Justice Statistics 2012 to 2013/2013 to 2014 Vinney Green Secure unit accepts
referrals from across England and Wales and has a throughput of around 90 young offenders per
year with a mean length of stay of approximately 90 days. The recent Health and Wellbeing Needs
Assessment for Vinney Green found that:
More than half of all young people admitted had been sexually active prior to referral and
14% had some evidence of unprotected sex in their records;
Just under a quarter (23%) of all children and young people referred had dental health
problems recorded at assessment;
Whilst the majority of all referrals (56%) were recorded as having a healthy weight at
admission, a significant proportion (26%) were recorded as 'Overweight' or 'Very overweight'
for their age and sex - a very small minority were recorded as being underweight on
admission;
A significant number of young people had recently sustained traumatic injuries recorded in
their health notes - there was a higher prevalence in boys than girls;
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There was a large and significant association between substance misuse and mental and
emotional health problems found in this study;
Nearly one quarter of all young people in the study had some mention of Attention deficit
hyperactivity disorder (ADHD), Attention deficit disorder (ADD), or Hyperactivity disorder in
their records;
The prevalence of depression and anxiety in this needs assessment was consistent with
estimates made from national research studies with a higher prevalence for both in girls;
Only 2% of all young people in the study cohort had evidence of autism spectrum disorder in
their health records, however this is twice as high as the prevalence given in the national
estimates;
73% of all young people referred to Vinney Green over the study period had a lifetime history
of tobacco use; of this group, 78% had a record of 'current' or 'recent' use on record (57%
of all young people);
7% of young people admitted to Vinney Green reported alcohol use prior to custody.
While only 20% of all young people had no record of substance misuse, including alcohol
and tobacco, 61% had misused 3 or more substances and 19% has misused 5 or more;
Nearly one third of all those referred to Vinney Green Secure Unit had a history of abuse or
neglect, and this proportion was higher in young women than young men;
The review identified 14 young people (5%) who had evidence of speech, language or
communication difficulties in the health records.

Current services and assets in relation to need
The South Gloucestershire Youth Offending Service is supported by a full-time Substance Misuse
Worker (part of the Young People’s Drug and Alcohol Service) and a half-time Primary Mental
Health Specialist (part of the Children and Adolescents’ Mental Health Service (CAMHS)). Basic
health assessments are undertaken by the Youth Offending Service staff and the information is
recorded on the national ASSET database. Healthcare and mental health services at Vinney Green
Secure Unit are currently provided by a number of provider organisations as shown in Table 1
below. Table 1: Summary of clinical staffing
Professional role

Employing organisation

WTE

Named General Practitioner

Hanham Health

0.1

Primary Care Nurse

Hanham Health

1

Consultant psychiatrist

North Bristol NHS Trust

0.1

Clinical Psychologist

Independent contractor

0.4

Assistant psychologist

South Gloucestershire Council

1

Substance Misuse Worker

North Bristol NHS Trust

0.4

Detailed individual health and wellbeing assessments are undertaken by the clinical staff at Vinney
Green and recorded in medical records held by South Gloucestershire Council.
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Projected service use and outcomes in first 5
years and 5-10 years
It is not clear whether the observed downward trend in young people entering the criminal justice
system will be maintained in the future. Indeed, this trend appears to be levelling when the data for
the last two financial years is examined. Extrapolating the admission trend data from Vinney Green
Secure Unit suggests that approximately 450 young people will be admitted in the next 5 years
and just under 1,000 in the next 10 years, assuming that the Youth Justice Board continue to
commission the current capacity.

Evidence of what works
Evidence of what works in this context can be split into three areas:
1. Evidence of what works to reduce first time entry into the criminal justice system;
2. Evidence of what works to reduce rates of re-offending;
3. Evidence of what works in addressing identified unmet health and wellbeing needs in the
community and custodial settings.

User views (on need, services / assets and gaps)
Both the Youth Offending Service and Vinney Green Secure Unit use surveys in an attempt to
engage with the young people they have discharged from their care, as well as their families. At
present, neither service has been able to. There has not been any specific engagement work to
elicit the views young offenders as part of a health need assessment in either the community or the
secure unit.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Inequalities in health outcome and equity of access to healthcare services were considered
as part of the Vinney Green Health and Wellbeing Needs Assessment. The needs
assessment highlighted the complex and substantial needs for this population when
compared to the wider community. In addition, a number of inequalities were identified
within the group of children and young people included in the study, including:
On almost every risk and outcome indicator, non-Black or Ethnic Minority (BME)
children and young people appear to have worse health measures when compared to
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their peers from BME backgrounds;
Girls and young women in custody have greater mental health needs than boys,
particularly in the areas of depression, post-traumatic stress disorder and self-harm.
Religion was not routinely recorded in the records and there was no information on sexual
orientation or gender preference recorded at all.
All future work should ensure that Equality Impact Assessments or Health Equity Audits are
undertaken in relation to young offenders in the community in South Gloucestershire.

Unmet needs and service gaps
It has not been possible to identify unmet health and wellbeing needs for young offenders
managed by the Youth Offending Service in South Gloucestershire. A number of unmet needs
have been identified at Vinney Green Secure unit which need to be addressed. These include:
Changes to the availability of out-of-hours healthcare and psychiatric, recognising that the
majority of admissions and emergencies take place outside of normal working hours;
Holistic approach to managing nicotine withdrawal and managing dependence on admission
to the unit including the provision of nicotine replacement therapy as part of a pathway to
support stopping smoking;
Support to address levels of obesity observed on admission and the prevention of unhealthy
weight gain;
Improvement in the coordination and provision of Personal, Social, Health and Economic
(PSHE) education in the unit;
Improvements in referral pathways to specialist community services, including speech and
language therapy and physiotherapy;
Development of universal support for mental and emotional wellbeing issues with training for
care staff provided by the mental health team.

Recommendations for consideration by
commissioners
Specific recommendations for consideration by the commissioners include:
Identification of a lead Consultant in Public Health for offender health issues, including young
offending as well as prison health.

Recommendations for needs assessment work
Specific recommendations for need assessment work include:
South Gloucestershire Council should consider undertaking a health needs assessment for
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young offenders in South Gloucestershire drawing on information recorded by the Youth
Offending Service as part of the basic assessment and recorded on ASSET – this could be
sued to inform the commissioning and development of children’s services, particularly
preventative interventions;
Vinney Green Secure Unit will need to update its comprehensive health and wellbeing needs
assessment every two years – priorities for the next needs assessment have been included in
the main report and include greater engagement and consultation with the young people and
their families, and the use of clinical record data available through SystmOne.

References
Chitsabesan, P., Kroll, L., Bailey, S., Kenning, C., Sneider, S., MacDonald, W. & Theodosiou, L.
(2006) Mental health needs of young offenders in custody and in the community. [online]. The
British journal of psychiatry : the journal of mental science. 188pp. 534–540. [Accessed 13 July
2014]. HM Government (2009) Healthy Children, Safer Communities: A strategy to promote the
health and well-being of children and young people in contact with the youth justice system.
Communities. Macdonald, W. (2006) The health needs of Young Offenders Mellon, D. (2015)
Vinney Green Secure Unit Health and Wellbeing Needs Assessment 2015. Ryan, M. & Tunnard,
J. (2012) Evidence about the health and well-being needs of children and young people in
contact with the youth justice system

408/885

www.southglos.gov.uk

Adults
Autism Cancer Carers Dementia Diet and nutrition in adults Falls and Bone Health Frail Elderly
Learning Difficulties Long Term Conditions Mental health & wellbeing, isolation Obesity Physical
Activity – adults Planned Care Prison Health Safeguarding in adults and children Sensory
Impairment Sexual Health Smoking in adults Urgent Care
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End of Life Care
BNSSG End of Life Care (EOLC) Needs Assessment (adults)
Summary
This JSNA chapter has been developed from a needs assessment undertaken for the Bristol,
North Somerset and South Gloucestershire (BNSSG) End of Life Care (EOLC) Programme Board.
It should be noted that much of the data refers to BNSSG as a whole. Breakdown to individual
Local Authorities is also provided where possible.

EOLC (adults)
Definitions
End of life care provision is predominantly for patients with cancer, neurological disorders, and
other life-limiting conditions during the last months or weeks of life. Conditions other than cancer
that would benefit from provision of palliative care services include chronic heart failure, respiratory
disease, renal failure, liver disease, motor neurone disease, Parkinson’s disease and other longterm neurological conditions and advanced dementia/Alzheimer’s disease. Trajectories of decline
at the end of life assist in understanding levels of need and care required across the population.
Demographics
BNSSG comprises a diverse population in terms of age, with younger populations residing in
Bristol, and older populations residing in South Gloucestershire and North Somerset. The
population that has increased most in the last 15 years are the 15-24 year olds and the over 60
year olds. Older age groups are more likely to require end of life care services than younger age
groups. BNSSG is an area with low to average mortality rates once age structure has been taken
into account via the process of age standardisation. At the all age level, compared to England,
North Somerset and South Gloucestershire have lower mortality and Bristol is not significantly
different. The proportion of people from BME backgrounds varies across BNSSG and is highest in
Bristol. Access barriers for this group may be based more on cultural and linguistic barriers rather
than geographical ones. Consideration of ethnicity is important in planning end of life care services
to ensure they are culturally appropriate and meet the needs of the whole population. At the
BNSSG level, relative deprivation is similar to the national level. However, this masks pockets of
deprivation that exist in South Gloucestershire and North Somerset and greater levels of
deprivation that exist in Bristol. Higher rates of socioeconomic deprivation are associated with
higher rates of mortality. Individuals in more deprived areas are less likely to die at home compared
to individuals from less deprived communities.
Cause of death
National End of Life Care data published by PHE shows that at the all age level, cancer accounted
for more deaths than any other cause in 2015 across BNSSG. Amongst the 65-74s and 75-84
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age groups there is a decreasing trend across BNSSG and no significant difference to the England
proportions of death due to circulatory diseases. With the exception of an increasing trend in the
proportion of respiratory deaths amongst 75 to 84 year olds in North Somerset, all other
proportions showed no directional change nor were they significantly different to England. Local
data analysis shows at the BNSSG level, the highest proportion of COPD deaths are in the
younger age groups, with the inverse pattern most evident in South Gloucestershire. Deaths from
liver disease show a different pattern amongst those age 65 years and older to that observed with
heart and kidney, with an inverse association with age with significant differences between each
age group at the BNSSG level. Deaths amongst under 65s due to liver disease is a leading cause
of premature death and accounts for a high proportion of years of life lost. Progressive neurological
conditions include a wide range of conditions including dementia, Parkinson’s disease, motor
neurone disease and multiple sclerosis as well as other rarer conditions. There is very little variation
within BNSSG with regards to the proportion of deaths due to such diseases, with all areas
showing a strong association with age, mainly due to the effect of the inclusion of dementia. The
exclusion of dementia radically shifts the age related pattern to younger age groups. This pattern is
reflected when reviewing data for Parkinson’s and Motor Neurone Disease for example.
Place of death
The majority of deaths in 2015 in BNSSG and at a national and regional level occurred in hospital.
All three areas of BNSSG had a significantly lower proportion of hospital deaths compared to
England, and the trend was reported to be decreasing both in BNSSG and at a national and
regional level. Bristol and South Gloucestershire had a significantly higher proportion of deaths
occurring in the home compared to England, and although the proportion of home deaths in North
Somerset was significantly lower than national levels, like the national proportion, all areas within
BNSSG have been demonstrating an increase in the proportion of deaths occurring in the home.
The proportion of deaths occurring in care homes is increasing both nationally, regionally and
within all three areas of BNSSG. Whilst Bristol has a similar proportion of deaths occurring in a
care home to national figures, both North Somerset and South Gloucestershire have significantly
higher proportions of care home deaths than England. The proportion of deaths occurring in
hospices appears to be increasing nationally and regionally, however only North Somerset is
reported to have an increasing trend locally with no significant change observed in Bristol or South
Gloucestershire, with both areas having significantly lower proportions of hospice deaths than
occurred nationally.
Services and assets
Care in the last year of life may be delivered by disease-specific specialists and their associated
teams; by generalists such as primary care teams or hospital-based generalists (for example,
elderly care); or by palliative care specialists. Section 3 summarises service provision in Bristol,
North Somerset and South Gloucestershire and has been provided by CCGs.
Projected service need
The estimated resident population has increased from an estimated 827,100 in 2002 to the latest
(2015) figures, an increase of 13% across BNSSG. The area that has experienced the greatest
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increase is Bristol (15%) with North Somerset and South Gloucestershire both having experienced
increases of 11%. In relation to age, the greatest increases in BNSSG have been have been
amongst those aged 85+ (37%). Bristol has seen its largest increases over this period among its
15-24 year olds (27%), North Somerset amongst 60-74 year olds (37%) and South Gloucestershire
amongst those aged 85 and over (68%). Murtagh et al (2014) estimated that between 63% and
82% of all deaths require palliative care. However, the numbers of people on the most recent
palliative care register represents only 22% - 31% of deaths in BNSSG. The estimated proportion
of the population with their palliative care needs met is approximately 38% in BNSSG, ranging from
29% in South Gloucestershire to 41% in Bristol and North Somerset. In 2010/11 spend in South
Gloucestershire was lower than the average for England and in fact in the lowest quartile for all
PCTs.
Evidence of best practice
Section 5 in the main document summarises key evidence in relation to service models and
delivery. It reflects the ambitions within the National Palliative and End of Life Care Partnership.
User views & equalities
Section 5 in the main document refers to findings from the 2015 VOICES survey of bereaved
relatives.
Unmet needs & service gaps
Identified under key themes of:
Data
Service delivery
Inequalities
Awareness raising/communications

Recommendations for consideration
1. Understanding need
a. Needs-led focus required within commissioning, including population projections b. Multimorbidity data and non-cancer EOLC data required to fully understand demand on EOLC services
and required service provision c. Primary care data should be reviewed to add to needs
assessment picture of need. This should be constantly reviewed.
2. Service design and delivery
a. Services should reflect locality level population needs b. Care home support and EOLC provision
could be standardized c. Clarify and standardize where appropriate the support offered to carers
d. Review disparities in access / waiting times across BNSSG
3. Reduce inequalities
a. Data to truly understand inequalities issues is required – EPaCCS to start this process, for
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example improved data on homelessness and ethnicity

1) Who is at risk and why?
To understand who is at risk and why the following information is provided in this section:
Definitions of end of life care
General health needs - conditions most likely to require end of life care
Levels of need.
Definitions
The national End of Life Care Strategy (Department of Health, 2008) defines end of life care as:
‘….care that helps all those with advanced, progressive, incurable illness to live as well as possible
until they die. It enables the supportive and palliative care needs of both patient and family to be
identified and met throughout the last phase of life and into bereavement. It includes management
of pain and other symptoms and provision of psychological, social, spiritual and practical support.’
The strategy also defines a ‘good death’ as ‘where a dying person is treated as an individual, with
dignity and respect, without pain and other symptoms, in familiar surroundings and in the company
of close family and friends’. Identifying that someone is entering the last year of their life not only
benefits the individual, to enable provision of supportive care that meets their needs and wishes,
but can also reduce the burden on the health and social care system through the commissioning
of more effective services. End of life care services includes a range of services including:
Specialist palliative care is provided by multi-disciplinary teams that include palliative care
consultants, nurse specialists, specialist social workers and experts in psychological care.
Specialist services include inpatient units including hospices, hospital out-patient services,
home care, day care and bereavement services
Generalist palliative care is provided by general health and social care services, including
GPs, district and other general community nursing teams, hospital staff, care home staff,
social care staff and others. General services will provide general care for people at the end
of their lives (Derbyshire County Council End of Life Care Needs Assessment, 2016).
End of life care services provide bedside and/or clinical care during the last months and weeks of
life. Care in these services commonly involves the alleviation and control of physical and
psychological symptoms that arise at the end of life. This type of end-of-life care is administered by
healthcare professionals to patients or clients in nursing homes, hospitals, hospices or at home.
End of life care services are shown in figure 1. Figure 1: Roles of specialist and general end of life
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care services
Council for Palliative Care (2012)

Source: National

General health needs – conditions most likely to require end of life care
End of life care provision is predominantly for patients with cancer, neurological disorders and
other life-limiting conditions during the last months or weeks of life. Guidance (National Council for
Palliative Care, 2012) recognises that individuals with terminal illnesses other than cancer would
benefit from provision of palliative care services, including the following conditions :
Chronic heart failure
Respiratory disease
Renal failure
Liver disease
Motor neurone disease
Parkinson’s disease and other long-term neurological conditions
Advanced dementia/Alzheimer’s disease.
Prevalence data for BNSSG for key diseases as recorded in primary care registers is shown in
tables 1-4 and palliative care prevalence in table 5. The data shows us that the need for end of life
care is comparable to cancer for other diseases that would benefit from provision of palliative care
services. Table 1: Cancer prevalence
Indicator
Name
(select)
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limit

Upper
CI
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Denominator
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Disease
prevalence:
Cancer
2015/16

Bristol

2015

2.0%

0.02

0.02

9,865

497,549

North
Somerset

2015

3.3%

0.03

0.03

7,078

216,364

South
Gloucestershire

2015

2.7%

0.03

0.03

7,174

265,088

South West

2015

2.9%

0.03

0.03

94,950

3,300,846

England

2015

2.4%

0.02

0.02

1,392,577

57,549,410

Upper
CI
limit

Count

Denominator

Table 2: Chronic Kidney Disease prevalence
Indicator
Name
(select)

Chronic
Kidney
Disease
register
2015/16

Area Name

Year

Value

Lower
CI
limit

Bristol

2015

3.5%

0.03

0.04

17,381

497,549

North
Somerset

2015

4.3%

0.04

0.04

9,358

216,364

South
Gloucestershire

2015

4.3%

0.04

0.04

11,283

265,088

South West

2015

4.0%

0.04

0.04

132,149

3,300,846

England

2015

3.3%

0.03

0.03

1,872,808

57,549,410

Table 3: Chronic Obstructive Pulmonary Disease Prevalence
Indicator
Name
(select)

COPD
register
2015/16

Area Name

Year

Value

Lower
CI
limit

Upper
CI
limit

Count

Denominator

Bristol

2015

1.70%

0.02

0.02

8,460

497,549

North
Somerset

2015

2.01%

0.02

0.02

4,352

216,364

South
Gloucestershire

2015

1.52%

0.01

0.02

4,023

265,088

South West

2015

2.00%

0.02

0.02

66,021

3,300,846

England

2015

0.02

0.02

0.02

1,066,471

57,549,410

Value

Lower
CI
limit

Upper
CI
limit

Count

Table 4: Heart Failure prevalence
Indicator
Name
(select)
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Denominator
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Heart
failure
register
2015/16

Bristol

2015

0.64%

0.01

0.01

3,176

497,549

North
Somerset

2015

0.88%

0.01

0.01

1,911

216,364

South
Gloucestershire

2015

0.70%

0.01

0.01

1,846

265,088

South West

2015

0.85%

0.01

0.01

28,045

3,300,846

England

2015

0.01

0.01

0.01

434,904

57,549,410

Table 5: Palliative care prevalence
Indicator
Name
(select)

Palliative
care
register
2015/16

Area Name

Year

Value

Lower
CI
limit

Upper
CI
limit

Count

Denominator

Bristol

2015

0.21%

0.00

0.00

1,047

497,549

North
Somerset

2015

0.33%

0.00

0.00

710

216,364

South
Gloucestershire

2015

0.18%

0.00

0.00

474

265,088

South West

2015

0.26%

0.00

0.00

8,609

3,300,846

England

2015

0.34%

0.00

0.00

195,573

57,549,410

Source : Quality Outcomes Framework (QOF), Health and Social Care Information Centre (HSCIC)
Levels of need
Four trajectories of decline at the end of life are shown in figure 2. These trajectories assist in
understanding levels of need and care required across the population. Nationally approximately
14% of people will have a sudden death; 25% will remain in generally good health until
experiencing a steep decline in the last few weeks or months of life, predominately related to a
terminal cancer but may include other terminal illnesses; 19% will experience a slow deterioration
punctuated by acute, partially reversible troughs, such as in severe heart failure; and 42% will
undergo a gradual decline such as might occur in the frail elderly (Derbyshire County Council
Needs Assessment, 2016). Figure 2: Trajectories of decline at the end of life
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2) The level of need and inequalities in the local population
In order to identify the level of need and inequalities in the local population the following information
is provided in this section:
High level demographics for at risk population groups (more detail can be found in the
demographics chapter of the JSNA)
Mortality rates – all-cause and by conditions likely to require end of life care
Place of death
Key points:
Older age groups are more likely to require end of life care services than younger age groups
Higher rates of socioeconomic deprivation are associated with higher rates of mortality.
Individuals in more deprived areas are less likely to die at home compared to individuals from
less deprived communities.
Demographics (BNSSG)
BNSSG comprises a diverse population in terms of age, with younger populations residing in
Bristol, and older populations residing in South Gloucestershire and North Somerset. The
population that has increased most in the last 15 years are the 15-24s and the over 60s – the latter
an age group most likely to need EOLC services. The population predicted to increase most
significantly over the next 25 years are those aged 85 years and over which will have significant
implications for EOLC services. The proportion of people from BME backgrounds varies across
BNSSG and is highest in Bristol. Access barriers for this group may be based more on cultural and
linguistic barriers rather than geographical ones. Consideration of ethnicity is important in planning
end of life care services to ensure they are culturally appropriate and meet the needs of the whole
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population. At the BNSSG level, relative deprivation is similar to the national level. However, this
masks pockets of deprivation that exist in South Gloucestershire and North Somerset and greater
levels of deprivation that exist in Bristol.
Mortality data
There were 473,552 deaths in England in 2013. In England and Wales 84% of deaths in 2013
were of people aged 65 or older and 39% were of people aged 85 or older. Almost half of women
dying in England and Wales in 2013 (48%) were age 85 or older (ONS Death Registrations
Summary Tables, England and Wales, 2013). In general, there are increasing numbers of deaths in
people aged 85 and over and a decreasing trend of those aged 64 to 84. Those in the older age
group are much more likely to have multiple illnesses and frailty. As described in the cancer section
of the JSNA, cancer is the principal cause of avoidable death in the UK. Cancer is primarily a
disease of older people, with incidence rates increasing with age for most cancers. An estimated 4
in 10 cases of cancer could be prevented, largely through modifying aspects of our lifestyles. The
main risk factors include tobacco, weight, diet, alcohol consumption, UV exposure and lack of
physical activity. In 2013 1,521 new cases of cancer were diagnosed in South Gloucestershire and
616 people died from cancer. Cancer incidence (new cases) and mortality rates in South
Gloucestershire are similar to the England average. In line with the national pattern, the number of
new cases of cancer diagnosed has risen over time caused by a number of factors including an
ageing population. Mortality rates have fallen over the last decade. Skin and breast cancer
incidence rates are significantly higher than the England average while lung cancer is lower. Cancer
is a key cause of premature mortality under the age of 75 in South Gloucestershire accounting for
39% of premature deaths in women and 42% in men. Premature deaths from cancer also
contribute to inequalities in life expectancy in South Gloucestershire. This is particularly true for in
men for whom cancer deaths contribute to 27.1% of the life expectancy gap between South
Gloucestershire’s fifth most deprived and fifth least deprived areas. The under 75 mortality rate
from cancer has declined over the last decade. However in recent years there has been little
change in mortality from cancers considered preventable. One-year cancer survival is 71%, better
than the England average and has risen over time. Figure 3: Directly age Standardised Mortality
Rate, persons all ages 2015

Source: Office for
National Statistics Mortality File (produced by National End of Life Care Intelligence, Public Health
England) BNSSG is an area with low to average mortality rates once age structure has been taken
into account via the process of age standardisation. At the all age level, compared to England,
North Somerset and South Gloucestershire have lower mortality and Bristol is not significantly
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different as shown in figure 3. However, Bristol has significantly higher mortality rates amongst
0-64 year olds, North Somerset shows no significant difference to the England rate and South
Gloucestershire has a significantly lower mortality rate amongst this age group. Amongst older
adults, compared to England, Bristol has similar rates across each age group over the age of 64,
North Somerset has lower mortality rates amongst 65-84 year olds and South Gloucestershire has
lower rates in all over 64. This is shown in figure 4. Figure 4: Directly age Standardised Mortality
Rate by age group and area of residence

Source: Office for
National Statistics Mortality File (produced by National End of Life Care Intelligence, Public Health
England)
Cause of death
The following two data visualisations, known as treemaps, show the proportion of deaths by
cause, with the size of the box proportional to the percentage of total deaths from a specific
cause, and the shade of the box proportional to whether it has increased (darker shade) or
decreased (lighter shade). At a national level across deaths at all ages, cancers and circulatory
diseases account for the greatest number of deaths in England, with Ischemic Heart Disease being
the single biggest killer accounting for 14.6% of all deaths in 2016, as shown in figure 5. Figure 5:
Cause of death, England, 2016
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Source: Institute for Health Metrics and Evaluation (IHME). GBD Compare Data Visualization.
Seattle, WA: IHME, University of Washington, 2017. Available
from http://vizhub.healthdata.org/gbd-compare. (Accessed [07/11/2017]) The biggest single cause
of death amongst adults aged 70 and over in England is Ischemic Heart Disease, accounting for
15.1% of all deaths that occur in this age group. Stroke and Alzheimer’s also contribute
significantly to deaths in this age group, accounting for approximately 9% and 12.5% of deaths
respectively. When combined, circulatory diseases account for over 32% of all deaths, followed by
cancer which accounted for approximately 24% of all deaths in those aged 70 and over. This is
shown in figure 6. Figure 6: Cause of death 70+ years, England, 2016
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Source: Institute for Health Metrics and Evaluation (IHME). GBD Compare Data Visualization.
Seattle, WA: IHME, University of Washington, 2017. Available
from http://vizhub.healthdata.org/gbd-compare. (Accessed [07/11/2017]) National End of Life Care
data published by PHE shows that at the all age level, cancer accounted for more deaths than any
other cause in 2015 across BNSSG. See figure 7. Figure 7: percentage of deaths by cause and
area of residence, all age, 2015

Source: Office for National Statistics Mortality File (produced by National End of Life Care
Intelligence, Public Health England) Figure 8: Cancer as a percentage of all deaths by age, 2015

421/885

www.southglos.gov.uk

Source:
Office for National Statistics Mortality File (produced by National End of Life Care Intelligence,
Public Health England) The percentage of deaths from cancer at an all age level was similar to
national figures across BNSSG in 2015 and although the percentage of cancer deaths amongst
75-84 year olds is not significantly different to national figures it is reported to have an increasing
trend in Bristol and South Gloucestershire. An increasing trend amongst those aged 85 years and
older is reported for North Somerset (PHE EOLC fingertips, accessed May 2017). Cancer as a
percentage of all deaths is highest amongst adults aged 65 to 74, however the percentage of
deaths due to cancer declines in older age groups as other causes of death become more
common (see figure 8). Circulatory diseases as a proportion of all deaths is displayed in figure 9.
Figure 9: Circulatory diseases as a proportion of all deaths by age and areas of residence

Source:
Office for National Statistics Mortality File (produced by National End of Life Care Intelligence,
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Public Health England) At a national level the PHE EOLC profile illustrates there is a strong positive
association with the proportion of all deaths due to circulatory diseases and increasing age. This
pattern is largely mirrored in BNSSG however there is a slightly lower proportion of deaths due to
circulatory diseases in those aged 85 and over compared to the 75-84 year olds, though this
difference is not significant in any area. The PHE EOLC profile reports that at the all age level the
proportion of deaths due to circulatory diseases is significantly lower than England equivalents and
like England the recent trend has been one of decrease. The proportion of deaths that are due to
circulatory diseases amongst those aged under 65 years in North Somerset is significantly lower
than in England. There is reported to be a decreasing proportion of deaths due to circulatory
diseases in this age group in Bristol and North Somerset, though no significant trend has been
observed in South Gloucestershire. Amongst the 65-74s and 75-84 age groups there is a
decreasing trend across BNSSG and no significant difference to the England proportions of death
due to circulatory diseases. The rate circulatory disease death is also decreasing across BNSSG
among the over 84 year olds, and in Bristol and North Somerset is significantly lower than the
England proportion (PHE EOLC fingertips, accessed May 2017). Respiratory disease deaths (see
figure 10) , which will include both acute conditions such as lower respiratory tract infections, and
more chronic progressive lung conditions such as COPD, account for a significantly lower
proportion of all deaths in South Gloucestershire at the all age and under 65 level than is observed
in England, with no directional trend noted across BNSSG. With the exception of an increasing
trend in the proportion of respiratory deaths amongst 75 to 84 year olds in North Somerset, all
other proportions showed no directional change nor were they significantly different to England.
Figure 10 : Respiratory diseases as a percentage of all deaths by age and area of residence

Source:
Office for National Statistics Mortality File (produced by National End of Life Care Intelligence,
Public Health England) For Chronic Obstructive Pulmonary Disease (COPD) specifically, which is
more likely to require end of life care than acute respiratory infections, data is not available from
national sources such as the PHE EOLC fingertips tool. Local data analysis shows at the BNSSG
level, the highest proportion of COPD deaths are in the younger age groups, with the inverse
pattern most evident in South Gloucestershire (see figure 11). Figure 11: COPD as a percentage of
all deaths by age and area of residence 2013 - 2015 pooled
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Source: Primary Care Mortality Database (PCMD) Figure 12 shows the proportion of deaths from
heart failure increases with age, but even in the 85+ age groups accounts for less than 2% of
underlying causes of death. Figure 12: Heart Failure as a percentage of all deaths by age and area
of residence 2013 - 2015 pooled

Source: Primary Care Mortality Database (PCMD) As with heart failure, the proportions of deaths
from kidney failure increase with age, and like heart failure account for less than 2% of underlying
causes of death (see figure 13). Figure 13: Kidney Failure as a percentage of all deaths by age and
area of residence 2013-2015 period

424/885

www.southglos.gov.uk

Source: Primary Care Mortality Database (PCMD) Deaths from liver disease (see figure 14) show a
different pattern amongst those age 65+ to that observed with heart and kidney, with an inverse
association with age with significant differences between each age group at the BNSSG level.
Deaths amongst under 65s are included for liver disease it is a leading cause of premature death
and accounts for a high proportion of years of life lost. Figure 14: Liver diseases as a percentage of
all deaths by age and area of residence 2013-2015 pooled

Source: Primary Care Mortality Database (PCMD) Data on deaths between 2011 and 2015 from
the Primary Care Mortality Database show that on average, the number of deaths, where the
primary diagnosis was a neurological condition, have increased over time, from 270 deaths in 2011
to 393 in 2015. Numbers of deaths for those under 40 are very small (≤ 5 per year), with rates
increasing with age as expected (see figure below). These data exclude injuries and therefore will
not include deaths due to spinal cord injury and brain injury. The most common conditions
contributing to the mortality rate for neurological conditions (excluding injuries) for 2011-2015 are
dementia (accounting for 40.9% of total) and sudden onset stroke (32.1% of total). After these, the
most common cause of neurological deaths are:
brain tumour (6.3% of total all neurology deaths)
Parkinson’s and movement disorders (6% of all neurology deaths);
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other progressive conditions (e.g. degenerative diseases of nervous system, progressive
supranuclear opthalmoplegia, multisystem degeneration; 5.7% of all neurology deaths)
MND and SMA (2.7% of total all neurology deaths)
MS and demyelinating diseases (1.3% of all neurology deaths)
Epilepsy (1.1% of all neurology deaths).
Progressive neurological conditions include a wide range of conditions including dementia,
Parkinson’s disease, motor neurone disease and multiple sclerosis as well as other rarer
conditions. There is very little variation within BNSSG with regards to the proportion of deaths due
to such diseases, with all areas showing a strong association with age, mainly due to the effect of
the inclusion of dementia (figure 15). Figure 15: Progressive neurological diseases as a percentage
of all deaths by age and area or residence 2013 - 2015 pooled

Source: Primary Care Mortality Database (PCMD) Despite the prevalence of dementia amongst
those at the end stages of their life, figures for the proportion of deaths from dementia are not
presented in the PHE EOLC profiles, however analysis of local data suggests that at an all age
level, dementia, with 13% of all deaths, was the fourth most common cause of death in 2015, with
18% of deaths in the over 64s and 24% of deaths in the over 84s being due to dementia (see
figure 16). No comment on trend or comparison to England is possible, however it is possible to
see that Bristol generally has a higher proportion of deaths due to dementia than the other two
areas. See dementia chapter of the JSNA for other dementia indicators including age
standardised mortality rates. Figure 16: Dementia as a percentage of all deaths by age and area of
residence 2015
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Source: Primary Care Mortality Database (PCMD) The exclusion of dementia from PND death rates
radically shifts the age related pattern to younger age groups, as can be seen in the figure below
(figure 17). This pattern is reflected when reviewing data for Parkinson’s and Motor Neurone
Disease (see figures 18 and 19). Data has been pooled for figures 17-19 due to the lower
prevalence of these conditions. Figure 17: Progressive neurological diseases (excluding dementia)
as a percentage of all deaths by age and area or residence 2013 - 2015 pooled

Source: Primary Care Mortality Database (PCMD) Figure 18: Parkinsons as a percentage of all
deaths by age and area of residence 2013-2015 pooled
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Source: Primary
Care Mortality Database (PCMD) Figure 19: Motor neurone disease as a percentage of all deaths
by age and area of reidence 2013-2015 pooled

Source: Primary Care Mortality Database (PCMD) A note on ‘Cause of Death’. In this report, the
term ‘Cause of Death’ specifically refers to ‘Underlying Cause of Death’ rather than ‘immediate
cause of death’. An underlying cause of death is defined by the World Health Organization (WHO)
as "the disease or injury which initiated the train of events leading directly to death, or the
circumstances of the accident or violence which produced the fatal injury”. So whilst a person with
late stage lung cancer may have died as a result of pneumonia (the immediate cause of death),
their underlying cause of death would be coded as lung cancer, as they would not have been
susceptible to pneumonia had they not had lung cancer. Likewise, if an individual died as a result
of a traumatic brain injury (immediate cause of death), the cause of the injury, for example a fall
from a height, would be coded as the underlying cause of death as this was the accident that
ultimately caused the fatal injury.
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Place of Death
Place of death data is summarised in figure 20. The majority of deaths in 2015 in BNSSG and at a
national and regional level occurred in hospital. All three areas of BNSSG had a significantly lower
proportion of hospital deaths compared to England, and the trend was reported to be decreasing
both in BNSSG and at a national and regional level. At a national level the home is the second
most common place to die closely followed by care homes. Bristol and South Gloucestershire had
a significantly higher proportion of deaths occurring in the home compared to England, and
although the proportion of home deaths in North Somerset was significantly lower than national
levels, like the national proportion, all areas within BNSSG have been demonstrating an increase in
the proportion of deaths occurring in the home. The proportion of deaths occurring in care homes
is increasing both nationally, regionally and within all three areas of BNSSG. Whilst Bristol has a
similar proportion of deaths occurring in a care home to national figures, both North Somerset and
South Gloucestershire have significantly higher proportions of care home deaths than England. The
proportion of deaths occurring in hospices appears to be increasing nationally and regionally,
however only North Somerset is reported to have an increasing trend locally with no significant
change observed in Bristol or South Gloucestershire, with both areas having significantly lower
proportions of hospice deaths than occurred nationally. Deaths occurring elsewhere have been
reported to be declining nationally and regionally and a decreasing trend has been reported in
North Somerset, there is no significant change in the proportion of death occurring elsewhere in
Bristol or South Gloucestershire, with the proportion of deaths in Bristol occurring in places other
than hospital, care homes, hospices or the home significantly higher than observed nationally.
Figure 20: Place of death by area of residence, 2015

Source: Office for National Statistics Mortality File (produced by National End of Life Care
Intelligence, Public Health England) Within BNSSG, as shown in figure 21 there is little variation in
the proportion of deaths that occur in hospital by age group, though at a national level those aged
between 65 and 84 are most likely to die in this setting. Figure 21: Hospital deaths as a percentage
of all deaths by age group and area of residence, 2015

429/885

www.southglos.gov.uk

Source: Office for National Statistics Mortality File (produced by National End of Life Care
Intelligence, Public Health England) In BNSSG as shown in figure 22 the proportion of deaths
occurring in the home is highest amongst those aged 0-64 and shows a negative association with
increasing age. Figure 22: Home deaths as a percentage of all deaths by age group and area of
residence, 2015

Source: Office for National Statistics Mortality File (produced by National End of Life Care
Intelligence, Public Health England) The proportion of deaths occurring in care homes naturally
shows a very strong association with increasing age. This is shown in figure 23. The trend in the
proportion of care home deaths is generally an upward one, with an increasing proportion of care
home deaths observed amongst 0-64s in North Somerset, 65-74 year olds in South
Gloucestershire and across all areas in BNSSG for those aged 75 and over. With the exception of
65-74 year olds North Somerset has a significantly higher proportion of deaths occurring in care
homes than national figures. Figure 23: Care home deaths as a percentage of all deaths by age
group and area of residence, 2015
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Source: Office for National Statistics Mortality File (produced by National End of Life Care
Intelligence, Public Health England) At a national and regional level, the proportion of deaths across
all ages occurring in a hospice is increasing, but this pattern is only mirrored in North Somerset
with no notable trend on Bristol or South Gloucestershire, where the proportion of deaths
occurring in a hospice are significantly lower than national figures. This is shown in figure 24.
Amongst 0-64 year olds, North Somerset has a significantly greater proportion of deaths occurring
in hospices than observed nationally. No recent trends or significant differences to national figures
were observed in the proportion of deaths occurring in hospices in those aged 65-74 in BNSSG,
however Bristol and South Gloucestershire both had significantly lower proportions of hospice
deaths amongst 75-84 year olds compared to England with no significant change in terms of
trend. Hospice deaths amongst those aged 85 and over accounted for a very small proportion of
deaths in this age groups, with significantly lower proportion in Bristol compared to England. Figure
24: Hospice deaths as a percentage of all deaths by age group and area of residence, 2015

Source: Office for National Statistics Mortality File (produced by National End of Life Care
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Intelligence, Public Health England) Deaths in places other than the home, hospital, hospices or
nursing homes are usually indicative of deaths due to external causes, and not ‘expected’ deaths.
The proportion of deaths elsewhere is significantly higher in under 65s than older age groups, and
is significantly higher than national proportions in Bristol, probably largely due to its young
populations and the increased risk of death by external causes in younger age groups. However, a
significantly higher proportion of deaths amongst 65-74 year olds occurring elsewhere was
observed in South Gloucestershire compared to England and significantly higher proportions of
deaths amongst 75-84 year olds occurred in other places compared to national proportions. This
is shown in figure 25. Figure 25: Deaths in other places as a percentage of all deaths by age group
and area of residence, 2015

Source: Office for National Statistics Mortality File (produced by National End of Life Care
Intelligence, Public Health England) The PHE EOLC profiles report that at the all age level the
proportion of deaths that occur in the usual place of residence, which for some people will be care
homes, is significantly higher across BNSSG compared to England and has been increasing. The
proportion of all deaths that occur in usual place of residence shows a positive association with
increasing age. Compared to national figures, the proportions of deaths occurring in the usual
place of residence in the 0-64 age group in BNSSG is not significantly different, though an
increasing trend has been noted for Bristol and South Gloucestershire. Amongst 65-74 year olds,
the trend[1] is increasing universally, but only Bristol had significantly higher proportions of this age
group dying in their usual place of residence. Across BNSSG a significantly higher proportion of
deaths amongst those aged 75 and over occurred in the usual place of residence compared to
proportions observed in England and there is an upward trend in BNSSG, the South West Region
and England. This is shown in figure 26. Figure 26: Proportion of deaths occurring in usual place of
residence by age group, 2015
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Source: Office for National Statistics Mortality File (produced by National End of Life Care
Intelligence, Public Health England) Place of death can be influenced by deprivation, as seen in
figure (26b). Analysis of local deaths data shows that live in areas that are amongst the 20% most
deprived nationally are more likely to die in hospital and less likely to die in a care home or hospice
than their counterparts who live in the least deprived areas. These differences are statistically
significant for hospital and care home deaths. [1] Trend data within the PHE EOLC profiles is a
categorical variable called ‘Recent Trend’ and is based on trend data for that indicator based on
10 year trend charts. Figure 26b: Place of death by national deprivation quintile, BNSSG,
2013-2015 pooled

Source: Primary Care Mortality Database (PCMD), ONS and IMD 2015 The proportion of deaths
occurring in the usual place of residence shows some variation by cause of death as seen in figure
27. Deaths due to dementia are shown to be far more common in the usual place of residence
than other causes. The proportion of cancer deaths occurring in the usual place of residence is
significantly higher in BNSSG compared to England and an increasing trend is reported by the PHE
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EOLC profile data. The proportion of circulatory disease deaths that occur in the usual place of
residence has also been reported to have had an increasing trend locally and nationally, though no
significant differences in the proportions can be noted between BNSSG and England. The
proportion of respiratory deaths occurring in the usual place of residence is higher in BNSSG
compared to England and all but North Somerset have shown an increasing trend in these
proportions. In relation to dementia deaths, North Somerset and South Gloucestershire have
significantly more deaths occurring in the usual place of residence, and all areas in BNSSG, like the
picture regionally and nationally, have shown an increasing trend in the proportion of dementia
deaths occurring in the usual place of residence. Figure 27: Proportion of deaths occurring in usual
place of residence by cause of death, 2015

Source:
Office for National Statistics Mortality File (produced by National End of Life Care Intelligence,
Public Health England) The proportion of deaths that occur in care homes when the care home is
not the usual place of residence of the deceased shows significant variation in BNSSG. Whilst
Bristol has a similar proportion to those observed regionally or nationally, North Somerset has a
significantly lower proportion of care home deaths that were temporary residents than England or
the South West. South Gloucestershire conversely, had the highest proportion of temporary
resident care home deaths in BNSSG, with almost 42% of care home deaths being amongst
temporary residents, significantly higher than both national and regional equivalents (see figure 28).
Figure 28: Temporary resident care home deaths, persons, all ages (%) 2015
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Source: Office for National
Statistics Mortality File (produced by National End of Life Care Intelligence, Public Health England)
The high proportion of temporary resident care home deaths in South Gloucestershire may in part
be explained by the availability of permanent care home beds per head of the population. Figure
29 shows that South Gloucestershire has the lowest ratio of both care and nursing home beds to
the 75+ population in BNSSG, significantly lower than regional or national averages. Figure 29:
Care and nursing home beds per 100 people aged 75+ 2016

Source:
Care Quality Commission (CQC) and Office for National Statistics (ONS) (produced by National End
of Life Care Intelligence, Public Health England) The number of care and nursing home beds in
South Gloucestershire in 2016 were 2,405 and 1,170 respecively. If South Gloucestershire is to
aim to maintain this ratio of beds per head of the 75+ population, it would need an additional 1,671
care home beds and 779 nursing hime beds by 2039 to meet the predicted rise in the 75+
population. If the aim was to increase the bed per head ratio to equal that of England, an
additional 456 care home beds and 222 nursing hiome beds would be required by 2020, or an
additional 2,758 care home and 1,379 nursing home beds by 2039 (figure 30). Figure 30: Number
of care home beds required in South Gloucestershire to meet England bed per head ratio
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Source:
Care Quality Commission (CQC) and Office for National Statistics (ONS) (produced by National End
of Life Care Intelligence, Public Health England and applied to ONS 2014 based population
projections)

3) Current services and assets in relation to need
Bristol CCG commission Bristol Community Health (BCH) to provide EOLC services for Bristol
patients which comprise of the Fast Track Nurse Assessor (FTNA) Team, Bristol Care Coordination Centre (BCCC) and Palliative Care at Home Support (PCHS) – for Bristol and South
Gloucestershire patients. These services are commissioned to enhance the patient experience by
way of fast track validation of referral (received from both acutes and community) and choice of
care needs i.e. nursing home or care at home, allocation of Marie Curie and Hospice at Home
availability and palliative home care for final days by PCHS. The FTNA team also has responsibility
for providing a 28 day patient check and 10 week review in order to refer to the HART team for
CHC eligibility assessment (should the patient still be alive at that stage). Within Bristol the FTNA
team receive between 70 and 90 fast track referrals a month. In order to accommodate the
patient’s wishes Bristol Continuing Health Care (CHC) commission 14 end of life block beds within
nursing homes across Bristol and South Bristol Community Hospital with the intention of
commissioning more block beds in the near future. To facilitate this we are at present analysing
nursing home spot purchase bed data to establish where in Bristol this is most vital. For patients
choosing to be at home for end of life care Bristol CHC commission domiciliary care from a range
of care agencies. In September 2015 a Test and Learn Fast Track Domiciliary Care Pilot was
established with three providers recruited to each take responsibility for an area of the city – North,
East, South and Central Bristol – determined by postcode boundaries. The overarching aims of the
pilot were:
To honour patient choice and enable them to die at home as they wish.
To decrease the number of people who die in hospital because the package of care they
need to go home was not available.
To increase the percentage of care packages being presented within 2 working days of
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referral received by CHC.
To reduce the number of community admissions, avoid unnecessary admissions and readmissions to the Acute Trusts.
To increase the flow through the system by reducing bed time/freeing up bed spaces in the
Acute Trusts.
The primary objectives of the pilot were:
To create an improved service with a streamline referral pathway
To provide a service that better accommodates patient choice.
To provide a package of care within 2 working days of CHC receiving a referral.
To create an improved service that supports an efficient and effective flow through/from the
Acute Trusts – i.e. reduces bed time and frees up bed spaces
To avoid unnecessary admissions and re-admissions to the Acute Trusts from the
community
To provide a service 7 days a week.
To procure a block payment contract to provide a stable service.
The pilot was set up in order to block purchase quality palliative domiciliary care for fast track
patients. These providers were chosen as they were already established in Bristol and included
nurse oversight. The three providers are zoned to cover specific postcodes with one round in the
North and one in the East, one centrally and one in the South providing 2 rounds. This totals 5
rounds across Bristol within these zones. A round consists of a double up visit four times a day
incorporating between 4 and 6 patients at any one time. Therefore the total number of patients
being cared for by these providers is between 20 and 30. This has been an incredibly successful
arrangement not only to provide quality care but in the assistance of hospital discharge and
admission avoidance. We aim to have a patient home within 2 working days of the CHC team
receiving the validation from the FTNA. With community referrals we have on a number of
occasions been able to start a package of care the same day. However as the demand for fast
track patients requesting care at home is more than the pilot can accommodate we spot purchase
from other agencies to provide care in order to “top up” the pilot. Again at present we are
analysing our data to establish where in Bristol demand is at its highest and comparing spot
purchase costing over pilot block contracting. This will give us an indication as to whether we can
potentially arrange for more block palliative rounds to be set up to facilitate this demand. In
addition to the 4 visits a day offered CHC also commission an average of 2 waking nights per
patient should this be required. A progress report produced shows that the primary objectives of
the pilot are being met. Successes thus far include progress towards the creation of an improved
service available 7 days a week, with a streamline referral pathway that offers a service that better
accommodates patient choice through the provision of a package of care within 2 working days of
CHC receiving a referral. The improved service model supports an efficient and effective flow
through/from the Acute Trusts reducing bed time which in turn frees up beds and reduces hospital
admissions and re-admissions. The evidence presented demonstrates why this service should
continue to be supported and funded beyond its pilot phase that ends in March 2018. Key
evidence to support this argument includes:
Average of 1.7 days from receipt by Fast Track Team of a referral (Acute or Community) to
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request package of care from CHC.
Average of 3.1 days from receipt by CHC of referral from Fast Track Team to patient home
with package of care
Total average of 5.2 days from receipt of FT referral (Acute or Community) by Fast Track
Team to package of care started
In comparison to 2014 (prior to the pilot starting) where this was a total of 6.4 days we have
reduced our turnaround of a FT referral into a package of care starting at home to 5.2 days,
a saving of 1.2 days.
A reduction of patients dying before care was implemented has also dropped (with one exception)
since the pilot started in September 2015 as shown below: Table 6
July

Aug

Sept

Oct

Nov

Dec

2015

Pilot not implemented

11

3

5

4

2016

5

5

2

1

9

3

2017

3

4

3

Future months

Improving value is not only monetary and this service clearly improves values for patients by
supporting and accommodating their ‘choice’. Findings indicate an improvement in patient flow
and it is expected that this will reflect value in financial terms, effecting cost efficiency throughout
the system through reducing bed time, freeing up beds and reducing community admissions and
re-admissions. Whilst running this pilot it has had additional benefits in that the providers have
reported the development of excellent working relationships and considerably improved
communication channels between the hospital discharge teams, District Nurses and GPs, nurse
providers within the Fast Track Nurse Assessor team and the CCG, by way of constant telephone
dialogue, good record keeping and attendance at meetings from all parties. North Somerset CCG
commissions North Somerset Community Partnership (NSCP) to deliver end of life Care services
and support people who are in the last weeks, months or years of their life. The services aim to
help those with advanced, progressive and terminal conditions to live as well as possible and die
with dignity and, where possible, to enable people to die in a preferred place of care. Working with
the district nurse team, GPs and therapists, NSCP’s end of life service supports patient's care
wishes and also ensures the needs of family members are met. The people who provide End of
Life Care fall into two main groups:
General care: Those who provide day-to-day care such as GPs, community or Marie Curie
nurses, care workers and occupational therapists, as well as community companions and
specialist charity groups.
Specialist care: Experts in palliative care such as consultants in palliative medicine, clinical
nurse specialists and hospice staff.
End of Life Care patients are likely to experience both general and specialist care as needs change.
Palliative care can be provided in different places including at home, in hospital, at a care home or
a hospice. Professionals work together to assess care needs and those of patient's family and
friends, and this is arranged by the North Somerset end of life care coordination centre. North
Somerset CCG commissions dedicated end of life home care provision to support the end of life
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care coordination centre in manging the needs of individuals. Additional home care provision is
commissioned on a case by case basis when required. There are over 3000 registered care home
beds in North Somerset, from which the CCG individually commissions when a person’s needs at
the end of life are best supported in a care home environment. North Somerset CCG also
commissions two hospices – Weston Hospice care and St. Peter’s Hospice –to provide specialist
level palliative care to people in North Somerset. Utilising in-patient facilities and community nursing
teams the services ensure access to timely expert assessment, advice and care based on the best
levels of evidence available. Sirona were commissioned to deliver the South Gloucestershire End of
Life co-ordination service in October 2015. The service has been fully operational since January
2016. The aim of the service is to improve the co-ordination of end of life care in South
Gloucestershire from a patient and carer’s perspective. The service was set up to act as the single
point of access for community end of life services available for patients, their families and carers,
and health and social care professionals. The service incorporates the Continuing Health Care fast
track service for domiciliary care, which ensures that care is put in place for palliative patients as
soon as possible. The team operates 7 days a week, working across organisational boundaries to
provide continuity of care, ensuring that patients’ needs are met and that a good system of
communication operates between Secondary care, Primary care, social care and the voluntary
sector. The South Gloucestershire End of Life Care Co-ordination Centre (EOLCC) acts as the
single point of access for community end of life services. The EOLCC organises packages of care
for palliative care patients in respect of the following services; Private home care for CHC eligible
patients, Palliative Care at Home Team, Hospice at Home and Marie Curie Services. Referrals to
the service are received from community health and social care, secondary and primary care. The
original investment in the service was £170,935, costed to provide Band 6 (Sirona Band 20) nurses
and an administrative co-ordinator (Sirona Band 16). There were also plans to expand the existing
night sitting service. The skill mix of the End of Life Coordination team is shown in Table 6. Table 7:
Sirona EOLC Co-ordination team
Team Leader

Band 6 (20)

18 hours/week

Nurse

Band 5 (19)

12 hours/week

Nurse (weekend
cover)

Band 5 (19)

15 hours/week

Coordinator

Band 4 (17)

36 hours/week

Sitting service extra
hours

Band 2 (16)

60 hours/week

The EOLCC service receives consistently high levels of positive feedback from patients and their
families at an anxious and stressful time in their lives. The service provides the co-ordination and
support that they need to ensure that they and their loved one experience a ‘good’ death peacefully and in the place of their choosing. The service has recently received high praise from
CQC who rated End of Life Care in Sirona as Outstanding. EOLCC continually reflect on how they
can improve the service they deliver and implement new ways of working. The night-sitting service
has been redesigned to improve staff retention, which will significantly improve capacity, providing
better quality end of life care for palliative patients and carers. Local Authority: for social care the
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package of care delivered by a homecare agency may be tailored in the care plan to meet EOLC
needs, in much the same way that they are for other circumstances - but the Local Authority does
not commission any specific EOLC services.
St Peter’s Hospice
St Peter’s Hospice (SPH) is Bristol’s only adult hospice and cares for people in Bristol, South
Gloucestershire, part of North Somerset and the Chew Valley area of Bath and North East
Somerset. Its purpose is: ‘To provide care and support for adult patients, families and carers in
our community living with life limiting illnesses in order to improve the quality of their living and
dying. We do this working closely with other health and social care providers.’ The NHS
contributes to approximately 21% of the funding, with the rest being provided through charitable
income. The main site is usually at Brentry, but the IPU is currently temporarily relocated to a site in
Keynsham, until September 2017.
Commissioned Services
The following services receive a proportion of funding from NHS commissioners:
Inpatient unit
Currently operating at 10 beds at a temporary site in Keynsham, whilst inpatient unit is rebuilt to
provide 15 single rooms with en suite facilities. It is anticipated that this will increase bed days in
future due to increased flexibility to admit to a unit consisting solely of single rooms. Last year 5173
bed days were provided, an increase from 2015/2016. The average length of stay 2016/17 was
16.4 days, an increase from 12.8 in 2014/15. Patient care is delivered by a multi-professional team
includes medics and nurses.
24hr Advice Line:
Offering specialist palliative care advice to healthcare professionals, patients and carers, answered
by trained nurses with access to senior medical support.
Day Services:
Up to 20 patients 4 days per week attending for 12 week blocks for social and emotional support,
with opportunity for peer support. The day hospice team consists of nurses, health care assistants,
and an Occupational Therapist, a doctor and volunteers.
Community Nurse Specialist Service:
Community Nurse Specialist team have bases across the catchment area and provide face to face
and telephone support to patients, working in partnership with primary care and other
professionals. Weekly case meetings are held with senior hospice medics, who are also available
for domiciliary visits. CNS team works 9-5 Monday to Friday, with one CNS available for telephone
and face to face support over weekends between 9-5. 8420 visits were done in 2016/17,
compared with 7342 the year previously.
Hospice at Home:
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Provides practical nursing and HCA support to approximately 400 patients a year totalling 17059
hours of care, enabling patients to die at home, and offer a small amount of respite care.
Medical Consultants:
Cover the inpatient unit, day hospice, advice line, the community and work with UHB Hospital
palliative care Teams.
Non-comissioned services
Triage Service
All patients referred to the hospice are triaged by a registered nurse to ensure that SPH is right for
their needs and the patient is directed to the right service.
Patient and Family Support Team
Provide social, emotional and spiritual support for patients, families and carers, including
bereavement care. This service includes music and art therapy, social work, psychological support
and carers groups. The bereavement support service is supported by over 25 volunteers
Physiotherapy/Occupational Therapy:
To help patients maintain a good quality of life for as long as possible and reach their full potential
as illness progresses.
Complementary therapy
A range of therapies delivered mainly in IPU or Day Hospice Settings
Volunteer Services
The Head of Volunteer Resources coordinates a large network of volunteers to help across the
clinical services, including the Hospice Neighbours scheme, where volunteers are paired with
people referred to our services who would benefit from practical or social support at home, such
as gardening, walking the dog or providing company for tea and a chat.

4) Projected service use and outcomes in the next 5 years and 5-10 years
In order to illustrate projected service use and outcomes in the future this section includes the
following:
Population growth for BNSSG
Modelled need for EOLC.
Population Growth
The estimated resident population has increased from an estimated 827,100 in 2002 to the latest
(2015) figures, an increase of 13%. The area that has experienced the greatest increase is Bristol
(15%) with North Somerset and South Gloucestershire both having experienced increases of 11%.
In relation to age, the greatest increases in BNSSG have been have been amongst those aged 85+
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(37%). Bristol has seen its largest increases over this period among its 15-24 year olds (27%),
North Somerset amongst 60-74 year olds (37%) and South Gloucestershire amongst those aged
85 and over (68%). This is shown in figure 29. Figure 31: Population growth 2002-2015

Source: Office for
National Statistics mid-year population estimates 2002-2015
Population Projections
The estimated resident population is set to increase to almost 1.13 million by 2039, based on
current population, this amounts to an increase of over 195,000 people, or population growth
equating to 20.9%. This is higher than national or regional population growth forecasts. If the allage percentage increases of the resident population projections are applied to the registered
population, then the registered population could rise to almost 1.18 million by 2039. This
population growth is not equally distributed across all age groups or among each of the three
areas that make up BNSSG. Absolute and percentage population increases in BNSSG are
predicted to be 7,600 (13%) amongst 0-4s, 26,000 (26%) amongst 5-14s, 23,300 (18%) amongst
15-24, 66,100 (14%) amongst 25-64s, 55,500 (41%) amongst 65-84s, and 29,100 (131%) in
those aged 85 and over between the 2014 projection baseline and 2039 (see figure 30). Figure 32:
Population projections
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Source:
Office for National Statistics 2014 based population projections The predicted increases in
numbers and proportion of those aged 65+ are greatest in North Somerset and South
Gloucestershire with 60% and 61% increases respectively, higher than the Bristol increase of 44%
but similar to the national and regional increases of 59% and 57% respectively. The increases in
those ages 85+ of 162% and 166% for North Somerset and South Gloucestershire respectively
are higher than both the Bristol increase of 84% and the national and regional increases of 138%
and 137% respectively. See tab 1.6 in data pack for more detail. The high absolute and
percentage increases in the 65-84 and 85+ population will have a significant impact on health and
social care provision, particularly in relation to end of life and palliative care. It should also be noted
that he number of individuals with multi-morbidites is increasing. The proportion of people with a
terminal illness will therefore have other co-existing diseases which is likely to increase the
complexity of their end of life care needs.
Population projections
According to the latest official population projections (the 2014-Based Sub National Population
Projections) the population of South Gloucestershire is projected to rise to:
287,200 by 2020
300,000 by 2025
322,700 by 2035
It should be noted that these projections do not take into account any dwelling-led projections so
may be an underestimate given the housing developments planned within South Gloucestershire.
Figure 31 illustrates population projections for South Gloucestershire. Figure 33: Population
estimates (2003-2015) and projections (2014-2039), South Gloucestershire
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Source: ONS
2014 subnational population projections and mid-year estimates 2003-2015 The age group that is
predicted to make the largest proportional increases are those aged 65 and older with the number
of 80-89 year old males predicted to double, the number of women aged 90 and over is set to
triple and the number of males aged 90+ predicted to increase by nearly five times the current
estimate. These increases are illustrated in figures 32 and 33 and table 9. Again, these projections
do not take into account any dwelling-led estimates, which may draw different conclusions on
which age groups are likely to increase most significantly. Figure 34: Projected percentage
increase in the populations of South Gloucestershire aged 65 and older

Source: ONS 2014based Subnational Population Projections Figure 35: Population pyramid for 2014 and 2039,
South Gloucestershire

444/885

www.southglos.gov.uk

Source: ONS
2014-based Subnational Population Projections
Modelled need for EOLC
Murtagh et al (2014) estimated that between 63% and 82% of all deaths require palliative care
(Derbyshire County Council Needs Assessment, 2016). However, the numbers of people on the
most recent palliative care register represents only 22% - 31% of deaths in BNSSG. Applying the
Higginson model of palliative care need, used in the Marie Curie End of Life Care Atlas, to local
deaths data, it is possible to estimate the numbers of people that have palliative care needs. This
method estimates that there could be nearly 6,000 people in need of palliative care in BNSSG, with
population percentages ranging from 0.57% to 0.83%. If these estimates are compared to the
number of people on the palliative care register it provides an estimate of the number of people
that have had their palliative care need identified. The estimated proportion of the population with
palliative care need met is approximately 38% in BNSSG, ranging from 29% in South
Gloucestershire to 41% in Bristol and North Somerset (see table 9). Table 8: Estimates of palliative
care need
% of population with
palliative care need (n)

% of population with
palliative care need
identified

% of deaths with
palliative care
need identified

Bristol

0.57% (2,543)

41.2%

31.2%

North Somerset

0.83% (1,735)

40.9%

31.0%

South Gloucestershire

0.60% (1,169)

29.3%

22.4%

BNSSG

0.64% (5,898)

37.8%

28.7%

Source: Quality Outcomes Framework, Primary Care Mortality Database and ONS mid-year
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population estimates Numerator = X + ((Y-X)*(2/3)), when X is the average number of deaths per
year due to cancer recorded in each area for the period 2013-2015 and Y is the total number of
deaths within each area during single year (average 2013-2015). This methodology represents the
Higginson model of palliative care need. It is important to note that these calculations are based on
resident deaths, rather than registered patient deaths (which public health departments do not
have routine access). It has been pointed out in the demographic section that there is a
discrepancy between resident and registered populations, and these discrepancies are likely to
influence the estimates of proportion of deaths and the proportion of the population with palliative
care needs identified. However, despite the potential discrepancy these figure still provide an
important insight into the degree to which palliative care needs are being met.
Economic analysis
The Department of Health produced data for Primary Care Trusts and although data is from
2010-11 it is useful to present within this document, highlighting spend on palliative care and the
need for more up to date analysis. In 2010/11 spend in South Gloucestershire was lower than the
average for England and in fact in the lowest quartile for all PCTs (see table 10). Table 9: Spend on
palliative care
Spend per head
of population (£)

Rank out of 150
PCTs where 1 is
lowest spend

Spend per head
of population over
65 (£)

Rank out of 150
PCTs where 1 is
lowest spend

South
Gloucestershire
PCT

2.71

6th

16.75

7th

England average

7.43

-

45.65

-

Source: Department of Health

5) Evidence of what works
Policies and Guidelines To guide the delivery of end of life care, six ambitions (Figure 34, below)
were proposed in 2015 by the National Palliative and End of Life Care Partnership[1] . The National
Palliative and End of Life Care Partnership is composed of organisations representing patients,
healthcare professionals, health and social care regulators, healthcare chaplains, Public Health
England, NHS England and the third sector. To achieve the ambitions, they suggest building eight
foundations (Figure 35). More detailed guidance is specified within NICE (2011) Quality
Standards[2]. Figure 36: The six ambitions
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Source: The National Palliative and End of Life Care Partnership[1] Figure 37: The eight foundations
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Source:
The National Palliative and End of Life Care Partnership Service models for delivery of end of
life care The Leadership Alliance for the Care of Dying People (LACDP) is a coalition of 21 public
and third sector organisations formed in response to an independent review into the Liverpool Care
Pathway (LCP). In 2014 they published ‘One chance to get it right’[3] . Their recommendation was
to phase out the LCP and instead they specified five priorities for care of a dying person with a
prognosis of death within a few days or hours. These priorities are: “1. This possibility is
recognised and communicated clearly, decisions made and actions taken in accordance with
the person’s needs and wishes, and these are regularly reviewed and decisions revised
accordingly. 2. Sensitive communication takes place between staff and the dying person, and
those identified as important to them. 3. The dying person, and those identified as important to
them, are involved in decisions about treatment and care to the extent that the dying person
wants. 4. The needs of families and others identified as important to the dying person are
actively explored, respected and met as far as possible. 5. An individual plan of care, which
includes food and drink, symptom control and psychological, social and spiritual support, is
agreed, co-ordinated and delivered with compassion.” – LACDP (2014). The National Institute for
Health and Care Excellence (NICE, 2011) published quality statements in relation to end of life care
and these should be reflected when planning service provision[2] . Key messages from the Nuffield
Trust research report: Shifting the balance of care: great expectations[4] include explaining that
current policies such as the Sustainability and Transformation Plan (STP) are driving the change for
more people be cared for within the community rather than within a hospital. Particularly with
consideration of an increasing older demographic, Imison et al. (2017) state that these changes
[1]
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were formulated with hope to improve population health and quality of care whilst reducing costs.
The authors report that the most successful initiatives have “targeted particular patient
populations (such as those in nursing homes or the end of life); improved access to specialist
expertise in the community; provided active support to patients including continuity of care;
appropriately supported and trained staﬀ; and addressed a gap in services rather than
duplicating existing work”. Gaertner et al. (2017) conducted a systematic review and metaanalysis to determine the effect of specialist palliative care services on quality of life for patients in
hospital, hospice or community settings. Their meta-analysis showed a slightly favourable outcome
on quality of life for the patients receiving specialist palliative care compared with those receiving
usual care. This was most pronounced for those with a terminal cancer diagnosis receiving early
specialist care[5]. End of life care in the community is often provided by the NHS free to patients
through access to Continuing Health Care (CHC) Fast Track funding[6]. One model for delivery of
care is the hospice at home service. Specialist end of life nursing, personal care and social care is
typically provided by trained nurses and healthcare assistants. Respite care at a hospice,
psychological support and bereavement counselling for the relatives might also be offered. Care
packages can often be arranged on the same day as a hospital referral is received Palliative care
consultants, occupational therapists, physiotherapists, counsellors and volunteers may also be
available in this and other models offered by voluntary and community sector initiatives[7] . End of
life care is generally provided for a few days or up to 6 months. Although the majority of patients
currently supported by community services have cancer, people with other conditions such as
motor neurone disease, dementia and heart failure are treated. A common theme is that demand
exceeds capacity. Hard to reach populations include BME groups, prisoners released back home
to die, and the homeless[8]. Examples exist of joint models of care for example at Yeovil District
Hospital where there are links between end of life care and the Frail and Older Persons
Assessment Service. This service offers a multidisciplinary approach including mobility
assessments, physio/ OT assessments and referrals, de-prescribing/ medication reviews and
advanced care planning. There is significant variation and therefore opportunity in the
commissioning and delivery of services that support people at the end of life across health and
care and through charitable organisations to ensure best outcomes and value are achieved. Cost
effective commissioning Evidence reviews indicate that end of life care interventions delivered in
primary care, social care and community care could be less costly than those delivered in
secondary care and are cost-effective; although there is some doubt about the robustness of the
methodology used in the studies reviewed[9] . It is possible that secondary care could be less costly
for some patients particularly for those with complex needs. Although a home death may result in
fewer days spent in hospital, it could increase the number of GP visits required and time off work
for relatives[10]. The ideal pathway for end of life care remains unclear. PHE[11] recommend that
models of care should be integrated so that a smooth transition can occur if a patient needs to
transfer from one setting to another. PHE have developed an End of Life Care Economic Tool[12] to
support commissioner’s decision-making processes to evaluate shifting care from one sector to
another. This tool is available for download at:
https://www.gov.uk/government/publications/end-of-life-care-economic-tool The Palliative Care
Funding review concluded that improved recognition of palliative care needs, as well as optimised
provision of services outside the hospital setting, could translate to a potential reduction in hospital
costs of £180m per annum[13]. Studies estimate that costs in the last year of life are 30% lower for
patients in receipt of palliative care[14]. Research study concludes that Marie Curie community449/885
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based palliative nursing service shows a potential cost savings of £500 per person compared to
usual death[10]. Evaluation of Midhurst Macmillan Specialist Palliative Care Service, consisting of
early referral programme and MDT of Specialist Palliative Care professionals linking with primary
care, community services, social services, care organisations and voluntary bodies estimate costs
could be reduced by 20% in last year of life[15]. Economic evaluation of Electronic Palliative Care
Co-ordinated Systems (EPaCCS) indicates financial savings can be made where these systems are
in place to share EoLC records – recurrent savings after four years c£270k for a population of
200,000 people[16]. The Transforming End of Life Care at UCLH business case includes evidence
that costs of care are higher when a patient receives EOLC in hospital rather than at home and
that costs in the last six months of life are £2,000 less for those patients with a Coordinate My
Care (CMC) record, the majority of whom die outside hospital. For nursing home residents cost of
death in hospital is over £4,200 higher than that of dying in the nursing home[8] . A review by the
National Audit Office estimated that if there was better access to community based end-of-life
care, £104 million could feasibly be saved from cancer patients alone as a result of fewer
emergency admissions and reduced length of stay[14]. Evaluation of a Marie Curie Nursing Service
(MCNS) found that people who received the service were found to be significantly more likely to die
at home (78 per cent) compared to those who received usual care (35 per cent), and were less
likely to have an emergency admission at the end of life (12 per cent compared with 29 per cent)[17].
Nuffield Trust research report shows evidence that hospital costs are by far the largest cost
elements of end-of-life care with care in the final three months of life averaging over £4,500 per
person who died. The bulk of this cost is due to emergency hospital admissions. Hospital costs
increased rapidly in the last few weeks of life[10]. NICE calculate that commissioning and providing
end of life care to children and young people across a population of 1.5million delivers a
net saving worth £701,000 in released resources[18]. A personal health budgets evaluation (2009)
shows their potential to help meet the current financial challenges facing the system. The
evaluation showed that personal health budgets are cost-effective, and that they tended to
improve or maintain people’s outcomes while reducing their costs or being cost-neutral. For some
groups, for example people with the highest levels of need, these impacts were more pronounced,
with a personal health budget being associated with a £3,100 reduction in annual spend per
person[19].
Models of best practice
Prevention & self-care Evidence shows that Advance Care Planning improves end of life care
and patient and family satisfaction and reduces stress, anxiety and depression in surviving
relatives[9]. Evidence from 38 studies indicates that on average 33–38% of patients near the end of
life received non-beneficial treatments, rather than informed discussions about options and impact
to support real shared decision-making[20]. What a good model should include:
Patients and staff are supported through training and behaviour change techniques to talk
about and plan for death earlier
Patients are supported to discuss and record preferences and treatment goals
Patients are supported to develop a personalised care and support plan which is reviewed to
keep it up to date, and shared with those who need access to it
Personal Health Budgets are considered
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Carers are supported and involved to the extent that they, and the patient, wish.
Primary & community care 83% of GPs list giving more time to terminally ill patients as a top
priority for general practice in terms of improving end of life care, but many say that they lacked the
time and resource to deliver this[21]. Focussing on improving and co-ordinating EoLC across
primary and community care will reduce duplication and demand for individual services and
improve ability for staff to care for people as they approach the end of life. What a good model
should include:
People approaching the end of life are identified early to discuss options and preferences
and develop a care and support plan
People at end of life with non-cancer conditions are on the palliative care register and part of
MDT discussions
Integrated community based teams have training and support to identify and provide care for
people at end of life
Named care co-ordinators and/or care navigators are offered to people at EoL where their
care involves multiple services
Urgent & emergency care: Focussing on people at end of life in acute care initiatives will improve
care and flow, and reduce the pressure on Ambulances, A&E and Hospital beds through timely
and appropriate response to urgent unscheduled needs in their usual place of care, prevention of
unnecessary unwanted admissions and improved early supported discharge to a place of care that
is right for the patient and their family and therefore reduce re-admission Care Coordination and
shared records can also contribute significantly to facilitating discharges from the Acute Sector
thereby reducing occupied bed days. What a good model should include:
Clinical Advice Hubs are developed that include access to Specialist Palliative Care advice
24/7 Specialist Palliative Care is available to ensure appropriate and timely advice on
symptom and end of life care management
Shared Electronic Records are available that provide details about people’s EoLC
preferences (EPaCCS) and their personalised care and support plan)
Named care co-ordinators are identified in the patient record
Discharge assessment processes specifically consider the needs of people at End of Life
Medications and equipment are available in the community and accessible when needed
Cancer: Chapter four of the National Cancer Strategy advises that the recommendations of the
EoLC independent choice review are implemented. What a good model should include:
A holistic needs assessment at diagnosis should identify EoLC (one year left).
Staff are supported to talk earlier about stopping treatment and options for end of life
Patients and staff are aware of the 6 point EoLC Commitment and are supported for these to
be honoured
Dementia Place of death profile for people who have died with dementia is markedly different
compared with the general population. For those aged 65+, the majority of deaths with a mention
of dementia occurred in care homes (58%) and less than a tenth of people with dementia die at
home, this is significantly lower than those dying with other conditions What a good model should
include:
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Early Advance Care Planning for people with dementia
Specific adjustments for and approaches to EoLC for people with Mental Health conditions
are applied (to achieve parity of esteem)
Reduce inequalities in health outcomes Significant inequalities exist in EoLC as identified in the
CQC thematic review for people with non-cancer conditions, those with LD, in secure and
detained settings and the homeless. Improving EoLC for these groups will improve outcomes and
value. What a good model should include:
Needs of people at EoLC in secure and detained settings are addressed
Specific adjustments and approaches to EoLC for people with Learning Disabilities are
applied
Specific adjustments and approaches to EoLC for people who are homeless are applied
Staff are able to support people at EOL from different diverse groups including culture and
sexuality as well as sensory losses
The public health approach
The public health approach to end of life care[22] (as opposed to a service-orientated approach)
involves empowering communities to respond to end of life care and the social issues associated
with death, dying, loss and caring. Workplaces, trade unions, faith organisations, and educational
institutions are encouraged to develop policies to support those involved in end of life processes.
The aim is to create compassionate communities (illustrated by Figure 36) possibly initiated by
healthcare services but developed collaboratively with community organisations. Figure 38:
Compassionate Communities
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6) User views (on need, services / assets and gaps)
The 2015 VOICES survey3 of 21,216 bereaved relatives in England found that of the 7.561 (36%)
who responded to the question, 81% thought that the deceased would have preferred to die at
home; as opposed to 8% for dying in a hospice, 7% in a care home, 3% in hospital, and 1%
elsewhere. A case control study4 of 352 relatives of patients who died of advanced cancer found
that most would have preferred to die at home. It concluded that those who died at home
experienced more peace and similar levels of pain to those dying in hospital4. Additionally the
grieving process for those dying at home might be less intense for their relatives4. A different
question in the VOICES survey3 (to which 99% of the bereaved relatives responded) asked whether
they felt that the deceased had died in the right place. The results are shown in Figure 37 and
indicate that greatest satisfaction was experienced for those dying in a hospice or at home, and
the least for those dying in hospital. New models of care such as multispecialty community
providers and enhanced health in care homes provide the mechanisms by which specialist care
can be moved out of hospitals and into the community5,6. Figure 39: Did the patient die in the right
place, by place of death, England, 2015

The National Survey of Bereaved People27 reveals that:
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Only 32% of deceased people expressed a preference of where they would like to die. Of
those who did, reported preferences for place of death were:
Home 79%
Hospice 8%
Care home 8%
Hospital 3%
Other 2%
Only half of the deceased who wanted to die at home actually died there
About one-third who wanted to die at home, died in hospital
Source: National Survey of Bereaved People (VOICES), 2013. Published July 2014.
www.ons.gov.uk/ons/rel/subnational-health1/national-survey-of-bereaved-people--voices-/2013/st
b---national-survey-of-bereaved-people--voices-.html Hospital remains the most common place of
death in England, but the proportion of deaths that are in hospital is falling, and was less than half
of all deaths in 2013. Understanding public perceptions, experiences and priorities is essential to
inform end of life care services. The quality of the patient experience of end of life care and factors
that impact upon it were explored in a study carried out by Demos for Sue Ryder. It identified the
following key messages:
There are variations and ineffective use of best practice tools and processes for end of life
care
More people are dying with multiple, complex, non-cancer conditions
The manner in which people enter the care system has a direct impact on the subsequent
quality of their experience
Patient choice is not prevalent and consequently care is not personalised
Source: Paget, A & Wood, C (2013), Ways and Means
www.demos.co.uk/files/Ways_and_Means_-_web.pdf?1371658165 A second study carried out by
Demos for Sue Ryder aimed to identify what was most important to people at the end of life. The
top four priorities were found to be being pain free, surrounded by loved ones, having dignity and
privacy and being in familiar surroundings. Source: Sue Ryder, A time and a place: what people
want at the end of life, July 2013.

7) Equalities
Equality analysis is the process of finding out whether an existing or proposed action has a
differential impact on different groups of people (e.g. older people, younger people, men, women
etc.). It is about an organisation assessing the consequences of their actions in relation to equality.
TO be completed and reviewed against the following protected characteristics: The Equality Act
2010 states that it is against the law to discriminate against anyone because of:
age
being or becoming a transsexual person
being married or in a civil partnership
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being pregnant or on maternity leave
disability
race including colour, nationality, ethnic or national origin
religion, belief or lack of religion/belief
sex
sexual orientation
These are called ‘protected characteristics’. South Gloucestershire Equality Impact Assessment
and Analysis Toolkit
http://www.southglos.gov.uk/documents/equality%20impact%20assessment%20and%20analysis
%20toolkit.pdf

8) Unmet needs and service gaps
The BNSSG EOLC Programme Board identified a number of issues in relation to unmet needs and
service gaps and these are as follows: Data:
Standard process for identification of patients in community / primary care registers
Service delivery:
Carers support
Fast track service – variation in packages of care
Primary care / outpatient pathways
Access to GPs
Potential for care home developments – training, syringe drivers, ensure appropriate for
individual and take into account carer/family perspective etc
Access to complex packages of care. Capacity variation.
Example of good practice that is not available in BNSSG – Yeovil hot clinic – geriatrician
assessment/palliative care OPs.
Standardise care co-ordination – 1 centre for BNSSG?
Night sitting
To better serve End of Life patients with significant levels of both mental health and physical
needs
Inequalities:
BME groups
Care planning for those living alone – community connectors, hospice neighbours (St Peter’s)
Rurality issues & provision.
Awareness raising/communication:
Signposting/Making Every Contact Count – ensure communications appropriate at the time
(GPs, pharmacists, domiciliary care etc).
Care co-ordination, preparedness (incl non-cancer), advanced planning
The Commissioning Guidance for Specialist Palliative Care draws together evidence and guidance
from a variety of sources and makes the following recommendations:
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For a population of 250,000 the minimum requirements for community specialist palliative
care are: o 2 WTE consultants in palliative care o 2 WTE additional supporting doctors o 5 WTE
community specialist palliative care nurses 20-25 inpatient specialist palliative care beds, with a 1.2
nurse:bed ratio
For a 250 bed hospital, the minimum requirements for specialist palliative care are:
o 1 WTE consultant/associate specialist in palliative care o 1WTE hospital specialist palliative care
nurse However, the report also states that the methodology behind the recommendations is based
on information largely relating to palliative care needs amongst cancer patients only. In addition,
they do not take account of the ageing population, and the increase in multiple co-morbidities
which will result in a need for palliative care for individuals requiring more complex management,
and therefore likely to be more resource-intensive. The recommendations also do not consider
other local factors, such as rurality, the ethnic diversity of the population, or the level of socioeconomic deprivation. All of these will increase the need for specialist palliative care services in a
locality (Derbyshire County Council needs assessment)

9) Recommendations for consideration by commissioners
1. Understanding need a. Needs-led focus required within commissioning, including population
projections b. Multi-morbidity data and non-cancer EOLC data required to fully understand
demand on EOLC services and required service provision c. Primary care data should be reviewed
to add to needs assessment picture of need. This should be constantly reviewed. 2. Service
design and delivery a. Services should reflect locality level population needs b. Care home support
and EOLC provision could be standardized c. Clarify and standardize where appropriate the
support offered to carers d. Review disparities in access / waiting times across BNSSG 3. Reduce
inequalities a. Data to truly understand inequalities issues is required – EPaCCS to start this
process, for example improved data on homelessness and ethnicity

10) Recommendations for needs assessment work
BNSSG EOLC Programme Board to review findings and apply as appropriate to EOLC strategy
and commissioning plans. Future needs assessments to reflect identified gaps in data currently.

Key contacts
Dr Kate Rush Bristol CCG Dr Mullick Med Director St Peter’s Hospice Jo Kapp Bristol CCG Lee
Colwill NS CCG Alison Wint SG CCG Sue Parris Sirona Sara Blackmore Public Health SG Council
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Care homes
Summary
The Care Quality Commission defines a care home as offering accommodation and personal care
for people who may not be able to live independently. A care home providing personal care will
offer assistance with meals, bathing, going to the toilet and taking medication. Some care homes
also offer care from qualified nurses or specialise in caring for particular groups such as younger
adults with learning disabilities. Both care and nursing homes are registered with Care Quality
Commission who inspect the standards of the care home against national regulations. There are
59 locations for care homes without nursing within South Gloucestershire offering a total of 1026
beds, and further 22 locations offering care homes with nursing with 921 beds, a total of 1947
beds (CQC Area Profile South Gloucestershire 01 August 2017). Approximately 310 beds within
South Gloucestershire provide care services for people with Learning Difficulties and approximately
1630 care home beds for other adults. Care Home services are provided by a variety of
organisations and ownership models. The number of all care home beds (including both residential
and nursing homes) specifically expressed as a proportion of the population aged 75 and over, in
2016, indicate that South Gloucestershire has a significantly lower bed rate compared to regional
or national averages. While the south west region and other neighbouring areas have seen an
increase in the number of nursing home beds per 100 people aged 75 or over, no significant
trends were observed in South Gloucestershire. There is also a decreasing trend in the number of
care home beds suggesting the number of residential care home beds is not keeping up with the
aging population. Meeting the demand for services in care homes and care home with nursing for
people with dementia has been particularly challenging in South Gloucestershire, especially for
individuals who are at a phase of their illness where they are exhibiting complex behavioural needs.
The market supply of these care home services has not kept pace with demand and has led to
long delays in discharges from the local psychiatric unit; an increase in the level of fees paid to care
homes for this service; the commissioning of potentially restrictive 1:1 care to ensure service user
safety while a suitable services can be identified and commissioning care home with services from
further afield. Current demographics for adults in the area are shown below. In addition to
demographic growth in recent years the area has seen large new housing developments, with a
further 17,000 new homes scheduled to be built between 2014 and 2024. It is to be anticipated
that the demand for care homes for older people will further increase in the next 30-50 years as
this population grows older.

Recommendations for consideration
It is recommended that consideration be given to ongoing and future engagements with potential
care home providers to attract interest and possible investment into the care home market in
South Gloucestershire. The development is critical not only to remedy the current shortage of
affordable good quality care home and nursing care home beds but to ensure investment into care
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homes in South Gloucestershire continues in the long run to match the increasing trends and
demography.

Who is at risk and why? - Who needs care and nursing home care and why?
The Care Quality Commission[1] defines a care home as offering accommodation and personal
care for people who may not be able to live independently. A care home providing personal care
will offer assistance with meals, bathing, going to the toilet and taking medication. Some care
homes also offer care from qualified nurses or specialise in caring for particular groups such as
younger adults with learning disabilities. Both care and nursing homes are registered with Care
Quality Commission who inspect the standards of the care home against national regulations.
There are two types of registered care homes:
Care home: offer care and support throughout the day and night. Staff help with washing,
dressing, at meal times and with using the toilet.
Care home with nursing: this type of home will normally offer the same type of care and
support but with the addition of the availability of 24-hour medical care from a qualified
nurse.
It is impossible to predict who will need care home services. Arguably, we are all at risk of needing
care home services at some point in our lives. As we grow older we are increasingly likely to do so.
There are a variety of influences which increase and diminish the possibility of this occurring –
social mobility may mean that carers do not live close-by which may increase the likelihood of a
care home admission because there are no local family nearby to offer support, while improved
medications and care and support at home may reduce the need of many people to move into a
care home. The most common reasons for admission to care homes are: dementia, stroke,
Parkinson’s disease, musculoskeletal problems resulting in a loss of mobility, and end of life care
[2] Against the background of a continuing shift away from institutional care to care provided at
home and in the community, it is important to recognise the pressure caring can generate for
families, particularly for spouses and partners. It should be borne in mind that demographics show
there is likely to be a decreasing pool of carers through the ageing of carers, family breakdown,
social mobility and pension reforms resulting in people remaining in paid work for longer. It is the
strategy of South Gloucestershire Council to support people to live independently for as long as
possible. There have been a number of service initiatives to increase both the accommodation and
care choices for people as they become less able to live independently, sometimes jointly funded
by South Gloucestershire Clinical Commissioning Group, including implementing a programme to
increase the number of Extra Care apartments in South Gloucestershire to 700 [3]. This form of
accommodation is seen as a viable alternative to residential care homes that were earmarked for
de-commissioning and outdated sheltered accommodation for older people. The schemes are
able to provide planned and flexible care and support in purpose built housing schemes for
residents, both during the day and night, in their own home by a dedicated on-site team. However,
it is acknowledged that for some people at certain times in their life, particularly those people
needing supervision as well as care and support is for services to be provided is in a care home
setting. This JSNA chapter describes needs related to care home provision for adults and for
adults with learning disabilities in South Gloucestershire.
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The level of need and inequality in the population
In percentage terms the care home population has remained stable (in 2011 3.2% of people aged
65 and over in England and Wales and over were living in care homes, in 2001 3.5%). This was
despite an overall increase of 11.0% of over 65’s in the population. The proportion of older people
living in residential care increases with age; 13.7% of those aged 85 and over live in a care home in
England and Wales. In 2011 there were around 2.8 women for each man aged 65 and over. The
resident care home population is ageing: in 2011, people aged 85 and over represented 59.2% of
the older care home population compared to 56.5% in 2001 [4] Using these figures the number of
older people living in South Gloucestershire and needing care home services in South
Gloucestershire is around 2,285, with a supply of around 1630.
Male

Female

Persons

Age 65-69

234

246

480

Age 70-74

192

205

397

Age 75-79

141

163

304

Age 80-84

99

128

227

Age 85-89

219

329

562

Age 90+

96

219

315

Total

981

1290

2285

Estimated number of South Gloucestershire residents age 65+ needing a care home In addition to
the size of the local older population, other factors influence the demand for care home services in
the area, for example demand is also driven by the desire of carers wanting residents in the area to
have their relatives living close to them; by the ease of access to care homes from the extensive
motorway networks in the area; and the movement of people from across local authority
boundaries, Bristol or Gloucestershire for example. The consequence of bed shortage in the area
is likely to have a knock on effect on the bed usage and length of stay at local hospitals. A
measure of how well the local care system, the entire hospital and care services system, is
managing the demand for care (which will also include the demand for home care services), is the
delayed discharge from hospital figures which show that in South Gloucestershire there is a wait of
20.4 days per 100,000, which is above the national average of 12.1 days (year ending 2016) [5]
There is considerable regional variation in the total number of adults with learning disabilities in
residential care as a proportion of the total population (from 65 per 100,000 in the North West to
115 per 100,000 in the South West; for England the figure is 95 per 100,000). This is in part
explained by the legacy of the closure of the long-stay hospitals for People with Learning Difficulties
with provision for residential care more likely to have been made in the proximity of the hospital
which was closed. Care home places can be publicly funded but people with sufficient assets to
fund their own care are able to select a care home of their choice and move in at a time of their
own choosing. The Care Quality Commission [6] estimated in 2011 that nationally 45% of care
460/885

www.southglos.gov.uk

home places in England are occupied by people who are self-funding rather than being paid for by
the social care system, individual local authority figures were not published. Around 77% of people
aged 65 – 74 years living in South Gloucestershire are owner/occupiers. This means that many
residents of South Gloucestershire will have financial assets in excess of national eligibility limits for
local authority financial assistance for care home care. As at 31 March 2017 the Council was
purchasing 542 nursing care and 382 residential placements. These figures include people who
have asked the Council to arrange and commission their care even though they have been
assessed as having sufficient financial resources to make them ineligible for financial support. For
this and other reasons the number of beds purchased by the Council will exceed the number of
bed placements which are funded by the Council. South Gloucestershire Council funds
approximately 900 adults to receive care home services both within and outside its boundary.
Against the background of a challenging financial climate South Gloucestershire Council aims to
commission value for money good quality care home services. The latest available figures from
Public Health Profiles website [7] is for the year ending March 2014 and shows that South
Gloucestershire Council is atypical in the purchase of care home services, a trend that was noted
some years ago. Although the total number of care home services purchased by South
Gloucestershire Council is lower than national average figures (nationally a total of 502.8 adults per
100,000 receive financial assistance for care home services and South Gloucestershire Council
purchases a total of 487.8 adults per 100,000) the figures show a higher number of care home
with nursing beds and fewer than the national average of care home beds are commissioned.

It is expected to see this trend begin to change as in 2013 South Gloucestershire Council
commissioned a community reablement service (which became fully operational in 2014) which
was directed at people leaving hospital and assessed as suitable to return to their home. It is
available to people who are not able to manage without care and support but are likely to be able
to regain life skills and independence. This work has been complemented by the implementation of
Discharge to Assess pathways including community and care home beds where people who no
longer require acute care, but who are unable to return home, can be rehabilitated and re-abled –
delaying any decision as to whether they can return home or will need to be permanently admitted
461/885

www.southglos.gov.uk

to a care home. These short term services are for a limited to a number of weeks. Figures for ownhome based reablement services show an increase in number of people offered the service; during
2016/17 in South Gloucestershire an average of 8.2% of people leaving hospital who were aged
over 65 years were offered this service compared with national average of 3.1% in 2015/16.% in
the year ending March 2014[8].. The figure below shows the current funded placements broken
into disability. Some of these care home placements, particularly with respect to Learning
Difficulties, are likely to have been commissioned some time ago and will in part be a legacy of
residential care provision made in South Gloucestershire when the local long-stay hospitals with
long term beds for people with Learning Disabilities were closed.

The figure below compares the number of new funded care home placements made broken down
by disability for the years 2014 – 2016, some caution needs to be exercised with the categories:
the categories, determined by central government, have changed and old data is still present.
However the figures are clear that few new permanent care home placements for people with
Learning Difficulties were made during this period. South Gloucestershire Council funded total new
permanent care home placements showing primary reason

Care home and care home with nursing
beds in South Gloucestershire
In South Gloucestershire, the Council commissions permanent care home services from 260
different care homes outside of South Gloucestershire (as well as from the 83 care homes within
its’ boundaries). When considering moving into a care home generally people like to maintain social
links within the community in which they have lived or close to family and friends, so while some of
the beds outside of South Gloucestershire will have been commissioned to enable people to be
closer to family and friends, adjacent to a South Gloucestershire boundary, or for specialist care
services, the number involved may suggest that at the time the initial service was sought that a
suitable care homes bed in South Gloucestershire may have been unavailable. As at 18 April 2017,
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South Gloucestershire funded permanent care home services for 947 people; 586 people received
services in local care homes, and 361 people are living in care homes further afield [9]. The figure
below shows the number of all beds commission by the Council outside of South Gloucestershire.

Learning Difficulties
The figures in respect of the type of care homes where South Gloucestershire Council funds beds
for people with Learning Difficulties is also atypical. The Public Health England Learning Disabilities
Profile[10] classes living in a care home as ‘unsettled accommodation’ on the basis that there is no
security in tenure and independent living as ‘settled accommodation’. Comparison figures below
show the percentages of people living in different accommodation type; in South Gloucestershire a
higher proportion of adults with a Learning Difficulty are funded to live in care homes than national
averages.
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Reference should be made to the Joint Strategic Needs Assessment (13) for Children with
Disabilities and Special Needs when assessing the future demand for care home services of this
type. Further details on the needs of adults with learning disabilities in South Gloucestershire are
available in the JSNA Learning disabilities chapter. With regard to adults between the ages of 18
and 64 admitted to either a care or a nursing home and in receipt of South Gloucestershire Council
support for reasons other than Learning Difficulties, there is less disparity – England average is
14.4 adults per 100,000 head of population; the South West 18.5 and South Gloucestershire 18.3.
More recent data shows that the South Gloucestershire rate has reduced further to 15.0 as at 31
March 2017; the national average for 2015/16 also reducing to 12.7.

End of Life Care
Figures from Public Health England with the location of individuals at the time of their death show
similar numbers of people in South Gloucestershire die in a care home than in the rest of the
country, although fewer die in hospital. These figures do not suggest that nursing care home beds
are being used differently than in other areas to provide end of life care services. Although there are
ties to hospices in adjoining local authority areas, there is no dedicated hospice in South
Gloucestershire.
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Current services and assets in relation to need
The care home market in South Gloucestershire is quite diverse; there are 81 care homes owned
by a variety of organisations, charities and private companies, small independent providers through
to large national companies. They offer a choice of living in either modern purpose built
accommodation or an adapted building. Care homes for adults tend to be larger and more
institutional than care homes for adults with learning difficulties. There are 59 locations for care
homes without nursing within South Gloucestershire offering a total of 1026 beds, and further 22
locations offering care homes with nursing with 921 beds, a total of 1947 beds [11]. Approximately
310 beds within South Gloucestershire provide care services for people with Learning Difficulties
and approximately 1630 care home beds for other adults. The quality of the care homes in South
Gloucestershire varies as shown by CQC ratings.
South Glos care homes as
at October 2017

Calculated from Oct 2017
CQC report for England
care homes 2016/17

Outstanding

6 (7.6% of those inspected)

2%

Good

55 (69.6%)

76.5%

Requires Improvement

17 (21.5%)

19.9%

Inadequate

1 (1.3%)

1.5%
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Not yet inspected

2 (N/A)

Using the number of older residents in South Gloucestershire, Public Health England figures for
2016 indicate that South Gloucestershire lags behind national averages on the number of available
care home beds in the area[12].

The most recently published figures for the crude rate of the adult population that are local
authority supported permanent residents in care are for 2013/14 show that all areas of BNSSG
have significantly higher rates of adults in local authority funded nursing care than the England or
regional averages. It should be born in mind that these crude rates do not take into consideration
the age structure of the population, and do not include residents in nursing care that are privately
or independently funded.
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A shortage of available care home beds can result in a lack of choice for people when considering
care home options; in some instances people will wait for a vacancy to occur at the care home of
their choice; others may move into care homes further afield while others may use care homes with
higher fees requiring families to contribute to the cost of care. The consequence of bed shortage in
the area is also likely to have a knock on effect on the bed usage and length of stay at local
hospitals.

Occupancy Levels
Anecdotally it is understood that many of the local care home services in South Gloucestershire
operate at over 90% occupancy rates. Although occupancy levels change on a daily basis there is
often a mismatch between the availability of beds, affordability, suitability and individual choice. All
areas of BNSSG have a significantly higher rate of permanent admissions onto nursing homes than
national rates, but only South Gloucestershire has a significantly higher rate than the regional value.

467/885

www.southglos.gov.uk

(The number of permanent residential and nursing home admissions supported by the Local
Authority per 100,000 resident population aged 18+. Admissions include: Residents where the
local authority makes any contribution to the costs of care, no matter how trivial the amount and
irrespective of how the balance of these costs are met; Supported residents in Local authority
staffed care homes for residential care, independent sector care homes for residential care and
registered care homes for nursing care. Population from ONS unrounded single year of age midyear population estimate.)

The vast majority of permanent admissions into nursing of residential care homes is amongst those
aged 65 or over. The rate of permanent admissions into residential and nursing care combined
amongst the 18-64 population is not significantly different to national averages, though it is
reported through the PHE End of Life Care Profile [13] that the recent trend in South
Gloucestershire is increasing. Whilst no trend has been observed in South Gloucestershire
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amongst those aged 65 and over, a decreasing trend has been observed in Bristol and north
Somerset. The number of all care home beds (including both residential and nursing homes) and
nursing home beds specifically expressed as a proportion of the population aged 75 and over in
2016 shows notable variation within BNSSG, with a significantly lower rate of beds in South
Gloucestershire than in Bristol or North Somerset, or compared to national or regional averages.
Bristol and North Somerset both have significantly more nursing home beds per head of 75+
population than regional or national averages, and North Somerset also has more care home beds
in general per head of 75+ population than England or the South West. The PHE End of Life Care
Profile reports that there has been an increase in the number of nursing home beds per 100
people aged 75 or over in Bristol and the South West region, but no significant trends were
observed in North Somerset or South Gloucestershire and the national trend is one of decline.
However, there is a decreasing trend in the number of care home beds across all parts of BNSSG,
the South West and nationally, suggesting the number of residential care home beds is not
keeping up with the aging population.

The availability of care home beds, and social care packages more broadly, can have implications
for acute and non-acute secondary care, with a lack of social care package preventing a person
that is otherwise ready for transfer from a hospital bed. The rate of delayed transfers that are
attributable to adult social care varies considerably, though due to the small numbers no areas in
BNSSG show any significant difference to each other or to national values, though North Somerset
appears to have a significantly lower rate than regional averages.
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Council Care Homes
Currently the Local Authority owns and operates 2 care homes providing services to approximately
50 residents. Due to the facilities within the buildings being out of date and the cost to upgrade
them prohibitive (the size of bedrooms, lack of en-suite toilet facilities, etc) both homes are
earmarked to be de-commissioned when there is sufficient capacity available elsewhere locally.

Staffing in care homes
The recruitment and retention of staff with the appropriate skills needed to work in care homes
remains an issue locally, both in respect of qualified nurses and care staff. This is an issue shared
by other local authorities, particularly those in affluent areas where employment rates are high. This
can be a particular challenge to care homes in more rural parts of the area. It is unknown how
leaving the European Union will affect this situation. The Council has joined the South-West ‘Proud
to Care Initiative’ with the intention of supporting care homes to improve recruitment and retention.

Projected service use and outcomes in the next
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5 years and 5-10 years
Demographic reports indicate that South Gloucestershire is one of the fastest growing areas in
England. Projections of population growth of the over 65’s in South Gloucestershire indicate an
increase of 60% between 2015 and 2037, or 25,400 people. The most significant increase is
projected in people aged over 90 years, 7,300 more residents in this age range (5). This means
that the demand for care home places is likely to go up significantly over time.

Percentage increase in older population 2012-2037. Source: 2014-based Subnational Population
Projections Local authorities, counties, regions and England 5 year age groups, Males & Females
The Projecting Older People Population Information System (POPPI)[14] estimates the future
numbers of people aged 65 and over living in a care home with or without nursing in South
Gloucestershire are expected to more than double between 2014 and 2030 from 1,400 to 2,500.
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Total population aged 65 and over living in a care home with or without nursing in South
Gloucestershire (Source POPPI)
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Future developments
Our most recent projection for new/additional care home development was made in 2015. Based
on current prevalence of admissions, demographic projections and the net impact of closures,
reablement and Extra Care Housing are shown below. A substantial net increase in the number of
new places in care homes remains:
2015

2020

2025

2030

1500

1845

2190

2535

Closures

-70

-70

-70

Care Home
Reablement

-100

-100

-100

Extra Care Housing

-45

-80

-120

1770

2080

2385

Demographics

NET

1500

There are proposals to develop a health complex on the site of Thornbury hospital and on the
former Frenchay hospital site. This will include the development of a new independently provided
nursing home including a number of NHS-funded beds, allowing free high-quality nursing care and
the avoidance of admission to an acute hospital as well as the provision of affordable rehabilitation
beds and units of Extra-Care Housing. The Council has also sought to improve supply by
marketing sites in Cadbury Heath, Kingswood, Thornbury and Yate for development of new care
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homes. All are progressing at different speeds, the furthest advanced being a new 84 bed care
home on former council land in Yate. Other new care home developments are taking place on new
major development sites and on other private land. It is also planned that future Clinical
Commissioning Group commissioning decisions will be taken on across Bristol, North Somerset
and South Gloucestershire. This development is at an early stage and it is not possible at the
moment to say how this will impact on local care home markets.

Conclusions
In terms of comparison with the availability of total care home beds against national and regional
averages South Gloucestershire is under-provisioned, in particular for dementia nursing care.
Demographics show that South Gloucestershire’s population will age faster than the national
average. Initiatives to reduce these impacts will assist but the need for additional care homes will
continue. South Gloucestershire needs to focus on maximising the use of residential care
compared with nursing care beds While it is anticipated that the demand for care homes services
for older people will increase in line with future housing development in South Gloucestershire and
the demographics, it is not envisaged there will be any growth in demand for care homes for
people with Learning Difficulties; it would seem there is sufficient capacity within existing care
homes to manage future demands for service as they arise. South Gloucestershire is keen to
develop a diverse and sustainable care home market which is able to offer all residents choice,
quality and affordability. It will continue to support people to live independently in the community; it
will work to develop Extra Care and supported living accommodation but remains committed to
commission care home services where this is the most appropriate setting for care and support to
be delivered. Demographic trends and the expansion of house building in the area suggest there
needs to be an expansion of care home services at least until 2027 to meet the needs of South
Gloucestershire residents. South Gloucestershire Council is committed to develop diverse care
home markets to promote customer choice, to work with providers to continuously improve the
quality of care provided in care homes; to mitigate risk of neglect and mistreatment and deliver
value for money.

Evidence of what works
In 2014, South Gloucestershire Council and South Gloucestershire Clinical Commissioning Group
commissioned a small number of beds to facilitate discharge from hospital at the optimum time in
a person’s recovery into a designated care home bed for a short period, allowing time for decisions
to be made about the future location where care and support could be undertaken. For some
people this meant a return home while for others, care home options could be explored without a
hospital bed being blocked. While this did not bring about savings for the hospital trust as the beds
were quickly filled, recent figures suggest that it has facilitated efficient use of hospital beds;
decreased the length of stay and risk of hospital acquired infections and afforded time to
individuals when making a major life decision. Ensuring providers meet the highest standards of
care delivery is particularly important in care homes where some of the most vulnerable people in
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our community live and they may have little or no regular contact with family and friends. Any
incidents of neglect, mistreatment or any safeguarding concerns affecting any resident is required
to be reported to the Council’s Safeguarding Team whether or not the person is funded by the
local authority. Where there are concerns for the wellbeing of residents of a care home, South
Gloucestershire Council may cease making further placements at the care home until lasting
improvements have been demonstrated, and if the improvements are not made swiftly enough or
are not sustained, they may consider whether to continue funding existing placements at the care
home. Before issuing a new contract to a care home outside of South Gloucestershire, checks will
be made with the responsible local authority to ensure they have no concerns about the safety of
residents in the care home or the quality of the service being provided. South Gloucestershire
Council provides a range of training courses aimed at care homes providers, it also provides
advice and support on mental capacity and Deprivation of Liberty Safeguards. Avon & Wiltshire
Partnership’s Care Home Liaison Team has been successfully working with local care homes to
develop the expertise, knowledge and confidence of care home staff when caring and supporting
residents with dementia. Since the expansion of this team in 2013 they have been able to recruit
physiotherapists, occupational therapists, psychologists as well as the specialist psychiatric
nursing nurses and are able to deliver a diverse range of training for care home staff, for example
training about ‘Sexuality and Intimacy in Residential Care Settings’. Sirona community services also
provides advice, training and support such as with medical equipment, tissue viability and
conditions such as diabetes. There is also liaison with community nursing and therapy services to
promote health and well-being of care home residents. This might include for example in the use of
syringe drivers and wound management. There are also a number of joint initiatives to improve the
quality of life for residents for example with regard to the management of medicines, falls
prevention and management, etc. Inspection of the quality of care provided in care homes is
undertaken by the Care Quality Commission (CQC). National research into the quality of care
homes shows that 21.4% of the care homes in South Gloucestershire have been assessed by
CQC as Inadequate or Requiring Improvement. However this does mean that 63 local care homes
currently have achieved an Outstanding or Good CQC rating. South Gloucestershire Council works
closely with CQC and others where deficiencies are found. Independent inspection of the quality of
care provided in care home is also undertaken by the local Healthwatch organisation which publish
the reports of their visits. The Council monitors both CQC and Healthwatch inspection reports.
There is active engagement between local authority and health commissioners and providers of
community and care home services. Open invitations are sent to care home providers on a
quarterly basis for engagement at the Care Home Providers Forum, which is jointly chaired by the
local authority and a provider representative. There is also engagement with providers at the
quarterly Care Home Partnership Meeting, which includes representatives from North Bristol Trust,
South West Ambulance Service Trust, as well as community service providers.

User views (on need, services / assets and gaps)
It has been said that tomorrow’s generation of care home residents are likely to have higher
expectations of standards provided by care homes than their parents. In 2015 South
Gloucestershire Council commissioned The Care Forum to engage with service users in a number
of local care homes to establish their views to find out what is important to them:
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The importance of feeling at home, of relatives, friends and the wider community all being
welcome to visit them in their home. They reported that there seemed to be a link between
the increased happiness residents reported to a higher number of visitors to the care home.
Regular access to visiting shops to buy such things as birthday cards were also said to be
popular. Residents felt it was important for the care home to have a sense of community.
The environment – Residents also said it was important they could personalise their rooms,
they liked light and airy rooms which are kept in good repair with access to a garden also
important.
They liked to be as independent as possible, being able to access activities going on in the
care home if they chose, with staff not being too busy to help them.
It was important to have good relationships with staff, particularly with care staff and chefs. It
was important that staff could spend time sharing a cup of tea with them, particularly for
people being nursed in their room.
It was also important for residents to be satisfied with the food on offer, the ability to have a
choice of meal, to have tea and biscuits on demand, as was the availability of snacks, portion
sizes, menu choices, and staff to assist at meal times, and for their views on the meals to be
shared with the chef.
Residents also felt happier with a diverse and interesting activities.
Further surveys of care home residents are planned. From the Council’s consultations with carers it
is reported there is difficulty in securing care home beds to facilitate them to have a break from
caring responsibilities, perhaps to go on holiday. This would require the ability to book suitable care
home services perhaps months in advance.

Equalities
For people funding their own care and considering moving into a care home, South
Gloucestershire Council will provide advice and information. It is often the case that individuals
whose care is funded by their local Council are currently subsidised by care home residents who
fund their own care, an issue which is being explored at a national level. The geographic spread of
care homes across South Gloucestershire varies considerably with significantly less choice for
people wishing to find a suitable care home close to their community in more rural areas of the
county. With regard to care homes for people with very complex or specialist needs, it is often the
case that a suitable care home vacancy is identified further afield. There will always be discussions
with the individual prior to commissioning care home services. Care homes are required by CQC
Regulations to personalise the services they provide to residents and in doing so will recognise and
meet any needs arising from their age, disability, gender identity or reassignment, culture and race,
religion or belief, sex, sexual orientation, marriage and civil partnership. South Gloucestershire
Council recognises that couples who have lived for many years together and then develop different
care needs are sometimes faced with a difficult situation of finding suitable care and support
accommodation where both of their needs can be met.
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Unmet needs and service gaps
This assessment has provided evidence of current and ongoing unmet need in the total number of
care home services for older people including respite care services; delayed discharges from acute
hospital beds and for care homes where couples with differing needs can live together. However,
defining accurately whether care and support should be delivered in a care or residential home is
not always clear cut and at times can depend on the environment and training in a care home. For
example:
People considering residential care are frailer nowadays often with multiple long term
conditions. It has been noted that particularly with end of life care for an existing resident,
care homes often develop the skills of their care workers and a resident’s nursing needs met
by a district nurse visiting the care home. The demarcation lines between services provided
by care homes with nursing and those which do not may become increasingly blurred with
the adoption of new technology and modern methods of medicine administration.
While 70% of care home residents are said to have dementia or other memory problems,
there is a demand for care home services to meet the needs of people who are mobile and
exhibiting behaviours which if not managed appropriate may challenge staff and also for
younger adults with dementia who may benefit from an environment which has been
orientated around a different decade.

Recommendations for consideration by
commissioners
It is recommended that consideration be given to ongoing and future engagements with
potential care home providers to attract interest and possible investment into the care home
market in South Gloucestershire. The development is critical not only to remedy the current
shortage of affordable good quality care home and nursing care home beds but to ensure
investment into care homes in South Gloucestershire continues in the long run to match the
increasing trends and demography. Using the POPPI figures quoted earlier, there needs to
be a further thousand care home beds for older people created by 2030. Considering the
cost of building a care home and the lead time needed for a care home to become
operational, it is recommended these JSNA figures are scrutinised regularly to monitor the
impact of recent initiatives such as reablement and new house building programmes have on
these figures.
While the transition in health and social care commissioning occurs at a supra-local authority
level, commissioners should keep in mind the importance of maintaining good
communication with care providers at a local level. It is a challenge to both providers and
commissioners at a time of austerity to ensure the local care home market thrives and offers
choice, good quality and value for money services.
Commissioners and care home providers should be encouraged to create, to expand and
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diversify their services provided in South Gloucestershire. For example, carers have
highlighted the difficulties they face when trying to secure a respite bed in a care homes in
the area.
Commissioners should consider the linkage between their actions and the impact this may
have for another service. For example it is possible that changes made to hospital services
may impact on available social care beds.
Commissioners and care homes to work together to develop and provide services for people
with those people with dementia exhibiting behaviour that may challenge services which are
traditionally delivered.
It is important to take into account the views of existing care home residents and their carers
to allow commissioners and care home providers alike to develop services to meet needs. It
is recommended that regular surveys are undertaken to ensure the opinions and views of
some of the most vulnerable and hidden people in our society are heard. Providers could
consider how care homes can be used creatively in order to meet the needs of people who
want to remain together (eg family members, friends) but have differing needs.

Recommendations for needs assessment work
It can be seen when examining the data held by South Gloucestershire Council there is a lack of
consistency in recording which is then used to inform decision making and planning future
developments. The Council should give consideration into improving definitions of categories and
recording , for example what is the correct definition for someone in the later stages of dementia
who primary needs are no longer for care and support with memory and cognition but for physical
nursing? It is the Council’s preferred option to find supported living accommodation for most
people with Learning Difficulties. As the current cohort of care home residents age and die, more
work needs to be undertaken by commissioners to understand the future needs for residential
accommodation for people with Learning Difficulties. Information is needed to inform the market
whether there will be sufficient numbers of young people seeking care homes to replace the
vacancies left by older residents and plans put into place to manage the downward demand for
beds. [1] Care Quality Commission – Care Homes http://www.cqc.org.uk/content/care-homes [2]
Understanding Care Homes – ENRICH http://enrich.nihr.ac.uk/page/understanding-care-homes
[3] South Gloucestershire Council Strategy 2012/16
http://www.southglos.gov.uk/documents/cex120053.pdf [4] ONS Changes in the Older Resident
Care Home Population between 2001 and 2011
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/article
s/changesintheolderresidentcarehomepopulationbetween2001and2011/2014-08-01 [5] Public
Health Outcomes Framework – delayed transfer of care
https://fingertips.phe.org.uk/search/delayed%20discharge [6] Care Quality Commission The state
of health care and adult social care in England
http://www.cpa.org.uk/cpa/docs/CQC_The_state_of_health_care_and_adult_social_care_in_Engla
nd_2010-11.pdf [7] Public Health Outcomes Framework – residential care
http://fingertips.phe.org.uk/search/residential%20care [8] Public Health Outcomes Framework –
residential care http://fingertips.phe.org.uk/search/residential%20care [9] CQC Area Profile South
Gloucestershire 01 August 2017 http://www.cqc.org.uk/file/13231 [10] Public Health England
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Learning Disabilities Profiles https://fingertips.phe.org.uk/profile/learning-disabilities/data#page/0
[11] CQC Area Profile South Gloucestershire 01 August 2017 http://www.cqc.org.uk/file/13231
[12] Public Health Outcomes Framework – residential care
http://fingertips.phe.org.uk/search/residential%20care [13] Public Health England End of Life Care
Profiles https://fingertips.phe.org.uk/profile/end-of-life/data#page/0 [14] Projecting Older People
Population Information Table produced on 24/04/17 15:01 from www.poppi.org.uk
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Adult substance misuse
Summary
Alcohol and drug misuse is a complex issue. The problems related to drug use are diverse and
wide reaching including mental and physical health and social and economic problems. These
problems include accidents, sexually transmitted infections, blood borne viruses, depression,
anxiety, domestic abuse, psychosis, neglect, crime, exploitation, unemployment and
marginalisation. These problems not only affect the individual, but also their families and
communities. An estimated 300,000 people in England are dependent on heroin and/or crack.
There are also increasing reports of people having problems with other drugs, including new
psychoactive substances (‘legal highs’), image and performance-enhancing drugs, and over-thecounter medicines. An estimated 896 people in South Gloucestershire use opiate and crack with
198 estimated to be injecting. The estimated prevalence (locally and nationally) has declined in
recent years. In 2013/14, 493 substance misusers were in treatment, 55% of the estimated total.
Numbers in treatment have risen in the last year. Crack user engagement is higher than the
national average but injecting use is lower. National data indicates a rise in drug related deaths; this
is reflected locally with alcohol consistently attributed in many cases either in isolation or with other
substances. Drug treatment service users in South Gloucestershire have a higher rate (21%) of
employment compared to the national average (17%). The proportion of those classified as long
term sick or disabled is also higher (23%) than the national average (16%). In 2013/14, the majority
of service users (77%) had no housing problem, the national average was 73%. All Priority
Neighbourhoods listed drug and alcohol issues as a concern. Nearly 40,000 people in South
Gloucestershire drink regularly to an extent that it is a serious risk factor for their future health and
an estimated 7,000 people in South Gloucestershire are dependent on regular alcohol intake.
Groups at higher risk of harm from alcohol include women, people in deprived areas, children, and
those at risk of domestic violence. Alcohol treatment services are provided in hospital and
community settings. Two of the emerging trends in substance misuse nationally are already being
addressed within South Gloucestershire through the Novel Psychoactive Substances (NPS) and
Opioid Analgesic Dependence pilot projects. Performance-enhancing drug use has been identified
through changing profiles within the needle exchange service. Dual diagnosis for substance
misusers remains significantly under reported. Pilots to overcome issues of accessibility to
treatment centres are currently being trialled locally.

Recommendations for consideration
Maintain services to reduce opiate use; evaluate effectiveness of acute, community and primary
care posts; improve accessibility to treatment ; continue the pilot to improve engagement of users
of Novel Psychoactive Substances; improved recording of steroid users using needle exchange
services; improve dual diagnosis reporting; use the findings from this assessment to re-design
services in preparation for recommissioning in 2016. Authors: Jacqui Offer, Specialist Public Health
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Manager and Joint Commissioning Group Chair, Matt Wills, Public Health Programme Lead
Substance Misuse, Josie New, Performance & Commissioning Officer, South Gloucestershire
Council

Who is at risk and why?
Alcohol and drug misuse is a complex issue. The number of people with a serious drugs
dependency is relatively small, with bigger numbers dependent on alcohol or drinking at risky
levels. In both cases, someone's misuse and dependency affects everybody around them,
including their families, friends, communities and society. Effective treatment and early intervention
is the best way of tackling the harm that substance misuse can cause. It offers individuals the
opportunity to manage and address their substance misuse and its root causes, as well as
providing support and access to additional recovery oriented services such as housing support,
education and training to enable service users to sustain long-term abstinence and re-integration
into the community. We know that addressing the needs of our clients can be effective in ensuring
better public health outcomes, preventing wider damage to the community and instilling
community confidence in South Gloucestershire as a great area in which to live and work. The PHE
Value for Money calculations (2013) indicate that for every £1 spent on substance misuse in South
Gloucestershire will derive £8.34 of benefit in terms of crime reduction and increased health and
wellbeing. The benefit is four times above the national average of £2. The estimated costs in South
Gloucestershire if no opiate and/or crack cocaine users were treated for their addiction is £12.8m.
An estimated 300,000 people in England are dependent on heroin and/or crack. There are also
reports of more people having problems with other drugs, including new psychoactive substances
(NPS previously known as ‘legal highs’), image and performance-enhancing drugs, and growing
concern about dependence on prescribed and over-the-counter medicines. Added to this, an
individual’s drug use or dependency can significantly impact the people around them, including
their families, friends, communities and society. Cannabis continues to be the most commonly
used drug throughout England and Wales with last year prevalence rates around three quarters
that of overall drug use[1]. Cocaine is the second most commonly reported substance with last
year prevalence at 2.4%. Conversely, there has been a notable decline in amphetamines over the
last 18 years[2]. PANSI indicate a UK prevalence of drug dependence of 3.4% (4.5% of men, 2.3%
of women). Most dependence was on cannabis only (2.5%), rather than other drugs (0.9%).
Symptoms of dependence were most commonly reported by adults aged between 16 and 24
(13.3% of men, 7.0% of women in this age group). The prevalence of drug dependence varied with
ethnicity and income. In men, black men were most likely and South Asian men least likely to
report symptoms of dependence; the same pattern was seen for women. The prevalence of drug
dependence was greater in men and women from lower income groups. There were no significant
differences between regions. Alcohol consumption is the third highest risk factor for avoidable ill
health in England and the harm from alcohol cuts across a range of public health priorities. It is
estimated that 2.2 million people in England are drinking at harmful levels (i.e. in excess of 35 /50
units per week for women and men respectively). Alcohol consumption at these levels increases
the risk to many physical and mental health comorbidities, including circulatory and digestive
diseases, liver disease, depression and anxiety disorders and ultimately premature death.
Increasing risk drinkers (those regularly exceeding the lower risk guidelines) can also be at risk of
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developing some of these conditions. Binge drinking can also lead to injuries, anti-social behaviour
and other societal harm. Research shows that parental alcohol misuse can have a considerable
negative effect on children, young people and the family. Children growing up in households where
alcohol use is problematic often do not achieve their full potential in life. They may have low selfesteem, feel unsafe and find it difficult to engage in relationships, illustrating a lack of trust often
into adulthood. Such profound effects may impact on the five outcomes of the Every Child Matters
framework. In addition, alcohol misuse is often hidden by parents, by family members and by
children themselves. This can have serious consequences for children, including (but not limited to)
poor educational attainment, emotional difficulties, neglect, abuse and taking on inappropriate
caring responsibilities. Alcohol misuse is also linked with family disharmony and violence. The most
deprived fifth of the population suffers two to three times greater loss of life attributable to alcohol;
three to five times greater mortality due to alcohol-specific causes; and two to five times more
admission to hospital because of alcohol than the more affluent areas[3]. PANSI data indicates that
the prevalence of alcohol dependence in the UK of 5.9% (8.7% of men, 3.3% of women). For men,
the highest levels of dependence were identified in those between the ages of 25 and 34 (16.8%),
for women in those between the ages of 16 and 24 (9.8%). Most recorded dependence was
categorised as mild (5.4%), with relatively few adults reporting symptoms of moderate or severe
dependence (0.4% and 0.1% respectively). Alcohol dependence was more common in white men
and women than in those from minority ethnic groups. There were no significant variations in the
prevalence of dependence by region or income. The recent PHE trends in drug misuse deaths
report indicates an ONS recorded 21% increase in drug misuse deaths registered in England in
2013. In comparison to 2013 data a local increase in the number of drug related death panel
meeting convened In South Gloucestershire is noted. In 2014 five meetings were convened - three
of these deaths related to drug use and two related to alcohol use.

The level of need in the population
Recent estimates of the numbers of Opiate and crack (OCU) users (see table 1) indicate a
prevalence of 896 people resident in South Gloucestershire (confidence interval 575-1212) with an
injecting prevalence of 198 people. Table 1: Prevalence estimates – number of users
Number of users

OCU

Lower
bound
95% CI

Upper
bound
95% CI

Opiate
users

Lower
bound
95% CI

Upper
bound
95% CI

Crack
users

Lower
bound
95% CI

Upper
bound
95% CI

Injecting

Lower
bound
95%
CI

Upper
bound
95%
CI

South
Gloucestershire

896

575

1,212

768

497

1,045

692

391

998

198

105

338

South West

26,051

25,034

27,561

23,082

22,244

24,552

13,548

12,145

15,342

10,134

9,474

10,958

England

293,879

291,029

302,146

256,163

253,751

263,501

166,640

161,621

173,706

87,302

85,307

90,353

Source: University of Glasgow estimates The estimated prevalence has declined in recent years as
illustrated in the following table (table 2). This correlates with local data indicating changing trends
in the last few years, with increased prevalence of non-Opiate using clients. Table 2: Prevalence
trends
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Difference between 2011/12 and 2010/11 prevalence estimates
OCU
difference

Lower
bound
95% CI

Upper
bound
95%
CI

Opiate
difference

Lower
bound
95% CI

Upper
bound
95%
CI

South
Gloucestershire

-354

-996

52

-52

-448

349

South West

-1,328

England

-4,873

-3,193

401

-1,550

-3,414

-69

-13,424

3,833

-5,629

-12,310

1,623

Significant
change

Significant
change

*↓

Crack
difference
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Source: University of Glasgow estimates Problem alcohol use is much more common and can
have serious consequences for the health of individuals and their families and communities and for
the economy. Recent estimates are that nearly 40,000 people in South Gloucestershire drink
regularly to an extent that it is a serious risk factor for their future health and an estimated 7,000
people in South Gloucestershire are dependent on regular alcohol intake. This group faces an
immediate risk to their health and life chances and can seriously disrupt the lives of others. The
following groups were identified as those who may be at a higher risk of harm caused by alcohol
through use of the South West Public Health Observatory analysis, local data provision through
Public Health South Gloucestershire and the use of information provided by the Multi Agency Risk
Assessment Conference (MARAC) board. These groups have remained the same since the last
alcohol needs assessment in 2013.
Females in relation to the prevention and early diagnosis of chronic liver disease;
Those living in Priority Neighbourhood’s (PN’S), the most deprived areas of South
Gloucestershire in relation to the prevention and management of alcohol specific and alcohol
related admissions;
45-49 year-old males and females in relation to the prevention and management of alcoholspecific admissions;
Males aged 60-64 and females aged 85+ in the prevention and management of alcohol
attributable conditions;
Children and young people, including those identified through the Families in Focus Initiative;
Residents with or at risk of developing chronic conditions such as hypertensive diseases,
cardiac arrhythmias and mental health and behavioural disorders;
Vulnerable groups, such as those experiencing domestic abuse.
For local drug users, those who were not on benefits are twice as likely to complete their treatment
successfully compared to those who were on benefits. However, claiming benefits was not a factor
that determined successful completions for alcohol users in structured treatment. It is evident that
service users in the local structured treatment system have a higher rate (21%) of regular
employment compared to the national average (17%). The proportion of those classified as long
term sick / disabled is also higher (23%) than the national average (16%). The benefit profile of the
drug treatment population in 2013/2014 shows that most of the benefit claims were lower than the
national average. However those who were claiming Jobseeker Allowance (15%) and Employment
Support Allowance (26%) were overrepresented in the alcohol treatment system compared to the
national profile (9% and 25% respectively). 2013/14 data indicates that the percentage of service
users (drug clients) who had no housing problem in the local area (77%) exceeds the national
average (73%). For alcohol clients this increased to 86% against a national average of 82%. As the
majority of the service users had no housing problem, the housing interventions provided by the
Reintegration team focus on maintaining occupancy, such as assistance with utilities, support with
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mortgage and rent arrears, and support with debts. All Priority Neighbourhood area forums in
South Gloucestershire have listed drug and alcohol issues as an area of concern, particularly
Kingswood. At present, there is a lack of local level analysis to aid the Priority Neighbourhood
forums in understanding the scale of substance misuse in their local areas. It will be recommended
within the needs assessment that such analyses are made available in the future.

Current services and assets in relation to need
South Gloucestershire’s substance misuse services aim to reduce addiction, address the wider
determinants of drug or alcohol dependence and assist service users in re-integrating into the
community to sustain long-term abstinence through recovery oriented services. We know that
addressing the needs of our clients can be effective in ensuring better public health outcomes,
preventing wider damage to the community and instilling community confidence in South
Gloucestershire as a great area in which to live and work. A comprehensive list of the services
available (excluding pilot projects) to our clients can be found on our website:
https://www.southglos.gov.uk/health-and-social-care/staying-healthy/drugs-and-alcohol/drug-trea
tment-options/ In 2013/2014, it is estimated that there are 896 users in the local area. 55% of the
estimated number of OCUs in South Gloucestershire were engaged in structured treatment
(n=493), which is notably higher than the Avon & Somerset average of 46%. It is also worth noting
that the numbers of both opiate and non-opiate users in treatment have surged by 8% and 24%
respectively during 2013/14 in comparison to the previous year. For engagement with crack users,
the local area recorded 42% (n=291) treatment uptake compared to 39% nationally. Despite the
availability of needle exchange services in South Gloucestershire we recorded a 47% (n=93)
engagement rate with our injecting cohort, compared to 54% nationally. Although prevalence of
injecting has declined in recent years work still needs to be done to address the needs of this
cohort, particularly around harm reduction and the offering of Hep B and C testing / vaccinations.
Providers have attempted to address the low proportions of Hep B vaccinations by promoting
vaccinations to service users, writing to all GP surgeries to encourage vaccination of clients and
developing new service pathways and system audits to ensure accurate data is received from
GPs. Despite this service users remain reluctant to book and attend their vaccination
appointments. An incentivisation proposal has been put forward by our main provider to address
this continuing issue and will be discussed at the next Joint Commissioning Group for funding
approval. In 2013/2014, the demographic patterns of the local drug users presented as follows:
Nearly seven out of ten service users (68%) were male
98% of the service users are from the White background
The majority of the drug users were aged 25 – 34. This proportion represents throughout the
substances, with an exception of amphetamines and cannabis, where they were being used
by younger cohorts.
Nearly three out of ten service users (28%) were either previously or currently injecting.
In 2013/2014, 78% of the service users (n=169) were drinking at higher risk levels in the 28 days
prior to entering treatment. This represents a 19% increase compared to 2012/2013. The
prevalence of use of alcohol in conjunction with opiates and crack is in line with the national
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average (4%). However, the use of alcohol with cannabis and other drugs in South Gloucestershire
is higher than the national average (11% locally as opposed to 10% nationally for crack and 12%
locally as opposed to 10% nationally for other drugs respectively). In 2013/14 there were 217
service users recorded in ‘tier 3 care planned treatment’ and of these 169 were drinking at higher
risk drinking levels in the 28 days prior to treatment. For alcohol users, the local demographic
patterns show the following trend:
The male to female split in treatment for alcohol is very similar.
A large portion of the service users are aged 30 – 39, compared to the national average,
which is 43.
Two out of ten service users for alcohol (23%) also cited a drug problem.
One in ten service users (14%) is currently receiving care from mental health services for
reasons other than substance misuse, reflecting dual diagnosis issues among the alcohol
service users.
Although the above figures may appear low given the estimated prevalence of alcohol use in South
Gloucestershire it is important to understand the local treatment system pathways as these
illustrate a much richer engagement of this cohort across commissioned services as a whole. It has
been illustrated that effective local systems will be those that are coherently planned to provide
clear, integrated pathways through levels of intervention based on identified need; and as such
South Gloucestershire have devised the following treatment pathways for alcohol taking in to
account that brief interventions can be effective in reducing drinking in hazardous and harmful
drinkers, but people with alcohol dependence and some harmful drinkers will require more
specialist alcohol services. Full pathways of services can be found within the needs assessment:
GP Alcohol Intervention Nurses (Currently piloted in 6 surgeries)
Alcohol Liaison Nurse
Pharmacy Alcohol IBA (Pilot due to commence September 2015)
Alcohol Cause & Effect Programme
4 week Alcohol Course
Care planned interventions
Specialist services
Inpatient services
Residential rehab placements
Hospital admissions provide an additional insight alcohol misuse, the effectiveness of alcohol
services to prevent readmissions and in some instances illustrate additional cohorts of patients
who fall outside of commissioned treatment service provision. The data below illustrates the overall
burden of alcohol on hospital admissions (including both emergency and planned admissions)
along with the trends in emergency hospital admissions related to alcohol both for alcohol related
(broad definition) and alcohol specific admissions. The chart below (figure 1) shows that despite
admissions declining between 2009/10 and 2012/13 a significant rise in the most recent years
data is evident, reinforcing the generally upward trend that has occurred over the last ten years.
This data includes both planned and emergency admissions and will therefore include multiple
admissions by single patients and as such provides an indication of the total burden of alcohol on
hospital admissions. Full analysis on the volume of repeat admissions etc can be found within the
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2015 Substance Misuse Needs Assessment. Figure 1: Trends in alcohol specific hospital
admissions in South Gloucestershire

The
two charts (figures 2 and 3) below illustrate the alcohol-specific and alcohol related emergency
hospital admissions for South Gloucestershire in comparison to South West and England data;
both of which follow the previous aforementioned trend of increases being noted within most
recent years. Figure 2: Alcohol-specific hospital admissions

Source: PHE Alcohol Profiles Figure 3: Alcohol-related hospital admissions
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Source: PHE Alcohol Profiles South Gloucestershire continue to co-commission an Alcohol Liaison
Nurse post with Bristol at Southmead Hospital to assist in reducing re-admissions through early
interventions and to prevent more entrenched alcohol use and the impact this can have on
secondary care; circulatory, digestive and liver diseases illnesses etc. South Gloucestershire
treatment services continue to perform well with short waiting times, high engagement rates and
high incidents of successful completions. During 2013/2014, 11% of the opiate users successfully
completed their treatment compared to 8% nationally. Similarly, the local successful completions
of alcohol (41%) exceeds the national average of 38%. More detailed analysis in relation to client
demographics, referral routes, in treatment outcomes and completions can be found within the
Substance Misuse needs assessment (2014).

Projected service use and outcomes in first 5
years and 5-10 years
It is anticipated that the decline in prevalence of Opiate and Crack use will continue in future and in
its place will be an increase in the use of Non Opiates, particularly NPS and a continued prevalence
in the dependence of Opioid Analgesics. As such South Gloucestershire Drug and Alcohol
Services have implemented several pilot projects to broaden the scope of services available in the
authority to manage the changing trend in substances. It is anticipated that the data and
evaluations following these pilots will support the service re-design in preparation for recommissioning during 2016. The data below (Table 3) from PANSI indicates increasing prevalence
of both drug and alcohol in future years. This illustrates that although Opiate use may decline,
overall prevalence of substance misuse will continue to rise. Table 3: Predicted prevalence
2014
2015
2020
2025
2030
England
1,437,675 1,443,887 1,470,822 1,489,692 1,505,422
Males aged 18-64
predicted to have alcohol South West 138,243
138,600
139,905
140,662
141,227
dependence
South Glos 7,195
7,238
7,412
7,552
7,639
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2014
2015
2020
2025
2030
England
548,889
550,470
556,931
560,211
561,211
Females aged 18-64
predicted to have alcohol South West 52,826
52,896
53,123
53,156
52,962
dependence
South Glos 2,709
2,719
2,769
2,812
2,821
England
1,986,564 1,994,356 2,027,753 2,049,904 2,066,633
Total population aged
18-64 predicted to have South West 181,069
191,495
193,028
193,818
194,189
alcohol dependence
South Glos 9,904
9,958
10,181
10,363
10,460
England
743,625
746,838
760,770
770,531
778,667
Males aged 18-64
predicted to be
South West 71,505
71,690
72,365
72,756
73,049
dependent on drugs
South Glos 3,722
3,744
3,834
3,906
3,951
England
382,559
383,661
388,164
390,450
391,147
Females aged 18-64
predicted to be
South West 36,818
36,867
37,025
37,048
36,913
dependent on drugs
South Glos 1,888
1,895
1,930
1,960
1,966
England
1,126,184 1,130,499 1,148,934 1,160,981 1,169,814
Total population aged
18-64 predicted to be
South West 108,323
108,556
109,390
109,804
109,961
dependent on drugs
South Glos 5,610
5,639
5,764
5,866
5,917
Although services will be adapted and scaled in line with need the continued commissioning of
services for our Opiate and Crack clients will continue to be important due to the impact this
cohort can have on crime, unemployment, communities and society.

Evidence of what works
The Government 2010 Drug Strategy, ‘Reducing Demand, Restricting Supply, Building Recovery:
Supporting People to Live a Drug-free Life’, has been a drive to respond to emerging drug threats
and to tackle drug dependence. In particular, the strategy makes references to ‘dependence on all
drugs, including prescription medicines’ and ‘local responses to drug misuse and
dependence are also expected to cover dependence and other problems with medicines.’ This
also runs parallel to Building Recovery in Communities 2011, which enshrines the value of
working with people who wish to take proactive steps in tackling their dependency on substance
misuse, and offers an exit strategy through recovery. Effective clinical governance policies and
practices are at the core of our services and we plan to continue to develop and maintain the areas
of work that comply NICE guidance, the 2007 Guidelines on the Clinical Management of
Substance Misuse, Building Recovery in Communities Framework, Medications in Recovery, Drug
Misuse and Dependence: UK Guidelines on Clinical Management, and any other relevant national
guidance. The PHE value for money tools are used to illustrate the costs and savings in relation to
Substance misuse and can be used with the Commissioning Group to illustrate the impact
disinvestment will have on crime and health outcomes. The South Gloucestershire Substance
Misuse Needs Assessment due imminently will also review effectiveness of interventions and
associated evidence. The following guidelines are relevant to substance misuse:
NICE - Alcohol-use disorders: preventing harmful drinking:
https://www.nice.org.uk/guidance/ph24
NICE - Alcohol-use disorders: diagnosis, assessment and management of harmful drinking
and alcohol dependence:http://www.nice.org.uk/guidance/cg115
NICE - Alcohol-use disorders: Diagnosis and clinical management of alcohol-related physical
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complications http://www.nice.org.uk/guidance/cg100
NICE - Alcohol Local Government
Briefing http://www.nice.org.uk/advice/lgb6/chapter/Introduction
NICE - Alcohol dependence and harmful alcohol use quality standard
http://www.nice.org.uk/guidance/qs11
NICE - Alcohol: preventing harmful alcohol use in the community
http://www.nice.org.uk/guidance/qs83
PHE - Liver disease in the South West: a health needs assessment
https://www.gov.uk/government/publications/liver-disease-in-the-south-west-a-health-needs
-assessment
Cochrane Library - Restricting or banning alcohol advertising to reduce alcohol consumption
in adults and adolescents
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010704.pub2/abstract
NICE - Needle and syringe programmes http://www.nice.org.uk/guidance/ph52
NICE Drug misuse – opioid detoxification http://www.nice.org.uk/guidance/cg52
NICE - Drug misuse – psychosocial interventions http://www.nice.org.uk/guidance/cg51
NICE - Psychosis with coexisting substance misuse: Assessment and management in adults
and young people http://www.nice.org.uk/guidance/cg120
NICE - Drug use disorders quality standard http://www.nice.org.uk/guidance/qs23
NICE - Tackling drug use http://www.nice.org.uk/advice/lgb18/chapter/Introduction

User views (on need, services / assets and gaps)
Commissioners have also encouraged service user feedback through the Service User Voice
group. This group enables monthly feedback to be communicated to commissioners which is
addressed accordingly throughout the year. This forum, alongside the Families Also Matter (FAM)
service provides access to service users willing to engage in consultation with regards to needs
assessments and service re-design. Qualitative analysis of the service user’s feedback (rolling
comments) is currently being undertaken by commissioners and will be completed for inclusion in
the Substance Misuse Needs assessment for 2015/16.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:The commissioner of Substance Misuse Services in South Gloucestershire has recently
undertaken an EIA in preparation for the re-commissioning of services during 2016. Service
providers have completed EIA’s as part of their annual SLA requirements.
Key points noted relate to the use of ongoing needs assessments to monitor trends in
engagement of all cohorts to ensure services remain accessible to all.
The engagement team commissioned within our main provider deliver outreach to identify
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hard to reach cohorts.

Unmet needs and service gaps
It is hoped that many of the service gaps will be addressed through the pilot projects however a full
Substance misuse needs assessment is currently being undertaken to identify service gaps and
unmet need. Two of the emerging trends in substance misuse nationally are already being
addressed within South Gloucestershire through the Novel Psychoactive Substances (NPS) and
Opioid Analgesic Dependence pilot projects. An increase in the use of NPS (also known as legal
highs) is proving hard to deal with because of the delay in criminalising individual formulations as
they are created, and the problem of re-criminalising formulations as they are changed slightly to
avoid the law. Commissioners have commenced an NPS pilot to encourage this new client cohort
into treatment, utilising social media etc. The pilot will look into ways to manage the use of these
substances and the ever changing landscape as these substances continue to emerge; working
closely with the Police and local authority in relation to licensing powers. The issue of addiction to
prescription drugs has increased dramatically in the past few decades. Physical health problems
and the long‐term prescription of medication contribute to the development of substance misuse in
older people[4]. The statistics on drug-related deaths from the Office for National Statistics
(ONS) in England and Wales, collected between 1993 and 2013, show that anti-depressants were
the most frequently cited substance on the death certificate for drug -related deaths, regardless
of whether they were used in conjunction with other substances or not. In South
Gloucestershire, the percentage of service users in treatment citing use of prescription or over-thecounter medication (no illicit use declared by the patients) has been on an increasing trend since
2010; with benzodiazepines and prescribed opioid usage increasing yearly. The OAD pilot
project seeks to deliver a Specialist service in Primary care to support GPs to provide treatment.
The service will be the first in England and Wales in championing the awareness of, and movement
towards addressing prescription medicine misuse. Anecdotal steroid use has been identified
through changing profiles within needle exchange services. The needs assessment has identified
several recommendations to address the needs of this cohort which has also been identified as an
emerging trend in National data. Although the figures for reported dual diagnosis are relatively low
in South Gloucestershire, the business definition for how this is reported and recorded through
NDTMS should be noted: “Is the client currently receiving care from mental health services for
reasons other than substance misuse?[5].Therefore it is assumed that dual diagnosis for
Substance misuse clients will be significantly under reported due to the Mental Health Service
thresholds. Proposals are being submitted to the JCG to form Joint Commissioned initiatives to
address the needs of substance misuse clients currently falling outside of the thresholds and local
providers have commenced collection of local additional data to enrich the data collected in
relation to this cohort of clients. With South Gloucestershire being a semi-rural authority
accessibility and access to public transport can sometimes create barriers to our services. One of
the key issues that has been identified by Commissioners is the accessibility of the treatment
centres in Yate and Warmley. Whilst outreach services and transport are available to support
engagement one of the key priorities of the re-commissioning will be to address this accessibility
issue through considering greater use of local pharmacies and GP surgeries etc and extending the
‘shared care’ approach currently utilised for managing OST clients. This concept is currently being
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trialled through the Pharmacy IBA and GP Alcohol Liaison nurse pilots.

Recommendations for consideration by
commissioners
Reductions in Opiate use are projected however given the impact this client cohort has on
crime, unemployment and the local community continued investment is required.
Hospital admissions for alcohol continue to rise. Evaluate effectiveness of acute, community
and primary care based posts (eg Alcohol Interface Nurse and GP Liaison posts) and
continue to review the whole system pathway for alcohol harm reduction to build upon the
proactive engagement and early intervention for the population.
Accessibility to treatment centres given the semi rurality of the Authority could be improved. It
is recommended that Commissioners utilise the outcomes of the Pharmacy IBA and GP
Alcohol Liaison nurse pilots to identify how services can be further developed within these
more accessible settings through extending the ‘shared care’ approach currently in place for
Opiate Substitute Therapy (OST) clients.
NPS are a constantly evolving group of substances that need to be effectively managed
locally. These substances are most prevalent with younger adults and therefore the
continuation of the NPS pilot (subject to evaluation) would be recommended to improve the
engagement of this cohort
Steroid users are increasingly utilising the needle exchange services. Improved recording
locally to ascertain the level of need in relation to this cohort is recommended to highlight any
service needs particularly in relation to harm minimisation and BBV services for these clients.
Dual diagnosis remains relatively under-reported due to the business definitions for NDTMS
data collection and submission. Proposals for joint working with the Public Health Mental
Health team should be put forward for JCG consideration in October 2015.
Utilise the findings of the Substance Misuse Needs Assessment currently being undertaken
to understand and address gaps in provision through the service re-design in preparation for
re-commissioning during 2016. Examples of good practice and evidence of effective
interventions will be considered via the detailed needs assessment.

Recommendations for needs assessment work
A full substance misuse needs assessment is currently being undertaken within the Public Health
and Wellbeing division. This assessment will utilise data relating to 2014-15 following its release
from NDTMS and will assist in informing the service re-design in preparation for re-commissioning
of services during 2016-17. This assessment will also provide data relating to the pilots currently
being undertaken such as NPS, OAD, Pharmacy IBA and the GP Alcohol Liaison Nurse and GP
Alcohol Interface nurses within GP surgeries. The data from these pilots alongside the current
treatment system data will demonstrate where continued need and investment are apparent. Key
areas of focus for the needs assessment are:
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Outcomes of pilot projects
Performance-enhancing drugs & use of needle exchange services
Accessibility for service users
Engagement of criminal justice clients
Utilisation and improvement of hepatitis services
[1] Home Office, 2014b [2] http://www.nta.nhs.uk/uploads/uk-focal-point-report-2014.pdf [3]
Indications of Public Health in the English Regions | 8: Alcohol. Association of Public Health
Observatories. York (2007) [4] Royal College of Psychiatrists. Our invisible addicts. College Report
CR165 London June 2011 [5] NDTMS business definitions (CDS-L)
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Autism
Summary
Autism is a developmental disorder. It is known as a spectrum condition, both because of the
range of difficulties that affect adults with autism, and the way that these present in different
people. Autism occurs early in a person’s development. Autism affects the way a person
communicates with, and relates to, other people. It also affects how they make sense of the world
around them. On its own autism is not a learning difficulty or a mental health problem but some
people with autism do have a learning difficulty or mental health issues. People with autism are
much more likely to experience social isolation, mental health issues and difficulties in accessing
employment. Gathering data on the numbers and needs of people with autism at a local level is
challenging as historically services have not collected comprehensive data about this population.
Autism is a relatively ‘modern’ diagnosis; the term ‘autism’ only came into common clinical use in
the 1960s and whilst most diagnosis now occurs in childhood many adults remain undiagnosed.
There are around 700,000 people in the UK with autism - that's more than 1 in 100. This is
equivalent to approximately 2,700 adults and children in South Gloucestershire. Although the
prevalence of autism is not expected to change, as the number of people living in South
Gloucestershire increases, so too will the number of adults with autism. The estimated number of
adults aged over 18 with autism is predicted to rise from 2,111 in 2014 to 2,401 in 2030.
Statistically autism is almost 5 times more commonly diagnosed among males than females.
However, there is research that suggests that autism is under-diagnosed in females, so the male
to female ratio may be closer. South Gloucestershire patients access the Bristol Autism Spectrum
Service. Services provided include IT equipment, sensory equipment, library services, and
awareness training. Nationally 70% of adults with autism say they are not getting the help they
need from social services and that with more support they would feel less isolated. The National
Autism Service Avon Branch completed a survey in Oct/Nov 2014. Of the 73 responses, the main
issues arising included unacceptably long waiting times for a diagnostic assessment; need for
better access to advice and money management, speech and language therapy, and social
groups; better understanding among employers; the importance of quality and choice; need for
more knowledge among social workers; and more need for services for those who are highlyfunctioning but don’t have a learning difficulty.

Recommendations for consideration
A full needs assessment to be undertaken to ensure that the right support for people with
autism is available at the right time during their life time. This should include diagnostic services,
good transition support for young people with autism moving to adult services, and that the
changing needs of people with autism are planned for as they grow older. Ensure that frontline
staff including GPs are able to identify potential signs of autism, refer to support services when
necessary, and understand how to make reasonable adjustments in their behaviour and
communication.
Authors: Kirsty Eastham, Commissioning Manager, South Gloucestershire Council; Christopher
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Mills, Operational Delivery Manager, South Gloucestershire CCG

Who is at risk and why?
Autism is a lifelong developmental disorder, not, as commonly thought, a learning difficulty nor a
mental health problem, although mental health problems are more common among people with
autism and it is estimated that one in three of adults with a learning difficulty also have autism.
Autism affects how a person communicates with, and relates to, other people. It also affects how
they make sense of the world around them Asperger syndrome is a form of autism. People with
Asperger syndrome are often of average or above average intelligence. They have fewer problems
with speech but may still have difficulties with understanding and processing language.

The level of need in the population
Gathering data on the numbers and needs of people with autism at a local level is challenging.
Autistic spectrum conditions are likely to be more prevalent in younger age groups as they were
only formally recognised as a group of conditions in the late 1960s. There may be older people
with autistic spectrum conditions who were never diagnosed as such. Gathering data on the
numbers and needs of people with autism at a local level is challenging as historically services have
not collected comprehensive data about this population. Autism is a relatively ‘modern’ diagnosis;
the term ‘autism’ only came into common clinical use in the 1960s and whilst most diagnosis now
occurs in childhood many adults remain undiagnosed. Autism is much more common than many
people think. There are around 700,000 people in the UK with autism - that's more than 1 in 100.
This is equivalent to approximately 2,700 adults and children in South Gloucestershire. Statistically
autism is almost 5 times more commonly diagnosed among males than females. However, there is
research that suggests that autism is under-diagnosed in females, and therefore the male to
female ratio of those who have autism may be closer. The ratio of male to females who use The
National Autistic Society (NAS) adult services is approximately 4:1, and in those that use NAS
schools it is approximately 5:1. There were 22 adult referrals from South Gloucestershire GP
practices to the Bristol Autism Spectrum Service from April to September 2014. Fourteen
diagnostic assessments were completed (8 in males, 6 in females) with the largest number (5) in
the 20-29 age group. All referrals were of White British ethnicity. As of the 30th September 2014,
there were 42 individuals waiting for diagnostic assessment on the South Gloucestershire waiting
list and the average time that people had to wait before they were seen for diagnosis was 10
months.

Current services and assets in relation to need
There is a range of services and sources of support available to people with autism in South
Gloucestershire. Whilst some of these services are health and social care services, the community
and voluntary sector play an important role in providing interventions such as information & advice,
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advocacy, outreach, social groups, and occupational opportunities. In South Gloucestershire an
Autism Planning Group was set up at the end of 2009 with multi agency representation specifically
to look at the requirements of the Autism Act and how we could best implement those locally. The
main purposes and outcomes were to:
Review and consider current guidance and policy and national and local level relating to
autism
Map local needs, resources and gaps to inform the commissioning of future services
Improve multi-agency working with particular attention to boundary management issues
Oversee the development of a multi-tier training framework
Oversee the development of a clear pathway to diagnosis and assessment
Oversee the development of a long term strategy to improve local support services for adults
with autism
Develop an action plan to deliver the strategy
This action plan is currently being reviewed and updated and will be informed by this JSNA section
and planned future needs assessment.

Bristol Autism Spectrum Service
Over the past 7 years, Bristol Autism Spectrum Service (BASS) has become the leading NHS
provider of diagnostic and post-diagnostic services to adults with autism in the UK. They are
regularly referred to as a national example of best practice, and are cited in both the recent NICE
guidance and the Department of Health autism strategy (page 24). Given the financial limitations
that exist currently in healthcare commissioning, South Gloucestershire CCG have worked closely
with BASS to develop a model of provision that is both fully compliant with the demands of NICE,
and is able to deliver a highly effective, person-centred service to people on the autism spectrum.
This service model has been implemented in many CCG areas across the England and N Ireland,
and the team regularly consult with commissioners around the country with regard to how to
develop good quality, inexpensive provision for people with autism. More locally, BASS has an
excellent track record of providing high-quality, cost-effective services for adults with autism across
several local CCG areas. BASS currently operate services in Bristol, North Somerset and B&NES,
all of which are highly regarded by both commissioners and service users, and are key partners in
several high-profile NIHR-funded research projects around the delivery of services to this client
group. The proposed autism service in South Glos would directly benefit from the skills present in
the wider BASS team, and would have access to all the innovative clinical and research activities
undertaken by the service. Recent examples of these innovations include: the development of a
novel, evidence-based 16-week social skills course (already piloted, and soon to be published),
autism-friendly group CBT interventions for anxiety, specifically-adapted 1:1 CBT for social anxiety,
and a new guided self-help treatment intervention for adults with autism with mild/moderate
depression.

Assessment/diagnosis
Assessment and diagnosis is undertaken by expert autism clinicians, all of whom have received
comprehensive training and ongoing supervision from nationally-recognised specialist practitioners.
Given that the assessment of developmental disorders in an adult population is a highly complex
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and time-consuming task, the fact remains that good quality, evidence-based diagnostic
assessment inevitably takes a significant amount of time, and requires highly skilled, specialist
professionals. The NICE guideline in particular is very prescriptive around the level of expertise and
technical skill required to conduct diagnostic assessments for autism, in addition to mandating the
use of specific, “gold-standard” interview schedules. However, it is important to emphasise BASS are constantly looking at ways to innovate and develop better, faster, cheaper ways of
conducting assessments, without compromising on quality.

Early intervention/advice service
In addition to the provision of high-quality diagnostic assessments, BASS are involved in the
continuation and development of the South Gloucestershire Autism Advice Service. As part of the
CQUIN initiative the ‘Autism Advice Service’, consisting of an early intervention service was run
very successfully in partnership with the local authority. The aim was to provide a range of autismfriendly, preventative interventions designed to meet the needs of people with autism in a timely
and responsive manner, to promote wellbeing and social inclusion, and to prevent people
experiencing avoidable crises in their mental and physical health. These outcomes will be delivered
by the provision of group and 1:1 interventions targeted specifically at: vocational/employment
support (in partnership with local employment services), mental health (in partnership with IAPT),
benefits advice, support for carers, increasing social inclusion, physical and emotional wellbeing,
along with a range of psychoeducational groups looking at making sense of the diagnosis,
relationships, and enhanced social communication skills. Service user feedback from the Advice
Service run during the CQUIN has been extremely positive, and is summarised in the attached
evaluation report.

Autism awareness training and uptake by agencies
The APG and its Training sub-group continue to plan, monitor and evaluate the multi-agency
Autism Training Offer that can be accessed by a wide range of organisations providing services in
South Glos. Attendance is reported to the APG’s Training sub-group. In 2014-15: - the “Level 1”
Understanding Autistic Spectrum Conditions courses (half-day) were attended by 66 delegates
from across 11 different agencies; 83% were from independent, voluntary and private (IVP) sector
employers, including 2 Personal Assistants of Direct Payment Users, and 17% were from statutory
sector agencies (South Glos Council, AWP). - the “Level 2” Supporting Adults with Autism courses
(1-day) were attended by 15 delegates from across 5 different agencies; 86% IVP sector and 14%
statutory sector. Overall, these were disappointing levels of engagement with the training
compared to the previous 3 years since the APG initiated these courses. The training programme
was re-commissioned for 2015-16 and the provider continues to be the National Autistic Society.
We took this opportunity to refresh the overall multi-agency programme and there are now 9
different Autism courses available in the Training Offer, with 20 separate course dates available.
The main programme is still the Level 1 course, with 8 different dates when this is running. There is
already a marked increase in uptake generally, and particularly among statutory sector agencies
and teams compared to the previous year. Based on attendance and booking figures at end
Quarter 2, it is anticipated that over 200 delegates will have attended some form of multi-agency
Autism training from within this Offer by the end of 2015-16.
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Projected service use and outcomes in first 5
years and 5-10 years
The number of people diagnosed with autistic spectrum conditions is expected to continue to
increase and reach over 2300 by 2030.

Evidence of what works
Autism is a national priority. In 2009 the Autism Act to make provision about meeting the needs of
adults with autistic spectrum conditions was published, and the publication of a national autism
strategy Fulfilling and rewarding lives: the strategy for adults with autism in England followed in
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2010 together with statutory guidance for local authorities and NHS organisations to support
implementation of the autism strategy. An update to the strategy Think Autism Fulfilling and
Rewarding Lives, the strategy for adults with autism in England was published in April 2014 and
is supported by new statutory guidance published in March 201. These updates build on rather
than replace the themes of the 2010 strategy. The clear vision is that “All adults with autism are
able to live fulfilling and rewarding lives within a society that accepts and understands them.
They can get a diagnosis and access support if they need it, and they can depend on
mainstream public services to treat them fairly as individuals, helping them makes the most of
their talents.” The building blocks of the Autism Strategy 2010 are crucial foundations to future
work and are expected to be in place in every local area. They are:
Increasing awareness and understanding of autism among frontline professionals
Autism awareness training should be available to all staff working in health and social care
and local areas should develop or provide specialist training for those in key roles in order to
increase the recognition of autism and enable staff to be better equipped to meet people’s
needs.
Developing a clear, consistent pathway for diagnosis in every area, which is
followed by the offer of a personalised needs assessment There should be a clear
pathway to diagnosis in every area from initial referral through to assessment of needs.
Diagnosis should lead to a person centred assessment of need and should be recognised as
a catalyst for a carer’s assessment.
Improving access for adults with autism to the services and support they need to
live independently within the community and helping adults with autism into work.
Ensure that a range of services and support can be accessed by people with autism and that
most importantly; opportunities for employment and housing are expanded, challenging the
current high levels of social exclusion.
Improving information about the population of adults with autism and enabling
local partners to plan and develop appropriate services for adults with autism to
meet identified needs and priorities. The 2014 review highlights fifteen priority challenges
for action which have been identified by people with autism, carers, professionals and others
who work with people with autism.
The following guidelines contain evidence related to autism.
NICE - Autism: recognition, referral, diagnosis and management of adults on the autism
spectrum
NICE - Autism quality standard
Agency for Healthcare Research and Quality - Interventions for adolescents and young adults
with autism spectrum disorders
Social Care Institute for Excellence - Improving access to social care for adults with autism
BMJ Best Practice - Autism Spectrum Disorder
DoH - Adult autism strategy: statutory guidance
National Autistic Society – Reports
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User views (on need, services / assets and gaps)
Nationally seventy per cent of adults with autism say that they are not getting the help they need
from social services. Seventy per cent of adults with autism also reported that with more support
they would feel less isolated [Bancroft et al (2012). The Way We Are: Autism in 2012. London: The
National Autistic Society] The NAS Avon Branch completed a survey in October/November 2014
and received 73 replies. The main points from the service were as follows:
The length of waiting time from referral to appointment for a diagnostic assessment is
unacceptably long, and some feel the need to pay in order to have quicker access to an
assessment.
People with autism would like better access to advice on Money Management, Speech &
Language therapy, some Befriending/Mentoring, and more social groups.
The quality and choice of support is regarded to be Inadequate.
Of those who were working, most had part time, voluntary jobs. There is some evidence of
successes, where appropriate on-going support is given by a job coach/support worker with
good knowledge of the needs of the person, with reasonable adjustments in place. Better
understanding is needed amongst employers.
Others felt the social workers didn’t have enough knowledge of autism. More services
needed for those who are high-functioning who don’t have a learning difficulty.
Financial cuts are affecting services.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:People with autism are much more likely to experience social isolation, mental health issues,
difficulties in accessing employment and often struggle to get the help and support they need
from social services.
The number of people with Autistic Spectrum Conditions in full-time employment is very low,
with research by Barnard et al (2001) estimating that 6% of all people with Autistic Spectrum
Conditions are in full-time employment, & 12% or those with Asperger Syndrome of high
functioning autism. At the lower functioning end of the spectrum this falls to an estimated 2%
rate of employment.

Unmet needs and service gaps
Currently BASS (Bristol Autistic Spectrum Service) provides an initial assessment service and
ongoing support to people who have a suspected and subsequently confirmed diagnosis of
Autism. This service is being reviewed by South Gloucestershire CCG and a business case is being
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produced jointly between BASS and the CCG. This document will evaluate the effect that this
service has had on providing a service to the people of South Gloucestershire and will form part of
the CCG’s future commissioning decision of the service it provides.

Recommendations for consideration by
commissioners
1. Ensure that the right support for people with autism is available at the right time during their
life time. This should include good transition support for young people with autism moving to
adult services, and that the changing needs of people with autism are planned for as they
grow older.
2. Work with community and voluntary sector partners to promote access to “lower level” local
preventative support and activities that enable people with autism to be connected with
peers and local community groups.
3. Ensure that the information about support services in South Gloucestershire is available to
people with autism is up-to-date and accessible in a way that is appropriate and identifiable.
4. Continue to promote and monitor the South Gloucestershire multi-agency Autism Training
Offer and ensure that autism awareness training is available to all frontline staff so that they
are able to identify potential signs of autism and understand how to make reasonable
adjustments in their behaviour and communication.
5. Ensure that GPs, as the gatekeepers to diagnostic services, have adequate training and
information available so that they have a good understanding of the whole autistic spectrum
and the local diagnostic pathway and how to refer.
6. Work towards achieving NICE best practice for access to diagnostic services; where people
seeking an autism diagnosis have a first appointment within 3 months of their referral as set
out in the NICE Quality Standard on autism [QS51].
7. Work with all local service providers to develop and improve methods of data collection to
ensure that the numbers of people with autism in their area of responsibility are appropriately
recorded and analysed, and information about need (health, social care, education,
employment, housing) is captured. Commissioners and service providers should use this
information to develop and improve services.
8. Work with local employers, colleges and support services to ensure that there are
employment opportunities for people with autism in South Gloucestershire and that
appropriate support is available to help people with autism to find and keep a job.

Recommendations for needs assessment work
There is a need to better understand the needs of people with autism in South Gloucestershire to
ensure that we have identified the gaps in the service that we provide. To this end a full needs
assessment needs to be undertaken and this must include the links to access to mainstream MH
services, the South Gloucestershire Talking Therapies service, Social Care provision as well as the

500/885

www.southglos.gov.uk

transition into adult services and clinical pathways affecting this cohort of people.

References
Estimating the Prevalence of Autism Spectrum Conditions in Adults: Extending the 2007 Adult
Psychiatric Morbidity Survey, The NHS Health and Social Care Information Centre (2012) Autism
Act 2009 Fulfilling and rewarding lives: the strategy for adults with autism in England Statutory
guidance for local authorities and NHS organisations to support implementation of the autism
strategy 2010 ‘Think Autism’: an update to the government adult autism strategy Adult autism
strategy: statutory guidance 2015 NICE guidelines CG142. Autism: recognition, referral, diagnosis
and management of adults on the autism spectrum NICE Quality Standard QS51. Autism

South Gloucestershire Autism Needs Assessment
The South Gloucestershire Autism Needs Assessment considers both autistic adults and
children and can be found on the Autism page on The South Gloucestershire Council website.
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Cancer
Summary
Cancer is the principal cause of avoidable death in the UK. Cancer is primarily a disease of older
people, with incidence rates increasing with age for most cancers. An estimated 4 in 10 cases of
cancer could be prevented, largely through modifying aspects of our lifestyles. The main risk
factors include tobacco, weight, diet, alcohol consumption, UV exposure and lack of physical
activity. In 2013 1,521 new cases of cancer were diagnosed in South Gloucestershire and 616
people died from cancer. Cancer incidence (new cases) and mortality rates in South
Gloucestershire are similar to the England average. In line with the national pattern, the number of
new cases of cancer diagnosed has risen over time caused by a number of factors including an
ageing population. Mortality rates have fallen over the last decade. Skin and breast cancer
incidence rates are significantly higher than the England average while lung cancer is lower. Cancer
is a key cause of premature mortality under the age of 75 in South Gloucestershire accounting for
39% of premature deaths in women and 42% in men. Premature deaths from cancer also
contribute to inequalities in life expectancy in South Gloucestershire. This is particularly true for in
men for whom cancer deaths contribute to 27.1% of the life expectancy gap between South
Gloucestershire’s fifth most deprived and fifth least deprived areas. The under 75 mortality rate
from cancer has declined over the last decade. However in recent years there has been little
change in mortality from cancers considered preventable. One-year cancer survival is 71%, better
than the England average and has risen over time. Screening and early diagnosis is essential for
improving cancer survival, reducing mortality and improving quality of life. Whilst breast and
cervical cancer screening rates are higher than the England average they have fallen over the last 4
years. Bowel cancer screening rates are higher than England. In 2013 51.6% of cancers were
diagnosed at an early stage, higher than the England (45.7%) average but this means that half of all
cancers are diagnosed at a later stage. For many cancer is considered as a long term condition.
Local GPs recorded 2.5% (6,250) patients had a diagnosis of cancer in 2013/14. A significant
proportion of cancer patients will require ongoing treatment, and many experience long-term
physical and psychological problems due to treatment. The number of people diagnosed and living
with cancer each year will continue to grow rapidly in South Gloucestershire, even with major
improvements in prevention. The number of people in South Gloucestershire living with and
beyond cancer up to 20 years after diagnosis could rise to an estimated 15,900 by 2030.

Recommendations for consideration
Use data to target local provision, taking into account inequalities in relation to premature
mortality at ward level and cancer survivors and their associated needs; develop and
commission appropriate screening services in terms of both locality and capacity, improving
uptake; ensure local delivery of Be Clear on Cancer Campaigns; and deliver the
recommendations from the National Taskforce, notably effective prevention, prompt and
accurate diagnosis, effective treatment, informed choice and convenient care, provision of
information and holistic support, and the best possible quality of life including at the end of life.
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Author: Sarah Weld, Public Health Consultant, South Gloucestershire Council

Who is at risk and why?
Cancer is when abnormal cells divide in an uncontrolled way. There are more than 200 different
types of cancer. Cancer is primarily a disease of older people, with incidence rates increasing with
age for most cancers. More than a third of cancers are diagnosed in people aged 75 and over.
However, cancer also affects younger people. An estimated 4 in 10 cases of cancer could be
prevented, largely through modifying aspects of our lifestyles which we have the option to change.
The main risk factors include tobacco, weight, diet, alcohol consumption, UV exposure and lack of
sufficient physical activity. These are supplemented by other exposures, such as air pollution,
occupational risks, infections (including Human Papilloma Virus and viral hepatitis B and C) and
radiation. Screening and early diagnosis is essential for improving cancer survival, reducing
mortality and improving quality of life. Research has identified there is a substantial opportunity to
diagnose many more cancers earlier, which would lead to better patient outcomes.

The level of need in the population
Cancer incidence
Cancer incidence rates in South Gloucestershire are similar to the England average. There were
622 new cancer diagnoses per 100,000 people in 2013 (1,521 new cases). This is similar to the
England average (611 per 100,000 people). The chart below shows incidence of the four most
common types of cancer. Whilst incidence in South Gloucestershire for lower GI, lung and
urological cancers is similar to the England average in 2013 breast cancer incidence rates were
higher than the England average but had been lower for the previous 2 years (see figure 1). Skin
cancer under 75 incidence rates in South Gloucestershire significantly higher than the England
average. Figure 1: Incidence rates by tumour group, South Gloucestershire and England,
2013
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Source: Public Health England Cancer Analysis System and Office for National Statistics. 2008 2013 patients of all ages with incidence of cancer by year of registration for CCGs. Extracted
October 2015 from the National Cancer Intelligence Network’s Cancer Commissioning Toolkit. The
number of people being diagnosed with cancer has been growing by around 2% every year
nationally; more than 1 in 3 people will develop cancer at some point in their life. Around half of
these diagnoses will be of the most common cancers – breast, lung, prostate, and colorectal – and
the other half will be of rare or less common types. Trends in South Gloucestershire are not as
clear but do indicate a rise in numbers and incidence over time (see figure 2). Figure 2: Trend
data
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Source: Public Health England Cancer Analysis System and Office for National Statistics. 2008 2013 patients of all ages with incidence of cancer by year of registration for CCGs. Extracted
October 2015 from the National Cancer Intelligence Network’s Cancer Commissioning Toolkit. The
rise in cancer incidence is for a number of reasons including the ageing and growth of the
population; improvements in overall population health and the healthcare system, such that people
are less likely to die early from other conditions; and also shifts in our lifestyles, which are
increasing our age-standardised risk. There is geographical variation in incidence rates within
South Gloucestershire as shown in figure 3. Figure 3:
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Cancer mortality
Cancer is a major cause of death, accounting for around a quarter of deaths in England. It is the
biggest cause of death from illness or disease in every age group. Mortality rates in South
Gloucestershire for the four most common cancers are similar to the England average as shown in
figure 4. There were 261 cancer deaths per 100,000 people in 2013 (616 deaths). This is similar to
the England average (284 per 100,000 people). Lung cancer mortality rates are lower than the
England average. Figure 4: Mortality rates
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Source: Public Health England’s Cancer Analysis System and Office for National Statistics. 2008 2013 patients of all ages who’ve died of cancer by year of registered cancer death for CCGs.
Extracted October 2015 from the National Cancer Intelligence Network’s Cancer Commissioning
Toolkit. Whilst mortality rates have fallen over the last 5 years, trends in the number of people dying
from cancer were higher in 2013 compared with 2008 for all ages (as shown in figure 5) and
number of deaths from cancer in the 0-74 year old age group have increased in recent years.
Figure 5: cancer mortality rates and number of deaths
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Source: Public Health England’s Cancer Analysis System and Office for National Statistics. 2008 2013 patients of all ages who’ve died of cancer by year of registered cancer death for CCGs.
Extracted October 2015 from the National Cancer Intelligence Network’s Cancer Commissioning
Toolkit. Figure 6: Cancer mortality and number of deaths (0-74 year olds)

Source: Public Health England’s Cancer Analysis System and Office for National Statistics. 2008 2013 patients of all ages who’ve died of cancer by year of registered cancer death for CCGs.
Extracted October 2015 from the National Cancer Intelligence Network’s Cancer Commissioning
Toolkit. There is geographical variation in mortality rates within South Gloucestershire as shown in
figure 7. Figure 7: Deaths from all cancer, all ages, standardised mortality ratio 2008-12
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Premature mortality
Cancer is a key cause of premature mortality under the age of 75 in South Gloucestershire
accounting for 39.3% of premature deaths in women in 2012-13 and 42.2% in men (285 deaths)
as shown in tables 1 and 2. Table 1: Top causes of Premature Death, Females, South
Gloucestershire, 2008-2013 and 2012-2013 showing cancer by type.
Rank

Cause of Death

% of total
2012-13

Cause of Death
2008-2013

% of total 2008
-2013

1

Other Cancers

20.50%

Other Cancers

22.76%

2

Breast Cancer

10.06%

Other

10.59%

3

Other

10.06%

Breast Cancer

9.83%

4

Lung Cancer

8.70%

Lung Cancer

9.08%
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5

Other CVD

6.58%

CHD

6.88%

6

CHD

6.00%

Other CVD

5.30%

Source: ONS mortality dataset, accessed from SWKIT Table 2. Top causes of Premature
Death, Males, South Gloucestershire, 2008-2013, 2012-13 showing cancer by type.
Rank

Cause of Death
2012-2013

% of total
2012-13

Cause of Death
2008-2013

% of total 2008
-2013

1

Other Cancers

19.25%

Other Cancers

18.96%

2

CHD

15.66%

CHD

14.01%

3

Lung Cancer

8.70%

Other

8.79%

4

Other

8.34%

Lung Cancer

7.69%

5

Other CVD

6.70%

Other CVD

6.18%

Source: ONS mortality dataset, accessed from SWKIT The age standardised premature mortality
rate for 2011-13 was 125 deaths per 100,000 population (see table 3). This is better than in many
other areas; South Gloucestershire ranked 16th out of the 150 Local Authorities in England.
However the data indicates that there are many preventable cancer deaths in the area. Further
analysis shows that in terms of preventable mortality from colorectal cancer South Gloucestershire
is doing less well, ranking 58th out of Local Authorities from which data was available, and also for
breast cancer. Table 3. Disease Specific Premature Mortality, South Gloucestershire age
standardised rate, per 100 000, and Rank Among all Other Local Authorities in England,
2011-2013.
Disease

SG Rate

Highest LA Rate

Lowest LA Rate

Rank in 148-150 LA

Cancer

125

199

104

16th

Lung Cancer

46

112

32

15th

Breast Cancer

20

30

16

22nd

Colorectal Cancer

12

18

8

58th

Source: PHE healthier lives Premature deaths from cancer also contribute to inequalities in life
expectancy between the most and least deprived areas in South Gloucestershire. This is
particularly true for in men for whom cancer deaths contribute to 27.1% of the life expectancy gap
between South Gloucestershire’s most deprived and least deprived quintile. Lung cancer is a
particularly significant contributor to this gap accounting for 541 excess male deaths 505 excess
female deaths in the most deprived quintile between 2010 and 2012. The chart below (figure 8)
shows a social gradient for premature mortality due to cancer when plotted by deprivation quintile.
Figure 8: Deaths from Cancer by Local Deprivation Quintile, all ages, South
Gloucestershire, 2010-2014 pooled
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Source: PCMD (Exeter), ONS population estimates and IMD 2015. Figure 9: Deaths from all
cancer, under 75 years, standardised mortality ratio 2008-12
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Figures 10 and 11 below show the mortality rate for under 75s for all cancers and those
considered preventable has fallen over time in-line with regional and national trends. This is likely to
be due to many factors including changes in lifestyle such as the fall in the number of people who
smoke and also as a result of improvements in early diagnosis, treatments and cancer services.
Figure 10: Under 75 mortality rate from cancer
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Source: Public Health England Figure 11: Under 75 mortality rate from cancer considered
preventable

Source: Public Health England

Cancer survival
One-year cancer survival was 70.6% for people diagnosed in 2011 (see figure 12). This is better
than the England average of 68%. Survival rates have increased over time, rising from 61.6% in
1997 to 70.6% in 2012. Five-year cancer survival is 50% in the Bristol, North Somerset, Somerset
and South Gloucestershire Area Team (for people diagnosed in 2007). The England average is
48%. Figure 12: One-year net cancer survival
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Source: Office for National Statistics and London School of Hygiene and Tropical Medicine. 2013.
A Cancer Survival Index for Clinical Commissioning Groups, Adults Diagnosed 1996-2011 and
Followed up to 2012. Extracted June 2014 from the National Cancer Intelligence Network’s
Cancer Commissioning Toolkit.

Cancer prevalence
Increasing survival rates mean that a significant proportion of cancer patients will require ongoing
treatment and support. Cancer patients can experience long-term problems as a result of damage
done to the body during treatment. Therefore for many individuals cancer is considered to be a
long term condition. GP Practices keep a register of registered patients diagnosed with cancer.
This data provides information on the prevalence of cancer in South Gloucestershire; 2.4% (6,250)
of patients registered with a Practice in South Gloucestershire have a diagnosis of cancer. This
prevalence figure is similar to the regional and England average (see figure 13). Figure 13: Cancer
prevalence – GP data
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Cancers of concern
Lung cancer
Lung cancer is the second most common cancer diagnosed, and the most common cause of
cancer death in the UK. It is difficult to treat and this is reflected in the five-year survival rates,
which for those diagnosed between 2001 and 2005 was just 8%, this compares to 52% for colon
cancer, 84% for prostate or breast cancer. With a wealth of data available from sources such as
PHE it is possible to explore data about lung cancer in more detail for South Gloucestershire. The
number of lung cancer registrations in South Gloucestershire has risen in recent years from 399 in
the period 2007 to 2009 to 455 in the period 2010 to 2012, this equates to a rate increase from
59.8 per 100,000 to 64.7 per 100,000.

Source: PHE LTCP While the regional trend of deaths from lung cancer has stayed relatively static,
in South Gloucestershire there have been modest reductions over the last decade, from a peak of
51.7 per 100,000 in the period 2004-2006 to 46.4 per 100,000 in the period 2011-2013.
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Source: PHE LTCP The difference in mortality due to lung cancer by deprivation in South
Gloucestershire is stark. During the period of 2010-2014 those living in the most deprived parts of
South Gloucestershire had over double the mortality rate of those living in the least deprived areas,
with all age mortality rates of 69.4 per 100,000 and 30.7 per 100,000 respectively. There were an
average of 117 deaths per year across all ages due to lung cancer between 2010 and 2014, if the
rate of deaths that occurred in the least deprived areas of South Gloucestershire applied to the
whole population we could expect 42 fewer deaths per year. When premature mortality from lung
cancer is looked at in terms of deprivation, even when age is accounted for, for every 10 people
who die from lung cancer prematurely in South Gloucestershire, you would expect 6 to die in the
least deprived areas, and 16 in the most deprived areas of South Gloucestershire to die
prematurely from lung cancer. Between 2010 and 2014 there were an average of 56 premature
deaths due to lung cancer per year, if the South Gloucestershire rate matched the rate of the least
deprived areas, an average of 24 fewer premature deaths could be expected per year.

Source: PCMD (Exeter), ONS population estimates and IMD 2015. Compared to similar CCG
areas in England there is approximately a 50% higher than the average difference in non-elective
spend for lung cancer at £1,186 per 1,000 people in South Gloucestershire compared with £791
per 1,000 people in similar CCGs. The rate of urgent GP referrals for all cancers is also 25%
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higher than similar CCGs (CfVT, accessed 12/2015).

Current services and assets in relation to need
Cancer prevention, diagnosis and care involves a number of different organisations in the
commissioning and provision of care as well as prevention. Many of the programmes and activities
that contribute to prevention are described elsewhere in the JSNA. PHE screening and
immunisations team take the lead commissioning responsibility and role for screening. Screening is
an important part of prevention and early diagnosis; there are three cancer screening programmes:
NHS Breast Screening Programme
NHS Cervical Screening Programme
NHS Bowel Cancer Screening Programme

Breast screening
Breast screening is a method of detecting breast cancer at a very early stage. The programme
uses mammography to detect small changes in breast tissue which may indicate cancers which
are too small to be felt either by the woman herself or by a doctor. Cancer screening is an
important way to detect cancer early; around a third of breast cancers are now diagnosed through
screening. Like all screening programmes there are benefits and risks from breast screening. For
breast screening a particular risk is over diagnosis leading to unnecessary treatment. It is estimated
that there are 15,500 breast cancers diagnosed through screening in the UK each year. Of these,
4,000 will be over diagnosed and 1,300 lives are saved. The current patient information leaflet
included in the patient invitation to screening attempts to outline these risks. The NHS Breast
Screening Programme provides breast screening every three years for all women aged 50 and
over. The programme is phasing in an extension of the age range of women eligible for breast
screening to those aged 47 to 73. This started in 2010 and is expected to be complete by 2016.
The PHOF includes an indicator for the percentage of women in the resident population eligible for
breast screening who were screened adequately within the previous three years on 31 March. The
data shows that coverage in South Gloucestershire is above the England average (79.9%) and but
has fallen slightly over the last 4 years (see figure 14). The Avon Breast Screening Board reviews
financial and activity issues of the screening programme and issues are raised via the PHE
Screening and Immunisations team. Figure 14: breast screening coverage
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Source: Health and Social Care Information Centre (Open Exeter)/Public Health England (PHOF)

Cervical screening
Cervical screening is not a test for cancer. It is a method of preventing cancer by detecting and
treating early abnormalities which, if left untreated, could lead to cancer in a woman's cervix. All
women between the ages of 25 and 64 are eligible for cervical screening test every three to five
years (25 – 49 year - 3 yearly, 50 - 64 years - 5 yearly). Evidence suggests if overall coverage of
80% is achieved that a reduction in death rates from cervical cancer of around 95% is possible in
the long term. Women are sent invitations to attend Primary Care for testing. Coverage in South
Gloucestershire in 2014 was 78.6% (see figure 15). This is higher than the South West and
England average however has fallen over the last 5 years. Figure 15: Cervical screening
coverage
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Source: Health and Social Care Information Centre (Open Exeter)/Public Health England (PHOF)

Bowel screening
Bowel cancer screening aims to detect bowel cancer at an early stage (in people with no
symptoms), when treatment is more likely to be effective. Bowel cancer screening can also detect
polyps. These are not cancers, but may develop into cancers over time. They can easily be
removed, reducing the risk of bowel cancer developing. The NHS Bowel Cancer Screening
Programme offers screening every two years to all men and women aged 60 to 74. People are
sent kits direct to their home to collect samples and post back for analysis. Regular bowel cancer
screening has been shown to reduce the risk of dying from bowel cancer by 16%. Nationally
uptake has been disappointing at 58% with wide geographical variation (Independent Cancer
Taskforce, 2015). In South Gloucestershire uptake is higher than the English average (61.5%) but
this means that of every 5 people invited for screening only 3 will attend.

Early diagnosis
Diagnosis at an early stage of the cancer’s development leads to dramatically improved survival
chances. Specific public health interventions, such as screening programmes and
information/education campaigns aim to improve rates of early diagnosis. An indicator on the
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proportion of cancers diagnosed at an early stage is therefore a useful proxy for assessing
improvements in cancer survival rates. PHOF provides some data on early diagnosis; however it is
labelled as experimental statistics because of the variation in data quality. The data indicates that
of the 569 new cancer cases (invasive malignancies of breast, prostate, colorectal, lung, bladder,
kidney, ovary, uterus, non-Hodgkin lymphomas, and invasive melanomas of skin) diagnosed in
2013 51.6% were diagnosed at an early stage. This is significantly more than the South West
(47.1%) and England (45.7%) average. Whilst this data is encouraging it does not tell the whole
picture. England continues to have lower cancer survival than comparable countries and there is
national evidence of variation in the stage at which cancers are diagnosed exists between
geographic locations, ethnicities, genders and across socio-demographic factors. It would be
helpful to explore this further for South Gloucestershire

Cancer Care
Delays in diagnosis and treatment of cancer can lead to avoidable deaths. They can also cause
considerable anxiety for patients and carers and increased morbidity. Treating late stage patients is
also very costly and almost always more expensive than treating patients with early stage disease.
National Cancer Waiting Times standards monitor the length of time that patients with cancer or
suspected cancer wait to be seen and treated in England. Achieving these standards is a priority
for the NHS and they are closely monitored. South Gloucestershire CCG achieved the national
expectation of 93% of patients being assessed by specialist teams within the two-week standard
where a GP suspects a cancer diagnosis in 2014-15 (94%). All cancer patients are reported
against a 31-day from diagnosis to treatment measure. Again, for South Gloucestershire patients,
CCG commissioned services deliver cancer treatments against this standard for more than 96% of
patients over the year. For 2014-15, the maximum 1% threshold for diagnostic tests (all tests – not
cancer specific) over 6 weeks consistently under-performed. One in 20 patients waited longer than
6 weeks in 2014-2015. NHS South Gloucestershire CCG is working closely with local hospitals to
improve this position for 2015-2016.

Projected service use and outcomes in first 5
years and 5-10 years
The number of people living with and beyond cancer is increasing and is set to rise further, if
existing trends continue. The chart below shows projected 20-year cancer prevalence for South
Gloucestershire. Cancer prevalence is a count of people still alive who have been diagnosed with
cancer in the past. It reflects trends in cancer incidence, mortality and survival, as well as advances
in cancer treatment and detection, and the ageing of the population. The chart shows two possible
future scenarios:
Scenario 1: assumes people will continue to get and survive cancer at increasing rates in line
with recent trends (except for prostate cancer), and the general population will continue to
grow and age.
Scenario 2: assumes people will continue to get cancer at the rate they do today, and that
survival rates will remain as they are. The estimates are therefore driven by a growing and
520/885

www.southglos.gov.uk

ageing population only.
The data in figure 16 indicate that the number of people in South Gloucestershire living with and
beyond cancer up to 20 years after diagnosis could rise to an estimated 15,900 by 2030. Figure
16: Projections of cancer prevalence

Source: Macmillan estimates based on: National Cancer Intelligence Network. 2014. MacmillanNCIN work plan - Segmenting the cancer population: All malignant neoplasms combined and top
four cancer types by Clinical Commissioning Group, 20-year cancer prevalence for the period
1991-2010, England. Maddams J, Utley M, Møller H. 2012. Projections of cancer prevalence in the
United Kingdom, 2010-2040. Br J Cancer 2012; 107: 1195-1202.

Evidence of what works
National priorities for cancer are set out in ‘Achieving World-Class Cancer Outcomes – A Strategy
for England 2015-2020’. The emphasis of the strategy is on improving patient outcomes for cancer
through a greater focus on prevention, effectively improving earlier diagnosis, ensuring the most
effective treatments are available to all to improve clinical outcomes and supporting patients living
with and beyond cancer in a holistic approach. Implementing recommendations from this strategy
are a key priority for the CCG locally and through the BNSSG Cancer Working Group working in
partnership with GPs, public health, acute hospital trusts, community partnerships, local
authorities, private hospital providers, NHS England and third sector organisation
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User views (on need, services / assets and gaps)
The experience of care is measured by the National Cancer Patient Experience Survey (CPES) of
people who have been a hospital inpatient or day case. The 2013 data have been collated to
represent people with all cancers resident in the Clinical Commissioning Group (CCG). In 2013
88% of people in South Gloucestershire rated their overall care as excellent or very good. The
England average is 88%. People rated each aspect of their care differently; only 45.9% felt that
they were definitely given enough care from health or social services satisfaction with the care
given compared to an England average of 60%. 47.1% said they were definitely told about
treatment side effects that could affect them in the future compared to an England average of
55%.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:There is a need to better understand equity of access to cancer services and work to explore
equity of access and identify where there are particular populations, geographies,
demographic who have difficulties accessing cancer services (prevention, screening and
treatment) and are considered ‘hard to reach’ groups has been highlighted in
recommendations for further needs assessment work. Establishing a rolling programme of
equity audits is good practice.
Public Health England together with the South West Cancer Network have work planned to
look at inequalities in early diagnosis across the Cancer Network area which will be useful for
informing local work.

Unmet needs and service gaps
Whilst cancer incidence and mortality rates in South Gloucestershire are similar to the England
average there is significant geographical variation rates between wards. Nationally there is
evidence of unacceptable variability in access to and experience of care across different areas,
sub-groups of the population and cancer types. It would be helpful to explore this further in South
Gloucestershire The number of people diagnosed and living with cancer each year will continue to
grow rapidly in South Gloucestershire, even with major improvements in prevention; data indicate
that the number of people in South Gloucestershire living with and beyond cancer up to 20 years
after diagnosis could rise to an estimated 15,900 by 2030. As the number of people living with and
beyond cancer grows and ages understanding their needs and planning services appropriately is a
key challenge for health and care commissioners and providers.
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Recommendations for consideration by
commissioners
Health and social care commissioners should use data to target appropriate service provision
taking into account inequalities in relation to premature mortality at ward level identified within
this chapter and the need to focus on increasing prevalence and individuals living with cancer
for longer and their associated needs.
Screening – ensure PHE screening and immunisations team use local JSNA data to develop
and commission appropriate screening services both in terms of location and capacity; and
ensure local delivery of Be Clear on Cancer Campaigns. Improve uptake of all cancer
screening, reversing the downward trajectory for breast and cervical cancer.
Pathway from prevention to treatment and end of life care - it is crucial that patients are
treated as individuals, with compassion, dignity and respect throughout. Commissioners
should work with partners including the South West Cancer Network and BNSSG Cancer
Working Group towards achieving national vision for what cancer patients should expect.
The recommendations from the National Taskforce should be taken into consideration
(Independent Cancer Taskforce, 2015) notably:
effective prevention;
prompt and accurate diagnosis; informed choice and convenient care; access to the
best effective treatments with minimal side effects (eg support providers in delivery of
cancer waits; work with local GPs to deliver the Early Diagnosis Programme; follow
NICE guidance);
always knowing what is going on and why;
holistic support;
and the best possible quality of life, including at the end of life.

Recommendations for needs assessment work
Use of one-year and five-year cancer survival data and other information to understand and
reduce variation across BNSSG in terms of outcomes and patients’ experience of health care
and other sources of support.
Explore equity of access and identify where there are particular
populations/geographies/demographic who have trouble accessing cancer services
(prevention, screening and treatment) and are considered ‘hard to reach’ groups.
Explore the health and social care need of the growing population of people who are living
with any beyond cancer to inform future service commissioning.

Bibliography
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Carers
Summary
An adult carer is defined as a carer who spends a significant proportion of their life providing
unpaid support to family and potentially friends. This could be caring for a relative, partner or friend
who is ill, frail, disabled or has a mental health problem or substance misuse problems. Carers
save the economy £119 billion per year, an average of £18,473 per carer. There can be significant
health and social problems associated with being a carer. These include risks to employment,
physical health problems including strain, mental wellbeing issues including stress, loneliness and
financial risks. The 2011 census indicated that there are 27,639 carers in South Gloucestershire 10.5% of the total population are carers, slightly above the national average of 10.3%. Of those,
5,384 – 2% of the total population – provide more than 50 hours of unpaid care per week. The
ethnic groups providing the highest level of care are from white, Irish, Gypsy or Irish traveller
communities. In South Gloucestershire 5.2% of carers report their own health as not good, rising
to 16% for those providing more than 50 hours per week. A carers’ survey undertaken in 2014/15
found a decline in the main measures concerning quality of life, satisfaction, social contact and
inclusion in discussions compared to 2012/13. As at September 2015, 5,624 carers registered
with their GPs, which represents about 20% of all carers. The proportion has increased in recent
years. An excessive or inappropriate level of care giving in children and young people increases the
risk of poor emotional and physical wellbeing and reduced life chances. The 2011 census identified
524 children in South Gloucestershire aged 0 to 15 who were carers, 1.0% of the total population
and similar to the national average of 1.1%. The proportion by ward varied considerably. The
Young People’s Health and Lifestyle Survey found young carers were 1.5 times more likely than
their peers to be from Black, Asian or minority ethnic groups, and 1.5 times more likely to have a
special educational need or a disability. Family income and GCSE attainment is significantly lower
than non-carers. Young carers in work at age 20 or 21 are more likely to be in lower skilled
occupations. The ageing population and longer life expectancies mean that the number of older
people needing care and support will increase. At a national level support is estimated to outstrip
the number of working age family members able to provide it as early as 2017. Locally estimates
of carers aged over 65 indicate that the numbers will rise from an estimated 7,798 in 2015 to
10,442 in 2030. A range of support services are commissioned for carers. This includes the Bristol
and South Gloucestershire Support Centre which supported 4,017 carers between April and
September 2015. Other support is provided through other programmes including Paul’s Place,
Time 4 Carers, and a range of Voluntary Sector Provision. The Care Act 2014 and the Children and
Families Act 2012 give carers the strongest ever recognition and right to support from the social
care system.

Recommendations for consideration
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Unmet needs and gaps identified in this chapter are considered in the development of the
carers' strategy; consideration of the support needs of the over 50’s and those living with
dementia; explore the implications of the findings of the Personal Social Services Survey of Adult
Carers; continue to develop ways to find ‘hidden carers’; review options for emergency
provision; explore the needs of working carers; review findings from the Carers' Support Centre
to support young adult carers; and embed training within adult mental health services.

Authors: Denise Swain, Commissioning Manager, South Gloucestershire Council; Paul Frisby,
Partnership Manager, South Gloucestershire CCG.

Who is at risk and why?
This chapter covers carers of all ages, including young carers. An adult carer is defined as a carer
who spends a significant proportion of their life providing unpaid support to family and potentially
friends. This could be caring for a relative, partner or friend who is ill, frail, disabled or has a mental
health problem or substance misuse problems. A parent carer is defined as a person aged 18 or
over who provides or intends to provide care for a disabled child for whom the person has parental
responsibility. The term young carer should be taken to include children and young people under
18 who provide regular or ongoing care and emotional support to a family member who is
physically or mentally ill, disabled or misuses substances… a young carer becomes vulnerable
when the level of care-giving and responsibility to the person in need of care becomes excessive or
inappropriate for that child, risking impacting on his or her emotional or physical well-being or
educational achievement and life chances. 6.5 million people in the UK are carers and this number
continues to rise. Every year over 2.1 million adults become carers and almost as many people
find that their caring responsibilities come to an end. This ‘turnover’ means that caring will touch
the lives of most of the population, as we all need or provide care or support family members
caring at some point in our lives. Carers experience different losses throughout the time they
care, and the end of the caring role can leave carers struggling to find a new purpose and focus,
whilst dealing with their bereavement. Re-integration to work and social opportunities can be
challenging for many carers. The provision of unpaid care in England and Wales is becoming
increasingly common as the population ages, with an expectation that the demand for care
provided by spouses and adult children will more than double over the next thirty years . The
ageing population and longer life expectancies mean that the number of older people needing care
and support is estimated to outstrip the number of working age family members able to provide it
as early as 2017. Over the next five year parliament, 10.6 million people will take on a new caring
role. Carers save the economy £119 billion per year, an average of £18,473 per carer. 3 in 5
people will become a carer at some point in their lives, women have a 50% chance of providing
care by the time they are 59, men by the time they are 75. The imbalance reduces amongst older
carers and men are slightly more likely to provide care than women amongst retired people – many
caring for their partners. According to an NHS Information Centre survey:
[i]

[ii]

[iii]

[iv]

[v]

[vi]

[vii]

[viii]

[ix]

Most carers (40%) care for their parents or parents-in-law
Over a quarter (26%) care for their spouse or partner.
People caring for disabled children under 18 account for 8% of carers and 5% of carers are
looking after adult children.
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A further 4% care for their grandparents and 7% care for another relative.
Whilst the majority care for relatives, one in ten carers (9%) care for a friend or neighbour.
Most carers care for just one person (83%), but 14% care for two people and 3% are caring for at
least three people.
58% of carers look after someone with a physical disability
20% look after someone with a sensory impairment
13% care for someone with a mental health problem
10% care for someone with dementia.
[x]

References [i] Department of Health, 2008, National Carers Strategy: Carers at the heart of 21st
Century Families and Communities “A caring system on your side. A Life of your own.” [ii] Children
and Family Act (2014) [iii] ADASS, ADCS and The Children's Society (2012), Working together to
support young carers and their families [iv] Facts about carers, Care UK 2014 [v] Informal care for
older people provided by their Adult children: Projections of supply and demand to 2041 in
England (Personal Social Services Research Unit) [vi] Pickard l “A growing Care Gap? The supply
of unpaid care for older people by their adult children in England to 2032, Ageing and society
(2013) [vii] Carers UK (2014) Need to Know Transitions in and out of caring; the information
challenge, based on analysis by Dr Michael Hurst, Social Policy Research Unit, University of York
[viii] Carers UK Facts and figures [ix] Facts about carers, Care UK 2014 [x] South Gloucestershire,
2010, JSNA The Big Picture

The level of need in the population
National picture
The importance of unpaid care was reflected by its inclusion as an item in both the 2001 Census
and 2011 Census. The questions asked were the same in each census, therefore direct
comparison over time on trends is possible. The 2011 Census found:
Unpaid care has increased at a faster pace than population growth between 2001 and 2011
in England and Wales. Most regions saw an increase in the number of carers and levels of
unpaid care between 2001 and 2011
There were approximately 5.8 million people providing unpaid care in England and Wales in
2011, representing 10.3 per cent of the population; in 2001 it was 10.0 per cent.
The absolute number of unpaid carers has grown by 600,000 since 2001, the largest growth
was in the highest unpaid care category, fifty or more hours per week. The largest increase
occurred in the South West, with an additional 109,602 unpaid carers. The increase in the
South West may be affected by a growth in the population aged 60-69 and a fall in those
aged 30-39 since 2001.
Figure 1 shows the hours of care provided by carers, in both the 2001 census and 2011 census:
Figure 1: Unpaid care
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The Census also found that there were over 166,000 young carers aged 5-17 in England – an
increase of over 26,000 since 2001. A 2010 survey by the BBC estimated that there may be four
times as many young carers as reported in the census. Young carers remain hidden for many
reasons including:
[i]

they do not realise that they are a carer or that their life is different to their peers
their parents do not realise that their children are carers
they worry that the family will be split up and taken into care
they don’t want to be any different from their peers
their parent’s condition is not obvious so people don’t think that they need any help
there has been no opportunity to share their story
they see no reason or positive actions occurring as a result of telling their story.
[ii]

Their needs may not become apparent until their situation reaches crisis point. Some of the ways
young people care for someone are:
Staying in the house a lot to be there for them
Helping them to get up, get washed or dressed, or helping with toileting
Doing lots of the household chores like shopping, cleaning and cooking
Looking after younger brothers and sisters
Providing emotional support or a shoulder to cry on
Census data is shown in figure 2. The Children’s Society believes this represents significant under
reporting. Many young carers remain hidden from official sight for a host of reasons, and some
young carers are as young as five years old. Many young carers come from hidden and
marginalised groups, including children caring for family members with mental illness or a
substance dependency. The majority of young carers were providing 1 to 19 hours care but over
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8% were providing 50 or more hours of care. One in 12 young carers is caring for more than 15
hours per week. Around one in 20 misses school because of their caring responsibilities. Figure 2:
Young carers

Local Picture
Local data from the 2011 Census indicates that there are 27,639 carers in South Gloucestershire 10.5% of the total population are carers, slightly above the national average of 10.3%. The age
profile of carers in the area is shown in figure 3. Figure 3: Census 2011 – numbers and age
profile of carers in South Gloucestershire
[iii]
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Figure 4 shows the percentage of carers in each age category: carers aged 50 – 64 and 65 and
over are over represented compared to the England average. Figure 4: Census 2011: carers by
age (% of resident population) in South Gloucestershire compared to the England and
Wales figures
[iv]
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Please see appendix one for data on carers by age and the ward they live in. Many of the wards
with a higher number of young carers are in the priority neighbourhoods of South Gloucestershire.
Appendix two compares hours of caring by ward, and also the percentage of the population living
in the ward with a long term disability. [i] BBC webpages [ii] Carers Trust webpages [iii] Census
2011 - Office for National Statistics via NOMIS [iv] Census 2011 - Office for National Statistics via
NOMIS

Current services and assets in relation to need
Adult carers – commissioned services
The council commissions a range of support for carer and these are detailed below: The Bristol
and South Gloucestershire Carers’ Support Centre is a well-established voluntary sector
organisation based close to South Gloucestershire in Fishponds. The Carers’ Support Centre are
commissioned by the Council to provide a range of services to support adult carers, including
adults caring for disabled children. The Carers’ Support Centre provides a diverse, creative suite of
interventions, services and activities, collectively delivering a one stop shop approach to improving
identification, recognition and support for adult carers. The service provides flexible emotional and
practical support solutions to meet carers’ individual needs and deliver positive outcomes for them.
The role of the Carers’ Centre specifically is to ensure that more carers are identified and are
accessing support to enable them to effectively undertake their caring role; that carers are
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knowledgeable and informed of their rights and entitlements and have a strong voice informing the
ongoing development of services relevant to their lives. These outcomes are delivered through a
range of interventions, including:
Connecting Carers, the free and voluntary carers’ register
Administering the carers’ emergency card. This gives carers peace of mind, so that in the
eventuality of them being taken ill when out of the house, next of kin or statutory services will
be alerted to the fact that the cared for person requires support
On behalf of the council providing carers assessments, known as Getting Help and
Connected. This programme is well embedded for adult carers, though further work is
needed to clarify and embed the process for adults caring for someone of working age with
mental health issues, and also for parent carers of people aged under 18
Carersline, offering information and signposting to carers, as well as providing emotional
support
Short term one to one support
Carers’ activities, including facilitating four carers groups
A regular newsletter to carers, and a range of events through the year
Support, training and development for carers representatives, who are involved in service
development and co-production through a range of forums
Volunteer sitting services, and a range of other volunteer opportunities
Specific support to promote good practice in GP practices and identify carers. Support is
also given at Southmead Hospital and University Hospitals Bristol to embed good practice
and support carers.
As a snapshot of activity, the following table gives some headlines for the support provided for a 6
month period, from April to September 2015: Headlines of Support offered by the Carers
Support Centre April – September 2015:
Number of carers registered with the Carers Support Centre

4,017

Number of new carers identified and registered

459

Calls to Carersline

1,097

New carers emergency cards issued

249

Carers who received 1:1 support – this is in addition to carers who received an
assessment

133

Hours of breaks offered through volunteer sitting services

1,372

Paul’s Place provides a programme of support for carers, predominantly for carers of people who
attend Paul’s Place, but membership of the programme is open to all carers. Time 4 Carers offers
a range of social activities and events for carers, to help reduce isolation. Many of the activities and
events are free to carers or subsidised. A further nine carers groups are funded by the council,
giving carers the opportunity to meet, share information, support each other and discuss the
issues arising from their caring responsibilities. There are specialist groups for carers of people with
mental health difficulties, for Chinese carers and the South Asian Community. A carers’ choir is
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subsidised by the council, and takes place weekly in South Gloucestershire. The South
Gloucestershire Chinese Association is funded to support carers and service users, and will be
working to develop sitting services for the cared for person. The council contributes to the
provision of the Short Intervention Night Sitting service, provided by Sirona Care and Health, the
community health provider in South Gloucestershire. The service aims to prevent hospital
admission for the carer and cared for person and breakdown in the caring arrangements. Other
services which support carers include: The Alzheimers Society provide specialist carers groups for
people caring for someone with dementia, and Memory Cafes offering regular information and
support for people with dementia and their carers. Support workers also offer 1:1 support and
information to carers and people living with dementia. Specialist organisations such as Headway
(which works to improve life after brain injury), the Multiple Sclerosis (MS) Society and Bristol Area
Stroke Foundation also offer support to carers as a key part of their role working with service
users. Age UK are available to signpost carers to appropriate support. The National Autistic
Society supports adults with autism up to the age of 18 through its Avon branch; the South
Gloucestershire branch also supports carers and families affected by autism. The Carers’ Support
Centre has attracted external funding for the following areas:
Young carers activities, including the development of the Young Carers’ Zone
Carers breaks and activities
Young carers in education project
Carers holidays
Time for change – support for young adult carers
To support carers in paid employment
External funding has also enabled a range of courses for carers to be delivered, running over 5
sessions:
Caring with Confidence – for anyone who is caring, it helps carers build up knowledge in
making decisions, working with professionals, getting practical support and looking after
themselves
Caring and Understanding Dementia – aiming to give carers a better understanding of
dementia and its effects and how to manage their own health and wellbeing
Caring for those in the later stages of life – for anyone caring for someone with a life limiting
illness, giving carers a safe space to discuss complex issues, gain information and share
experiences.

Parent Carers of disabled children
Services focus on providing breaks for disabled children, sometimes with their parents or carers,
but sometimes with a focus on giving the parents a break from their caring role, while the child or
young person has an enjoyable opportunity to have new experiences, or meet new people or learn
new skills. The South Gloucestershire Parents and Carers provide peer support, information and
an opportunity to get involved and influence the delivery of services in South Gloucestershire. The
Carers’ Support Centre offer information and signposting for parent carers through Carersline. The
council is working with the Carers’ Support Centre to clarify how all parent carers of disabled
children can access carers’ assessments, and where there is an outstanding assessed need,
direct payments to meet that need.
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Young Carers
Support for young carers has primarily come via the Young Carers Project run by the Carers’
Support Centre and commissioned by South Gloucestershire Council. Over the past year the
Carers Support Centre has worked with 71 young carers. Referrals are made from a variety of
sources, e.g. social care (children and adults), schools and self-referral. Referrals from GPs, nurses
and adult mental health services remain at a low level. The Young Carers’ Project aims to meet the
needs of more complex cases and/or where the levels of caring are having a significant impact on
the child or young person. Support includes one-to-one support, group-work, and a wide range of
activities with young carers, advocacy, family support, and residential breaks and respite. In
addition to this more specialist service, eight secondary schools have set up support groups for
young carers, and Stroud & South Gloucestershire College has established a system of
identification and support for young carers. There are now 82 young people being supported in
South Gloucestershire schools, in addition to those young people supported by the Carers
Support Centre.

The offer to carers
Services to support carers fall into four broad categories
i. Services that are open to all people who define themselves as carers. These services include
many of the services provided by the Carers Support Centre, and access to carers’ groups.
The Council and partners also arrange events and activities to raise awareness of carers’
issues and support available. Examples of these events are the Carers Rights Day and
Carers’ Week events.
ii. Services that directly support the carer, often provided through direct payments, which are
cash payments made by the council, following a carers assessment. Since April 2013, the
Getting Help and Connected process has resulted in an improvement in the consistency of
carers’ assessments, with good feedback received from carers on the process. Ongoing
direct payments have decreased, as packages of support have been assigned to the service
user, rather than the carer, where replacement care is involved. There has been a marked
increase in the numbers of carers receiving a one off direct payment to meet their needs,
which has enabled more carers to meet their outcomes in terms of breaks from their caring
activity (see figure 5).
[1]

Figure 5: Assessments and payments
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iii. Services focussing on replacement support for the cared for person, such as home care,
sitting services, day care and short breaks, all of which relieve the carer for a time from their
caring responsibilities. These services result from an adult care assessment of the cared for
person and the carer, and are dependent on meeting eligibility criteria.
iv. A range of emergency support for carers and the person they care for. This includes the
Carers’ Emergency Card, emergency short term support provided by the Rapid Response
Team at the council, and the Short Intervention Night Sitting service to avoid hospital
admission for the carer or cared for person. Also in this category are a range of telecare
solutions including alarm systems. The development of telecare and the universal responder
service, provided by the Rapid Response Team if carers are not living close to the cared for
person, have given carers reassurance that the person they care for is safe and well.
[2]

Assets
Carers’ representatives have praised the contribution of the community and voluntary sector, its
expertise and contribution to supporting carers to continue in their caring role. A key asset is the
strong profile offered by the Carers’ Support Centre. The Carers’ Support Centre offer an evolving
and diverse range of volunteering opportunities for carers, which includes people who have ceased
caring, and wish to share their knowledge, expertise and time to benefit others. The Carers’
Support Centre have been able to develop a Young Carers’ Zone within the Vassall Centre, which
offers a fantastic space for young carers and other young people. This was made possible through
fundraising, and opened in 2015. The awarding of three years council funding for a range of carers
support services, starting in April 2015 has been a very positive development for the sector,
enabling services to grow and develop over this time. The Carers’ Support Centre have been
successful in attracting external funding to focus on particular areas of service development.
Securing two years of funding for the Carers in Paid Employment project in 2015 was a notable
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success, with learning from this project informing national direction. The Carers’ Support Centre
have also secured funding to support young adult carers. The work of the health team has helped
to bring a stronger carers focus in primary and acute care, and has raised the profile of carers
amongst GP practices. A lot of work has focussed on embedding positive practice for carers at
Southmead Hospital and University Hospitals Bristol, creating key links with wards and working
with North Bristol Trust to develop and embed their strategic approach to carers. The development
of a GP app has supported GPs to refer carers to the Carers Support Centre in an easy and
straightforward way. The Council and Clinical Commissioning Group work together at a strategic
level to plan and commission carers’ support and services jointly. The Carers’ Strategy 2011 –
2014 was a joint document, and the developing new strategy will also be a joint document. The
Carers’ Advisory Partnership is a multi-agency forum, which oversees and directs the development
of carers’ services and support in South Gloucestershire. The partnership is well established and
productive. The Carers’ Advisory Partnership has an important role in strategic development and
considering implications for carers moving forward.

Carer Involvement
Volunteer carers representatives are members of the Carers’ Advisory Partnership and have a
strong role in raising queries and comments from carers and contributing to the development of
services, support and strategies. Carers are also represented at:
the Carers’ Strategy Implementation Group
the Learning Difficulties Partnership Board
the Mental Health Service User and Carer Group
the Older People’s Programme Group.
Carer representatives receive support and training from the Carers’ Support Centre, and have
played a key role over recent years in a co-produced approach to developing the carers’
assessment process, Getting Help and Connected and Connecting Carers, the voluntary carers
register. Peer networks for carers are developing, for example a carer is currently exploring the
needs of former carers, with a view to enabling peer support. Young carers have been supported
to develop their skills and confidence in presentations, for example to GP practices and within
schools. They have also been involved in consultations regarding services and developments for
young people. The South Gloucestershire Parent Carer Forum is another local asset, in relation to
the high quality of peer support it offers. The group is involved in influencing policy and strategic
decisions, and is a key member of the newly formed 0 – 25 Partnership Board. Sirona, the
Community Interest Company providing healthcare in South Gloucestershire, ensure carers views
are represented in a variety of ways:
The carer’s voice is represented on the Sirona Service User Panel
Sirona’s membership Board includes a carer representative.
Sirona has links with the South Gloucestershire Carers’ Support Centre and other carers’
organisations.
Sirona is a member of the Carers Strategy Implementation Group and the Carers’ Advisory
Partnership
[1] Care Act Guidance 2014 in relation to carers: Where an individual provides or intends to provide
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care for another adult and it appears that the carer may have any level of needs for support, local
authorities must carry out a carer’s assessment. In considering whether a carer has eligible needs,
local authorities must consider whether:
the needs arise as a consequence of providing necessary care for an adult;
the effect of the carer’s needs is that any of the circumstances specified in the Eligibility
Regulations apply to the carer; and
as a consequence of that fact there is, or there is likely to be, a significant impact on the
carer’s wellbeing.
A carer’s needs are only eligible where they meet all three of these conditions. To be eligible, a
carer must be unable to achieve any of the following outcomes: (i) carrying out any caring
responsibilities the carer has for a child, for example, the carer might be a grandparent with caring
responsibilities for their grandchildren (ii) providing care to other persons for whom the carer
provides care, for example a carer may also have caring responsibilities for a parent in addition to
caring for the adult with care and support needs. (iii) maintaining a habitable home environment
(iv) managing and maintaining nutrition (v) developing and maintaining family or other significant
personal relationships (vi) engaging in work, training, education or volunteering (vii) making use of
necessary facilities or services in the local community (viii) engaging in recreational activities [2]Care
Act Guidance 2014 in relation to adult eligibility: The national eligibility criteria set a minimum
threshold for adult care and support needs and carer support needs which local authorities must
meet. All local authorities must comply with this national threshold. Authorities can also decide to
meet needs that are not deemed to be eligible if they chose to do so. The eligibility threshold for
adults with care and support needs is set out in the Care and Support (Eligibility Criteria)
Regulations 2014 (the ‘Eligibility Regulations’). The threshold is based on identifying how a
person’s needs affect their ability to achieve relevant outcomes, and how this impacts on their
wellbeing. In considering whether an adult with care and support needs has eligible needs, local
authorities must consider whether:
The adult’s needs arise from or are related to a physical or mental impairment or illness.
As a result of the adult’s needs the adult is unable to achieve two or more of the specified
outcomes
As a consequence of being unable to achieve these outcomes there is, or there is likely to
be, a significant impact on the adult’s wellbeing.
An adult’s needs are only eligible where they meet all three of these conditions.

Projected service use and outcomes in 3-5 years
and 5-10 years
There is likely to be considerable unmet need currently amongst carers. The best indicator of
usage and the number of carers identifying themselves is Connecting Carers, the carers’ register
held by the Carers’ Support Centre. There are currently 4,017 carers registered, which represents
14.5% of the carers who self-identified in the 2011 census. The carers registered with their GP
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practice presents a higher proportion of carers (20%) but is still significantly lower than the
prevalence of people in a caring role. It is difficult to ascertain the total number of carers using
services, as there is such a wide range of support available; for this reason the Connecting Carers
and GP registers are the most reliable indicators. The number of carers taking up the offer of a
carer’s assessment is approximately 2% of the carer population. Again, the percentage of take up
is likely to represent a significant level of unmet need. The focus of much of the local work is in
encouraging hidden carers to register, which is one way in which they can access information and
support. There has been a marked increase in the number of carers registered, but on an ongoing
basis there is significant work to do across agencies to support carers to register. There is a
projected major increase over the next 10 – 15 years in the number of older people in South
Gloucestershire whose day to day activities are limited significantly by disability (see figure 6):
Figure 6: Projections
[i]

This is likely to have an impact on families, friends and neighbours, as they will require support to
live independently. Projecting Older People’s Population Information System (POPPI) sets out the
following projected increase in the number of people aged 65 and over who are carers: POPPI:
Provision of unpaid care - People aged 65 and over providing unpaid care to a partner,
family member or other person, by age, projected to 2030

Number of carers aged 65
and over in South
Gloucestershire

2015

2020

2025

2030

7,798

8,425 an 8%
increase on
2015

9,234 a 10%
increase on
2020

10,442 a 13%
increase on
2025

The Care Act 2014
The new requirements of the Care Act amount to a significant step forward for the rights of carers,
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and, for the first time, an equivalence in law with the people for whom they care. All of the
provisions in Part 1 of the Care Act are underpinned by a general duty on councils to promote an
individual’s wellbeing, and this duty applies equally to carers as to people needing care and
support. For the first time, local authorities are required through the Care Act to meet eligible
needs for support, and where carer’s needs do not meet the criteria, written information and
advice will be provided about meeting or reducing or preventing needs. Through a carer’s
assessment, the council is required to explore:
whether a carer or potential carer is willing and able to care and continue to care
the outcomes that a carer wishes to achieve in day to day life and whether the provision of
support to the carer could contribute to the achievement of those outcomes
whether the carer works or wishes to work and whether they are participating or wish to
participate in education, training or recreation. The Care Act reaffirms existing legislation in
this area
A ‘whole family approach’ to assessment, which includes parenting and other caring
responsibilities.

Other duties in the Care Act include:
For the council to identify carers with unmet needs within their local population, in cooperation with NHS bodies. In a similar way, the Children and Families Act requires local
authorities to take steps to identify the extent to which there are young carers within their
area who have unmet needs for support
Involving carers when assessing the cared for person’s need for care and support, and when
preparing care and support plans
The provision of advocacy support to service users and carers.

The Children and Families Act 2014
The Children and families act ensures a more consistent approach to the support for parent carers
alongside other carers, removing the requirement that a parent carer must be providing, or
intending to provide, a ”substantial amount of care on a regular basis” in order to be assessed.

The Young Carers (Needs Assessments) Regulations 2015
These regulations, in place since April 2015, set out what a local authority must determine through
a young carer’s needs assessment. The local authority must consider the impact of the needs of
the young carer’s family on the wellbeing of the young carer and any child in that family, and in
particular, on their education and personal and emotional development.

National Strategies
The National Carers’ Strategy: Carers at the heart of 21st century families and communities (2008)
set out the following strategic vision and outcomes for carers:
Carers will be universally recognised and valued as being fundamental to strong families and
stable communities
Support will be tailored to meet individuals’ needs, enabling carers to maintain a balance
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between their caring responsibilities and a life outside caring, while enabling the person they
support to be a full and equal citizen.
Recognised, valued and supported: Next steps for the Carers’ Strategy (2010) identified four
priority areas as follows:
Supporting those with caring responsibilities to identify themselves as carers at an early
stage, recognising the value of their contribution and involving them from the outset both in
designing local care provision and in planning individual care packages
Enabling those with caring responsibilities to fulfil their educational and employment potential
Personalised support both for carers and those they support, enabling them to have a family
and community life
Supporting carers to remain mentally and physically well.
The Carers’ Strategy Second National Action Plan 2014-2016 builds on the previous strategies
and plans, with a renewed focus on information, and simple ways of navigating the system through
a single portal, and a focus on early intervention within local communities and supporting carers to
look after their own health and wellbeing.

Local strategies
All local strategies draw on national guidance, evidence and strategies. The Joint Carers’ Strategy
2011 – 2014 (5) is currently being refreshed and updated. The strategy aimed to:
enable services for carers which promote independence for them and the person they care
for
ensure carers are able to make choices about when, where and from whom they receive
support and services
improve the quality of services commissioned on behalf of carers and that carers commission
for themselves.
The key challenges over the longer term in relation to identifying and supporting carers are:
Increasing the number of carers who have joined Connecting Carers, the carers’ register.
Joining the register enables carers to receive information, connect with others, and access
support.
An increase in the need for care and support from the ageing population and the increase in
prevalence of age-related illnesses such as dementia. The number of people with dementia is
expected to grow from 700,000 people in 2008 to 1.4 million people in 2038. Locally
numbers of people living with dementia are predicted to increase from 3,000 people in 2015,
to 6,000 in 2035
Increasing costs to society of health and social care funded from a shrinking working-age
population
There is also a continuing shift away from institutional care to care provided at home and in
the community. The majority of people with dementia, for example, are now cared for at
home by a relative or friend. While this shift is welcome, it is important to recognise that the
pressure on families to care in their own homes, particularly for spouses and partners, is
growing significantly and is predicted to double over the next 30 years
[ii]
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a decreasing pool of carers through likely continued trends in family breakdown and social
mobility, however Carers UK suggest that by 2030 there could be nine million carers looking
after someone as more people needing care to stay at home are cared for by two or three
carers sharing the care rather than just one person. With pension reforms, people are also
having to work for longer
ageing population of carers and increasing dependency of the cared for person , as well as
carers managing a multiplicity of caring roles, including multi-generational caring and mutual
caring
growing expectations about support and services, their flexibility and reliability
more carers will need to work and care, and will require support to either gain employment or
continue to work whilst juggling roles. There will also be an increased pressure on services to
provide replacement care whilst carers are working. Employers are losing skilled and
experienced staff between the ages of 45 and 64 who are in the ‘peak age’ of caring. Over
half of the respondents to Carers UK State of Caring Survey in 2013 who gave up work to
care, said they have spent over 5 years out of work. Of those who gave up work, retired early
or reduced hours to care, 25% said they did so because the cost of replacement care was
too high, 23% said services were not sufficiently flexible and 20% said services were not
sufficiently reliable. 25% said that although their employer was sympathetic, they were not
offered support
The Care Act has not as yet resulted in a significant increase in carers requesting
assessment or support in South Gloucestershire, and this situation is replicated across the
South West. Demand is being tracked to assess the impacts of the Care Act
The wide gap between the numbers of identified young carers and the likely prevalence
based on the 2010 research carried out by the BBC, combined with improving efforts to
identify young carers, points to a highly probable increase in demand for support services
within three to five years
The hidden nature of caring, especially within families where there are mental health or
substance misuse issues, means that this area will undoubtedly remain a challenge for many
years to come, or at least until the stigma of living with those issues reduces
Whilst the Care Act 2014 focuses on support to carers to assess and support their needs,
there is a need for former carers to receive support when caring stops. This can help carers
to re-define their skills, re-focus on work and create new networks and social opportunities.
There is currently a gap for these needs to be met, but this is being explored.
[i] POPPI – Projecting Older People Population [ii] National Dementia Strategy, 2009

Evidence of what works
National evidence and learning
The Department of Health has provided guidance for local authorities on effectively and efficiently
delivering the carer elements of the Care Act 2014. It brings together statutory guidance
relating to carers with existing good practice and effective operating models from across the
country that can help fulfil the requirements and expectations of the Act. A memorandum of
[i]
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understanding for use between adult care and children and young people’s departments has been
developed to improve support for young carers. South Gloucestershire will explore implications of
implementing this. The characteristics of interventions that impact on outcomes for young carers:
Effective interventions provide young carers with recognition of their particular situation,
providing an in depth understanding of young carers’ issues
A caring role can be socially isolating. The interventions are designed to reduce isolation
Young carers may experience erratic parenting and do not always receive the emotional
warmth that might be expected from a parent. The interventions provide stable adult contact
and positive role models for young carers
The services provided by voluntary sector organisations have a degree of independence; this
helps the young carer develop a trusting relationship with workers and helps workers perform
an advocacy role with other (statutory) services when one is required
Effective services show success in working with the whole family across children’s and
adults’ services.
[ii]

Princess Royal Trust (2010): ‘Supporting Carers – Early Interventions and Better Outcomes’
provides evidence of outcomes from a range of carer interventions, including earlier identification,
group and peer support, and breaks services. A 2012 study into psychological interventions for
carers of people with dementia found that a mixed approach to carer support, combining
individual and group sessions with technology based interventions were most effective. The START
(STrAtegies for RelaTives) study assessed the effectiveness and cost effectiveness of providing
eight psychological therapy sessions for carers of people with dementia. The intervention was
found to be both an effective and cost-effective addition to usual care. A review of the evidence
base relating to outcomes for carers in 2010 identified that the strongest evidence of effectiveness
relates to education, training and information for carers. Another 2009 study focussed on how
specific interventions achieved the outcomes for carers including carer support groups, stress
management, education and training and carers breaks. A 2015 study aimed to determine
whether interventions provided to people caring for those with severe mental illness (schizophrenia
and bipolar disorders) improve the experience of caring and reduce caregiver burden. The results
identified that carer-focused interventions (especially support interventions and psychoeducation)
appear to improve the experience of caring and quality of life and reduce psychological distress of
those caring for people with severe mental illness, and these benefits may be gained in first
episode psychosis.
[iii]

[iv]

[v]

[vi]

[vii]

Local evidence and learning
The ability for carers to plan their own flexible breaks, in a simple, straightforward way, is highly
valued. The feedback from carers about their experiences of Getting Help and Connected, the
Carers’ Assessment, is very positive. Carers value the opportunity to reflect on their situation with a
knowledgeable member of staff, and many carers appreciate the direct payment they have
received, which enables them to fund a break from their caring role in the way that suits them. In
December 2013 the Carers’ Support Centre measured the social return on investment (SROI) value
of the Carers’ Health Project, working in hospitals and GP practices. The report identified that the
support was having a positive impact on:
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improving the mental wellbeing of the carer, cared-for and also wider friends and family
improving the physical wellbeing of the carer
reducing health service costs
increasing the productivity of the carer
The total SROI was measured at £3.6 million per year; a huge demonstration of the value of the
work compared against the annual project costs across Bristol and South Gloucestershire of
£200,000. The Carers’ Support Centre are working to implement the Carers’ Star, developed by
Carers’ Trust, as a tool to monitor effectiveness of interventions. [i] The Care Act: efficient and
effective interventions for implementing the Care Act 2014 as it applies to carers [ii] Princess Royal
Trust for Carers, 2008 [iii] Elvish et al (2012): ‘Psychological interventions for carers of people with
dementia: a systematic review of quantitative and qualitative evidence’ [iv] Livingston et al (2014):
‘START (STrAtegies for RelaTives) study: a pragmatic randomised controlled trial to determine the
clinical effectiveness and cost-effectiveness of a manual-based coping strategy programme in
promoting the mental health of carers of people with dementia’ [v] Parker et al (2010): ‘Meta-review
of international evidence on interventions to support carers’ [vi] Victor (2009): ‘A Systematic Review
of Interventions for Carers in the UK: Outcomes and Explanatory Evidence’ [vii] Yesufu-Udechuku
et al (2015): ‘Interventions to improve the experience of caring for people with severe mental
illness: systematic review and meta-analysis’ [viii]
http://www.carerssupportcentre.org.uk/carers-health-project-valued-at-3-6-million-per-year/
[viii]

User views (on needs, services / assets and
gaps)
Over 200 carers contributed to the Joint Strategy for Carers throughout a 5 month period of
consultation in 2010. Three cross cutting themes were identified by carers as key to the future
development of support and provision of services:
Support and services must be accessible to all recognising every carer as an individual with
specific needs
An approach which promotes access to preventative services with a focus on enabling
carers to sort out the simple things can make a huge difference to their lives
Recognition of carers as expert care partners.
The issue of short breaks has been raised by one of the carers groups, who were concerned about
the availability and process for booking short break beds in nursing and residential homes. This
area is being explored, and will be included in how care homes are commissioned into the future.

Personal Social Services Survey of Adult Carers in England 2014-15
The Personal Social Services Survey of Adult Carers is a biennial survey, carried out by councils. It
took place in its current format for the first time in 2012 -13. Carers’ thoughts and opinions were
sought on a number of topics that are considered to be indicative of a balanced life alongside their
caring role. The survey covers carers aged 18 or over, caring for a person aged 18 or over, where
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the carer has been assessed or reviewed, either separately or jointly with the cared-for person, by
social services during the 12 months prior to the sample being identified. In South Gloucestershire,
284 people responded out of the 426 surveys that were sent to carers (66.7% response rate). In
2012 – 13, 225 people responded out of the 392 surveys (57.4% response rate) which were sent
to carers. Figure 7 sets out comparisons between the survey responses for the two episodes the
survey has been run, and against the England averages for these two episodes: Figure 7: Carers
survey

This shows that carer satisfaction has reduced across all indicators, except for finding it easy to
find information. The most marked change is in carers having as much social contact as they
would like. In addition to statistical data, carers were invited to make general comments and to
comment on information and advice received. The comments have been analysed and grouped
according to themes. Work is underway across the South West to explore the sharing good
practice from those areas where carers expressed a relatively higher quality of life. The data from
the surveys will also be incorporated into the development of the Carers’ Strategy.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:An Equality Impact Assessment will be carried out as part of the development of the Carers’
Strategy.
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National picture
The following data is taken from the 2011 Census national data produced by the Office for National
Statistics:
[i]

Gender
In 2011, 58% of unpaid care was provided by women, and 42% by males. This represents 11.8%
of the total female population and 8.9% of the total male population in England. Women in
employment provided more unpaid care than men in employment. Part-time workers in England
provided the most unpaid care out of all of those people who were working, with 16.1% of women
working part-time and providing some level of unpaid care. The emergence of the “sandwich
generation” is characterised by older woman balancing care responsibilities and work. Many
women are caught between providing care for both grandchildren and elderly parents, often while
continuing to earn and pursue their career. In England and Wales, women working full-time and
providing 50 or more hours of unpaid care per week were 2.7 times more likely to have ‘Not Good’
health compared with those providing no unpaid care and in full-time work. The corresponding
value for men was 2.4.
[ii]

Age
Those aged 50 to 64 provided the most care and this was also the age group with the greatest
gender inequality with 24% of women aged 50 to 64 proving unpaid care, compared with 17% of
men in the same age group.

Carers from Black and Minority Ethnic Communities
The 2011 National Census demonstrated the proportion of people providing unpaid care and the
amount of care provided varied among ethnic groups. The three highest providers of unpaid care
provision were within the White ethnic group, with 11.1% of British people providing care, 11% of
Irish people and 10.7% of Gypsies or Irish Travellers. The lowest proportion of unpaid carers was
within the White and Black African (4.9%), Chinese (5.3%), White and Asian (5.3%) and Other
White (5.3%) ethnic groups. For all ethnic groups, the most common length of time spent providing
unpaid care was 1 to 19 hours per week. The Gypsy or Irish Traveller ethnic group provided 50 or
more hours of unpaid care per week. The lower level of caring amongst the BME population may
be linked to age of the population – as it is generally younger and therefore less likely to have older
parents or other relatives needing care. Research has suggested that when age is accounted for,
BME families are more likely to provide care for older or disabled family members. Black, Asian
and Minority Ethnic Carers (BAME) face the same issues as all carers, but may face additional
barriers such as cultural barriers, use of stereotypes, and language or literacy barriers which can
increase poverty and social exclusion. Certain groups also experience greater levels of isolation,
namely Pakistani and Bangladeshi carers. The majority of BAME carers are of working
age. Around half of BAME workers juggle work and care. Personalisation has offered BAME carers
real opportunities for how they and the person they care for are supported, though it has brought
administration difficulties for some. 60,120 BAME carers in England are in poor health. This is
slightly higher (by 0.6%) than White British carers. BAME groups are more likely to be caring for a
[iii]

[iv]
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sick or disabled child, especially for an adult disabled son or daughter aged 20 to 24. They are
more likely to be caring for someone with a mental illness. Detailed data from the 2011 census
relating to carers in South Gloucestershire from ethnic minorities is set out in Table 1. The local
picture is similar to the national picture, in that the highest proportion of carers come from the
white, Irish, Gypsy or Irish traveller communities. There are also significant proportions of people
caring in the Caribbean and Pakistani communities, although the numbers of carers are small.
Table 1: Provision of unpaid care by ethnicity and hours of care provided
[v]

[vi]

Provides
no
unpaid
care

Provides
unpaid
care:
Total %

Provides
unpaid
care:
Total

Provides
1 to 19
hours
unpaid
care a
week %

Provides
1 to 19
hours
unpaid
care a
week

Provides
20 to 49
hours
unpaid
care a
week %

Provides
20 to 49
hours
unpaid
care a
week

Provides
50 or
more
hours
unpaid
care a
week %

Provides
50 or
more
hours
unpaid
care a
week

Carer category

All usual
residents

Provides
no
unpaid
care %

White: Total

249,574

89.3

222,752

10.7

26,822

7.5

18,726

1.1

2,851

2.1

5,245

English/Welsh/Scottish/Northern
Irish/British

241,611

89.1

215,281

10.9

26,330

7.6

18,425

1.1

2,773

2.1

5,132

Irish

1,223

86.9

1,063

13.1

160

8.0

98

2.0

25

3.0

37

Gypsy or Irish Traveller

271

86.0

233

14.0

38

7.0

19

1.5

4

5.5

15

Other White

6,469

95.5

6,175

4.5

294

2.8

184

0.8

49

0.9

61

Mixed/multiple ethnic group:
Total

3,667

95.1

3,489

4.9

178

3.6

132

0.6

22

0.7

24

White and Black Caribbean

1,516

95.1

1,442

4.9

74

3.6

54

0.5

7

0.9

13

White and Black African

396

95.5

378

4.5

18

3.8

15

0.5

2

0.3

1

White and Asian

1,016

95.4

969

4.6

47

3.4

35

0.8

8

0.4

4

Other Mixed

739

94.7

700

5.3

39

3.8

28

0.7

5

0.8

6

Asian/Asian British: Total

6,440

93.3

6,008

6.7

432

4.4

282

1.1

71

1.2

79

Indian

2,699

94.4

2,547

5.6

152

3.7

100

0.8

22

1.1

30

Pakistani

698

89.3

623

10.7

75

6.3

44

2.6

18

1.9

13

Bangladeshi

238

92.9

221

7.1

17

6.3

15

0.4

1

0.4

1

Chinese

1,312

93.8

1,231

6.2

81

4.4

58

0.9

12

0.8

11

Other Asian

1,493

92.8

1,386

7.2

107

4.4

65

1.2

18

1.6

24

Black/African/Caribbean/Black
British: Total

2,218

93.1

2,065

6.9

153

4.5

100

1.2

27

1.2

26

African

987

96.3

950

3.7

37

1.9

19

0.9

9

0.9

9

Caribbean

980

89.7

879

10.3

101

7.2

71

1.5

15

1.5

15

Other Black

251

94.0

236

6.0

15

4.0

10

1.2

3

0.8

2

Other ethnic group: Total

868

93.8

814

6.2

54

4.5

39

0.6

5

1.2

10

Arab

366

95.4

349

4.6

17

3.3

12

0.8

3

0.5

2

Any other ethnic group

502

92.6

465

7.4

37

5.4

27

0.4

2

1.6

8

South Gloucestershire

262,767

89.5

235,128

10.5

27,639

7.3

19,279

1.1

2,976

2.0

5,384

Carer’s Health and disabilities
The 2011 Census demonstrated that the general health of carers deteriorates incrementally with
the increasing hours of care provided. 5.2% of carers reported their own health as ‘not good’ and
this rose to almost 16% among those caring for more than 50 hours a week. Many carers report
that caring results in a negative and often lasting impact on their physical and mental health, but as
with the rest of the population, many people with existing disabilities or long term conditions also
[vii]
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take on caring responsibilities. Of respondents to Carers UK’s State of Caring 2013 survey, 8%
were receiving Disability Living Allowance as a result of their own disability or ill health. Disabled
carers are more likely to give up work (61% of working age disabled carers compared to 52% of
non-disabled working age carers) and were less likely to be in paid work alongside caring (only
18% compared to 33% of carers who were not disabled). The data from the South
Gloucestershire 2011 census evidences poorer health outcomes for carers than the general
population; and the impact on health outcomes worsens with the increase in hours of caring
provided (figure 8).. Figure 8
[viii]

[ix]

As at September 2015, there were 5,624 carers registered with their GP practices, which
represents about 20% of all carers. This represents a significant increase over recent years, but is
still a low proportion of all carers. The Carers’ Support Centre are working to support practices to
identify and register carers, and ensure they are aware of support available to them.

Young Carers
The Children’s Society report shows the differential impact that caring has on young carers
compared to other children, including restricting their educational attainment in school and the
knock-on effect that this can have on employment opportunities, careers and later life; the greater

546/885

www.southglos.gov.uk

likelihood that, in contrast to other young people, young carers will not be in education, training or
employment between the ages of 16-19; the reduced income that characterises many young
carers' families (living on benefits, limiting disability, worklessness); and that young carers are still
no more likely than other children to be in contact with social services and educational welfare
services - services that are mandated to offer them support. There is detailed data in South
Gloucestershire from the Young People’s Health and Lifestyle Survey, which asked young people if
they were carers. Young carers are 1.5 times more likely than their peers to be from black, Asian or
minority ethnic communities, and are twice as likely to not speak English as their first language.
Young carers are 1.5 times more likely than their peers to have a special educational need or a
disability. The average annual income for families with a young carer is £5000 less than families
who do not have a young carer. Young carers have significantly lower educational attainment at
GCSE level, the equivalent to nine grades lower overall than their peers e.g. the difference between
nine B’s and nine C’s. Young carers in work at age 20 or 21 are more likely to be in lower skilled
occupations. Former young carers are more likely to be in professions such as personal services,
sales or customer service occupations than their peers, and less likely to be in managerial,
associate or skilled trade roles than their peers. Young carers are sometimes influenced by the
skills gained through their experiences, for example, applying for work in the ‘caring professions’.
[i] Office of National Statistics webpages
http://www.ons.gov.uk/ons/guide-method/census/2011/index.html [ii] Institute for Public Policy
Research The Sandwich Generation 2013 [iii] Carers Uk Who Cares Wins, statistical analysis of the
census [iv] Carers UK, 2011, Half a Million Voices – Improving Support for BAME carers [v] Carers
UK, 2011, Half a Million Voices – Improving Support for BAME carers [vi] Census 2011 - Office for
National Statistics via NOMIS [vii] Department of Health 2014 – 2016 Carers action plan [viii] Facts
about carers Carers UK 2014 [ix] Census 2011 - Office for National Statistics via NOMIS [x] Hidden
from View The Children’s Society 2013 [xi] Dearden and Becker (2000) Growing up caring:
Vulnerability and transition to adulthood – young carers’ experiences Foundation by the National
Youth Agency
[x]

[xi]

Unmet needs and service gaps
Further research is required and underway to understand the pressures on carers regarding
the provision and availability of reliable replacement care to enable carers to take breaks.
This includes short breaks in residential and nursing care, as well as replacement support in
the home.
Work has also begun to understand the provision of emergency breaks, for example for
when a carer is unwell or admitted to hospital. This service is commissioned from the
Community Health Services Provider, Sirona. Should caring relationships break down, the
financial implications for health and social care are significant, in terms of providing care and
support on an ongoing basis.
Carer representatives at the Learning Difficulties Partnership Board have raised that people
with learning difficulties living with their parents would benefit from a transition plan to another
setting, in preparation for the person moving on from their family setting. This may involve
embedding short breaks into the person’s care package
The provision of Health Checks for carers. Health checks for carers has been piloted
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nationally, and the evidence from these pilots can be used to build a case for public health to
consider health checks in GP practices. A business case will be developed for this work
during the course of the next South Gloucestershire Carers’ Strategy
Considerable efforts have been made to support carers to identify themselves and access
information and support. However carers still say that they are not clear on where to go, or
what is available. Identifying carers requires effort from all organisations who come into
contact with carers.
The implementation of the Care Act 2014 is a key issue. To date, the council hasn’t seen a
significant increase in the numbers of carers requesting assessment or support, but the
situation requires ongoing monitoring
In line with the Children and Families Act 2014, to ensure young carers receive assessment
and support where need is identified. There remains a significant gap between the number of
identified young carers and the likely prevalence. Improved identification needs to be
matched with tailored support for young carers and their families
Young adult carers aged 18 – 25 face different issues and barriers to many older carers.
Supporting and understanding the needs of young adult carers at this vital area of transition
is an area for development, and the Carers’ Support Centre have received external funding to
focus on this area.
Developing pathways for carers of disabled children, to ensure they receive an assessment
of their needs and enabled to access support
Developing processes to ensure carers of people with mental health issues are assessed and
receive appropriate information and support.
Support for working carers and their employers has been a gap in services for some time; a
conference for employers and carers in 2009 identified a range of potential actions. The
recent award of two years funding from central government will enable a specific project to
take forward this work, and develop learning to be used nationally
Some initial work has been done to consider the needs of bereaved carers, or carers of
people who have moved into residential or nursing care. Further work is needed to scope
the needs in this area, a carer is leading on some early engagement work with ex-carers.

Recommendations for consideration by
commissioners
That the unmet needs and gaps identified above are considered in the development of the
carers’ strategy
Given the increasing number of carers age 50 and over, to consider how services and
support can best meet these carers’ needs.
Given the predicted rise in the number of people living with dementia, to consider the specific
support needs of this cohort of carers
To fully explore the findings of the Personal Social Services Survey of Adult Carers, to
consider the implications of carers’ responses, and ensure ways of supporting carers are
built into the development of the carers’ strategy
To continue to develop ways of finding “hidden” carers, building on effective work in
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partnership with pharmacies, community and health settings. The detailed information from
the census will be important in focussing on those areas of highest need
That options for emergency provision are reviewed, and particularly the extent to which the
Short Intervention Night Sitting Service meets the needs and demand for emergency
provision.
To continue to explore the needs of working carers and innovative ways of meeting their
needs through the Supporting Carers in Paid Employment project
That a business case is developed for providing health checks for carers, taking account of
the results of the national pilot and the other health checks now offered
That we learn from the project at the Carers’ Support Centre to support young adult carers
aged 16 – 25, and that the sustainability of this work is considered.
Greater strategic efforts to embed training within adult mental health services about the need
to identify and assess and refer young carers; and to continue to work with health providers
to improve the identification of young carers

Recommendations for further needs assessment
work
Exploring the benefits and costs of offering carers health checks as described above and
referenced in the Joint Carers’ Strategy’s 2011-2014 Action Plan. Carry out a more detailed review
of unmet need based on prevalence of carers and service usage data.
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Dementia
Summary
Dementia describes a set of symptoms that may include memory loss and difficulties with thinking,
problem-solving or language. Dementia is rare at ages less than 65 years but progressively more
common as people age. There is growing evidence indicating that certain medical conditions such as high blood pressure, diabetes and obesity - may increase the risk of dementia, whereas a
healthy lifestyle may reduce the risk. Dementia is progressive, which means the symptoms will
gradually get worse. There are high economic costs associated with dementia which include health
and social care costs as well as the cost of unpaid care which accounts for 44% of the total cost
of dementia. The overall economic impact of dementia in the UK has been estimated as £26.3
billion, working out at an average annual cost of £32,250 per person. The total age-standardised
65+ population prevalence of dementia is 7.1% (based on 2013 data). The modelled estimate of
the number of people living in South Gloucestershire with dementia is 3,150. More recent
estimates suggest that there were 3,282 people with dementia in South Gloucestershire in October
2015. This is predicted to increase to 5,200 by 2025 and 7,000 by 2035 – almost doubling current
numbers if age-specific prevalence remains stable, and increases are only driven by demographic
ageing. Ensuring timely diagnosis is a priority; there are currently just over 1,900 people with
dementia registered with South Gloucestershire GP practices. 1883 of them are over 65 years of
age, a dementia diagnosis rate of 59.8% which is similar to the national average. Nationally and
locally, there is increasing focus on dementia as an issue, in terms of prevention, treatment,
demand for services, and how society views people with dementia. This includes a spectrum of
initiatives and programmes including improved recognition and diagnosis and treatment at an
individual level, as well as larger scale interventions such as development of networks of trained
Dementia Friends and dementia-friendly towns, buildings and communities. There are a range of
services and sources of support available to people with dementia and their carers in South
Gloucestershire but there is a need to improve co-ordination and pathways between services. The
largest challenge we face is supporting the needs of a growing dementia population in austere
times throughout the progression of the disease. Through better support co-ordination we should
enable carers to continue caring for their loved ones throughout the progression of the disease.

Recommendations for consideration
Continue to improve diagnosis rates and increase awareness and understanding of dementia;
investigate recruiting Memory Support Workers to ensure there is co-ordinated support for
people with dementia and their carers at each stage; develop a fully costed dementia strategy
and action plan based on population needs; and develop a whole systems approach to
commissioning to ensure there are clear care pathways in place between health and social care
services with a strong focus on prevention, early intervention and community based support to
promote independence for as long as possible.
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Authors: Sue Jaques, Commissioning Manager, South Gloucestershire Council; Paul Frisby,
Partnership Manager, South Gloucestershire CCG; Sarah Weld, Public Health Consultant, South
Gloucestershire Council

Who is at risk and why?
Dementia is a broad term often used to cover a number of diseases which have different causes
and symptoms. Dementia is rare at ages less than 65 years but progressively more common as
people age. The main types of dementia are:
Alzheimer's disease, where small clumps of protein begin to develop around brain cells
which disrupt the normal working of the brain – usually a gradual onset.
Vascular dementia, where problems with blood circulation result in parts of the brain not
receiving enough blood and oxygen – can have a sudden onset often after a stroke or series
of strokes.
Dementia with Lewy bodies, where abnormal structures, known as Lewy bodies, develop
inside the brain.
Fronto-temporal dementia, where the frontal and temporal lobes of the brain begin to shrink.
This is rare and tends to affect younger people.
There is growing evidence indicating that certain medical conditions - such as high blood pressure,
diabetes and obesity - may increase the risk of dementia, whereas a healthy lifestyle may reduce
the risk. In terms of severity dementia is generally categorised as:
Mild – impairment of attention and memory, forgetting recent information, occasional
confusion, able to cope with daily routine, but needing help with changes to routine
Moderate – amnesia for recent events, disoriented about time and place, very poor reasoning
and understanding of events, dependent on others for help with personal care and daily
routine
Severe – speech incoherent, unable to recognise close relatives, incontinence, completely
dependent on others for personal care.
There is also a descriptive term used known as Mild Cognitive Impairment which is not part of the
dementia diagnosis, but recognises that for some people as they get older they may have mild
problems with memory and recall, which may or may not be an early sign of dementia. Dementia is
progressive, which means the symptoms will gradually get worse. As dementia progresses it leads
to loss of intellectual function and severe disability which have a major impact on individuals and
their families and can place great strain on carers. Some experiences of living with dementia are
set out below:
People with mild dementia live independently and have active, fulfilled lives.
Difficulty retaining memories of recent events is often one of the first symptoms, but this
depends on the type of dementia
Dementia can be associated with complex needs and, especially in the later stages, high
levels of dependency and morbidity.
The life expectancy of a person with dementia is unpredictable, and the disease can
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progress for up to around ten years.
There is no common journey for people with dementia – it affects everyone differently

The level of need in the population
According to the Dementia UK 2014 report (Alzheimer's Society, 2014), the total age standardised
prevalence of dementia amongst those aged 65+ in the UK is 7.1%, equal to 1 in 14 of those aged
65 and over. If this proportion is applied to the South Gloucestershire population this equates to
nearly 3,450 people aged 65 or over that are estimated to have some degree of dementia. More
recent estimates are that there were 3,282 people with dementia in South Gloucestershire in
October 2015. Although Dementia predominately affects older adults, it is known to affect younger
adults. It is estimated that 4.1% of men with dementia and 1.6% of women with dementia in South
Gloucestershire are under the age of 65: approximately 135 people. Ensuring timely diagnosis is a
priority however many people with dementia are not diagnosed. There are currently just over 1,900
people with dementia registered with South Gloucestershire GP practices. 1,883 of them are over
65 years of age. This is equivalent to 59.8 % of the estimated population with dementia. Diagnosis
rates are increasing and South Gloucestershire’s rate is similar to the national average. The
diagnosis rate provides a useful indicator of the reach of dementia messages into our community.
An estimated 12.5% of people with dementia have it in the most severe form and will therefore be
most likely to be in receipt or in need of care and nursing (Alzheimer's Society, 2014), this equates
to approximately 419 in 2013, rising to 925 by 2037 in South Gloucestershire. People with
dementia are substantial users of hospital care. A quarter of hospital beds and up to 70% of places
in care homes are occupied by people with dementia (Alzheimer’s Society, 2009) and over 60% of
people receiving homecare services have dementia (Alzheimer's Society, 2014). There are high
economic costs associated with dementia care which include health and social care costs as well
as cost of unpaid care which accounts for 44% of the total cost of dementia. The overall economic
impact of dementia in the UK has been estimated as £26.3 billion, working out at an average
annual cost of £32,250 per person. This is predicted to rise as the number of older people in the
population increases (Alzheimer's Society, 2015).

Current services and assets in relation to need
Improving care and support for people with dementia is a priority for South Gloucestershire Council
and Clinical Commissioning Group. Dementia features in a number of work streams including the
Better Care Fund programme and Urgent Care and includes Dementia Friendly initiative; improved
diagnostic pathways; preventing unplanned hospital admissions and reducing Delayed Transfers of
Care; support for care homes and end of life care planning. A key theme of all this work is a
change in focus toward prevention, early intervention and community based support, thereby
delaying the point where a person’s care needs become more serious. The largest asset in
dementia care is unpaid carers, families, friends and informal community support mechanisms
around the person with dementia. We need to continue to raise awareness about dementia across
our communities enabling carers and communities to support individuals as the disease
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progresses. Implementation of recommendations and actions from the National Dementia Strategy
2009 and Prime Minister’s Dementia Challenge 2012 has brought about some significant changes
however there are still gaps in services and opportunities for improvement both nationally and
locally. There are a range of services and sources of support available to people with dementia and
their carers in South Gloucestershire. Figure 1 below describes the assets and services available.
This model is currently being tested with stakeholders. Figure 1: Circle of Support

A key challenge is that just half of people with dementia have a formal diagnosis or have contact
with specialist services. It is estimated that over 40% of all medical admissions, aged 70 years or
over, have dementia but only half have a confirmed diagnosis (NICE, 2006). Findings from a
dementia service review commissioned by the CCG (Eardley, T, 2015) in 2015 found that service
users and their carers feel that there is a lack of coordination of support across agencies. This is a
particular problem for those with complex needs. Another problem identified is that the majority of
support is only accessible between normal office hours and the availability of emergency respite is
limited and difficult to access.

Projected service use and outcomes in first 5
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years and 5-10 years
The number of people with dementia in South Gloucestershire is predicted to increase to 5,200 by
2025 and 7,000 by 2035 – almost doubling current numbers (POPPI, 2015) if age-specific
prevalence remains stable, and increases are only driven by demographic ageing. As the aging
population and life expectancy increases, the age group that is predicted to see the largest
increase in the prevalence of dementia is those aged 90 or over – an age group most likely to
require residential care and / or have additional health care needs, co-morbidities or mobility
issues. Figure 2 shows estimates suggesting a near threefold increase in persons aged 90+ with
dementia from 700 in 2012 to 2,700 by 2037 (POPPI, 2015). Figure 2: Projections

There is evidence for mid-life healthy lifestyle approaches to delay or prevent onset of dementia;
the potential impact on future prevalence and service demand is not yet fully understood. NICE
(NICE, 2015) recommends:
Encouraging healthy behaviours
Integrating dementia risk reduction prevention policies
Raising awareness of risk of dementia, disability and frailty
Producing information on reducing the risks of dementia, disability and frailty
Preventing tobacco use
Improving the environment to promote physical activity
Reducing alcohol‑related risk
Supporting people to eat healthily
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Evidence of what works
Contrary to common perceptions, there is a great deal that can be done to help people with
dementia. There are a range of NICE Guidelines (NICE, 2015) that aim to support health and social
care professionals to provide quality care to people with dementia. If diagnosed in a timely way,
people with dementia and their carers can receive the treatment, care and support (social and
psychological, as well as pharmacological) enabling them to live well with the condition. Yet,
people living with dementia tend to have poorer health outcomes, longer hospital stays, and higher
rates of readmissions and institutionalisation. Taking a whole systems approach with collaboration
between a range of health and social care commissioners and providers can support and simplify
patient pathways, prevent avoidable hospital admissions, reduce length of hospital stay and
improve people’s experience as well as individual outcomes. The House of Commons All-Party
Parliamentary Group on Dementia (APPG Dementia, 2011) undertook an inquiry into improving
lives through cost-effective dementia services July 2011. The recommendations included:
Better collaboration and integration
Sharing expertise
Early intervention
Improved co-ordination
Training in dementia care
Diagnosis
Supporting carers
sharing best practice
GP education and awareness raising has been a key focus in South Gloucestershire over recent
years and there is evidence that diagnosis rates have increased. However more needs to be done
to ensure GPs diagnose dementia in a timely way, and also to make people aware of the signs and
symptoms of dementia so they can seek help and get access to timely treatment and support.
Once someone has received a diagnosis of dementia there will be a range of different types of
support they and their families will need. If the condition is already advanced, some will be in need
of health and care support straight away, while others may not have reached that point yet.
However, everyone will need support, advice and help to understand what it means to have
dementia, what they can do to live as well as possible with the condition and to enable them to
plan for the future. Examples of post-diagnosis help and support include:
information about available services and sources of support
a dementia adviser to facilitate easy access to appropriate care and advice
peer support, such as befriending services, to provide practical and emotional support,
reduce isolation and promote self-care.
Supporting carers should be an integral part of the care and support package for people with
dementia. When carers are well supported, they can provide better care for the person with
dementia, leading to better outcomes for all. The Dementia Health Integration Team (HIT, 2015)
works across Bristol and South Glos to deliver and develop research and translate evidence in to
practice by delivering:
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dementia friendly communities
excellent services based on highest quality evidence
world-class research to achieve the best quality of life for people and families living with
dementia
The Dementia HIT has 5 work streams:
Transforming care for people living with dementia
Developing world-class dementia research
Education that delivers
Dementia-friendly communities
Patient and Public Involvement

User views (on need, services / assets and gaps)
In 2015 South Gloucestershire Clinical Commissioning Group appointed Organi Associates
(Eardley, T, 2015) to carry out a review of commissioning practice to identify potential gaps and
inform future practice. The review identified the following issues raised by people living with
dementia and their carers.
People living with dementia and their carers
Issues identified by services users and carers groups, previous consultations and
feedback via PALS
• Accessing support varies and is confusing – needs better co-ordination
• Integration is the way forward
• Carers not clear about their entitlement to support
• System only reacts to a crisis
• Bristol model – positive feedback
• Roadshows are helpful to access good information and advice
• Not all care is good - quality is often variable and inconsistent
• Not enough places for people to go if can’t live at home
• Family and friends important to staying at home
• Getting a diagnosis was the easy bit
Issues mentioned but not as frequently
• System is letting down older and disabled people
• Communities have much to offer
• People often feel ‘bounced around’
• System not joined-up
• Need better information
• Pressures on the current system will only increase over time
Obtaining users views can be a challenge especially as the disease progresses. The Alzheimer’s
Society has recently set up a Service User Representation Panel which is in its infancy and is small
in number. It has agreed to be a reference group for the proposed Dementia Strategy.
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Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Due to limitations in evidence on prevalence among black, Asian and minority ethnic groups,
the Dementia UK research takes rates for these communities to be the same as for the UK
population as a whole. Little other research is available from which to inform modelling so no
ethnic specific rates are possible for this section. However, there is some evidence that
African-Caribbean and South Asian UK communities are at greater risk of developing
dementia because high blood pressure, diabetes, stroke and heart disease, which are risk
factors for dementia, are far more common among these communities than similarly-aged
people of European origin.
Dementia is often misunderstood and stigmatised, particularly in these communities and lack
of awareness as well as social and cultural factors can reduce help seeking behaviours. It
can be more difficult to access the best care for those from a Black or Minority Ethnic (BME)
background. 'Society is not geared up to deal with this increase’ states the 2013 report
‘Dementia does not Discriminate’ produced for an all-party parliamentary group on dementia
because of a ‘lack of access to culturally-sensitive services’ (Alzheimer's Society, 2013).
As services are developed in South Gloucestershire it will be important to ensure that the
needs of black and minority ethnic groups are considered.
Other groups that will require specific consideration as services are developed are those with
learning difficulties and autism as dementia prevalence is known to be higher amongst them
and they will have specific support and care needs.

Unmet needs and service gaps
The largest challenge we face is supporting the needs of a growing dementia population in austere
times throughout the progression of the disease. Within the community there is a range of
information and support available but this can be sporadic. We should improve co-ordination of
post diagnosis support including better information, awareness about the disease and signposting.
Through better support co-ordination we should enable carers to continue caring for their loved
ones throughout the progression of the disease. As challenges become more complex we should
support carers to deal with and cope with the behavioural changes they face. We need to
investigate the need for crisis and flexible specialist respite that is available, when needed, 24/7.
We also need to investigate the wider community support available to support people in crisis and
the advance stages of dementia.
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Recommendations for consideration by
commissioners
1. Continue to improve diagnosis rates and so that all residents have a timely diagnosis
2. Continue to increase awareness of and understanding of dementia.
3. Investigate recruiting Memory Support workers to ensure that there is co-ordinated support
for people with dementia and their cares at each stage (mild, moderate and severe) of
dementia.
4. Develop a dementia strategy and action plan based on population need identified through
dementia service mapping and needs assessment.
5. There should be a whole system approach to commissioning to ensure that there are clear
care pathways in place between health and social care services and a strong focus on
prevention, early intervention and community based support to promote independence and
delay the point where a person’s care needs become more serious.

Recommendations for needs assessment work
Review findings from this JSNA section together with other data available including the recent
commissioning review undertaken locally (Eardley, T, 2015). Use data to inform a more detailed
dementia needs assessment including the mapping of assets, services and provision of nursing
and care home capacity in relation to demand.
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Diet and nutrition in adults
Summary
A healthy balanced diet is essential for good health. Poor diet is one of the biggest contributors to
early death. The major causes of preventable premature death, illness and disability associated
with nutrition include coronary heart disease, stroke, hypertension, osteoporosis, type 2 diabetes,
some types of cancer, poor oral health and nutritional anaemias. A diet low in fruit and vegetables
causes 31% of ischaemic heart disease, 19% of gastrointestinal cancer and 11% of stroke. The
economic burdens of diet-related ill health are huge – perhaps £6 billion in additional NHS costs
alone each year. Healthy eating during childhood and adolescence is vital as a means to ensure
healthy growth and development and to set up a pattern of positive eating habits into adult life.
Much of the national population does not eat enough fruit and vegetables and consumes too much
salt, sugar, and saturated fat. Nationally there are low levels of dietary fibre and Vitamin D across
all groups. In 2014, 55% of adults In South Gloucestershire ate the recommended ‘5 a day’, lower
than the South West average of 58.7% and higher than the England average of 53.5%. The
average number of fruits consumed per day was 2.59, lower than the South West average of 2.73
and similar to the England average of 2.58. The average number of vegetables consumed per day
was 2.28, lower than the South West average of 2.42 and similar to the England average of 2.27.
In the UK, the poorer people are, the worse their diet, and the more diet-related diseases they
suffer from. There is a higher concentration of fast food outlets in the Filton, Patchway and Staple
Hill wards in South Gloucestershire, which may contribute towards poorer dietary practices. There
is no consistent measurable definition of food poverty so locally it is difficult to give accurate
estimates of number affected. South Gloucestershire food banks report that use of food banks is
increasing and that common reasons for seeking help include low pay and debt. Malnutrition and
inadequate hydration are key areas of concern, particularly amongst the older population and
malnutrition is often under-recognised and under-treated. In 2014/15, there were 27 admissions to
hospital for malnutrition, 63% of which were in over 65 year olds. There is limited provision of local
initiatives specifically aimed at improving the diet and nutrition of the local population to prevent
diet-related diseases and malnutrition. Some support in South Gloucestershire for diet is available
through the nutrition and dietetics service, Choices 4 U, and Friendship Clubs. Improving the diet
is a key priority of the South Gloucestershire Healthy Weight & Obesity Strategy 2014-2020.

Recommendations for consideration
Interventions to improve poor nutrition and influence food environments are needed to address
the gaps identified in this chapter. This includes interventions to increase vitamin D supplements
among at risk groups; community food initiatives to improve food access and availability, skills
and knowledge, food budgeting, planning and cooking; promotion of healthy eating in older
people; support to fast food outlets to provide healthier choices; provision of healthier food in
public buildings; support for those requiring long-term nutritional support and their carers; and
training for healthcare professionals to detect, prevent and treat malnutrition.
Authors: Nicola Ellis, Specialist Health Improvement Practitioner, South Gloucestershire Council;
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Clare Fleming, Programme Lead, South Gloucestershire Council

Who is at risk and why?
A healthy balanced diet is essential for good health. Poor diet is one of the biggest contributors to
early death. The latest National Diet and Nutrition Survey ([NDNS] (PHE and FSA 2014) shows that
overall the population is still consuming too much saturated fat, added sugars and salt and not
enough fruit, vegetables, oily fish and fibre. On average, intakes of the majority of vitamins were
adequate, excluding vitamin D. There was evidence of an increased risk of vitamin D deficiency in
all age/sex groups. There are still areas of concern especially for specific groups in the population.
The following specific population groups are most at risk of poor diet:
People in lower socio-economic groups
People living in poverty (single parents on benefits, the elderly, immigrant groups, the
unemployed and those in work but on very low wages)
Women of childbearing age – those planning pregnancy, during pregnancy and whilst
breastfeeding as increased physiological demands for nutrition may put them at risk
Infants and young children
School aged children and young people aged 11 to 18 years
Children in care/Looked After Children
Young adults aged 19-24 years
Older people, particularly those who are in hospital, or institutionalised, people with low
incomes, or those who are socially isolated
People with dementia
People with a mental illness
People with a learning difficulty
South Asian and African Caribbean communities
Gypsies and Travellers
Refugees and asylum seekers
Smokers
Prisoners
People being admitted to hospitals, care homes and mental health units

The level of need in the population
Nutritional intake
There is scarce local data on the nutritional intake of the South Gloucestershire population as
dietary surveys are both complex and expensive. The Public Health Outcomes Framework (PHOF)
includes nutrition- related indicators for tracking progress in helping people to live healthy lifestyles
and make healthy choices. Specific indicators for healthy eating in adults include:
2.11i - % of the population meeting the recommended '5-a-day'
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2.11ii - average number of portions of fruit eaten on the previous day and
2.11iii - average number of portions of vegetables eaten on the previous day
The data show that in 2014, 55% of adults In South Gloucestershire ate the recommended ‘5 a
day’, lower than the South West average of 58.7% and higher than the England average of 53.5%.
The average number of fruits consumed per day was 2.59, lower than the South West average of
2.73 and similar to the England average of 2.58. The average number of vegetables consumed per
day was 2.28, lower than the South West average of 2.42 and similar to the England average of
2.27. More detailed national data is available from the National Diet and Nutrition Survey ([NDNS]
(PHE and FSA 2014)). Data for 2008 to 2012 shows that:
sugars (non-milk extrinsic sugars (NMES), also referred to as ‘added sugars’): average
intakes exceed the recommendation of no more than 11% food energy for all age groups
saturated fat: average saturated fat intakes in all age groups exceeded the recommended
level of no more than 11% food energy. For example, average saturated fat intake for adults
aged 19 to 64 years was 12.6% food energy.
salt: mean estimated salt intake, derived from urinary sodium excretion, for adults aged 19 to
64 years was 8.1g per day. Men had a mean estimated intake of 9.3g per day, and women
had a mean estimated intake of 6.8g per day. Overall, 70% of participants had a daily intake
of salt higher than the recommendation of no more than 6g per day. 80% of men and 58% of
women exceeded this recommendation. Average salt intake for older adults aged 65 years
and over was 7.2g/day, above the recommended maximum daily limit of 6g/day (SACN
2003, Department of Health 2012)
fruit and vegetables: Only 30% of adults and 41% of older adults met the “5-a-day”
recommendation. Adults aged 16-24 consumed, on average, the lowest number of portions
of fruit and vegetables and were least likely to meet the ‘5-a-day’ recommendation.
oily fish: average consumption of oily fish was well below the recommended one portion
(140g) per week in all age groups. For example, mean consumption in adults aged 19 to 64
years was 53g per week and for adults aged 65 years and over average consumption was
90g per week
vitamin D: blood analyses showed evidence of low vitamin D status in 23% of adults aged 19
to 64 years. This increases to 40% in the winter months.
iron: mean iron intakes were below the Recommended Nutrient Intake (RNI) for women aged
19 to 64 years and 23 % of women had iron intake below the Lower Recommended Nutrient
Intake (LRNI).
The UK’s national food guide, the Eatwell plate, defines the government’s advice on a healthy
balance diet. The plate is a visual representation of how different foods contribute towards a
healthy balanced diet. The size of the segments for each of the food groups is consistent with
government recommendations for a diet that would provide all the nutrients required for a healthy
adult or child (over the age of 5).
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Data from ‘Family Food’, a national annual publication, provides detailed statistical information on
purchased quantities, expenditure and nutrient intakes derived from both household and eating out
food and drink. When food and drink purchase for household supplies are allocated into the five
Eatwell plate groups the data shows that in 2013 household purchases included:
too much ‘food and drink high in fat and/or sugar’; nearly three times (22%) the Eatwell
recommendation
more than the suggested proportion of ‘milk and dairy foods’; 6 %higher than
the Eatwell recommendation
a little too much ‘meat, fish, eggs, beans and other non-dairy sources of protein’
too little ‘bread, rice, potatoes, pasta and other starchy foods’; 14 % less than the Eatwell
recommendation
too little ‘fruit and vegetables’; around 9 % less than the Eatwell recommendation
Household purchases compared to the Eatwell plate (DEFRA 2015)
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Food Poverty
The impact of low income is that families may have difficulty with basic living costs such as food.
As there is no consistent or measurable definition of food poverty, it is difficult to give accurate
estimate of the number of families affected in South Gloucestershire. Food bank use is one
indicator that can be used to help build a picture of the nature of food poverty. A food bank is an
organised way of getting emergency support to people in a short term crisis. There are six food
banks in South Gloucestershire. Food banks are run on a charitable and voluntary and basis and
there is no requirement for them to provide data to the local authority, however the South
Gloucestershire food banks provide some information that is useful in understanding the extent of
food poverty in low income families. Food banks in South Gloucestershire report that use is
increasing and that that common reasons for seeking help from a food bank include low pay and
debt. Reports from local food banks state that requests for emergency food aid increased during
2013/14 although numbers appear to be stabilising in 2015. Interpreting the increase in use of
food banks is difficult, for example it could indicate better awareness of food banks and more
efficient systems for referral. However a recent study in the British Medical Journal found that
welfare reform and unemployment rates were significantly associated with higher rates of food
parcel distribution, even when taking into account the association between food bank use and the
capacity of food banks to provide food (Loopstra R et al 2015). Reports from some of the local
food banks are summarised below:
Yate and Chipping Sodbury Food Bank
Threefold increase this year over last year – stabilised at the moment
32,000 meals in the last 12 months – 545 households – 2.5 people per household, 2.5 times
per year
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The above is made up of 5,600 meals – 96 families at Mangotsfield (opened 1 October
2013), 5,400 meals – 94 families at Thornbury (opened 1 July 2013) and 21,000 meals – 355
families at Yate (opened 1 November 2011)
a gap in services has been identified and that is support with debt problems/budget
management – Food Bank would be able to hold their hand and come to referral meetings
50% of clients had some form of benefit issue for example job seekers allowance,
employment support allowance, personal independence payment. tax credit, housing
benefits
25% of clients are people in work. Issues identified include minimum wage, zero hours
contracts; agency work, late payments. Some clients report that job seekers allowance stops
the minute they have started work and then when work stops they have to sign back on with
further delays in getting their benefits
The remaining 25% of clients are experiencing life issues such as bereavements, relationship
breakdown, illness, mental illness– this is the core that will always be present
Resound Foodbank (Emersons Green, Mangotsfield and Downend)
The Resound Foodbank is a voluntary service provided by members of the local churches and
community as a response to the needs of people and families in the surrounding area. In an
apparently affluent area such as Emersons Green, Mangotsfield and Downend it may surprise
many to know that there are still people who from time to time struggle to put food on the table.
For many foodbank clients, the rising cost of food and fuel combined with static incomes, high
unemployment and changes to benefits have forced them into a crisis where they cannot afford to
eat. The single biggest reason that people were referred to foodbanks was:
benefit delay (29%), followed by
low income (19%)
Other reasons for referrals include delayed wages, domestic violence, sickness
unemployment, debt, benefit changes, refused crisis loans, homelessness and absence of
free school meals during school holidays
Kingswood Food Bank
Opened 4th November 2013, donations have also come from schools, organisations and
individuals. This has allowed us to feed 586 adults and 388 children in the first year.
Cadbury Health Foodstore
This Food Store is operated by the Juice Community Project in partnership with the Matthew Tree
Project to provide services in Cadbury Heath. Clients in the last twelve months: 42 households
which equates to 94 people. The clients receive 7 days food for their family each time they attend.

Malnutrition
Nationally over the past five years there has been a 71% increase in hospital admissions where
malnutrition was coded, from 3,900 admissions in 2009-10 to 6,690 admissions in 2013-14
(HSCIC 2014). Patients are being found to be malnourished on admission to hospital as a result of
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neglect, in care homes or at home. The figures may also reflect more complete coding and better
awareness of nutrition issues in hospitals. National data has also shown a rise in the diagnosis of
rickets which is caused by a lack of Vitamin D. In South Gloucestershire, between 2009/10 and
2013/14, the number of hospital admissions due to malnutrition fluctuated with 2013/14
experiencing 23 admissions, the same amount as in 2009/10. Although in 2014/15 the number
increased to 27 admissions this might be to cyclical variations. It is noteworthy that the majority of
admissions (63% and 86%) over the last 5 years were in the 65+ age group and 45+, respectively
(HSCIC 2014)
LA

Numerator 2014/15

Rate

Lower Limit

Upper Limit

South Gloucestershire

27

1.00

0.66

1.46

North Somerset

20

0.5

0.30

0.75

Bristol

63

0.7

0.55

0.92

Although the South Gloucestershire rates are higher they are not statistically significant.

Fast food outlets, obesity and the environment
Fast food tends to be cheap, highly palatable and energy-dense but frequently lacking in nutritional
value. The density of fast food outlets varies across the country, with a strong association between
the density of fast food outlets and deprivation (PHE 2014). Research into the link between food
availability and obesity is still relatively undeveloped. Obesity is closely associated with deprivation,
so it is likely that the areas with the highest prevalence of obesity are also likely to have the highest
density of fast food outlets, though these observational data give no evidence of causation. The
estimated density of fast food outlets in South Gloucestershire per 100,000 population is below the
England average (PHE 2014). Research carried out by Pearce (2014) to assess the relationship
between weight gain and accessibility of fast food outlets in South Gloucestershire shows a similar
relationship with deprivation. The research found that there is a higher concentration of fast food
outlets in the Filton, Patchway and Staple Hill wards which may contribute towards poorer dietary
practices in this part of the area. Table to show number of fast food outlets per ward in
South Gloucestershire 2014
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Figure 1: Map illustrating the location and number of fast food outlets per electoral ward
per a 1000 population
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Figure 2: Map showing mean fast food accessibility score per electoral ward
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The
draft South Gloucestershire Council Policies, Sites and Places Development Plan Document
(PSPDPD) has a policy on hot food takeaways (including drive through takeaway facilities) (PSP36).
(SGC 2015). It states that “it is an aim of planning policy to encourage the health and well-being of
local communities. There is concern at the potential health impact of some takeaways and similar
developments, particularly where they are close to (within 400m of) schools and youth facilities.
While it is not realistic to control what is sold directly through the planning system, consideration
can be given to alternative ways of reducing potential environmental problems and health impacts,
through restrictions on the hours of opening and/or the use of a voluntary code to restrict sales to
children at specific times of the day”. A key action identified in the Healthy Weight & Obesity
Strategy 2014-2020 is to work with local authority colleagues to consider how this policy can be
implemented, particularly around restrictions on the hours of opening and/or the use of a voluntary
code to restrict sales to children at specific times of the day.
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Current services and assets in relation to need
The South Gloucestershire Joint Health and Wellbeing Strategy 2013 – 2016 identified nutrition as
key priority work programme in addition to other related areas, namely cardiovascular disease and
cancer prevention. A strategic approach is being taken in South Gloucestershire to address food
and nutrition within the context of reducing ill health, deaths from coronary heart disease and
cancers and increasing life expectancy, reducing the gap in life expectancy and reducing health
inequalities. It will also contribute to an improvement in oral health and a reduction in childhood
obesity. Improving the diet of the local population is a key priority of the South Gloucestershire
Healthy Weight & Obesity Strategy 2014-2020. The development of a South Gloucestershire Food
and Health Strategy aims to improve individual, community and environmental wellbeing by making
healthy and sustainable food available and accessible to all. It will contribute to the targets of
reducing ill health, deaths from coronary heart disease and cancers and increasing life expectancy.
It will also contribute to an improvement in dental health and a reduction in childhood obesity.
There are a variety of services and other sources of support and information in South
Gloucestershire to support these priorities. Specific population groups have been identified as
being at greater risk of poor diet and require targeted interventions based on their needs.

Dietetics
At an individual level primary care nutrition and dietetics services are provided by dietitians
employed by Sirona Care & Health. A specialist team of dietitians provide a community based
Nutrition and Dietetics service. They work in GP practices to help adults make dietary changes to
prevent and treat nutrition related diseases. They also work closely with the community nursing
teams to provide nutritional support to patients cared for in their own homes many of whom are
malnourished. Dietitians provide individual dietary advice for patients that require special diets as
part of their treatment e.g. diabetes, renal disease, etc. and/or nutritional support for malnutrition
e.g. malnutrition caused by cancer and associated treatment, malnutrition related to mental ill
health, etc. These services have limited capacity and in the main are unable to undertake
population based public health nutrition initiatives to promote health and prevent ill-health.

Healthy Living for adults with a learning difficulty
Choices 4 U supports people with learning difficulties to access community and leisure
opportunities in order to promote independence and build confidence. These take place within
leisure centres and the local community. The programme involves interactive group sessions on
healthy eating and other health issues and physical activity sessions. A team of experienced staff
support the person attending to develop their independence and daily living skills like food
shopping and cooking.

South Gloucestershire Council health inequalities grants
Applications for any sum between £100 and £1,000 will be considered. Grants of over £750 will be
considered in exceptional circumstances, when projects can demonstrate that the additional funds
are needed to achieve positive results. Recipients of grants for 2014 included proposals to deliver
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healthy eating workshops, purchase healthy eating resources, equipment to use for growing
vegetables in early year settings and run cooking sessions.

NHS Health Checks
The national NHS Health Checks scheme is being offered to adults in South Gloucestershire aged
between 40 and 74 years. The aim of the scheme is to prevent diseases such as stroke, type 2
diabetes, heart disease and kidney disease. The Health Check enables identification of modifiable
lifestyle risk factors including poor diet, lack of physical activity and smoking. People who are
shown to be at risk given brief intervention advice or are referred to appropriate treatment. In
addition all weight management and programmes to increase physical activity delivered in South
Gloucestershire include advice on healthy eating.

Projected service use and outcomes in first 5
years and 5-10 years
The Foresight Tackling Obesities report (Foresight 2007) provides predictions for obesity
prevalence. It is estimated that by 2050, 60% of men and 50% of women and 25% of children will
be obese. However, these estimates are based on national figures are likely to be underestimates
as they do not take account for deprivation and ethnicity factors which are linked to obesity.
Despite improvements in the British population’s diet (SACN 2008), poor nutrition is still a concern.
Local data shows that the majority (71%) of people in South Gloucestershire eat less fruit and
vegetables than the recommended minimum (HSE 2009). Whilst local data is not available on
specific geographical locations or groups there is concern about the quality of the diets of people
including:
people on low incomes
women of childbearing age
infants, children and young adults
people from minority ethnic groups
people with a learning difficulty
people with poor mental health
older people
people with dementia
prisoners
malnourished people admitted to hospitals and care homes
Without significant interventions to promote healthy eating there will be a greater prevalence of
obesity and its corresponding co-morbidities such as diabetes which will increase demand for
NHS services. Malnutrition affects approximately 3 million people at any one time in the UK
(BAPEN, 2012). Findings from the National Nutritional Screening Weeks show a large number of
older people are being admitted to hospital and care homes with malnutrition. With the predicted
increase in the number of older people especially those over 80 years and those suffering from
dementia, the prevalence of malnutrition in the South Gloucestershire population will be greater
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and impact on both the NHS and care services.

Evidence of what works
High intensity, multi-faceted interventions are the most effective in promoting dietary change but
without an increase in current resource for such interventions, low-cost, low intensity interventions
are more readily available. Key documents are listed below:
Department of Health (2011). Healthy Weight, Health Lives: A call to action on obesity in
England
Foresight (2007). Tackling Obesities: Future Choices
DH 2010 Healthy lives, healthy people: our strategy for public health in England
Roberts K, Cavill N, Hancock C, Rutter H. Social and economic inequalities in diet and
physical activity. Oxford: Public Health England Obesity Knowledge and Intelligence 2013
Strategy Unit (2008) Food: An analysis of the issues
Department of Health (2011): Improving outcomes: a strategy for cancer
Department of Health National 5 A Day programme

NICE guidelines
Obesity: working with local communities (PH42) November 2012
Maintaining a healthy weight and preventing excess weight gain among adults and children
(NG7) March 2015
Managing overweight and obesity among children and young people: lifestyle weight
management services (PH47) October 2013
Managing overweight and obesity in adults – lifestyle weight management services (PH53)
May 2014
Maternal and child nutrition (PH11) March 2008
Nutrition support in adults (CG32) February 2006
Obesity (CG43) December 2006
Obesity: identification, assessment and management of overweight and obesity in children,
young people and adults (CG189) November 2014
Prevention of cardiovascular disease (PH25) June 2010
Vitamin D: increasing supplement use among at-risk groups (PH56) November 2014
Weight management before, during and after pregnancy (PH27) July 2010
Behaviour change: individual approaches (PH49) January 2014

NICE quality standard
Nutrition support in adults (QS24) November 2012
Nutrition: improving maternal and child nutrition (QS98) July 2015
Obesity: prevention and lifestyle weight management in children and young people (QS94)
July 2015
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NICE commissioning guides
Weight management before, during and after pregnancy (CMG36) March 2011

NICE advice
Preventing obesity and helping people to manage their weight (LGB9) May 2013

User views (on need, services / assets and gaps)
South Gloucestershire View Point Survey 2014 (SGC 2014)
In February 2014, 887 panel members returned a postal questionnaire which examined resident
opinions regarding a range of local health and wellbeing issues. Three in ten (29%) respondents
indicate that lack of access to healthy food is an issue, while one in four feel that access to indoor
and outdoor sports and leisure facilities is a problem (25% and 24% respectively). Respondents
were asked to indicate how satisfied they are with the efforts of South Gloucestershire Council and
other public health providers, to tackle lifestyle issues. Just one in five respondents are satisfied
with the work done to tackle excess weight in adults (19%) and children (17%), while
dissatisfaction is higher for these issues (19% and 20% respectively), than for any of the other
issues asked about.

Priority neighbourhood food and health community survey
A project (Ellis, 2015b) is currently in progress to identify key barriers and enablers to improving
food and nutrition in priority neighbourhoods by undertaking an assessment of food and health
needs of the residents. The findings will inform the development of the local food and health action
plan and provide a strategic framework for community based food and nutrition work priorities and
initiatives. Part of the process has included a community survey to identify felt and expressed
needs in relation to food and health. Preliminary findings indicate that whilst the majority of
participants assessed themselves to either eat fairly healthily or neither healthily nor unhealthily, the
majority stated that they would like to eat more healthily. The main ways identified by participants
to enable them to do this included:
opportunities to purchase healthier foods at cheaper prices
more will power
having better information about how their health would be affected by what they eat
more fresh food available in their local area

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
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Dietary intake and eating behaviours in England are related to socioeconomic position.
People from lower socioeconomic groups tend to have diets that are less healthy than
people from higher socioeconomic groups. Data from the Health Survey for England 2011
(PHE 2013) indicate that fruit and vegetable consumption varies significantly by household
income. Adults in the higher income quintiles were more likely than those in lower income
quintiles to report eating the recommended five or more portions per day.
The Health Inequalities chapter identifies groups vulnerable to health inequalities. These
groups are all at risk of poor diet and diet-related conditions. Due to the lack of local dietary
information, national data has been used to identify the possible level of need in these groups
and other groups in South Gloucestershire in relation to poor diet and related conditions.
Locally, the South Gloucestershire Local Involvement Network [LINk] have consulted with the
South Gloucestershire South Asian community and produced a report which highlights a
number of issues for this community. The report concludes that:
“the root of many of the issues experienced by people from the South Asian
community in South Gloucestershire is associated with inadequate cultural
understanding on the part of service providers; in relationship to language, food and
appropriate provision of information about existing and future services.”
An EIA was completed for the South Gloucestershire Healthy Weight & Obesity Strategy
2014-2020.

Unmet needs and service gaps
Given the size of the population that could benefit from food and nutrition interventions there is
relatively little resource and currently only limited commissioned or funded programmes to address
the issues raised in this JSNA section. Eating behaviour is complex and influenced by range of
socio-economic circumstances. Partnership working is crucial for developing an environment that
enables people to make positive behaviour changes in respect of their food choices. Barriers to
healthier eating include food literacy (shopping and cooking), information, access and availability.
Programmes need to be multi-faceted, focusing on knowledge and behaviour change as well as
addressing food environments. There is potentially great opportunity to improve population health
through programmes that:
raise the profile of the importance of healthy eating. These interventions should be focused
on priority neighbourhoods and population groups with highest risk of poor diet
influence food environments
ensure all health and social care staff have the skills and confidence to provide good quality
evidence based nutrition advice and information to their patients and clients including
strategies to effectively detect, prevent and treat malnutrition.
address malnutrition, particularly in older people, and promote healthy eating in older people
living in the community to promote independence
improve the nutrition of food served within public buildings such as hospitals, day centres,
care homes, schools and workplaces and leisure centres
increasing Vitamin D supplement use among at-risk groups
improve food access and availability, skills and knowledge, food budgeting, planning,
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preparation and cooking through community food initiatives
support fast food outlets to provide healthier choices for their customers

Recommendations for consideration by
commissioners
Interventions to improve poor nutrition and influence food environments are needed to address the
gaps identified in this chapter. This includes interventions to:
increase vitamin D supplements among at risk groups;
community food initiatives to improve food access and availability, skills and knowledge, food
budgeting, planning and cooking; promotion of healthy eating in older people;
support to fast food outlets to provide healthier choices;
provision of healthier food in public buildings;
support for those requiring long-term nutritional support and their carers;
and training for healthcare professionals to detect, prevent and treat malnutrition.

Recommendations for needs assessment work
Malnutrition in the elderly population of South Gloucestershire
Nutrition training needs assessment of the wider public health workforce
Further work should be done to understand how individuals and families interact with fast
food outlets within their local neighbourhood
Commission a report similar to Who Feeds Bristol? (Carey 2011) as a first step to gain a
better understanding of the food system in South Gloucestershire
Local social marketing campaigns in areas with high obesity levels and low intakes of fruit
and vegetables
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Falls and Bone Health
Summary
Falls and fall-related injuries are a common and serious problem for older people. Each year 30%
of over-65s experience one or more falls. About 50% of people aged over 80 fall each year. As well
as the physical impact falls can lead to adverse psychological and social outcomes. Loss of
mobility and confidence can cause loneliness, social isolation, and loss of independence. A fall can
hasten a move into residential care; after hip fracture 50% of people can no longer live
independently. In 2013/14, there were 932 hospital admissions for injuries due to falls in the over
65’s in South Gloucestershire. Of these 932, 65% were aged over 80 and 71% were women. In
the same year there were 259 hospital admission for hip fracture, 69% in the over 80’s age group.
As the number of older people living in South Gloucestershire grows so too will the number who
fall. South Gloucestershire’s rate of hospital admission injuries due to falls is significantly below the
national average. The rate of hospital admissions for hip fracture in 2013/14 is statistically similar to
the national average. The cost of falls to the health and social care system in South
Gloucestershire is estimated to be around £10m each year. Many falls do not result in hospital
admission. In 2014/15 the South West Ambulance Service Foundation Trust received
approximately 318 calls per month for people who had fallen in South Gloucestershire,
representing about 14% of all reasons for summoning an ambulance. About half of these calls
resulted in an emergency visit to the hospital. Dementia increases the risk of injury from a fall. Of
the falls related admissions from nursing, residential and sheltered and Extracare housing, 51%
recorded a diagnosis of dementia compared to the South Gloucestershire average of 19%. There
are geographical variations in South Gloucestershire, with rates significantly higher in the wards of
Yate North, Frenchay and Stoke Park, Woodstock (Kingswood), Yate Central, and Filton. In South
Gloucestershire there is a range of services and interventions available to help prevent falls in older
people and support for those who seek support after a fall. However there is no Community Falls
Service or falls pathway and more could be done to co-ordinate referrals and care between
different services. A multi-agency Falls Prevention Group is currently working to develop a Falls
and Bone Health Strategy which aims to bring stakeholders together to reduce falls and fall-related
injuries in those aged over 65, and ensure effective rehabilitation and treatment for those who have
fallen.

Recommendation for consideration
Complete a falls and bone health strategy; support commissioning of a community falls service;
ensure falls prevention is embedded into everyday practice for primary care and community
staff; identify ways to promote and extend local provision of strength and balance training; and
support national campaigns and delivery of local campaigns to promote healthy ageing, advice
on what to do in the event of a fall, increase awareness in health and care professionals, and
actions for individuals and carers to reduce risk.
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Authors: Paul Frisby, Partnership Manager, South Gloucestershire CCG and Sarah Weld, Public
Health Consultant, South Gloucestershire Council.

Who is at risk and why?
Falls and fall-related injuries are a common and serious problem for older people. Each year 30%
of over-65s experience one or more falls. About 50% of people aged over 80 fall each year.
Between 10 and 25% of such fallers will sustain a serious injury (NICE, 2013). Falling is a particular
problem in older people because their risk of bone fracture is high. In the UK, it is estimated that
the lifetime risk of bone fracture is 1 in 2 for women over the age of 50 and 1 in 5 for men. The
incidence rises with age, from 2% at age 50 to 25% at age 80 in women (NICE, 2012). Most falls
do not result in serious injury, but approximately 5% of older people who live in the community will
require hospitalisation as a result of a fracture. Hip fractures in particular have a major impact on
quality of life and are fatal in 8% of cases (Royal College of Physicians, 2015).Older people who fall
who are unable to get up for some period of time are at risk of hypothermia and pressure-related
injury. As well as the physical impact falls can lead to adverse psychological and social outcomes.
Loss of mobility and confidence can cause loneliness, social isolation, and loss of independence. A
fall can hasten a move into residential care; after hip fracture 50% of people can no longer live
independently (Royal College of Physicians, 2015). Many people who fall do not tell anyone and do
not access services as a result. Falls are not an inevitable consequence of old age; rather they are
nearly always due to one or more underlying risk. Recognising and modifying these risk factors is
crucial in preventing falls and injuries. Common risk factors include:
history of previous falls,
mobility impairment
gait and balance problems,
alcohol consumption
muscle weakness,
foot problems
multiple medications
urinary incontinence
visual impairment,
fear of falling
cognitive impairment e.g. dementia or delirium,
fainting and acute medical illness
External factors can also contribute to falls. Risk factors include:
poor or cold housing
poor footwear
home hazards
Risk factors often interact with multiple risk factors increasing the risk of falling. Those with
osteoporosis (bone weakness) are at particularly high risk of bone fracture as a result of a falls.
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Dementia
Dementia increases the risk of a fall and injury from a fall. One large study reports that over a year,
66% of people with dementia experience a fall compared with 36% of non-dementia sufferers
(Allan et al 2009). Of falls related admissions from nursing, residential, sheltered and Extracare
housing, 51% recorded a diagnosis of dementia compared to the South Gloucestershire average
of 19%. The proportion of fall-related admissions with dementia increased with age to 25% in the
over 85s (see Figure 1). Figure 1: hospital admissions for injury from falls with dementia
recorded

Source: South Gloucestershire Public Health Intelligence – SUS data Figure 2: Hospital
admissions for injury from falls with alcohol recorded
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Source: South Gloucestershire Public Health Intelligence – SUS data

Housing Type
For those living in a residential or care home, the risk of a fall is increased with around 60% of
residents falling each year compared to 30% in the community. South Gloucestershire’s hospital
admissions data for 2013/14 show that 23% of hospital admissions for falls in the over 65s were in
people living in a nursing or residential home, supported living or Extracare housing. Most of these
admissions were from people living in residential homes (48%) and nursing homes (36%) and
admission rates were highest in these settings (see figures 3 and 4). There was no clear correlation
with social housing type although there are generally higher rates in areas with a higher density of
social housing. Figure 3:
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Source:
South Gloucestershire Public Health Intelligence – SUS data Figure 4:

Source: South Gloucestershire Public Health Intelligence – SUS data

The level of need in the population
Census data shows that there are currently around 50,000 people living in South Gloucestershire
aged over 65 years. This represents 18% of the total population. The number of older people who
are likely to fall and seek health and care support as a result can be estimated from national
prevalence and local service activity data. This data suggests that of the 50,000 people aged over
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65 living in South Gloucestershire:
14,000 will fall each year
7,000 will fall twice or more
3,800 will call the ambulance service
2,400 fallers will attend an Emergency Department or Minor Injuries Unit
900 will be admitted to hospital as a result of their fall
1,200 will sustain a fracture
390 will sustain a fracture to the hip
195 will no longer be able to live independently as a result of their hip fracture
80 will be admitted to a care home
South Gloucestershire’s rate of hospital admissions injuries due to falls is significantly below the
national average (1,919 per 100,00 population), a rate which over the last few years the rate has
declined although there was a slight increase in 2013/14 (Public Health England, 2015). In
2013/14, there were 932 hospital admissions for injuries due to falls in the over 65’s in South
Gloucestershire (see figure 5). Of these 932, 65% were aged over 80 and 71% were in women. In
the same year there were 259 hospital admission for hip fracture, 69% in the over 80’s age group
(Public Health England, 2015). The rate of hospital admissions for hip fracture in 2013/14 was
statistically similar to the national average and has remained relatively unchanged over recent years
(see figure 6). Figure 5: hospital admissions

Source:
Public Health Outcomes Framework Figure 6: Hip fractures
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Source:
Public Health Outcomes Framework Whilst overall hospital admission rates for falls are lower locally
than national figures there is considerable variation across geographical areas and GP practice
populations (See figure 7). Falls have been identified as a prime cause of preventable admission by
the South Gloucestershire Better Care Fund programme. Figure 7: Hospital admissions by
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ward
Source: South
Gloucestershire Public Health Intelligence, SUS data Many falls do not result in hospital admission.
In 2014/15 the South West Ambulance Service Foundation Trust received approximately 318 calls
per month for people who had fallen in South Gloucestershire, representing about 14% of all
reasons for summoning an ambulance. About half of these calls resulted in an emergency visit to
the hospital. The Emergency Department at North Bristol Trust recorded 1,648 attendances for
people registered with a South Gloucestershire GP and aged over 65, who attended as a result of
a fall between 1st April 2014 and 31st March 2015 . The average age of those attending was 82.
Because of the extent of frailty of the people moving into a care home, the risk of a fall is increased,
with around 60% of residents falling each year compared to 30% in the community. South
Gloucestershire’s hospital admissions data for 2013/14 shows that 23% of hospital admissions for
falls in the over 65’s were in people living in a care home, supported living or Extracare housing: of
those 48% were people living in care homes without nursing and 36% lived in a care home with
[i]
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nursing. [i] Data extracted from NBT’s Cerner system in 14/15.

Current services and assets in relation to need
In South Gloucestershire there is a range of services and interventions available to help prevent
falls in older people and support those who seek support after a fall. These services are
commissioned and provided by health and social care services and the voluntary and community
sector. Falls risk assessment is central to good falls prevention. In South Gloucestershire:
GPs opportunistically ask patients at risk about falls and then complete a falls risk
assessment using a structured template. This template gives clear guidance on how to refer
on to other agencies. Recent work led by the CCG has resulted in increased awareness of
the importance of falls risk assessment.
Community staff are encouraged to routinely ask older people about their risk of falls and
then offer them a multifactorial falls risk assessment.
When patients are discharged from NBT the discharge summary to the GP provides details
of any falls they have had whilst in hospital.
Patients with complex medical problems may be referred for a comprehensive geriatric
opinion at North Bristol Trust
There is a dedicated falls speciality Physiotherapy service run by Sirona care and health, which
provides individual comprehensive assessment to identify those impairments that are likely to
respond to rehabilitation e.g. muscle weakness and balance deficits. A home visit and environment
hazard assessment is carried out. Interventions include individually tailored progressive exercise
programmes on an individual basis or in a group setting at various venues in South
Gloucestershire. For those who fall and sustain a fracture there are Fracture Liaison Services in
each of the hospitals serving South Gloucestershire These services will assess the need for
investigation and treatment of osteoporosis and provide information and guidance to the patient’s
GP. An Orthogeriatrics service runs at North Bristol Trust (NBT) the performance of which is
reported in the National Hip Fracture Database (Royal College of Physicians, 2015). These data
show outcomes at NBT are good in many areas and the team works closely with the Community
Rehabilitation Team on discharge. All hip fracture patients have a multi-factorial falls and bone
health assessment and are seen by an Occupational Therapist and Physiotherapist whilst they are
inpatients. Many patients will have ongoing rehabilitation provided within their homes delivered by
the Community Rehabilitation Teams following discharge. The ICE summary has been changed to
include a prompt for GP surgeries (with support from practice pharmacists) to add second-line
bone treatments given at NBT to patient’s medical notes. Many of the health promotion initiatives
and programmes in South Gloucestershire contribute to falls prevention and good bone health.
Public Health deliver falls prevention training to a wide range of statutory and voluntary sector
organisations working with older people in partnership with Sirona Care and Health. Private sector
housing undertakes minor adaptations to prevent falls. Voluntary sector Friendship and Exercise
Clubs aimed at older people also run in 10 different venues around South Gloucestershire. These
classes offer lower intensity lifestyle courses that aim to improve strength, flexibility and balance to
promote independent living. Promoting physical activity in older people is a key theme in the new
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Physical Activity Strategy.

Projected service use and outcomes in first 5
years and 5-10 years
As the number of older people living in South Gloucestershire increases so will the number of
people who fall. The number of those over the age of 65 is predicted to increase from around
50,000 in 2015 to 55,000 in 2020 and almost 70,000 by 2030. Figure 8 shows the number of over
65s falling each year will increase from 14,000 to 15,000 in 2020 and 19,000 by 2030, and the
number of hospital admissions to 1,200 in 2015 and 1,500 by 2030 (Institute of Public Care,
2015). Figure 8: Projections

Source: POPPI

Evidence of what works
Priorities for falls and bone health are to reduce the number of falls that result in serious injury, and
ensure that those who have experienced a fall receive effective treatment and rehabilitation. There
is a large evidence base for what works including Department of Health (DH, 2009) and NICE
Guidance (NICE, 2013). The Department of Health publication Falls and fractures: Effective
interventions in health and social care (DH, 2009) describes fall and fracture prevention
interventions to achieve four objectives.
Objective 1: Improve patient outcomes and improve efficiency of care after hip
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fractures through compliance with core standards.
Objective 2: respond to a first fracture and prevent the second – through fracture
liaison services in acute and primary care settings.
Objective 3: early intervention to restore independence – through falls care pathways,
linking acute and urgent care services to secondary prevention of further falls and
injuries.
Objective 4: Prevent frailty, promote bone health and reduce accidents – through
encouraging physical activity and healthy lifestyle, and reducing unnecessary
environmental hazards.

The publication lists these objectives in priority order in terms of impact and evidence-base,
although they each have a role for different risk groups. In fact the size of the population which
might be reached by objective 4 is by far the largest. Whilst service provision tends to focus on
those who fall and as a result require medical attention; prevention and early intervention might
reach more people and thus have a significant impact on the number of people falling. For
example, physical activity has been proven to be extremely effective in reducing falls and
plays an important role in primary and secondary prevention. There are NICE Guidelines for the
assessment and prevention of falls in older people (NICE, 2013). NICE identifies ten key
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priorities.
1. Case/risk identification Older people in contact with healthcare professionals
should be asked routinely whether they have fallen in the past year and those
reporting a fall or considered at risk of falling should be observed for balance and
gait deficits and considered for their ability to benefit from interventions to
improve strength and balance.
2. Multifactorial falls risk assessment Older people who present for medical attention
because of a fall, or report recurrent falls in the past year, or demonstrate
abnormalities of gait and/or balance should be offered a multifactorial falls risk
assessment.
3. Multifactorial interventions All older people with recurrent falls or assessed as
being at increased risk of falling should be considered for an individualised
multifactorial intervention that includes:
strength and balance training
home hazard assessment and intervention
vision assessment and referral
medication review with modification/withdrawal
4. Strength and balance training A muscle-strengthening and balance programme
should be offered. This should be individually prescribed and monitored by an
appropriately trained professional. There is evidence to support Tai Chi and
gardening as effective interventions, as well as specifically designed programmes
such as Otago and Postural Stability.
5. Exercise in extended care settings Multifactorial interventions with an exercise
component are recommended for older people in extended care settings such as
a nursing home or supported accommodation who are at risk of falling.
6. Home hazard and safety intervention Home hazard assessment is shown to be
effective only in conjunction with follow-up and intervention, not in isolation.
7. Psychotropic medication review Older people on psychotropic medications
should have their medication reviewed, with specialist input if appropriate, and
discontinued if possible to reduce their risk of falling.
8. Cardiac pacing Cardiac pacing should be considered for older people with
cardioinhibitory carotid sinus hypersensitivity who have experienced unexplained
falls.
9. Encouraging the participation of older people in falls prevention programmes
Healthcare professionals involved in the assessment and prevention of falls
should discuss what changes a person is willing to make to prevent falls.
Regular exercise throughout life is essential for bone health. Weight-bearing exercise and
resistance exercise are particularly important in improving bone density and helping prevent
osteoporosis. Eating a healthy, balanced diet is recommended for everyone as it can help prevent
osteoporosis as well as many other conditions including heart disease, diabetes and many forms
of cancer. Calcium and Vitamin D are particularly important for bone health. Giving up smoking and
reducing alcohol intake may also reduce risk of osteoporosis. There are a number of therapies and
treatments available for the prevention of fragility fractures in people who are thought to be at risk,
or to prevent further fractures in those who have already had one or more fragility fractures. Risk
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assessment for osteoporosis and fracture risk is recommended for all women aged 65 years and
over and all men aged 75 years and over in women aged under 65 years and men aged under 75
years in the presence of risk factors (NICE, 2012)

User views (on need, services / assets and gaps)
Wide consultation with older people to collect qualitative data was beyond the scope of this JSNA.
Service user consultation will form an important part of the development of the South
Gloucestershire Falls and Bone Health Strategy. Published research shows that many older people
are fearful of falling; what concerns them most is loss of mobility and independence. Yet older
people can be resistant to lifestyle advice linked to the theme of ‘falls’, as the word has
connotations for many of getting frail, and losing their pride in being upright and independent. A
study by Age UK (Age UK, 2004) found that many older people are resistant to advice about
preventing falls. There were a number of reasons for this:
Some consider it relevant only to people older and frailer than themselves.
Some people reject the idea that they are at risk, either because they are genuinely confident
(sometimes over-confident) of their capabilities, or because they feel that to accept that they
are ‘at risk’ may stigmatise them as old and frail.
Some people who have fallen do not accept that they are likely to do so again (and could
therefore benefit from advice) because they attribute their falls to momentary inattention or
illness rather than to a persisting vulnerability.
Other people accept that they are at risk of falling but feel nothing can be done about it and
that it is an inevitable part of ageing.
Others accept that they are at risk and that falls prevention measures may work, but think
the downside of taking the measures would outweigh the potential benefits.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:There has been very little research in to whether rates of falling and admission for hip
fractures are related to socioeconomic factors.
An equality impact assessment will be carried out as part of development of the Falls and
Bone Health Strategy to ensure equitable access and uptake of services.

Unmet needs and service gaps
The data show that South Gloucestershire’s rate of hospital admissions injuries due to falls is
significantly below the national average and the rate of hospital admissions for hip fracture in
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2013/14 is statistically similar to the national average. That is not to say that there are not service
gaps or unmet need. Falls prevention is a priority in South Gloucestershire and actions to reduce
the number of older people who fall and support those who do to regain their mobility and
independence are reflected in many local strategies and services. However there is no Community
Falls Service or falls pathway and more could be done to co-ordinate referrals and care between
different services. A multi-agency Falls Prevention Group is currently working to develop a Falls and
Bone Health Strategy for South Gloucestershire. The strategy will set out actions to be taken to
reduce falls and fall-related injuries in those aged over 65, ensuring effective rehabilitation and
treatment for those who have fallen. Implementation of this strategy will increase independence,
prevent premature deaths and reduce fear of falling. The approach in South Gloucestershire
mirrors the approach advocated by Department of Health and NICE Guidance.

Recommendations for consideration by
commissioners
Finalise and implement a Falls and Bone Health Strategy for South Gloucestershire.
Support the commissioning of a Community Falls Service and ensure that there is a clear
evidence based falls and fracture care pathway for patients in South Gloucestershire taking
into account user views.
Ensure falls prevention is embedded in everyday practice for primary care and community
staff who are in contact with high risk groups and explore ways to increase capacity to
undertake multifactorial falls risk assessment within health and care services in South
Gloucestershire.
Identify ways to promote and extend local provision of evidence based strength and balance
training through group classes and home based interventions including building links with
nursing and residential care, health and social care and the voluntary sector.
Support national campaigns and deliver local campaigns to promote healthy ageing including
physical activity and other healthier lifestyle choices and other protective factors for falls and
osteoporosis; advises older people and carers on what they should do in the event of a fall or
fragility fracture; and raised awareness amongst health and care professionals, older people
and their carers about risk factors for falls and fractures and the steps they can take to
reduce risk.

Recommendations for needs assessment work
Review older people’s health indicators.
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Frail Elderly
Summary
There is not a commonly agreed definition for frail older people. For the purposes of this JSNA
chapter we have used the definition of “people over 75 with a significant level of physical or
mental impairment.” However, it is acknowledged that frailty can occur at a younger age. Clinical
leaders and local authority social care departments are unanimous in regarding frail older people as
the most significant patient group in terms of complexity, growing demand and potential for
improved care pathways. It is estimated that there are currently more than 2,000 frail older people
in South Gloucestershire. As life expectancy increases and the number of older people living in
South Gloucestershire grows so too will the number of people living with frailty. The number of
people aged over 75 years is projected to increase by 3% by 2020 and 47% by 2030. The number
of people over the age of 85 years of age is projected to increase by 29% by 2020 and by 153%
by 2030. Nationally there are policy drivers to keep people living independently at home, to avoid
admissions to hospital and reduce length of stay in hospital; this is particularly relevant for frail older
people. Not everything can or should be done outside hospitals, but much can be. Currently
services sometimes fall short especially because of lack of co-ordination. The total number of care
home beds for older people in South Gloucestershire is about 700, and around 800 beds are
available in care homes with nursing. At current levels it is anticipated that residents of South
Gloucestershire will require more than double this number of care home beds of around 2400 by
2030, in line with the growth of the over 65s in the area. There are 261 units of extra care housing
in South Gloucestershire where on site care services are provided, with a further 321 planned to be
available by 2018. A key asset is someone’s social circle and access to family and friends. A range
of support services for carers are provided within South Gloucestershire. Other support is provided
by services such as Community Transport, and the Community Frailty Service.

Recommendation for consideration
Frail older people are at the heart of recommissioning; use CQUINS at critical point in the frailty
pathway to establish assessment and case finding, personalised care planning and integrated
services for supporting people closer to home; ensure health and care workers have appropriate
skills and knowledge; commission programmes that increase the number of people who can
lead independent, healthy, active lives; provide information and advice on services to promote
independent living and reduce social isolation; monitor and evaluate the Community Frailty
Service pilot; plan for services for the increase in the number of frail older people.
Authors: Kirsty Eastham, Commissioning Manager, South Gloucestershire Council; Paul Frisby,
Partnership Manager, South Gloucestershire CCG; Sarah Weld, Public Health Consultant, South
Gloucestershire Council

591/885

www.southglos.gov.uk

Who is at risk and why?
Frailty is a clinically recognised state of increased vulnerability – it results from ageing associated
with a decline in the body’s physical and psychological reserves. There is not a commonly agreed
definition for frail older people. For the purposes of this JSNA chapter we have used the definition
of “people over 75 with a significant level of physical or mental impairment.” However, it is
acknowledged that frailty can occur at a younger age. The clinical condition of ‘frailty’ is one of the
most-challenging consequences of population ageing. Frailty develops as a consequence of agerelated decline in multiple body systems, which results in vulnerability to sudden health status
changes triggered by minor stress or events such as an infection or a fall at home (British Geriatrics
Society and the Royal College of Nursing, 2015)(NHS England, 2014).

The level of need in the population
Recently published research suggests that between a quarter and half of people aged 85 and over
are estimated to be frail and that the overall prevalence in people aged 75 and over is around 9%;
2,027 in South Gloucestershire(NHS England, 2014).

Current services and assets in relation to need
Informal Care
A key asset is someone’s social circle and access to family and friends. Many frail elderly people
will be reliant on family and friends (informal carers) to help with some day-to-day activities. There
were approximately 5.8 million people providing unpaid care in England and Wales in 2011,
representing just over one tenth of the population (Office for National Statistics, 2011). South
Gloucestershire Council does a lot to support informal carers including:
Provision of the Carers Emergency Card
Access to emergency support, and to a growing network of carers’ groups.
Arranging events and activities to raise awareness of carers’ issues and support available.
Examples of these events are the Carers Rights Day and Carers Week events.
Many of these services receive funding from adult care, in some cases with additional services
provided through external grant funding or through support from voluntary sectors partners. A key
asset is the strong profile offered by the Carers Support Centre, the lead voluntary sector
organisation for carers in South Gloucestershire. The Carers Support Centre has been successful
in attracting external funding to focus on particular areas of service development. Securing two
years of funding for the Carers in Paid Employment project in 2015 was a notable success, with
learning from this project informing national direction. Other voluntary sector groups play an
important role in supporting carers, such as Age UK, Paul’s Place, Alzheimer’s Society and Dhek
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Bhal.

Social Care
Anyone who thinks they have any care and support needs can contact the council to ask for a
social care assessment. The Care Act 2014 (The Care Act, 2014) introduced a national eligibility
criteria for access to social care. To meet the Care Act’s eligibility criteria a person’s needs, as
assessed, must meet the three following conditions:
1. They have care and support needs as a result of a physical or mental impairment or illness
2. Because of those needs, they cannot achieve two or more of the outcomes specified below
3. As a consequence of being unable to achieve these outcomes there is or there is likely to be
a significant impact on the adults:
to carry out basic self-care activities as part of normal daily life, such as eating,
drinking, toileting, dressing etc.
maintaining a habitable home environment
being able to make use of the home safely
to maintain family and other significant personal relationships with a focus on those
relationships which if not maintained would significantly impact on a person’s wellbeing
to access and engage in work, training, education and volunteering
to access the facilities and services in the community, including recreational
opportunities, important to the individual, and
to carry out any caring responsibilities for a child
When someone meets the criteria above, the council commissions an individual package of care to
meet their specific needs and help achieve the outcomes they want, these may be any one or
more of the following:
Personal/ domiciliary care within their own home.
Support to access facilities in the community
A residential or nursing care home placement
Buildings based day care
Supported Living
Sheltered or Extra Care Living
Care Homes: As at September 2015 there were 282 people over 75 in permanent nursing care
and 284 people over 75 funded by South Gloucestershire Council in permanent residential care,
with approximately an additional 120 nursing beds purchased for people meeting the Continuing
Health Care criteria. The total number of residential care home beds for older people in South
Gloucestershire is about 700, and around 800 beds available in care homes with nursing. At
current levels it is anticipated that residents of South Gloucestershire will require more than double
this number of care home beds to around 2400 by 2030, in line with the growth of the over 65s in
the area.
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Extra Care Living
There are 261 units of extra care housing in South Gloucestershire where on site care services are
provided with a further 321 planned to be available by 2018, including the development of an extra
care village at Frenchay.

Rehabilitation, Reablement and Recovery
The Council and South Gloucestershire Clinical Commissioning Group have developed Community
Rehabilitation Services in order to maximise the opportunities for frail older people to regain
independence following an admission to hospital.
There are 1200 hours per week used to support people to continue to live in their own
homes, after 6 weeks these people will either move to other providers of care and support,
be independent or on occasion move to a care home.
We are able to offer a short period of rehabilitation and recovery at one of 70 rehabilitation
beds around the area, giving people additional time to consider the most suitable place
where long term needs and support can be met outside of a hospital environment.
People can also choose to have a direct payment and make their own arrangements so that their
needs are met. The Council offers support via a number of recognised providers to manage direct
payments. If people would like to benefit from a direct payment but do not feel able to manage it
themselves, or lack capacity, a nominated person can manage the direct payment or they can
have a managed account with one of the support providers.

Other services funded by South Gloucestershire
Council
Name

Dementia
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Over 50s
Forum Senior
Citizens
Forum

Amount of funding

Aims of Service

£3,592.00

For people aged 50 and over. To inform
Over Fifties Forum members about a
number of issues of importance to older
people, including health and social care,
focussing on memory loss and dementia,
so that members are aware of
developments in services, and are aware of
their rights in terms of accessing services.
To give forum members the opportunity to
question and contribute to debates. To
reduce potential isolation of members by
providing contact with others.
www.southglos.gov.uk

Loneliness
and
Isolation

£21,751.00

For Older People at risk of isolation. To
support isolated people and demonstrate
how they have actively engaged within their
communities, reducing isolation and
improving their quality of life

Southern
Brooks

£17,000.00

For Isolated and vulnerable older people in
South Gloucestershire. To reduce isolation
and improve quality of life for isolated and
vulnerable older people

RSVP
Precious
Times

Not funded but
facilitated by
South
Gloucestershire
Council

For Isolated and vulnerable older people in
South Gloucestershire. To reduce isolation
and improve quality of life for isolated and
vulnerable older people

Age UK

Community Transport and Dial-a-ride
Community Transport is a range of transport provided by community based voluntary
organisations with support from the council, to cater for local transport needs. Community
transport schemes have fully accessible minibuses which can be hired by community groups. They
also run dial-a-ride services, which offer door to door transport for individuals.

Community Frailty Service for frail housebound
patients and those living in care homes in South
Gloucestershire
There is a CCG commissioned NHS pilot beginning in two areas of South Gloucestershire (Yate
and Kingswood South) which will establish a specialist community frailty team, led by a doctor with
special interest in frailty. It will focus on those patients with frailty living in care homes and
housebound patients in order to improve their quality of life. The development of the frailty service
has been initiated by our GP member practices, and is seen as a high priority service area for
development. It also aligns with the South Gloucestershire Joint Strategic Needs Assessment and
feedback the CCG has received from public surveys. The proposed community frailty service will
promote a patient-centred approach to the identification and management of patients living with
frailty, based on the principles of a Comprehensive Geriatric Assessment (CGA) – with a focus on
improved functional capability, independence and living well for longer. The service will sit
alongside and enhance South Gloucestershire’s current planned rehabilitation service, rapid
response services and the active ageing initiative provided by Sirona Care & Health. This will enable
a seamless transfer to the most appropriate service to meet the individual’s need. The specialist
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community frailty team will be led by a GP with a special interest (GPSI) in geriatrics. It will consist
of a multidisciplinary team specialising in people who have frailty and is likely to include an
Occupational Therapist, a Physiotherapist, a Dietician, specially trained Health Care Assistants, a
Psychiatric Nurse for the elderly, a Social Worker and admin support. The aim is to begin the pilot
in October 2015, the service will be trialled as a test and learn pilot for 12 months across two GP
clusters –Yate and Kingswood South. If the pilot is successful we will aim to expand the service to
all areas in South Gloucestershire.

Projected service use and outcomes in first 5
years and 5-10 years
The South Gloucestershire Urgent and Emergency Care Strategy states that an ageing population
with increasingly complex needs is leading to ever rising numbers of people needing urgent or
emergency care. This is a particular issue in South Gloucestershire where the number of people
over the age of 75 years is projected to increase by 3% by 2020 and 47% by 2030. The number of
people over the age of 85 years of age is projected to increase by 29% by 2020 and by 153% by
2030.

Source POPPI The strategy also warns that as people live longer, more people will require
treatment and support for life changing diseases including dementia, diabetes and other long term
conditions (and frailty). With sufficient and well organised resources in the community and sharing
of information between different services, treatment and support can be provided effectively in a
planned way. This will help to avoid unnecessary admissions and also to reduce the time spent in
hospital for those who do need to be admitted. The strategy describes the need for a system wide
approach and the proposed frailty service would assist the CCG to achieve this vision.
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Evidence of what works
According to a report published by NHS England(NHS England, 2014) a care pathway for frail
older people that reorganises services around the patient and provides care at all stages of the
patient journey from healthy, active ageing through to end-of-life care has been proven to work well
and decrease the need for acute services. If frail older people are supported in living independently,
understand their long-term conditions, and educated to manage them effectively, they are less
likely to reach crisis, require urgent care support and experience harm. The key elements of this
approach are:
Healthy active ageing and supporting independence
Living well with simple or stable long-term conditions
Living well with complex comorbidities, dementia and frailty:
Rapid support close to home in crisis:
Good acute hospital care when (and only when) needed:
Good discharge planning and post-discharge support:
Good rehabilitation and reablement after acute illness or injury:
High-quality nursing and residential care for those who truly need it:
Choice, control and support towards the end of life
With regards to social care, services and support that are flexible and personal are highly valued.
Early assessment of social care needs has also proved effective in minimising the on-going social
care need and maximising individual independence and choice in care.

User views (on need, services / assets and gaps)
Involving patients, families and carers in the development of services helps ensure that the right
services are commissioned to meet the needs of local people. Whilst no specific service user
consultation has been undertaken for this JSNA section patients, carers and other stakeholders
have been and continue to be involved in health and social care service planning. For example,
patient and carer consultation is a key part of planned evaluation of the Frailty Pilot described
above. Information about the views of older people living with frailty is also available in published
research. A qualitative and ethnographic investigation undertaken by Age UK (Age UK, 2014) to
understand the day-to-day life experiences of older people living with frailty provides information
about their perceptions of key issues or problems those living with frailty face, and what would help
to improve their lives. A key finding was that whilst family members and carers understood the
term frailty, older people themselves did not understand frailty in the same terms as a healthcare
professional. Instead, participants spoke about finding every day tasks more difficult to manage
due to a collection of symptoms, such as pain and tiredness, and about how they needed help to
maintain an active lifestyle. Those who had experienced a significant event such as a fall, illness or
stay in hospital could describe with clarity a state of ‘before’ the event and ‘after’ the event. The
event in question then became a turning point and they referred to it as the cause of current
difficulties rather than using encroaching frailty as an explanation. Maintaining independence and
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control is important to older people. The study observed many examples of how frail older people
could be supported by making everyday tasks more manageable through slight alterations, either
by the person themselves or those within the formal or informal support network. Older
participants who had accepted and received some form of support, appeared to be more
independent than those who did not. This could be because support which was offered in the form
of partial assistance helped them to maintain an active life, rather than removing their
independence completely.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Inequalities in later life frailty and wellbeing is an area of increasing research interest. There is
clear evidence of inequalities in healthy life expectancy between sociodemographic groups.
In later life, levels of frailty are higher for women compared with men and there is a strong
gradient of decreasing frailty with increasing wealth (Alan Marshall, 2015).

Unmet needs and service gaps
As life expectancy increases and the number of older people living in South Gloucestershire grows
so too will the number of people living with frailty. It will be important for health and care services to
plan for this change. However, this is only one part of the picture. If we are to deliver lasting
improvements to the lives of older people living with frailty, there are much wider questions about
how we organise services and society(Age UK, 2014). In their report on frailty Age UK (Age UK,
2014) outlines three areas where change is needed to support people living with frailty.
1. Maximising capacity and capability Services and communities must focus on ways to
maximise what people are capable of and how older people living with frailty can best be
supported to live independently. This should include consideration of housing and home
adaptations; befriending and efforts to reduce loneliness and social isolation as well as health
and social care services.
2. Personalising care goals Older people living with frailty and their carers should be
encouraged and supported to discuss what is most important to them and this should inform
any care or support package.
3. Managing risk Care planning for older people must incorporate risk as something which is
managed rather than simply avoided. Local authorities must work toward creating agefriendly neighbourhoods to ensure that everybody can participate in their local communities
without, for example, fear of falling or being a victim of crime.
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Recommendations for consideration by
commissioners
Commissioners should ensure that the needs of frail older people are at the heart of their
commissioning. Older people with frailty are most in need of medical continuity and will have
significant medical and social care requirements.
Use CQUINS with providers at critical points of the frailty pathway to establish assessment
and case-finding, personalised care planning and integrated services and support for older
people close to home.
Ensure all health and care workers who care and provide treatment for people with frailty,
from prevention through to end-of-life care have appropriate knowledge and skills.
Commission public health programmes that increase the number of older people who can
lead independent, healthy and active lives and include evidence based approaches to
prevent frailty.
Provide information and advice about services to older people to facilitate and promote
independent living and reduce social isolation.
Monitor and evaluate CCG Community Frailty Service pilot with a view to expanding the
service to all areas in South Gloucestershire if found to be effective.
NHS and local authority commissioners to work together with partners to plan the expansion
and development of services which will enable the current ageing population of South
Gloucestershire to have sufficient services to support them as they become frail and their
care and support needs change.

Recommendations for needs assessment work
It would be useful to better understand the needs of older people in South Gloucestershire and
share this understanding across all agencies commissioning and delivering services for these
groups. This might best be done through a review of all older people’s health indicators. In order to
inform commissioning of health and social care services more analysis of referrals to social care
and hospital admissions for this age group is required to better understand service use across the
system.
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Learning Difficulties
Summary
People with learning difficulties have poorer health than their non-disabled peers, much of which is
avoidable. They have higher levels of mental illness, chronic health problems, epilepsy, and sensory
problems. People with learning difficulties are more likely to be exposed to the social risk factors for
poor health such as poverty, poor housing conditions, unemployment, discrimination and social
isolation. These health inequalities often start early in life and result, to an extent, from barriers they
face in accessing timely, appropriate and effective health care. As at July 2017, an estimated 1086
adults in South Gloucestershire had moderate or severe learning difficulties. Of these an estimated
248 aged 18-64 have severe learning difficulties, 232 are in permanent residential care and 28 in
care homes with nursing. In 2015/16, there were 957 people of all ages on the learning difficulties
register for South Gloucestershire GPs. The GP registered prevalence of learning difficulties in
South Gloucestershire (0.36 %) is below the current England average (0.46%) and consistent with
the prevalence in South Gloucestershire in 2014/15 (0.36%). The number of adults with learning
difficulties aged 18-64 who were known to the local authority was 797. The prevalence of 0.46% is
slightly higher than the England average of 0.43%. This number has increased over time, in
2008/09 it was 695. In South Gloucestershire, the proportion of people with learning difficulties
living in non-settled accommodation (54.5%) was higher than the England average of 26.7%. The
proportion of people with learning difficulties in employment was 12.5%, higher than the England
average of 6.7%. The employment rate has risen in recent years. The rates of adults using day
care and community services supported by the local authority is higher than the national average.
South Gloucestershire’s Learning Difficulties Partnership Board co-ordinates the planning of
services for people with learning difficulties. Support for people with learning difficulties is provided
by a range of services including the South Gloucestershire Community Learning difficulties Team,
Hospital Liaison Nurses, Dieticians, and art therapists. NHS (England) has set out in the national
plan – Building the right support – a clear framework to develop more community services for
people with learning disabilities and / or autism who display behaviour that challenges, including
those with a mental health condition, and close some inpatient facilities. Developed jointly by NHS
England, the Local Government Association (LGA) and the Association of Directors of Adult Social
Services (ADASS) – with active input from people who use the services and their families – its aim
is to enable people to live more independent lives in the community, with support, and closer to
home. Forty eight transforming care partnerships (TCPs) have been created nationally to develop
three-year plans to re-shape services, to meet local needs. South Gloucestershire Council is part
of a wider “Transforming Care Partnership” (TCP) which also includes Bristol, Bath and North East
Somerset and North Somerset. The TCP has a jointly owned plan which sets out the aims to
improve life opportunities for people with a learning disability and/or autism and is based on a
strong understanding of the needs and aspirations of people with a learning disability and/or
autism, their families and carers, and on expert advice from clinicians, providers and others. The
plan highlights areas of strategy development and service delivery that is currently taking place
across the TCP area. The strategy developments and service delivery areas are considered
opportunities for learning and good practice sharing and serve to strengthen the overall TCP plan.
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A detailed copy of the plan is available at:
https://www.bristolccg.nhs.uk/library/transforming-care-partnership-plan/

Recommendations for consideration
1.
Raise awareness with health professionals about the ‘hidden majority’ of people with mild
learning difficulties who may find it difficult access mainstream services 2.
Maintain the
Community Learning Difficulties Team 3.
Ensure providers and commissioners are
demonstrating access to appropriate services; and implementation of the five key areas of
‘Transforming Care – Next steps’ to improve services for people with learning difficulties 4.
Review the new community based support framework arrangements to ensure that the needs
of people with learning disabilities continue to be met appropriately 5.
Continue with the
Learning difficulties Partnership Board, ensuring the work plan reflects the JSNA findings and
that it’s operation and membership fulfils required functions and meets the objectives outlined in
the terms of reference
Authors: Kirsty Eastham, Commissioning Manager, South Gloucestershire Council; Christopher
Mills, Operational Delivery Manager, South Gloucestershire CCG. Editor Sarah Weld, Public Health
Consultant.

Who is at risk and why?
There is no definitive record of the number of people with learning disabilities in England. It is,
however, possible to estimate the number of people with learning disabilities in England by
combining information collected by government departments on the presence of learning
disabilities amongst people using particular services and overall population predictions for England.
Using this information, it is estimated that in England in 2015 there were 1,087,100 people with
learning disabilities, including 930,400 adults. (Public Health England, Learning Disabilities
Observatory.) On average a GP practice with 2000 patients will have almost 44 people with mild to
moderate learning difficulties and about 6 people with severe learning difficulties although there will
be a wide variation among different practices. People with learning difficulties have poorer health
than the general population, much of which is avoidable. These health inequalities often start early
in life and result, to an extent, from barriers they face in accessing timely, appropriate and effective
health care. The impact of these health inequalities is serious. As well as having a poorer quality of
life, people with learning difficulties die at a younger age than their non-disabled peers (Confidential
Inquiry into premature deaths of people with learning difficulties.2013) In many cases the cause of
learning difficulties is unknown. A child can be born with a learning difficulty if the mother has an
accident or illness while she is pregnant or uses alcohol or other drugs, or the baby is born with a
genetic disorder. A person can be born with a learning difficulty if he or she does not get enough
oxygen during childbirth, or is born prematurely. After birth, a learning difficulty can be caused by
early childhood illnesses which can manifest as a learning difficulty prior to adulthood. Evidence
shows that people with a learning difficulty have poorer health outcomes, are more likely to die at a
younger age and should therefore be a key priority group for all service providers. People with a
learning difficulty are more likely to have higher social needs and to suffer from social isolation.
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They have more difficulty in getting meaningful paid employment and accessing housing providers
as well as getting advice on basic health advice such as family planning. They can be a very
vulnerable group of people and easily fall victim to bullying and hate crime. Half of all people with
Down’s syndrome have congenital heart problems and are at higher risk of developing early-onset
dementia, gastrointestinal problems and cancer. Life expectancy for people with Down’s syndrome
and other learning difficulties has improved significantly in the past 30 years, thanks to advances in
medical care. For example, the life expectancy of someone with Down’s syndrome has risen from
25 years in 1983 to over 60 years in 2015. One consequence of this improvement is that more
people with learning difficulties, such as Down’s syndrome, are living to an age where they are
likely to develop dementia. There are more than 40,000 people living with Down’s syndrome in the
UK. In South Gloucestershire, as at July 2017, there are an estimated 106 people with Down’s
syndrome under 65 and 2 people over 65. People with learning difficulties, particularly those with
Down’s syndrome, are at increased risk of developing dementia. If a person with a learning
difficulty develops dementia, they will face different and additional challenges to people who do not
have a learning difficulty. Dementia generally affects people with learning difficulties in similar ways
to people without learning difficulties. However, there are some important differences. People with
a learning difficulty:
are at a greater risk of developing dementia at a younger age – particularly those with
Down’s syndrome
often show different symptoms in the early stages of dementia, and are more likely to have
other physical health conditions which are not always well managed
are less likely to receive a correct or early diagnosis of dementia, and may not be able to
understand the diagnosis
may experience a more rapid progression of dementia, although this can be complicated by
difficulty or delay in diagnosis
may have already learned different ways to communicate (e.g. more non-verbal
communication if their difficulty affects speech)
may already be receiving social care in the family home, or be in a supported living
environment, where they are given help to allow them to live independently
need specific support to understand the changes they are experiencing, and to access
appropriate services after diagnosis and as dementia progresses. These may be specialist
services for those with a learning difficulty or general services for older people.

The level of need in the population
The total number of people in South Gloucestershire with learning difficulties (as at July 2017) are
estimated at:
1,086 people aged 18 and over predicted to have a moderate or severe learning difficulty
248 people aged 18-64 predicted to have a severe learning difficulty
232 people with learning difficulties in permanent residential care home placements and 28 in
permanent placements in care homes with nursing.
Using QOF 2015/16 data there were 957 people on the learning difficulties register for South
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Gloucestershire GP practices (prevalence 0.36%). This is slightly lower than the England
prevalence of 0.46% and consistent with the prevalence in in South Gloucestershire in 2014/15
(0.36%). The number of adults with learning difficulties aged 18-64 getting long-term support from
South Gloucestershire local authority is 670 (2014/15). The crude rate of 4.06 per 1000 is slightly
higher than both the South West rate of 3.67 per 1000, and the England rate of 3.73 per 1000. As
this indicator was introduced in 2014/15 and supersedes a previous indicator, trend information is
not available. Historically it had been possible to compare the number of people with a learning
disability known to GP Practices (QOF register) with those receiving support from the Local
Authority. Changes to data collection methods means that it is not possible to look at trends over
time. In 2013/14 there was a 7.7% difference between the numbers known to GPs and the local
authority, higher than the England average of -0.1% and one of the highest differences in the
South West and the proportion was increasing. Data for 2015/16 suggest that the number of
people receiving long term care as proportion of people on GP LD register is 100%.

Figure 1: comparison of LA and QOF learning disability prevalence estimates in South
Gloucestershire Source: Public Health England, Learning Difficulties Profiles (accessed 6/12/15)
The Learning difficulties 2017 Profile[1] for South Gloucestershire includes information on how
many people have learning difficulties, the health of these individuals and their access to health
care and social services. South Gloucestershire’s performance was significantly worse than
England for:
supported adults with learning disabilities living in settled accommodation (2014/15) - SGlos
45.5% (n=305), SW 65.1%, England 72.9% (higher is better)
supported adults living in unsettled accommodation (2014/15) – SGlos 54.5% (n=365), SW
28.8%, England 26.7% (lower is better)
supported adults whose accommodation status is not known to LA (2014/15) – SGlos
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32.8% (n=220), SW 6.8%, England 5.6% (lower is better)
adults receiving community services supported by local authorities per 1000 people receiving
long-term support (2014/15) – SGlos 694 per 1000 (n=465), SW 677.9 per 1000, England
766.2 per 1000.
In every other domain of the profile South Gloucestershire’s performance was similar to, or better,
than the rest of English local authority areas. Historical data suggested that the proportion of adults
with learning disabilities in South Gloucestershire in employment was better than the England
average and improving, New data collection methods mean that more recent trend data is not
available.

Figure 2: adults with learning disabilities in employment in South Gloucestershire Source: Public
Health England, Learning difficulties Profiles (accessed 4/9/17) In 2015/16 the proportion of
supported adults with learning disability in paid employment was 4.5% (n=30), marginally lower
than the both the South West proportion of 6.0% and the England proportion of 5.9%, but not
statistically significantly different. The 2015 Learning Disability Census[1] provides a snapshot of
people with a learning difficulty, autistic spectrum disorder and/or behaviour that challenges who
were receiving care in an inpatient setting on the 30th September 2015. There were 3000 people
receiving care in England on that date; On census day in 2015, 2,370 patients (79%) were
recorded as having a learning disability, and 1,160 patients (39%) were recorded as having autism;
710 patients (24%) were recorded as having both diagnoses. 175 patients (6%) were not recorded
as having either. The overall profile of patients remained mostly unchanged between the three
Learning Disability Census collections (2013, 2014 and 2015). The ethnicity of patients was broadly
in line with that of the English population, whereas the age and gender differ.
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6% of patients (165 patients) were aged ‘Under 18’, much lower than the comparable
proportion of England’s general population (24%)
92% of patients (2,755 patients) were aged 18-64, substantially higher than the comparable
proportion England-wide (59%);
3% of patients (80 patients) were aged 65 and over, much lower than the comparable
proportion for England (18%);
75% of patients (2,255 patients) were male, much higher than the comparable proportion for
England (49%).
Of the 3,000 identified in the 2015 census receiving care in an inpatient setting, the breakdown for
those affiliated with South Gloucestershire CCG by residence, as at September 2016, was: One
patient remains in an inpatient setting and is managed directly by South Glos CCG
one patient has been successfully resettled in the community and continue to receive varying
degrees of support
three patients are managed directly by NHSE
[1]Available from http://fingertips.phe.org.uk/profile/learning-difficulties

Current services and assets in relation to need
South Gloucestershire Learning Difficulties Partnership Board
Learning Difficulties Partnership Boards were set up to make sure that Valuing People happened.
Their job is to support local organisations and groups work together to increase opportunities for
people with learning difficulties. South Gloucestershire’s Learning Difficulties Partnership Board
(LDPB) was set up in October 2001. Membership includes people with learning difficulties, carers
and representatives from Council Departments as well as representatives from health, education,
voluntary and independent organisations. The job of the Partnership Board is to make sure that
people with learning difficulties have the same rights, chances and opportunities in their lives as
everyone else. It does this by bringing together key people to help make Valuing People Now
happen in South Gloucestershire, ensuring that people with learning difficulties and family carers
are at the centre of decision making about service improvement, that It shares good practice and
overall that it gives leadership so real change can happen.

Learning Difficulties Development Fund (LDDF) and Valuing People Now projects
Each year the Learning Difficulties Partnership Board (LDPB) invites individuals, groups and
organisations to apply for funding to take forward projects and initiatives to make Valuing People
Now happen in South Gloucestershire. In 2016-17 the LDPB invited applications that met the
board’s priority areas of work:
health
housing
employment
personalisation (giving people choice and control in their lives)
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The Learning Difficulties Partnership Board gave £77,172.00 to local projects and organisations for
the year 2016-2017. These projects are listed below:

Learning Difficulties Carers Support and Development Worker
the carers support and development worker provides opportunities and support for family
carers of people with learning difficulties to be involved and act as carers representatives as
well as providing information, advice and training sessions to assist carers in their role.
for more information visit: http://www.carerssupportcentre.org.uk

Community Express
carriages is a meeting place for people with learning difficulties to get together and take part
in art, crafts and music sessions.
The Music Train provides an opportunity for people with learning difficulties and their carers
to enjoy a train ride whilst listening to a wide range of music.
Warmley Wheelers gives people with learning the opportunity to access the Bath to Bristol
cycle path using an adapted cycles.
for more information visit: http://www.milestonestrust.org.uk/community-express

LD awareness – Primary Schools Learning Difficulty Awareness
this project works with Year 6 primary school children to raise awareness of the rights and
needs of people with learning difficulties. Co-facilitated by two people with learning difficulties
the awareness sessions cover areas such as what is a learning difficulty and what it like to
live with a learning difficulty.
for more information visit http://www.ldawareness.co.uk

The Conservation Volunteers – Tree Life Centre Growing Wild Project
this project provides opportunities for adults with learning difficulties to develop, have fun and
be involved in a growing project by growing vegetables, native trees and wildflowers
people with learning difficulties are supported to run a fortnightly market stall at Grimsbury
Farm which will sell their surplus vegetables that have been grown. People with learning
difficulties have the opportunity to gain a John Muir Award
for more information visit
http://www.tcv.org.uk/southwest/volunteer-south-west/volunteer-avon/tree-life-centre

Brandon Trust – Hate Crime Services
this project is to run training workshops for people with learning difficulties and the people
who support them which will increase their knowledge and awareness of hate crime and
what to do if it happens to them or someone they work with.
Brandon Trust will work with victims of learning difficulties hate crime to improve their lives.
for more information visit: https://www.brandontrust.org/
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Orchard Workshop
Arts in the community project is about people with learning difficulties working on art projects
in the community. They will work in care homes, community organisation, and community
cafes and produce art work created by people with learning difficulties.
this project gives people with learning difficulties the chance to gain experience to go on to
other training and employment opportunities.
for more information visit: http://www.orchardworkshop.co.uk/

KIDS
the KIDS project is to support young people aged 13-25 to gain the skills to become
independent as well as being able to travel on their own on public transport.
workshops will take place over the year which will promote being healthy and happy. The
workshops are aimed at giving people the skills to be more confident, enable them to know
how to stay safe and the importance of being active and developing positive relationships.
for more information visit: https://www.kids.org.uk/

Learning Difficulties Partnership Board co-chairperson
The co-chairperson is employed to raise awareness of the work of the LDPB and encourage more
people to get involved in the work of the Board.

LD awareness – primary schools learning difficulty awareness
This project works with Year 6 primary school children to raise awareness of the rights and needs
of people with learning difficulties. Co-facilitated by two people with learning difficulties the
awareness sessions cover areas such as what is a learning difficulty and what it like to live with a
learning difficulty. The Council also commissions the following services:

Choices 4 U
Choices 4 U supports people with learning difficulties to access community and leisure
opportunities in order to promote independence and build confidence. These take place within
leisure centres and the local community. A team of experienced staff are on hand at all times to
support with activities. Choices 4 U will support the person attending to:
take part in activities that interest them and try new things
access leisure centre facilities to improve health and build confidence
spend time with friends and make new friends
think about work opportunities and get help and advice on how to do this
learn how to travel independently with support from the Travel Buddy Scheme
develop their independence and daily living skills
learn new skills through training.
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Shared lives
Shared lives helps to find a new home or a place to stay for people of 18 years of age or over who
have a learning difficulty. Carers encourage and support service users to express their views, and
make choices and decisions to develop meaningful daytime activities. They will encourage the
personal, social and emotional development of the individual as well as their cultural and faith
needs and will help to develop and maintain personal and family relationships as well as being part
of the local community. Shared lives offers a choice for those people who want to live or stay in a
homely environment and need support. Shared lives can be:
somewhere to live. A permanent home
somewhere to stay for a short break/ or an overnight stay or anywhere up to 28 days
a place to go to for day time support
somewhere to live in the short term in order to learn independent living skills
There are lots of different kinds of shared lives carers. Some are couples, some live alone, some
have children and some have pets. All carers have been trained and have had Criminal Record
Bureau (CRB) checks. In 2016, South Gloucestershire Council carried out a tender process to
commission a new provider to deliver an expanded Shared Lives Service. Ategi were the
successful bidder and the organisation has been delivering the new Shared Lives Service from
January 2017.

Community Based Support Framework
The Council has a framework of accredited Community Based Support providers who provide a
range of care and support services to meet an individual’s specific needs as assessed by the adult
care team. There are a number of providers on the framework who specialise in providing support
for people with learning difficulties, including providing personal care, support with accessing the
community and support with daily living activities. The framework is currently being
recommissioned based on a purchasing from a single lead provider based in each 6 GP “cluster”
area. Any service users who does not want to receive their support from the lead provider working
in their cluster area would be able to pay for their support and buy it themselves from whichever
agency they choose, via a Direct Payment or Individual Service Fund. However, Specialist LD and
MH services will be excluded from the new arrangements because it has been recognised that:1. the worker skill set is specialist with different training needs and does not fit with a generic
workforce, therefore would imply a dedicated workforce
2. it was noted that service users in this group do not always manage change well and
continuity of current service is particularly important for this group.
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Support in the Day
The Council commissions a number of specialist providers who provide day opportunities for
people with learning difficulties including Fired up, Splinters and Elm Tree Farm.

Employment Support
South Gloucestershire Council has a recognised provider list or organisations offering
Job Coach Support A Job Coach gives flexible support for people facing barriers to
employment. They help people obtain sustainable work in the open labour market, where they are
paid the going rate for the job. Job Coach Providers have been identified to help people find a job
and they will also offer ongoing support if required in the following areas:
to help find a job
support when starting a new job
help with induction or training
help to learn new tasks by breaking them down in to easily learnt steps
helping colleagues in the workplace to understand additional support needs
help adapting to changes at work

Learning Difficulties Provider Forum
A new provider forum specifically for providers of services for people with LD was established in
February 2017. The forum meets quarterly, administered by South Gloucestershire Council, with
the purpose of: Enabling stronger partnership working in South Gloucestershire bringing South
Gloucestershire Council, South Gloucestershire Clinical Commissioning Group and providers
together to develop integrated care and services in South Gloucestershire. The Forum is a place
where South Gloucestershire Council, South Gloucestershire Clinical Commissioning Group and
providers come together on a regular basis to update on issues affecting the sector both locally
and nationally, and both from the Council’s view point and the view point of providers. It also
facilitates the following:
networking
sharing best practice
opportunities to hear specialist speakers
understanding the strategic direction for LD service provision
contributions to any consultation processes
contributions to service developments, identify gaps and unmet needs
Current specialist health services and assets for people with learning difficulties in South
Gloucestershire:
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South Gloucestershire Community Learning
Difficulties Team
The South Gloucestershire Community Learning Difficulties Team (CLDT) is a multi-disciplinary
team of specialist health practitioners who provide person centred approaches that are outcome
focused. The CLDT works with adults 18 years of age and over, who have learning difficulties and
meet the eligibility criteria. The aim of the team is to:
provide health advice, intervention and support to people with learning difficulties and their
carers/family.
provide a specialist multi-disciplinary approach to meet the health needs of people with
learning difficulties
provide training and education to carers and others
assist people to access appropriate mainstream health services and work jointly with
mainstream health colleagues
work in partnership with other agencies in the provision of services to people with a learning
difficulty.
The team includes:
Speech and Language Therapists
Occupational Therapists
Physiotherapists including Hydrotherapy service
Nurses
Positive Behaviour Support
Psychiatrists
Psychologists
Hospital Liaison Nurses
Dieticians
Arts therapies (music, art and drama therapists)

Referral process
There is an open referral system. Referrals can be made by service users, family members,
doctors, social workers, other health professionals or providers. Referral forms are available on the
social services computer system or from the CLDT bases. There is an eligibility process, and where
appropriate, the team will carry out an eligibility assessment for people not known to the service
whose eligibility is in question. Service users will be signposted on to other mainstream health
services to meet their needs.
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Speech and Language Therapy
Speech & Language Therapy provides a service for people with communication needs and eating,
drinking and swallowing difficulties (dysphagia). The aim of the communication work is to
maximise the communication skills of service users and their carers to enable people to
communicate effectively and to their full potential in all areas of their life. The dysphagia service
assesses a range of swallowing problems and aims to maintain safe oral nutrition and hydration.

Learning Difficulty Speech and Language
Therapists:
assess language understanding
assess expressive communication (verbal and nonverbal)
assess understanding and appropriateness of alternative and augmentative communication
systems
work to develop effective and functional communication both verbal and nonverbal
develop signing, symbol and pictorial or object based communication systems for service
users.
promote inclusive communication, which seeks to create a supportive and effective
communication environment, using all available means of communication to understand and
be understood.
work with people to develop their communication across a range of environments and
promote positive social interactions
work with people who are having difficulties with eating drinking or swallowing e.g. coughing,
choking, losing food and drink, vomiting, difficulties chewing
provide training and education to carers and others about communication and dysphagia

Occupational Therapy
Occupational Therapy enables people to achieve health, wellbeing and life satisfaction through
participation in occupation. We assess the impact of a learning difficulty on the person’s
occupational performance by directly observing activity in their real environment. Learning
Difficulties Occupational Therapists
assess, advice, teach and adapt the environment to enable people to be as independent as
possible in all aspects of their daily life
assess and recommend support levels for individuals
provide skills training to service users and carers to decrease support needs
assess, provide and make recommendations for equipment and minor adaptations. Major
adaptations are assessed and provided by Community Care and Housing Occupational
Therapists
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provide Sensory Profiling Assessments to determine how a person uses all their senses and
can recommend activities to meet their needs
analyse activity for engagement to promote quality of life in the most profoundly disabled

Physiotherapy
Physiotherapy is concerned with function, movement and maximising potential. It uses physical
approaches to promote, maintain and restore physical, psychological and social well-being, taking
account of variations in health status. In learning difficulties many service users have complex
physical needs arising from their neurology which can cause further serious health problems. The
aim of physiotherapy is to prevent those issues causing deterioration in the person’s health or
impacting on their potential for a full life. Learning Difficulties Physiotherapists
provide 24 hour postural management programmes for those with multiple complex physical
difficulties. Using exercise and positioning programmes in order to prevent secondary
complications
assess for specialist equipment such as wheelchairs, specialist armchairs and equipment for
positioning in bed. This aims to improve function, posture and pressure relief
provide personalised photographic booklets to fully support Physiotherapy programmes
Hydrotherapy (therapeutic treatment in warm water) or Rebound therapy (therapeutic
trampolining) may be prescribed following assessment. These treatment programmes are
written, carried out and updated by the LD physiotherapy team
provide training and education to carers both paid and unpaid in order to carry out
programmes written for individual service users
assess and recommend manual handling equipment and its safe use for an individual service
user’s needs
liaise closely with other health teams and attend appointments with the service user such as
orthopaedic out patients, neurology appointments, orthotics and wheelchair assessments

Community Nursing
Work to help ensure people with a Learning Difficulty have their health needs recognised and met
Learning Difficulty Community Nurses:
support Access to Primary Health Care – This includes supporting reasonable adjustments,
desensitisation work and helping people to identify when access to health is required
complete health assessments for people who have complex health needs and supporting the
development of action plans to meet this
work with individuals, families and carers to assess and manage complex health conditions.
This is particularly when the individuals learning difficulty/communication needs is a factor.
Often this is Epilepsy, Mental Health and dementia but is not limited to these conditions
liaise with other Services and Professionals to ensure individuals are receiving the health care
services they require
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promote and support the uptake of cancer screening
The Learning Difficulty Community Nurses do not normally undertake injections/ bloods/ dressings
or bandages.

Positive Behavioural Support
The Positive Behaviour Support Team is a specialist team of qualified nurses and experienced
support workers who work with service users whose behaviours have changed and are presenting
as a challenge. The team also works with carers and service providers. Interventions are usually
short and focused but every referral is treated as needed. What the Team can provide:
gathering information
developing strategies
risk assessment
direct support to individuals
support to carers
monitoring of changes
environmental assessments
training
strategies to prevent placement breakdown
sign posting to other services
quick responses
advice on suitability of placements

Psychiatry
The Psychiatrists are doctors, further trained in working with mental health problems, which in the
case of Learning Difficulty includes various aspects of Neuropsychiatry (epilepsy) The Psychiatrists
have expertise in:
assessing people with Learning Difficulty where additional mental illness is suspected and
providing advice on management and the use of medication
assessment and providing management and advice on people with LD where Epilepsy is
complicating their lives
assessment and management advice on adults with autism or ADHD
assessment and management advice on people with LD where dementia is suspected
The Psychiatrists working in the service are trained in the medical aspects of the Mental Health and
Mental Capacity Act, and can give opinions on the management of people under these acts, acting
as responsible approved clinicians. Inevitably, many of the people have high risk behaviour and
additional physical health problems; Psychiatrists therefore have experience on handling such
people and can provide advice to others trying to think through options.
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Psychology
Psychologists work therapeutically to ensure the psychological wellbeing of service users who have
emotional, behavioural or mental health problems. Following a period of in-depth assessment, a
formulation is reached and the intervention carried out, based on the formulation. The issues for
which people are referred include the following:
anxiety (e.g. stress, obsessional behaviour, phobias)
self-injury/self-harm
personal and sexual relationship issues
complex needs e.g. challenging behaviour and autism
anger management
loss and bereavement
emotional distress
trauma
borderline personality disorder
In addition, the service provides:
assessment of the nature of learning difficulty and can, when appropriate, complete
psychometric assessments to establish, for example, a person’s degree of cognitive
impairment or to identify specific areas of cognitive difficulty
specialist support to parents with a learning difficulty, co-run a supportive parenting group
and can contribute to aspects of the assessment of parents’ ability to parent
mental capacity act expertise and can contribute to the assessment of mental capacity and
best interest decision making, particularly when the situation is complex
advice to staff and professionals about the suitability of a placement
tailored training to staff teams to enhance aspects of their knowledge of a person and
contribute to the development of risk assessment and management guidelines
Formulation and can offer sessions for support staff and professionals to formulate an
understanding of complex psychological and behavioural issues to enable a systemic
approach to supporting people. This may be particularly relevant in high risk situations or
when there are safeguarding concerns

Hospital Liaison Nursing
Hospital Liaison Nurses work to ensure that people who have a Learning Difficulty receive good
access to acute care at Frenchay and Southmead Hospitals. We work with people with learning
difficulties, their carers and the hospital staffs to ensure people receive the treatment they need.
Hospital Liaison Nurses:
work with people before their admission to identify their needs and plan their admission
support people attending out-patients, pre-assessment, x-ray and scan appointments and
those accessing Midwifery Services
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support people having planned and emergency in-patient admissions
facilitate any reasonable adjustments or desensitisation work needed for a successful visit
ensure carers needs are identified and support is offered to them during admissions
work with individuals throughout the their hospital admission – supporting hospital staff with
management of mental capacity issues, communication, and discharge arrangements
liaise with Hospital Social Workers when increased packages of care or a change in home or
service is required.
work with all adults with a learning difficulty accessing the hospitals regardless of where they
live, their funding or GP

Dietetics
Dieticians are qualified health professionals that assess, diagnose and treat diet and nutrition
problems at an individual and wider public health level. Dieticians use current public health and
scientific research on food, health and disease, which they translate into practical guidance to
enable people to make appropriate lifestyle and food choices. Dieticians are the only nutrition
professionals to be statutorily regulated and governed by an ethical code, to ensure that they
always work to the highest standard. The Learning Difficulties Dieticians:
provide individual support (with priority list), training and advice to people supporting adults
with Learning Difficulties
accept individual referrals for people with: severe eating and drinking problems leading to
rapid weight loss; severe behavioural issues leading to weight loss or weight gain which
impacts on their health; severely restricted diet or inadequate fluid
work with people with LD where it is not appropriate for them to access mainstream dietetic
services
provide training and advice to staff supporting people with LD
provide a drop in clinic for staff or people with LD who are able to attend a clinic
Referrals will be signposted to other support or services where needs can be met outside the LD
service. If you are unsure about a referral you can contact the Dieticians on 01225 831277 to
discuss.

Art Therapy
Art Therapy involves a psychotherapeutic relationship between the therapist and the individual.
They use a creative medium that allows for an alternative and additional means of communication
and expression. Through this people can explore their feelings in a safe, trusting environment.
Clients use the art making process to express their feelings. The image or object can then be
explored together with the therapist. Projected service use and outcomes in first 5 years and 5-10
years By 2020 the number of people in South Gloucestershire aged 65-74 predicted to have a
learning difficulty is expected to rise to 614 and the number of people aged 18-64 predicted to
have a learning difficulty is predicted to rise to 4119.
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Evidence of what works
“Valuing people now” (2009) was a three year strategy for people with a learning Difficulties and
was the Governments response to the recommendations in “Healthcare for All”. The NHS and
Social Care Act 2012 enshrined the principle of “No decision about me without me”. This applies
to all people who use services, including those people with behaviour which challenges. DH
Review (2012): Winterbourne View Hospital Good Practice Case Studies sets out three indepth case studies which highlight examples of good practice where there is minimal use of
inpatient services for assessment and treatment of people with learning difficulties, and sets out in
detail how good services can be provided locally. In November 2012, the Good Practice Project
was officially announced by the Minister for Care and Support, Norman Lamb. A set of indicators
of good practice was agreed, and a framework for submitting examples was published and sent
out with a letter from the Minister to all Chief Executives of local authorities, and to the NHS. The
Good Practice report was published in November 2013 with the following recommendations for
commissioners and service providers were: Local areas should engage openly and directly with all
stakeholders, including people who use services and their families, when considering how to
commission and provide services. These examples of best practice contained in the report should
not be seen as end goals for good practice, but should be used as reference and inspiration in
local areas, with a view to adapting and improving upon them continuously. When developing new
services, local areas should build links wherever possible with their neighbours and share ideas, to
avoid re-inventing wheels, to learn faster about what works and what doesn’t, and to pool
resources if this will improve sustainability and maintain quality. CIPOLD (Confidential Inquiry into
premature deaths of people with learning difficulties. (2013) The Confidential Inquiry into the deaths
of people with learning difficulties (CIPOLD) was tasked with investigating the avoidable or
premature deaths of people with learning difficulties through a series of retrospective reviews of
deaths. The aim was to review the patterns of care that people received in the period leading up to
their deaths, to identify errors or omissions contributing to these deaths, to illustrate evidence of
good practice, and to provide improved evidence on avoiding premature death. Transforming
Care – The Next Steps (2015) NHS England has set out a clear programme of work with other
national partners, outlined in ‘Transforming Care – Next Steps’, to improve services for people with
learning difficulties and/or autism, and drive system-wide change. This will enable more people to
live in the community, with the right support, ideally close to home. Led jointly by NHS England, the
Association of Adult Social Services (ADASS), the Care Quality Commission (CQC), Local
Government Association (LGA), Health Education England (HEE) and the Department of Health
(DH), the Transforming Care programme focuses on 5 key areas:
Empowering individuals– giving people with learning difficulties and/or autism, and their
families, more choice and say in their care.
Right care in the right place – ensuring that we deliver the best care now, including a new
approach to care and treatment reviews, whilst re-designing services for the future, starting
with five fast-track sites to accelerate service redesign and share learning.
Regulation and inspection– tightening regulation and the inspection of providers to drive
up the quality of care.
Workforce– developing the skills and capability of the workforce to ensure we provide high
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quality care.
Data and information – making sure the right information is available at the right time for
the people that need it, and continuing to track and report progress.
Further guidance was published in October 2015
‘Building the right support’ – A national plan to develop community services and close
inpatient facilities for people with a learning difficulty and/or autism who display behaviour
that challenges, including those with a mental health condition.
supporting people with a learning difficulty and/or autism who display behaviour that
challenges, including those with a mental health condition.
The following documents contain additional evidence.
NICE – Challenging behaviour and learning difficulties: prevention and interventions for
people with learning difficulties whose behaviour challenges
RCGP – Improving the Health and Wellbeing of People with Learning difficulties: An
Evidence-Based Commissioning Guide for Clinical Commissioning Groups (CCGs
RCN – Making it work: Shared decision-making and people with learning difficulties
PHE Improving Health and Lives Learning difficulties Observatory (source of date and
reports)
Improving Health and Lives Learning difficulties Observatory – Health Inequalities and People
with Learning difficulties in the UK: 2010 Implications and actions for Commissioners
Improving Health and Lives Learning difficulties Observatory – Health Checks for People with
Learning difficulties : A Systematic Review of Evidence
Local Government Association – What Councils Need to Know about People with Learning
difficulties

User views (on need, services / assets and gaps)
LD groups including carers groups – consider issues which impact on people with a learning
difficulty prior to each themed Learning Difficulties Partnership Board LDPB). This allows the
experiences of both people with a learning difficulty and their carers to contribute to the
discussions and the decision making. Further evidence of People with a learning difficulty and
family carers being involved in service planning and decision making; An LDPB event held in
November 2014 gave people with learning difficulties and carers the chance to provide feedback
on services. The majority of people felt that they were treated with dignity and respect. A service
user group in August 2015 discussed the issue of housing and individual’s experiences of the
housing service. Forms had been sent out to people in South Glos with a Learning Difficulty and/or
their carers and the returns incorporated into a report. The report showed that the general
consensus of the group was that independence was very high on their list of priorities and that
although some people needed a lot of support to live independently, this should not be a barrier to
being to live in their own home. Neighbours were highlighted as significant in the returns. Some
service users reported they had a very bad experience with their neighbours and the police had
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been called because of a parking issue. The group wanted to tell commissioners that they should
think about things like parking when they make a decision about renting a house. The group also
commented on the idea of sharing with other people and concluded that the sharing arrangements
were more successful where the individuals had a voice in the decision making of who they shared
with. The group was also realistic and agreed that it would be difficult for everyone to have their
own place. Two key messages re: Learning Difficulty services for children from a report dated
September 2014 stated:
parents and carers mostly consider the learning difficulties service good / average
some families did not know the service is available in South Gloucestershire
A comment from Healthwatch in their issues and concerns report for Quarter 4 of 2014/15:
commentator reports that the Children’s Learning Difficulty Community Team in South
Gloucestershire is very helpful.
The Board’s action plan/topics have been developed with service users and carers. LDPB service
users and carers were involved in a National Audit Office study looking at the progress against the
commitments of the 2012 Winterbourne View Concordat. Service users and carers are involved in
the Employment Network, and Autism Planning group. Each year the Council carries out a survey
of all people who are home care users (including those who are direct payment recipients.) In
order to ensure that service users could be confident that their individual opinions and views could
be expressed openly and confidentially, Healthwatch South Gloucestershire was commissioned to
input and analyse the data from service users’ surveys. At the end November 2016, questionnaires
were sent out to 1149 service users. 457 people responded to the survey, of which 409 were
homecare recipients and 48 were Direct Payment recipients. 86.9% of respondents stated they
have a disability and of the 86.9% of the respondents who stated they had a disability 21.3%
stated their disability as learning difficulties. The majority of clients reported high levels of
satisfaction with their care. This pattern remained true across all questions within this survey. A
small proportion of clients expressed varying degrees of dissatisfaction with elements of their care.
It is difficult to conclusively identify any causes behind the patterns of dissatisfaction without further
consultation work with individual clients or group of clients. The single strongest factor affecting
overall feelings of satisfaction with care relates to whether a client always sees the same care
workers. Of the clients surveyed who reported feeling ‘extremely’, ‘very’ or ‘quite’ dissatisfied with
the overall quality of their care, almost half also reported ‘never’ or ‘hardly ever’ seeing the same
home care workers – and zero reported ‘always’ seeing the same home care workers (though It
should be noted that this is a very small sub-group of the entire cohort).

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:people with learning difficulties are 2.5 times more likely to have health problems than other
people (Disability Rights Commission 2006). Yet recent reports have highlighted evidence
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that people with learning difficulties have higher levels of unmet need and receive less
effective treatment, despite legislation that explicitly sets out a legal framework for the
delivery of equal treatment.
only 1 in 10 people with a learning difficulty are in employment (Mencap).They are more
excluded from the workplace than any other group of disabled people. Where they do work,
it is often for low pay and for part-time hours.
people with learning difficulties are also at a greater risk of exposure to poverty, poor
housing, and social isolation.
people with learning difficulties experience greater difficulties accessing mainstream services.

Unmet needs and service gaps
The number of people with learning difficulties that are currently known to either local authority or
health services is lower than the estimated number of people within the South Gloucestershire
population. This remains a challenge for commissioners to address. Little is known about the
health and well-being of what has been termed the ‘hidden majority’ of adults with mild learning
difficulties. The available evidence does suggest, however, that they may face significantly greater
exposure to some health and social risks than people with moderate learning difficulties who are
known to learning difficulties services.

Recommendations for consideration by
commissioners
to continue with the Learning Difficulties Partnership Board and to maintain a strong
representation from service users, carers and the voluntary organisations that support
PWLD. The work plan for the Board should reflect findings within the JSNA related to
increasing prevalence, user views in relation to wider determinants of health (eg housing),
and equity of access to service provision (including NHS Health Checks).
to raise the awareness with clinicians and allied health professionals about the group of
individuals with mild Learning Difficulties, the ‘hidden majority’ referred in section 8, who do
not meet the criteria for involvement by the Community Learning Difficulties Team who may
find it difficult to access mainstream health services.
to continue to fund the Community Learning Difficulties Team and the Learning Difficulties
Liaison Nursing Service.
taking into account the data that is captured by the Council’s brokerage team, now
responsible for sourcing residential and supported living placements, providers and
commissioners to evidence how they are ensuring that People with a Learning Difficulty are
accessing appropriate services and placements and undertake additional commissioning if
this proves not to be the case.
when designing and commissioning services, work in partnerships with colleagues, to
consider the wider determinants of health and the social risk factors for poor health such as
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poverty, poor housing conditions, unemployment, discrimination and social isolation.
implementation of the five key areas via the LDPB work plan of ‘Transforming Care – Next
steps’, to improve services for people with learning difficulties and/or autism, and drive
system-wide change:
Empowering individuals– giving people with learning difficulties and/or autism, and
their families, more choice and say in their care.
Right care in the right place– ensuring that we deliver the best care now, including a
new approach to care and treatment reviews, whilst re-designing services for the
future, starting with five fast-track sites to accelerate service redesign and share
learning.
Regulation and inspection– tightening regulation and the inspection of providers to
drive up the quality of care.
Workforce – developing the skills and capability of the workforce to ensure we provide
high quality care.
Data and information– making sure the right information is available at the right time
for the people that need it, and continuing to track and report progress.

Recommendations for needs assessment work
development of more detailed needs assessment reviewing unmet need and access to
service provision should be considered in-line with future commissioning plans to ensure that
service planning is informed by the latest available evidence and intelligence. Analysis at
lower super output area level should be considered where possible to identify any inequalities
in terms of service access within South Gloucestershire.
the needs of people with learning disabilities and autism should be considered in the planned
South Gloucestershire Autism Needs Assessment.
[1] http://content.digital.nhs.uk/ldcensus
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Long Term Conditions
Summary
A long term condition (LTC) is defined as a condition that cannot at present be cured but can be
controlled by medication and other therapies. Evidence suggests 50% of 50 year olds and 80% of
65 year olds live with a long term condition – that is more than 15 million people in England. Long
term conditions can affect an individual’s quality of life and has an impact on healthcare services –
for example 50% of all GP appointments, 64% of hospital outpatient appointment, 70% of hospital
inpatient episodes relate to long term conditions. It is estimated that 18% of individuals with long
terms conditions in England receive social care resource. This chapter covers vascular, respiratory,
neurological conditions and co- and multi-morbidities. The prevalence of long term condition
patients with multi-morbidities is increasing in South Gloucestershire in line with national trends.
The onset of multi-morbidities (including mental ill health) affecting individuals within the most
deprived communities is ten to 15 years before those within the least deprived communities. The
prevalence of individuals living with more than one long term condition (multi-morbidities) is
increasing with projections indicating a prevalence of 2.9 million in England in 2018, compared with
1.9 million in 2008. Overall, South Gloucestershire has one of the lowest rates in England for
deaths from conditions considered preventable, both for all ages and <75 year olds. Mortality rates
are highest for Coronary Heart Disease followed by stroke, Transient ischaemic attack and Chronic
Obstructive Pulmonary Disease. Trend data shows there have been fluctuations but a recent rising
trend in premature morality due to respiratory disease. The downward trend for premature
mortality rates for CVD have slowed over recent years. Mortality rates are higher for males than
females. Premature mortality is discussed further in the demographics chapter of the JSNA. Issues
that need addressing within South Gloucestershire include inequalities and the impact of
deprivation on the need for tailored and targeted service provision; impact of the growing and
ageing population on prevalence and onset of long term conditions; impact on co-and multimorbidities; requirements for accurate and effective intelligence on the burden of long term
conditions; embedding prevention and self-care Plan principles within work programmes; and the
need to better understand service user views. Gaps in specific disease pathways are also
identified.

Recommendations for consideration
The vision for South Gloucestershire, as set out in the recent long term conditions strategy, is to:
reduce the number of people developing a long term condition; improve quality of life of those
diagnosed with a long term condition by offering tailored, holistic and patient-centred support
using self-management as an enabler; and to take a multi-morbidity approach to service
provision for all those with a long term condition. The key criteria against which the action plan
will be developed are good intelligence, professional and clinical leadership, prevention, patientcentred care, integrated care and provision of a quality and timely service.
Authors: Kirsty Eastham, Commissioning Manager, South Gloucestershire Council; Kirsteen
Akhurst, Operational Delivery Manager, South Gloucestershire CCG; Sara Blackmore, Public
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Health Consultant, South Gloucestershire Council

Who is at risk and why?
A Long Term Condition is defined as a condition that cannot at present be cured but can be
controlled by medication and other therapies. Examples of long term conditions include
cardiovascular disease, respiratory disease, mental health and diabetes. Cancer survivorship
should also be considered within long term conditions. More than 15 million people in England live
with a long term condition which can affect an individual’s quality of life and has an impact on
healthcare services – for example 50% of all GP appointments, 64% of hospital outpatient
appointments, 70% of hospital inpatient episodes relate to long term conditions. It is estimated
that 18% of individuals with long terms conditions in England receive social care resource (King’s
Fund, 2013). Evidence suggests 50% of 50 year olds and 80% of 65 year olds in England live with
a long term condition. The prevalence of individuals living with more than one long term condition
(multi-morbidities) is increasing with projections being a prevalence of 2.9 million in England in
2018, compared with 1.9 million in 2008. The picture is very different between the least and most
deprived populations with the onset of multi-morbidities (including mental ill health) affecting
individuals within the most deprived communities ten to 15 years before those within the least
deprived communities. When considering the burden of long term conditions on the individual and
on healthcare services the chronic disease pyramid below shows a larger population can be
targeted at the less complex end of the long term conditions ‘pathway’ including those who are
pre-disease (for example those obese individuals at risk of developing Type 2 diabetes). Chronic
disease pyramid
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Source: King’s
Fund, 2013 Relevant national strategies include the NHS Five Year Forward View (NHS England,
2014) which provides expectations for local commissioners on prevention with a focus on
improved integration and increased self-management schemes for those with long term
conditions. The Marmot review (Marmot, 2010) on inequalities is also relevant and should be
reflected upon when considering a strategic approach to long term conditions and the importance
of empowering local communities in order to achieve change, targeting interventions on a scale
that is ‘proportionate to the level of disadvantage’.

The level of need in the population
Demography
To describe the key demographic issues in relation to LTCs namely a growing and ageing
population, the impact of individuals living longer with an LTC, and the impact of deprivation, this
section should be read alongside the following JSNA sections:
Demographics – age structure and population projections; deprivation; premature mortality
Frail elderly
Economy and employment
End of life care
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Mental health
Physical and sensory impairment
LD and autism.

General
Nationally, Commissioning for Prevention highlights the following areas of poor performance,
compared to other countries:
Premature mortality: ischaemic heart disease, COPD, lower respiratory infections and breast
cancer
Chronic disability: lower back pain, falls, neck pain, musculoskeletal and mental disorders
DALYs (disability-adjusted life years): ischaemic heart disease, lower back pain, stroke, lung
cancer and COPD.

Mortality
Mortality rates are highest for CHD amongst LTCs followed by stroke, TIA and COPD (see figure 1
mortality rates from LTCs, 2010-14 pooled). Mortality rates for key LTCs are higher amongst males
than females, notably for CHD and COPD (see figure 2). Figure 1

Figure 2
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When reviewing data on premature mortality, rates for LTCs are again higher amongst males
although the difference between males and females is less than that of general mortality rates (see
figure 3). Mortality rates within South Gloucestershire for key neurological conditions are shown in
figure 4 indicating mortality rates are highest amongst those with Parkinson’s disease. Further
detailed analysis would be beneficial in relation to neurological conditions both in relation to
incidence and mortality. Figure 3

Figure 4
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Trend data shows that there have been fluctuations but a recent rising trend in premature mortality
due to respiratory disease in South Gloucestershire (see figure 5). Trend data for cardiovascular
disease (CVD) mortality rates in South Gloucestershire see a downward trend for CVD considered
preventable. The downward trend for premature mortality rates for CVD have slowed over recent
years (see figures 6 and 7). Figure 5 Under 75 mortality rate from respiratory disease
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Figure 6 Under 75 mortality rate from cardiovascular diseases considered preventable

Figure 7 Under 75 mortality rate from all cardiovascular diseases
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Prevalence
The prevalence of long term condition patients with multi-morbidities is increasing in South
Gloucestershire in line with national trends. A snap-shot of secondary care admissions for long
term conditions patients with multi-morbidities is shown in figure 8 which shows an increased in
the number of conditions with an increase in age. Figure 8
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Source: SWCSU local analysis of admitted patients

Condition specific data:
Figures 9 to 16 indicate prevalence of key LTCs using QOF data. It should be noted that for some
conditions the numbers are low and confidence intervals wide (eg epilepsy). However the
prevalence data does indicate the conditions which should be of focus within commissioning plans
in relation to the increasing trend seen locally including CKD, stroke and TIA and diabetes. Figures
9 – 16 source: QOF Figure 9

Figure 10
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Figure 11

Figure 12
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Figure 13

Figure 14

Figure 15
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Figure 16

Figure 17 shows an increasing trend in the percentage of individuals within South Gloucestershire
recorded as having diabetes. This increase is in-line with regional and national trends. Figure 17:
Recorded diabetes
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The latest data from the National Diabetes Audit highlights a low response rate from South
Gloucestershire practices. Of those practices responding data indicates further work is required
within primary care to meet treatment targets or improve data recording of these key measures
(see appendix A).

Lifestyle factors
Relevant JSNA actions that should be read in relation to long term conditions are as follows:
smoking cessation, alcohol, obesity, physical activity and nutrition, wider determinants and health
protection (eg air quality).

Current services and assets in relation to need
Current services and activity
Trends in relevant activity (secondary care elective and non-elective) activity, OP activity;
admissions to care homes etc) over the last 4/5 years – Appendix B summarises SG hospital
admissions (2012-15) where a long term condition was the primary diagnosis based on the
following conditions:

634/885

www.southglos.gov.uk

Asthma
CHD
CKD
COPD
Diabetes
Epilepsy
Heart Failure
The analysis includes both elective and non-elective admissions (regular attendees were removed).
Population figures were taken from Sept 2013. The data shows a steady increase in admissions
from 2012 to 2015. Rates of elective admissions are highest for CHD and CKD and higher
amongst males than females. Rates of non-elective admissions are highest for COPD followed by
stroke and asthma and highest amongst males than females.

Spend
There are 25 GP member practices within South Gloucestershire CCG. The key care services
including social care, community care, including rehabilitation and reablement services, and
secondary care are provided by a number of NHS and independent providers. These include
North Bristol NHS Trust, University Hospitals Bristol Foundation Trust, Sirona Care and Health,
Bristol Community Health, Brisdoc with additional support provided by a number of voluntary
sector organisations.

Neurological conditions
The National Audit Office report compiled by the Department of Health and NHS England (July
2015) ‘Services for people with neurological conditions: progress review’ states that the estimated
prevalence of neurological conditions in England is 4.7 million. The report states that the proportion
of patients who feel they have enough support (65%) is less than for those with long term
conditions more broadly. From 2010/11-13/14 there has been a 3.6% growth in neurology
inpatient admissions and 17.4% growth in outpatients and 11 % have a written care plan. The
report also states there is a lack of data on social care spend.

Benchmark
COPD Emergency admissions/1000 popn:
Standardised rate/1000

% difference from total count to expected
count

2010/11 SG

1.4

-32.4

SHA

1.4

-29.7

England

2.0

0

2011/12 SG

1.4

-29.6
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SHA

1.4

-28.9

England

1.9

0

2012/13 SG

1.5

-29.4

SHA

1.5

-27.8

England

2.1

0

COPD admissions/100 patients on disease register: 2010/11: SG 10.5%, SHA 9.9%, England
12%. CHD Emergency admissions/1000 popn:
Standardised rate/1000

% difference from total count to expected
count

2010/11 SG

1.9

-20.1

SHA

2.2

-6.4

England

2.4

0

2011/12 SG

2.1

-12.5

SHA

2.3

-3.3

England

2.4

0

2012/13 SG

2.1

-8.2

SHA

2.1

-7.8

England

2.3

0

The following figure should be reviewed with caution given the wide confidence intervals. However
it indicates a need to review the diabetes pathway and management of diabetics in South
Gloucestershire in more detail to determine whether there are variations in management within
South Gloucestershire and if so whether there is any relationship with deprivation, rurality etc.

Council commissioned services:
Individuals with care and support needs can be provided with a social care assessment by the
Council. The Care Act introduced national eligibility criteria for access to social care and these are
as follows:
1. An individual has care and support needs as a result of a physical or mental impairment or
illness
2. Because of these needs, an individual cannot achieve two or more of the activities specified
below
3. As a consequence of being unable to achieve these outcomes there is or there is likely to be
a significant impact on the adults
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Activities defined as follows:
to carry out basic self-care activities as part of normal daily life, such as eating, drinking,
toileting, dressing etc.
maintaining a habitable home environment
being able to make use of the home safely
to maintain family and other significant personal relationships with a focus on those
relationships which if not maintained would significantly impact on a person’s wellbeing
to access and engage in work, training, education and volunteering
to access the facilities and services in the community, including recreational opportunities,
important to the individual, and
to carry out any caring responsibilities for a child.
When someone meets the criteria above, the council commissions an individual package of care to
meet their specific needs and help achieve the outcomes they require. These may be any one of
more of the following:
Personal/ domiciliary care within their own home
Support to access the community
A residential or nursing care placement
Buildings based day care
Supported Living.
Individuals can also choose to have a direct payment and make their own arrangements so that
their needs are met. The Council offers support via a number of recognised providers to manage
direct payments.

Promoting Opportunities Services
The Promoting Opportunities Services are in-house services managed by South Gloucestershire
Council and support adults with a range of needs including people with physical and sensory
impairments, dementia and learning difficulties. The services are based at Turnberries in Thornbury,
The Kingswood Centre in Kingswood and Cambrian Green in Yate. The services can help people
to gain, maintain and maximise their independence and offer support to people for a short time or
longer period of time to reach an agreed goal or outcome. They offer facilities:
Purpose built and accessible activity areas
Kitchens for cooking sessions
Information Technology, Computers and Ipads
Snoezelen and sound beams
Relaxation and Games room
Accessible toilets and changing facilities
Restaurant/Café

Equipment Service
Through the Medequip service, 25839 items were delivered in 2014-2015 to 8992 people in South
Gloucestershire. Funding for these items came from both South Gloucestershire Council and the
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CCG.

The West of England Centre for Inclusive Living
The West of England Centre for Inclusive Living (WECIL) is an organisation run by and for Disabled
people which offers a range of services. These including a disabled person’s helpline, an advocacy
service, benefits advice and services specifically aimed at young disabled people. As at 09.09.15,
the council had commissioned 369 placements for South Gloucestershire residents in nursing care
homes and 589 placements in residential care homes. The vast majority of these were for people
over the age of 65, many of whom have at least one long term condition. The Council operates a
community based support framework of providers. There are currently over 50 independent
providers accredited and many of these specialise in providing personal care and/ or assistance in
accessing the community for people who have at least one long term condition.

Assets
Given the importance of carer’s in supporting individuals with long term conditions this section
should be read with reference to the Carer’s section within the JSNA. Voluntary sector services
commissioned by the Council are detailed in the table below.
VOLUNTARY ORGANISATIONS PROVIDING SUPPORT RE LONG TERM CONDITIONS
(LTCs)
LTC

Voluntary
Organisation

Stroke

Bristol Area
Stroke
Foundation
(BASF)

MS

Loneliness
and
Isolation
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2014 - 15
Funding

Aims / Description of Service

£20,000.00

Stroke survivors and carers living in South
Gloucestershire. To provide support and
information to stroke survivors and carers
living in South Gloucestershire

Stroke Café

TBC

Meets on the 2nd Friday of every month, for
a chat and a cup of tea. Arrange for
various guest speakers to join each meeting
throughout the year. Each speaker will
share information about their speciality and
what they can offer to stroke survivors.
There is also a range of information
available at each meeting.

MS Therapy
Centre

£2,000

Physio based exercise groups within peer
led environment

£21,751.00

Older People at risk of isolation. To support
isolated people and demonstrate how they
have actively engaged within their
communities, reducing isolation and
improving their quality of life

Age UK

www.southglos.gov.uk

VOLUNTARY ORGANISATIONS PROVIDING SUPPORT RE LONG TERM CONDITIONS
(LTCs)
LTC

Voluntary
Organisation

2014 - 15
Funding

Aims / Description of Service

£17,000.00

Isolated and vulnerable older people in
South Gloucestershire. To reduce isolation
and improve quality of life for isolated and
vulnerable older people

RSVP Precious
Times

NOT
FUNDED

Isolated and vulnerable older people in
South Gloucestershire. To reduce isolation
and improve quality of life for isolated and
vulnerable older people

Bristol
Samaritans

£400.00

Helpline

Alive! Activities

£15,810.00

Southern Brooks

Healthy
Lifestyles

Other services commissioned, which may link in with LTCs:

Pauls Place
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£8,000.00

Breaks & Activities for Carers To support
and provide creative and imaginative breaks
for carers of people with physical and/or
sensory and/or cognitive impairments in
ways which address the specific lifestyle
and practical needs of individuals. To
provide a social model of support which is
carer led and responds to the specific
needs of individuals, looks to maximise the
use of available resources within the
community and provide the support and
respite that makes a difference to the lives
of carers and the person they care for.

www.southglos.gov.uk

VOLUNTARY ORGANISATIONS PROVIDING SUPPORT RE LONG TERM CONDITIONS
(LTCs)
LTC

Voluntary
Organisation

The Care Forum
(Well Aware &
Spot On)

Friendship Clubs

2014 - 15
Funding

Aims / Description of Service

£36,000.00

Well Aware is an electronic, free information
and sign-posting service open to all, which
provides easily accessible details of many
different services and other useful
information. Spot On is a service for People
with learning difficulties, their carers and
others who may support them. The aim is
to make information about services and
opportunities available to people with
learning difficulties and their carers through
the development and provision of an
accessible Directory of Services. To
increase opportunities for choice and
control for people with learning difficulties
through the provision of accessible
information.

TBC

Friendship and exercise clubs are for older
people who like gentle exercise and games
as well as socialising with a cup of tea or
coffee. From time to time ‘specials’ are put
on, such as healthy eating workshops and
excursions. All the clubs are managed by
local community groups and coached by a
friendly, approachable instructor with a
specialist qualification in exercise and health
for older people. There are now eleven
clubs across South Gloucestershire.

Community Transport and Dial-a-ride
Community Transport is a range of transport provided by community based voluntary
organisations with support from the council, to cater for local transport needs. Community
transport schemes have fully accessible minibuses which can be hired by community groups. They
also run dial-a-ride services, which offer door to door transport for individuals.

Projected service use and outcomes in first 5
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years and 5-10 years
Figure 18 shows the projected increase in people aged 65 years and over with a limiting long-term
illness up to 2030 and again highlights the significant increase over time. Figure 18

Source: POPPI www.poppi.org.uk version 9.0 derived from Census 2001 It is estimated that in
South Gloucestershire for people aged 18–64, 3,851 have a serious physical impairment and
13034 have a moderate physical impairment and these figures are expected to rise to 4,075 and
13,581 by 2020. Pansi database: Moderate or serious physical disability

Evidence of what works
The King’s Fund House of Care report (2013) recommends a strategic approach to managing long
term conditions which has at its centre a collaboration between the individual and professionals to
enable tailored support. The approach relies on enabling patients to take an active role in
managing their care (self-management) and integrated service provision with a move from
traditional disease management approaches to a more ‘proactive, holistic and preventive’ model.
An example could be the increased use of social prescribing by primary care which could offer
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patients with hypertension access to peer-led self-management healthy eating groups; or isolated
elderly patients with depression access to be-friending schemes for example – taking the
individual’s whole circumstance into consideration. The model also relies on population-level
commissioners translating individual care plan requirements into service provision and delivery.
King’s Fund ‘House of Care’ approach to managing long term conditions

Relevant local strategies and workstreams that should be considered alongside the long term
conditions strategy include the Joint Health & Wellbeing strategy, QIPP plans and workstreams,
the CCG five year strategy including the long term conditions plan on a page, the Joint Strategic
Needs Assessment (JSNA 2013, due for refresh 2016), the South Gloucestershire Prevention and
Self-care Principles document (draft due July 2015), and associated clinical lead areas within the
CCG including the mental health needs assessment, urgent care strategy, dementia workstream
and planned care strategy. The key is providing individuals with integrated care and support using
all the resources available as close to their home as possible. This starts with the individual
themselves in terms of their own ability to manage their health, then moving out to family and
friends who support the person, then to the wider community of local networks, and then wrapped
around by health and social care. With regards to social care, services and support that are flexible
and personal are highly valued. Direct payments and, in many cases, specifically the employment
of personal assistants has the potential to offer the maximum choice and control to users of social
care services. Good support services that offer quality guidance on employment issues is a key
part of successfully managing direct payments Early assessment of social care needs has also
proved effective in minimising the on-going social care need and maximising individual
independence and choice in care.
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Long term conditions and self-management
Self-management aims to empower, educate and encourage patients to manage the own care
either independently or in partnership with the healthcare system, and is seen as a key method for
improving person-centred care. This approach is becoming increasingly important as the burden
of disease in the UK shifts to people living for longer but in poorer health, putting intense pressure
on the NHS. In the UK, around 40% of people have a long-term condition (LTC); but the
prevalence of multi-morbidity is on the increase, with 65% of those aged 65-84 having two or more
long-term conditions, rising to 82% of those aged ≥85. Patients with LTCs account for 50% of all
GP appointments, 64% of outpatient appointments, and 70% of all inpatient bed days, with
around 70% of the total health care spend in England being spent on the 30% that have LTCs.
[i]

[ii]

[iii]

Evidence to support self-management of LTCs
A current Cochrane systematic review explores whether outcomes are improved by offering
personalised care planning to involve patients and support self-management in adults with chronic
conditions, such as diabetes, mental health problems, heart failure, kidney disease, and asthma.
The results came from moderate quality RCTs and cluster-RCTs, and indicated that personalised
care planning probably leads to small improvements in some physical health indicators: better
blood glucose levels and lower blood pressure in people with diabetes, and better control of
asthma. The results also suggest that symptoms of depression are reduced, with improved
confidence and skills to manage health. No effects on cholesterol, BMI or quality-of-life were found,
and there was no evidence of any adverse effects. Personalised care planning appeared to be
most effective when it included preparation, record-sharing, care co-ordination and review,
involved intensive support from health professionals, and was integrated into routine care. It is
important to note that the review authors intended to conduct a sub-analysis to explore the effects
of personalised care planning for patients with multi-morbidities, but no studies focused exclusively
on multi-morbid populations were identified. This is a key gap in the evidence base and, until this
is remedied, inferences will likely be drawn from studies of people with a single LTC.
[iv]

Managing multi-morbidities in health services
As the NHS is largely designed for acute episodic care, the increase in multi-morbidities requires a
whole-systems approach to delivering and managing care. The ‘house of care’ is one such
approach that can deliver a personalised and targeted response for each individual, which is built
on the guided care model and uses intensive case management to emphasise:
[v]

[vi]

self-management and carer support, comprising several hours of training for patient and
carer alike, focusing on managing multi-morbidity;
home-based assessment of patient;
transitional care, comprising close, structured support through transitions in care (for
example, after discharge from hospital);
care managers trained in motivational interviewing; and,
predictive modelling, to identify multi-morbid patients.
The King’s Fund report that early evidence, whilst US-based and limited mainly to older people,
shows that the guided care model can boost quality of health care for individuals with multi643/885
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morbidities. The report also draws on evidence that willingness to learn self-management
techniques is higher among people with multi-morbidities than those with a single LTC, with the
need for approaches to manage medications, stress and pain, and change diet and lifestyle the
key motivators. In people with multi-morbidities there is the ability to exploit beneficial interactions
created through the use of self-management and other interventions that help to improve a range
of conditions.6 [i] National Voices (2014) Supporting Self-Management: summarising evidence
from systematic reviews. (accessed 27/05/2015). [ii] Barnett et al. (2012) Epidemiology of
multimorbidity and implications for health care, research, and medical education: a cross-sectional
study. Lancet 380, pp.37-43. [iii] DoH (2012) Long Term Conditions Compendium of
Information: Third Edition. (accessed 04/06/2015) [iv] Coulter et al. (2015) Personalised care
planning for adults with chronic or long-term health conditions. Cochrane Database of Systematic
Reviews, Issue 3. Art. No.: CD010523. DOI:10.1002/14651858.CD010523.pub2. [v] Eaton et al.
(2015) Delivering person centred care in long term conditions. BMJ 2015; 350:h181. [vi] Goodwin
et al. (2010) Managing people with long-term conditions. King’s Fund, London..

User views (on need, services / assets and gaps)
Patient experience of long term care services has been gathered from various service users
through events and personal contact. The Patient Advice Liaison Service (PALS) has also been
able to advise on some common themes raised by patients and carers regarding areas of long
term care. One of these common themes regarding care was the need to have one single point of
access into the system which would help with navigating the health services and to help minimise
the amount of times a person would need to repeat their personal history. The connecting care
programme has received some positive feedback in how it is addressing these concerns and
improvements have already been reported by service users. There has been a mix of feedback
received by patients regarding the relocated pain management clinic. Reports from PALS suggest
there is a perception amongst some service users that access to services has become more
limited and that the way the acupuncture service is commissioned has restricted the length of
treatment patients receive. At an event designed to gather feedback from service users regarding
the end of life care support in June 2015, attendees reported they would like to see bereavement
support offered over a longer period of time and there should be a more coordinated approach
between providers in providing more diverse care packages quickly. It was also highlighted the
care offered should be patient centred and not to lose them in the process. Other feedback from
PALS has suggested that whilst mental health is an area which is commissioned outside Long
Term Conditions, some service users would like it recognised as a long term condition; there has
been feedback indicating that some people feel that services for patients with Rheumatoid Arthritis
in NBT are very limited compare to elsewhere in the country. In May 2014 The Brunel Neurological
Alliance (which covers Bristol, South Gloucestershire and North Somerset), reported on a survey it
had undertaken completed by patients using the neurological services in the Bristol area. In
general, the survey demonstrated that there is room for significant improvements in the way that
neurological services are provided. An initial outline of the key-findings of the survey highlighted the
following key areas for focus:
A person centred service (care planning, provision of information and emotional support)
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Early Recognition, prompt diagnosis and treatment:
Emergency and acute treatment:
Rehabilitation
Assistive Technology/Equipment Services
Care and Support
Patient views
The Council led Adults Social Care Survey 14/15 local results will be available in October 2015 – to
be added when available. The Brunel Neurological Alliance Survey Report produced May 2014
based on BNSSG patient responses states views are there is a lack of written care plans for
patients, there is a delay in confirmed diagnosis, there is a need for improved access to ongoing
therapy (physio) and improved training and support for carers.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:EIAs will be carried out as part of individual project planning and business case development,
reflecting on specific relevant information known on LTCs, including impact of deprivation,
prevalence and BME groups, end of life care variations and specific population groups.

Unmet needs and service gaps
Key issues can be summarised as follows in relation to need and service demand:
Inequalities and the impact of deprivation on the need for tailored and targeted service
provision
The impact of a growing and ageing population on the prevalence and onset of LTCs
The impact of co- and multi-morbidities on service requirements for example the need for an
overarching LTC model of care which is not necessarily disease specific.
The requirement of accurate and effective intelligence on the burden of LTCs.
Embed SG Prevention and Self-care Plan principles within LTC work programmes.
The need to better understand service user views.
Disease specific gaps include
Respiratory conditions
Areas warranting further analysis include 1. death rates in <75s from those respiratory
diseases considered ‘preventable’; 2. SG 2001-2012 trend for <75 mortality rate from
respiratory disease (m&f) not in-line with England; 3. Undiagnosed COPD; 4.
Prevalence of asthma and length of stay for asthma interventions (PHE respiratory
profile)
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Review London Respiratory Network commissioning advice.
Diabetes
Further analysis required and CCG and NHS England primary care commissioners to
review management of diabetics across the pathway
CVD
Hypertension: prevention, detection & management and BP reading recorded for
hypertension register statistically significantly lower in practices with many patients
resident in PNs than in those with few.
Neurological conditions
Prioritise service provision review in line with national guidance and recommendations.
Focus on for example increasing written care plans, improving data collection,
supporting carers, commissioning ongoing physiotherapy services.
Chronic kidney disease and acute kidney injury
Review demand and current service provision
Liver disease
Link to alcohol harm reduction strategy
Multi-morbidities
Multi-morbidities an area of growing demand in those with LTCs
Cross-cutting workstreams – ensure review priorities against those of related workstreams:
Mental health
Cancer survivorship
Planned care
Urgent care
EOLC
Should run throughout in terms of transition from LTC management to EOLC.

Recommendations for consideration by
commissioners
The vision for South Gloucestershire, as set out in the recent LTC Strategy, is to:
Reduce the number of people developing a long term condition
Improve the quality of life of those diagnosed with a long term condition by offering tailored,
holistic and patient-centred support using self-management as an enabler
Take a multi-morbidity approach to service provision for all patients with long term conditions
rather than a traditional chronic disease-specific management approach.
The following strategic objectives comprise the elements of the King’s Fund House of Care model
and will act as criteria against which the action plan associated with this strategy is developed.
Intelligence Key elements of this objective include:
Identify the population (including multi-morbidity patients) – JSNA
Identify and work to minimise variation in quality and access - reduce inequalities
Agree metrics to enable monitoring and evaluation of workstreams
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Professional and clinical leadership Key elements of this objective include:
Continued governance arrangements via the CCG LTC programme group
H&WBB and BCF sign up to the above objectives and deliverables eg selfmanagement
Prevention Key elements of this objective include:
Holistic care eg pre-diabetes model of care
Integration of health improvement and behaviour change services into support for
patients with or at risk of developing long term conditions eg smoking cessation
services and NHS Health checks (dementia, CVD, alcohol)
Patient-centred care Key elements of this objective include:
PPI input to shape service delivery
The development of services for patients as patients not disease specific eg LTC clinics
Empower patients by providing communications, education and information to enable
self-management
Care planning
Integrated personalised commissioning
Social prescribing
Integrated care Key elements of this objective include:
Partnership working
Better Care Fud as a potential enabler
Integrated care in practices pilot
Quality, timely service provision Key elements of this objective include:
Reduce unnecessary NE admissions for chronic conditions
Evidence-based and evaluated service design & provision

Priority areas
Taking into account the vison and strategic objective set out above, clinical and managerial input
via the South Gloucestershire long term conditions programme group the following priorities have
been identified:
Respiratory conditions
Areas warranting further analysis include 1. death rates in <75s from those respiratory
diseases considered ‘preventable’; 2. SG 2001-2012 trend for <75 mortality rate from
respiratory disease (m&f) not in-line with England (JSNA refresh); 3. Undiagnosed
COPD; 4. Prevalence of asthma and length of stay for asthma interventions (PHE
respiratory profile)
Review London Respiratory Network commissioning advice.
Diabetes
Further analysis required and CCG and NHS England primary care commissioners to
review management of diabetics across the pathway
CVD
Hypertension: prevention, detection & management and BP reading recorded for
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hypertension register statistically significantly lower in practices with many patients
resident in PNs than in those with few.
Neurological conditions
Prioritise service provision review in line with national guidance and recommendations.
Focus on for example increasing written care plans, improving data collection,
supporting carers, commissioning ongoing physiotherapy services.
Chronic kidney disease and acute kidney injury
Review demand and current service provision
Liver disease
Link to alcohol harm reduction strategy
Multi-morbidities
Multi-morbidities an area of growing demand in those with LTCs
Cross-cutting workstreams – ensure review priorities against those of related workstreams:
Mental health
Cancer survivorship
Planned care
Urgent care
EOLC Should run throughout in terms of transition from LTC management to EOLC.

Recommendations for needs assessment work
Clarify social care data requirements. CKD/acute kidney injury demand and service provision
review. Neurological conditions – demand and service provision review. Review latest
Commissioning for Value toolkit data when released.
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Neurological conditions
A full needs assessment of people living with neurological conditions in South Gloucestershire was
completed in 2017 and provides further detail on the summary information provided in this JSNA
chapter.

Summary
Neurological conditions result from disease of, injury or damage to the body’s nervous system.
There are over 600 types of neurological conditions, but exact definitions about which conditions
come under this umbrella term vary. They can, however, be categorised into: sudden onset
conditions, intermittent conditions, progressive conditions and stable conditions with changing
needs. The symptoms, aetiology, impact and progression of conditions varies widely, thus making
it challenging to ensure the needs of all those affected are identified and met. Whilst some have
limited morbidity, others are life-threatening and a number can severely affect quality of life, cause
life-long or intermittent disability, cause considerable ill-health and can have wider social
implications, such as affecting employment, both of the individual with the condition and of family
or friends providing care. Accurate data on the total number of people with neurological conditions
in England does not exist at either a national or local level. Using figures based on estimations of
condition prevalence in the literature, the neurological alliance estimates that there are 12.5 million
people living with a neurological condition in England. Of these, 7.4 million have intermittent
conditions (e.g. epilepsy), 2.6 million have a progressive condition (e.g. motor neurone disease or
multiple sclerosis), 2.2 million have a stable condition with changing needs (e.g. spina bifida and
hydrocephalus) and 350,000 have a condition of sudden onset (e.g. Guillain-Barre Syndrome or
stroke).[1] National estimates for different neurological conditions applied to the South
Gloucestershire population suggest the conditions with the highest incidence locally are acquired
brain injury/traumatic brain injury and stroke. The conditions with the highest prevalence are:
migraine, dementia, fibromyalgia, epilepsy, essential tremor and stroke (i.e. living with the effects of
stroke). Local need should also be considered from the point of view of severity of impact on
functioning and speed of progression on individuals; for many conditions, prevalence and/or
incidence may be low but need is still high such as Rett Syndrome or Huntington’s disease. There
are approximately 274,661 people living in South Gloucestershire and this figure is expected to rise
by 17% of the next 20 years to 322,700, with the prevalence of neurological conditions likely to
increase as a result. It is not possible or practical to undertake an in-depth analysis of each
neurological condition and therefore this needs analysis has been kept as broad as possible to
encompass all those living with neurological conditions and accessing relevant services, including
those with extremely rare conditions. Although some of the data in the report does include people
under the age of 18 living with neurological conditions, this needs analysis has not specifically
focused on children with neurological conditions and the specific needs and services they may
require. It should also be noted that although both dementia and stroke are included in this
analysis, there are separate workstreams being undertaken for these areas and dementia has a
separate JSNA chapter. The causes of neurological conditions are diverse and wide-ranging; they
include: lifestyle-related causes, infections, genetics, nutrition-related causes, environmental
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influences and physical injuries. Due to the range of conditions encompassed by the term
neurological conditions, the association with these causes and with other risk factors such as age
and ethnicity is not uniform. There are a range of services and sources of support available to
people with neurological conditions and their carers in South Gloucestershire but there is a need to
undertake a full assessment of pathways and agree priority conditions for further more details
needs assessment and pathway review work, including co-ordination of services across health and
social care. In acute care, an increase in emergency admissions and high outpatient rates
necessitate a review of this area, whilst in the community, a review of models of good practice will
help to ensure need is being met in this area.

Recommendations for consideration
1. Establish a BNSSG Neurological Conditions pathway group to: enable full assessment of
pathway, promoting partnership working and collaboration across the local authority, CCG,
Acute Trusts and voluntary sector, as well as patient and public involvement; own and
oversee assessment and delivery of recommendations identified in this report and the full
needs assessment for people living with neurological conditions in South Gloucestershire;
and agree priority conditions for further more detailed needs assessment and pathway review
work.
2. Consider all elements of the pathway for specific neurological conditions with a focus on
reviewing issues highlighted within this needs analysis and the full needs assessment.
3. Improve data and intelligence for neurological conditions including incidence and prevalence
at a local level; condition specific data; and determining whether any inequalities exist in
terms of diagnosis, service provision, access and outcomes.

1 Who is at risk at why?
Neurological conditions result from disease of, injury or damage to the body’s nervous system (i.e.
brain, spinal cord and/or their peripheral nerve connections). They are broadly categorised into:
sudden-onset conditions (e.g. head injury and stroke);
intermittent and unpredictable conditions (e.g. epilepsy and migraine);
progressive conditions (e.g. motor neurone disease and Huntington’s disease);
stable neurological conditions, but with changing needs due to development or ageing (e.g.
spina bifida and hydrocephalus).[2]
There are over 600 types of neurological condition, though this may differ based on definitions
provided. The impact of neurological conditions is wide ranging due to the large number of diverse
conditions; whilst some have limited morbidity, others are life-threatening and a number can
severely affect quality of life, cause life-long disability and can have wider social implications, such
as affecting employment, both of the individual with the condition and of family or friends providing
care. Quality of life can be affected through a range of measures, which can be broadly
categorised into: physical health (e.g. extremity function), mental health (e.g. depression or
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cognitive function) and social health (e.g. ability of participate in social roles and activities).[3]
People with neurological conditions have the lowest health-related quality of life of any long term
condition. Due to the wide range of conditions encompassed by the term ‘neurological conditions’,
it is not possible to identify specific risk factors that are relevant to all neurological conditions. The
causes of neurological conditions are diverse and wide-ranging; they include: lifestyle-related
causes, infections, genetics, nutrition-related causes, environmental influences and physical
injuries. The association with these causes and with other risk factors such as age, sex and
ethnicity is not uniform. Whilst for some neurological conditions onset can affect all ages and begin
at any time in a person’s life, such as acquired or traumatic brain injury, others are present from
birth, such as Spina Bifida or cerebral palsy. For most neurological conditions, people of any
gender can be affected, with the main impact on the relationship being population structure.
Similarly, the relationship with ethnicity is not uniform, with the main reason different ethnic groups
may have different rates is due to their cultural and socio-economic contexts and access to
treatments and health services. There are a few conditions for which factors are clearly identifiable,
such as poor diet, smoking and lack of physical activity for stroke, whilst for others there may be
no known lifestyle factors affecting either onset or progression (e.g. Huntington’s Disease). There
are some conditions which more commonly present in early childhood, for example, Duchenne
muscular dystrophy, whilst others mainly affect older people and have onset later in life, such as
Parkinson’s disease. Co-morbidity should also be considered for those living with neurological
conditions. The presence of one or more additional diseases or disorders co-occurring with a
primary disease or disorder can result in a higher risk of dying, a poorer quality of life and greater
use of health services.[4] Depression and anxiety are common co-morbidities associated with a
number of neurological conditions, for example and these are associated with poorer quality of
life.[5] There are also some conditions which are associated with certain physical conditions, such
as multiple sclerosis and hyperlipidemia, hypertension, arthritis, irritable bowel syndrome and
chronic lung disease.[6]

2 The level of need and inequalities in the
local population
The actual incidence (number of new cases of a disease diagnosed each year) and prevalence
(number of people living with that condition) of the various neurological conditions are largely
unknown. This is due, in part, to difficulties identifying a data source which systematically collects
accurate data and also due to underreporting and/or diagnosis. Incidence and prevalence can be
estimated by applying national estimates to local population data. Full data are contained in South
Gloucestershire’s Health Needs Assessment for People Living with Neurological Conditions.
However, the estimates suggest that the conditions with the highest incidence in South
Gloucestershire are:
acquired brain injury (1,555 diagnosed each year)/traumatic brain injury (718 diagnosed each
year);
stroke (634 having a first time or recurrent stroke).
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The conditions with the highest prevalence are:
migraine (39,237 people living with the condition);
dementia (3,429 people living with the condition);
fibromyalgia (10, 986 living with the condition);
epilepsy (2,747 living with the condition);
essential tremor (up to 16,480 living with the condition);
stroke (4,226 living with the effects of stroke).
Alongside prevalence and incidence data, need should also take account of the severity of impact
of the condition on functioning and the speed of progression; although many conditions may have
low prevalence or incidence, need in relation to these conditions is likely to be very high. For
example, Rett syndrome is a rare genetic disorder with an estimated 12 people living with the
disorder in South Gloucestershire. It affects brain development, resulting in severe mental and
physical disability. Huntington’s disease is again a relatively rare condition (compared to, for
example, epilepsy or multiple sclerosis), with 33 people in South Gloucestershire estimated to be
living with the condition. The impact on the individual and their family and friends however is
significant; Huntington’s disease is an inherited condition that damages certain nerve cells in the
brain, getting progressively worse over time. Motor neurone disease (MND) is another rare
condition with high need; symptoms of MND begin gradually over weeks and months and as the
damage progresses, the condition becomes more debilitating. MND is severely life-shortening for
most people, with life expectancy for around half of those with the condition three years from the
start of symptoms.[7] Mortality Data on deaths between 2011 and 2015 from the Primary Care
Mortality Database show that on average, the number of deaths, where the primary diagnosis was
a neurological condition (excluding injuries), have increased over time, from 270 deaths in 2011 to
393 in 2015. Numbers of deaths for those under 40 are very small (≤ 5 per year), with rates
increasing with age as expected (figure 1).
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Figure 1: Crude mortality rate per 100,000 population, by age group, for primary diagnosis of a
neurological condition (excluding injuries), South Gloucestershire, 2011-2015 The most common
conditions contributing to the mortality rate (excluding injuries) for 2011-2015:
dementia (40.9% of all neurology deaths);
sudden onset stroke (32.1% of all neurology deaths);
brain tumour (6.3% of all neurology deaths)
Parkinson’s and movement disorders (6% of all neurology deaths);
Potential years of Life Lost (PYLL) provides a measure of premature mortality, taking into account
the age at which the deaths occur compared to the standard age of life expectancy (75 years). It
gives more weight to deaths that occur among younger people. Between 2011 and 2015, there
were a total of 4,608 years of life lost as a result of a primary diagnosis of a neurological condition
(figure 2). The largest contributors to PYLL are sudden onset stroke (accounting for 29.1% of all
neurological PYLLs) and brain tumour (accounting for 28.9% of all neurological PYLLs).
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Figure 2: Potential
Years of Life Lost (PYLL) as a proportion of all deaths with a primary diagnosis of a neurological
condition, South Gloucestershire, 2011-2015

3 Current services and assets in relation to need
The full needs assessment for people living with neurological conditions in South Gloucestershire
(South Gloucestershire Council, 2017) provides further detail on the outline information below.
There are a range of services accessed by people living with neurological conditions (figure 3).
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Figure 3: Range of services for people with neurological conditions (Reproduced from: National
Audit Office: Services for People with Neurological Conditions[1]) [1] National Audit Office (2011)
[online] https://www.nao.org.uk/report/services-for-people-with-neurological-conditions/ Primary
care There are five Quality and Outcomes Framework (QOF) indicators which are relevant to
neurology (relating to epilepsy, dementia and stroke). Data for South Gloucestershire for these five
indicators are generally in line with national averages, however there is huge variation between GP
practices. Rehabilitation services Rehabilitation is a key service needed by people living with
neurological conditions. In South Gloucestershire, there are several different rehabilitation services
(depending on need) and ways these services can be accessed. Rehabilitation services provided in
South Gloucestershire include:
Inpatient rehabilitation: intensive specialist rehabilitation for people who are not yet ready to
return home after discharge from hospital.
Outpatient rehabilitation: Patients who are able to return home following a hospital stay but
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require further treatment may be referred to outpatient rehabilitation.
Community rehabilitation: Patients may access community rehabilitation services following a
hospital stay or an inpatient rehabilitation stay or following a diagnosis in primary or
secondary care.
In South Gloucestershire, the rehabilitation services are part of South Gloucestershire’s 3Rs
(rehabilitation, reablement and recovery) model, which are services that support people to recover
from illness or injury, or after surgery. They span both health and social care and provide services
in acute hospitals and in the community, at home and in care homes. The support is delivered by
rehabilitation, reablement and recovery services, which work with people to restore their health,
mobility and independence. They can support people leaving hospital as well as giving extra
support to those living at home, to help them to continue living safely and independently at home.
Due to demands on these services, South Gloucestershire CCG has been working with Sirona
care and health and social care partners to expand and enhance the 3Rs services available in
South Gloucestershire, with the aim of providing more rehabilitation in the community so that
people can be supported to live safely and independently at home. Although, the focus of this
service is largely on the growing number of older people requiring 3Rs support, people with
neurological conditions also require this service and should be considered in any changes and
developments. Community healthcare People living with neurological conditions in South
Gloucestershire will, at different times of their life and different stages of their illness, need to
access a range of community healthcare services. Community healthcare in South Gloucestershire
is commissioned by South Gloucestershire CCG and currently provided by Sirona care and
health. With the exception of a Parkinson’s Nurse Specialist, see below, there are no services
offered which are specific to neurology; provision of services is not based on the condition or
illness but on physical need, which differs to the service provided in a neighbouring areas, which is
a specialist neurological community service. Services currently provided in South Gloucestershire,
which people living with neurological conditions may access are:
Rehabilitation teams (see previous section)
Adult speech and language therapy services
District nursing service
Community matron service
Falls services
Podiatry
End of life care (co-ordination service)
Hospital activity North Bristol Trust is the main provider of acute neurological services to South
Gloucestershire residents. The neuroscience department includes the following subspecialties:
neurology, neurosurgery, neuropsychiatry, neuropathology, neurophysiology, neuropsychology and
nursing and governance. Inpatient data on the number of finished admission episodes for patients
with a primary or other mention diagnosis of a neurological condition, by admission method, are
presented in figure 4. The data show there has been an increase in hospital admissions for patients
with any mention (primary or elsewhere) of a neurological condition over the last four years. This
increase was largely due to emergency admissions where there was a mention of a neurological
conditions (i.e. a neurological condition was not in the primary diagnosis field), suggesting an
increase in emergency admissions for reasons not directly resulting from their conditions (e.g.
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could be completely unrelated or could be indirectly related such as a fall).

Figure 4: Finished
Admission Episodes for patients with a primary or other mention diagnosis of a neurological
condition, by admission method, South Gloucestershire, 2012/13-2015/16 Data source: Local
activity data; Secondary Uses Dataset (SUS) * Non-elective, non-emergency admissions not
shown; these account for <2.5%, exact numbers each year are: 2012/13 – 76; 2013/14 – 64;
2014/15 – 82; 2015/16 – 150 Comparison to cluster CCG and national data for 2012/13 (table 1)
shows that for admissions with a mention of a neurological condition, a primary mention or other
mention (excluding primary), the rate of admissions per 1000 population was lower in South
Gloucestershire compared to both the cluster and national average. However, for admissions with
a primary mention of a neurological condition, the proportion which were emergency admissions
was higher in South Gloucestershire than the comparators. The latest Commissioning for Value
pack also identified non-elective (i.e. emergency) admissions for neurological conditions were
highlighted as an area for large potential savings, saving £924,000 if they performed at the average
of the 10 similar CCGs identified in their cluster. Table 1: Finished Admission Episodes (FAE) per
1000 population and proportion which are emergency admissions, South Gloucestershire
comparison to cluster CCG and England, 2012/13*
Any mention

Other mention
(excluding primary)

Primary only

%
emergency
(of total)

FAE /
1000
pop.^

%
emergency
(of total)

FAE /
1000
pop.^

%
emergency
(of total)

FAE /
1000
pop.^

South Gloucestershire
CCG

57.3%

19.0

51.6%

7.2

60.8%

11.8

Cluster CCG

58.7%

21.8

44.7%

8.8

68.1%

13.0

England

58.7%

23.5

46.7%

9.2

66.6%

14.3

Data source: NHS Digital, Hospital Episode Statistics for England. Inpatient statistics, 2012-2013.
Workbook: ‘Compendium of Neurology Data, England – 2012-13: HES inpatient data tables’ *
Data assigned by ‘CCG of residence’ ^ Derived figure: (Admissions / 2011 mid year CCG
population estimate)*1000 Data by deprivation found that admissions and in episode mortality
rate were higher in the most deprived areas compared to the least deprived areas. The largest
contributors to bed days over the last four years are dementia and sudden onset stroke (>40%),
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highlighting the need in this area, followed by epilepsy, Parkinson’s and other movement disorders
and neuropathies. The main finding from outpatient data is that the proportion of outpatient having
10 or more appointments was higher than the cluster CCG and national averages (16.2%
compared to 7.2% and 11.3% respectively). Analysis by neurological treatment specialty suggests
the rate per 100,000 of pain management, neurology and clinical neuro-physiology outpatient
appointments was higher in South Gloucestershire, compared to the cluster CCG and national
averages. Scheduled care (i.e. outpatient) was also identified as an area where spend was
considerably higher than the national average in programme budgeting data. Measuring the referral
to treatment pathway is about improving patients’ experience of the NHS and ensuring they
receive high quality elective care without delay. The RTT target is the proportion of people referred,
seen within 18 weeks. Recent data provided by the Acute Trust identified that RTT data for
neurology was below the target, however work is ongoing to improve this. Adult social care The
following section should also be read alongside the Long Term Conditions JSNA chapter which
presents information on council-commissioned services for people living with long term conditions,
including neurological conditions, from which information for this section has been taken and
updated. The council commissions services to provide a wide range of care and support options
to help people meet their social care needs and help them stay independent and active for as long
as possible (table 2). It is not possible to quantify need and demand in relation to social care due to
the proportion who will self-fund and due to the lack of data recording on diagnosis. There are only
a small number of neurological condition-specific services/organisations which are commissioned
by the council, with a number of other services accessed based on physical need. Table 2:
Council commissioned services to support people living with neurological conditions
Neurological
condition

Voluntary
organisation
Bristol Area
Stroke
Foundation
(BASF)

2016/17
funding

£69,676

2017/18
funding

Description of Service

£80,374

Stroke survivors and carers living in
South Gloucestershire. To provide
support and information to stroke
survivors and carers living in South
Gloucestershire

Stroke Café

Funded through
BASF (see above)

Meets on the 2nd Friday of every
month, for a chat and a cup of tea.
Arrange for various guest speakers
to join each meeting throughout the
year. Each speaker will share
information about their speciality
and what they can offer to stroke
survivors. There is also a range of
information available at each
meeting.

MS Therapy
Centre

£2,000

Physio based exercise groups
within peer led environment

Stroke

MS
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Alzheimer’s

Dementia

Alzheimer’s
Society

£44,251

South Glos
Dementia
Action
Alliance

Sept 2016 – Feb
2018: £36,000 jointly
funded by SGC and
CCG

£44,571

Sporting
memories

General support and advice for
people with dementia and their
carers.
Awareness raising and dementia
advisors.

Funding due to end Feb 2017

Other services commissioned which may link in with neurological conditions
Loneliness
and
Isolation

Carers
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Shop mobility

Pauls Place

£5,000

£8,000

£5,000

Scooters in Yate for people to go
shopping

To be
confirmed

Breaks & Activities for Carers. They
support and provide creative and
imaginative breaks for carers of
people with physical and/or
sensory and/or cognitive
impairments in ways which address
the specific lifestyle and practical
needs of individuals. They provide a
social model of support which is
carer led and responds to the
specific needs of individuals, looks
to maximise the use of available
resources within the community
and provide the support and respite
that makes a difference to the lives
of carers and the person they care
for. Note: the council also
commissioning day services from
Paul’s Place and service users pay
for services via a direct payments
system.

www.southglos.gov.uk

Signposting
Learning
difficulties

Speech

The Care
Forum (Well
Aware & Spot
On)

Dysphasia
project

£36,000

£17,661

To be
confirmed

Well Aware is an electronic, free
information and sign-posting
service open to all, which provides
easily accessible details of many
different services and other useful
information. Spot On is a service
for people with learning difficulties,
their carers and others who may
support them. The aim is to make
information about services and
opportunities available to people
with learning difficulties and their
carers through the development
and provision of an accessible
Directory of Services. To increase
opportunities for choice and control
for people with learning difficulties
through the provision of accessible
information.

£17,926

Support people with improving and
regaining speech after a stroke and
as dementia progresses (North
Bristol Trust)

There may also be other “general” (i.e. not neuro specific) services commissioned or provided by
the council, which people living with neurological conditions may access and are not listed above.
Other services either provided by or funded by the council to support people living with
neurological conditions are: Promoting Opportunities Services, Equipment Service, the West of
England Centre for Inclusive Living and Community Transport and Dial-a-ride. Voluntary sector
There are a vast number of relevant voluntary sector organisations and groups which provides
support and care to people living with neurological conditions in South Gloucestershire, as well as
their families and carers. A small number of voluntary organisations may have certain services
commissioned by the council, for example as part of social care packages. Services provided by
the voluntary sector may include: information and advice; support with care packages; accessing
services and signposting; support on discharge from hospital; respite for families and carers; day
centres and rehabilitation activities and services. Palliative and end of life care Palliative care,
combined with rehabilitation, can be beneficial for people living with neurological conditions from
the point of diagnosis through to the end of life. Specialist palliative care services are provided both
within the NHS and across a wide range of voluntary sector organisations; they include: inpatients,
day care, community care, hospital support, bereavement support and outpatients. Local data on
end of life care for people living with neurological conditions, particularly looking at emergency
admissions to hospital, was not available.
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4 Projected service use and outcomes in the
next 5 years and 5-10 years
There are approximately 274,661 people living in South Gloucestershire and this figure is expected
to rise by 17% of the next 20 years to 322,700, with the prevalence of neurological conditions likely
to increase as a result. Projected population growth is predicted for all age bands by 2035 except
for minor decreases in 50-59 year olds and therefore the prevalence of neurological conditions is
likely to increase in line with this growth. However, if we consider that the largest population
growth over the next 20 years is in the older ages, with an estimated growth of 21,000 people over
70 years by 2035, an increase of 60% compared to 2015 estimates, it is likely that the prevalence
and incidence of conditions with late onset in particular, such as Parkinson’s, will see the greatest
increase.

5 Evidence of what works
Evidence of good practice for people living with neurological conditions is wide-ranging due to the
number of conditions included. Some examples are provided below, however it is acknowledged
that many more examples exist, particularly local examples for specific conditions. A great deal of
evidence can be accessed via NHS Evidence, which includes guidance and policy from NICE,
systematic reviews, health technology assessments and economic evaluations, primary research
and case studies. The National Service Framework for Long-term Conditions (Department
of Health, 2005)[1] This report is a key tool for delivering the government’s strategy to support
people with long-term conditions. It aims to bring about a structured and systematic approach to
delivering treatment and care for people with long-term conditions. Although titled ‘long term
conditions’, the report focuses on people with neurological conditions, though it’s acknowledged
that the guidance can apply to anyone living with a long-term condition. The framework identifies a
range of problems faced by people with neurological conditions including: lengthy diagnosis, poor
information for patients, variable access to, and little integration of, health and social care services;
and poor quality of care in hospital. At the core of the Framework are 11 quality requirements
(listed below) with detail around how these could be delivered.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

A person-centred service
Early recognition, prompt diagnosis and treatment
Emergency and acute management
Early and specialist rehabilitation
Community rehabilitation and support
Vocational rehabilitation
Providing equipment and accommodation
Providing personal care and support
Palliative care
Supporting family and carers
Caring for people with neurological conditions in hospital or other health and social care

661/885

www.southglos.gov.uk

settings
The NSF emphasises the importance of supporting people to live with long-term neurological
conditions, improving their quality of life and providing services to support independent living.
Long-term neurological conditions: management at the interface between neurology,
rehabilitation and palliative care; National Guidelines (Royal College of Physicians,
2008)[2] The Royal College of Physicians published a set of guidelines in 2008 which built on the
Quality Requirements in the National Service Framework. These concise guidelines aim to improve
the quality of care offered to people in the later stages of a long-term neurological condition
through better collaboration between neurology, rehabilitation and palliative care teams. NICE
Guidance[3] There are 17 areas of guidance listed under neurological conditions, each of which
may include pathways mapping, interventional procedures guidance, technology appraisal
guidance, NICE guidelines and quality standards. The 17 areas listed are: Brain cancers; Cerebral
palsy; Delirium; Dementia; Epilepsy; Faecal incontinence; Headaches; Metastatic spinal cord
compression; Motor neurone disease; Multiple sclerosis; Neurological conditions: general and
other; Neuropathic pain; Parkinson’s disease; Spasticity; Spinal conditions; Transient loss of
consciousness; and Urinary incontinence. Local case studies
Housing LIN (2015) Care closer to home. The Gateway, Middlesbrough: a new integrated
health, social care and housing pathway
NHS England (2016) Improved patient pathway, new diagnosis tool and lots of information –
three steps to improved neurology services for people in West Hampshire: NHS West
Hampshire CCG
NHS RightCare (2017) Cumbria’s new persistent physical symptom management service
NHS England (2016) Developing an integrated neurology pathway: NHS Dudley CCG
SCIE Social Care Online (2014) An 8-year support group for home-bound people with
multiple sclerosis: adapting therapeutic methods to overcome isolation and immobility
NICE (2008) Singing as a form of voice therapy for people with Parkinson’s (Hereford PCT) [1]
Department of Health (2005) The National Service Framework for Long Term Conditions [online]
https://www.gov.uk/government/publications/quality-standards-for-supporting-people-with-long-te
rm-conditions [2] Royal College of Physicians (2008) [online] Available at:
https://www.rcplondon.ac.uk/guidelines-policy/long-term-neurological-conditions [3] NICE [online]
Available at: https://www.nice.org.uk/guidance/conditions-and-diseases/neurological-conditions

6 ) User views (on need, services / assets
and gaps)
In 2013/14 a survey of patients using the neurological services in the Bristol, South Gloucestershire
and North Somerset area was carried out by the Brunel Neurological Alliance, with the aim of
understanding, at a local level, the effectiveness of neurological services provided, and how well
they are meeting user needs and requirements, in order to inform service commissioners/providers
and monitoring and improving standards. Findings from the survey are structured around the 11
NSF quality requirements and a summary is presented below. There is a more detailed report
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which has been produced by Brunel Neurological Alliance.[1]
Service users reported a lack of individual care plans, information regarding diagnosis,
named key workers and access to psychological support
There is often a delay in confirmed diagnosis so early recognition is vital
Issues with rehabilitation were reported (e.g. not enough sessions)
Service users did not feel that they had been offered the support or advice to return to work
Poor coordination between health and social care was highlighted as an issue
Care is often provided by a combination of informal (i.e. friends and family) and formal (i.e.
paid) carers.Support and training for informal carers did not appear to be widely offered;
assessment of need and respite care is vital
Issues with various services were identified, including attitude, difficulties with access, lack of
information and lack of continuity or co-ordination of care
Views from healthcare professionals across the neurological pathway were also obtained to inform
need and service gaps; 12 professionals were interviewed in 2016/17, with findings summarized
below:
Self-care and management is a key area of focus, with early and prompt diagnosis,
information provision and signposting and a focus on prevention and wellbeing all highlighted
as areas needing to be addressed
In secondary care, repeat visits to clinic are high, as is referral to general neurology clinics
rather than straight to specialist neurology clinics; and unnecessary referrals are also placing
high demand on the service
There are often long waiting times for neurology and very often delays in diagnostic tests
(with a resulting impact in terms of diagnosis and treatment)
Access to rehabilitation services is considered an issue and this can have a specific impact
on discharging from hospitals (e.g. for stroke and brain injury)
Unmet need for neuro-psychiatry specifically was reported, as well as other services such as
spasticity management services, botox and orthotics
The importance of carers and support services were highlighted alongside support for them
Care packages appropriate to need are important for patient centred care as is a
consideration of transition services (18-24 years) and support for younger people requiring
supported living
There is a need for a named key worker for individuals
Coordination between health and social care would enable smooth and timely transition from
hospital to the community, centred on the patient
There is a gap in outpatient/community neuro-physiotherapy, speech and language therapy
and psychology in the community setting
There is a risk of losing specialist knowledge in the community healthcare team due to
generalist nature of the service, with neuro-specific knowledge identified as a gap among
community staff (e.g. physiotherapy and occupational therapy)
There is a need for neuro input at multidisciplinary cluster meetings
Mental health and wellbeing support for professionals is vital. [1]
http://healthwatchsouthglos.co.uk/wp-content/uploads/2015/01/31-01-14-Neurological-Services-
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User-Survey-Report_FINAL.pdf

7 Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows: Condition specific data on protected
characteristics is limited as is similar data on service use. A need has been identified to access
condition-specific data where gaps exist and detailed service user data to determine whether any
inequalities exist in terms of diagnosis, service provision, access and outcomes.

8 Unmet needs and service gaps
Data on prevalence and service need, combined with the project population growth in South
Gloucestershire and service user and health professional views suggest there is a need to identify
priority conditions (except for dementia and stroke where work is already ongoing) and areas for
further work (e.g. transition services and children and young people requiring support living for
example). Poor coordination between health and social care was identified, particularly around
ensuring smooth and timely transition from hospital to the community. The high prevalence of
neurological conditions, the long term nature of many conditions and the feedback from service
users highlight a need to promote and empower the population to self-care and self-manage.
Issues were reported around information provision and signposting and lack of individual care
plans, named key workers and access to psychological support. There is also a need to provide
appropriate support and training for carers who provide a large proportion of care to those living
with neurological conditions. In terms of acute care services, there has been an increase in
emergency admissions with diagnosis mention of neurological conditions, high in-episode mortality
rate for emergency admissions and identification by Commissioning for Value packs that nonelective admissions for neurological conditions are an area for large potential savings. Outpatient
services also have a high demand and there were reports of gaps in specific services such as
neuro-psychiatry, spasticity management services, botox and orthotics. There is a gap in local data
for end of life care provision of people living with neurological conditions. Rehabilitation services are
vital for people living with neurological conditions and gaps were reported in neuro-outpatient
physiotherapy, speech and language therapy and psychology in the community setting, as well as
a need around retention of specialist knowledge in community services.

9 Recommendations for consideration by
commissioners
Due to the range of neurological conditions encompassed by this needs analysis, the
recommendations are intended to support the more common issues facing people living with
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neurological conditions and therefore, there may be specific needs for certain neurological
conditions which are not highlighted below. Recommendations relating to data and intelligence are
presented in the next section. Establish a BNSSG Neurological Conditions pathway group
to:
Enable a full assessment of pathways. Partnership working is paramount to ensuring high
quality health and social care service provision and support for people living with neurological
conditions. Collaboration should be promoted with representation across the local authority,
CCG, Acute Trusts and voluntary sector, as well as patient and public involvement;
Own and oversee assessment and delivery of recommendations within this report;
Agree priority conditions for further more detailed needs assessment and pathway review
work.
Consider all elements of the pathway for specific neurological conditions with a focus
on reviewing the following:
Patients: improve access to information and signposting; and enable individuals to selfmanage where appropriate
Carers: provide appropriate and timely support and information
Primary care: focus on early and prompt diagnosis, reducing variation and improving data
Community care: review models of good practice such as neuro-specialist community
services working towards more specialist community knowledge; consistent approach to
individual care plans; review impact on spend and outcomes in acute care as a result of
more specialist community service provision
Acute care: focus on emergency admission and outpatient rates
Co-ordinate services across health and social care: mirror the approach taken with
rehabilitation, reablement and recover services locally and review pathways for neurological
conditions specifically
End of life care: ensure models of best practice in place by responding to and influencing the work
of the BNSSG End of Life Care Programme Board and Strategy.

10 Recommendations for needs assessment
work
Based on the data and information gathered from a range of sources, several recommendations
could be identified relating to data and intelligence:
Identify methods for collecting and/or accessing data for neurological conditions to improve
incidence and prevalence data at a local level
Identify methods for accessing condition-specific data where gaps exist for (for adults,
children and young people)
Build on this approach to determine whether any inequalities in terms of diagnosis, service
provision, access and outcomes exist
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As mentioned previously, a comprehensive health needs assessment for people living with
neurological conditions was undertaken in 2016/17 and provides a more complete picture of need
and service provision.

Key contacts
South Gloucestershire Long Term Conditions and End of Life Steering Group Sara Blackmore,
Deputy Director of Public Health, South Gloucestershire Council,
sara.blackmore@southglos.gov.uk Jon Shaw, Head of Commissioning, Partnerships and
Performance, South Gloucestershire Council, jon.shaw@southglos.gov.uk Jon Evans, Clinical Lead
for Long Term Conditions, South Gloucestershire Clinical Commissioning Group,
jonathanevans@nhs.net
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Mental health & wellbeing, isolation
Summary
In the UK, at least one in four people will experience a mental health problem at some point in their
life; at any one time, one in six adults has a mental health problem. People with severe mental
illnesses will die on average 20 years earlier than the general population. The cost of mental health
problems in the UK is estimated at £105 billion annually; these costs are expected to double in the
next 20 years. In general terms mental health outcomes in South Gloucestershire are better than in
England. The prevalence of patients on the GP mental health register (i.e. people with
schizophrenia, bipolar disorder and other psychoses) is lower in South Gloucestershire than
nationally although rates of depression are higher. Suicide rates have been rising over the last
decade and are similar to the national average. Groups at high risk of mental ill-health in South
Gloucestershire include people living in Priority Neighbourhoods, the unemployed, people with
disabilities, prisoners, Gypsies and Travellers, substance misusers (including alcohol misusers),
smokers, people with long term conditions, people in the Lesbian, Gay, Bisexual or Trans (LGBT)
community and victims of domestic abuse. Young women are at particular risk of non-fatal selfharm; poisoning is the most common method used. Males have a twofold to threefold increased
risk of suicide compared with women. Older men have the highest suicide rates. Rates of hospital
admission for mental health (except eating disorders) and suicide are highest in the most deprived
areas. There is an increasing trend in the reporting of dual diagnoses of mental illness and
substance misuse. Similar to the national picture, there is increasing demand for community and
inpatient mental health services in South Gloucestershire. Emergency admissions, bed occupancy
and caseload of community mental health services have risen. Difficulties in accessing services
and problems with the consistency and continuity of care were highlighted by service users. The
acute response to mental health crises is good. However, there is less support for longer term
care. There is also increasing demand for the Improving Access to Psychological Therapies (IAPT)
programme in South Gloucestershire. However, there are problems with access to these services
and provision of long term support post IAPT is poor. There is a lack of community based support
for people with sub threshold mental health conditions. Service users and other groups including
regulators have expressed concerns about engagement, access and quality of care. Mental health
spend in South Gloucestershire was £153 per head, compared with a national spend of £210 per
head in 2014.

Recommendations for consideration
A comprehensive needs assessment contained detailed recommendations in three main areas:
mental health promotion – including raising awareness and reducing stigma, promote five
ways to wellbeing, and increase signposting; mental illness prevention – including improving
access to information, proactive work those at highest risk, support VSCE organisations; and
treatment and rehabilitation – including delivering a more effective IAPT, improving support
post crisis and improving co-ordination of care between agencies supporting individuals.
Authors: Kirsty Eastham, Commissioning Manager, South Gloucestershire Council; Kate Lavington,
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Head of Community Commissioning, South Gloucestershire CCG; Steve Spiers, Programme Lead,
South Gloucestershire Council

Who is at risk and why?
In the UK, at least one in four people will experience a mental health problem at some point in their
life; at any one time, one in six adults has a mental health problem. People with severe mental
illnesses will die on average 20 years earlier than the general population. Mental ill health is very
expensive. The cost of mental health problems in the UK is estimated at £105 billion annually;
these costs are expected to double in the next 20 years. Loneliness and social isolation can have
an impact on people’s health and wellbeing, particularly for older people. Since 2011 there have
been several mental health related strategies and action plans including ‘No Health without Mental
Health (2011)’, ‘Preventing suicide in England- a cross government strategy to save lives (2012)’,
‘Closing the Gap-priorities for essential change in mental health (2014)’ and ‘Achieving Better
Access to Mental health services by 2020 (2014)’. Last year, the Chief Medical Officer’s Report
focussed on ‘Public Mental Health Priorities: Investing in the Evidence’. Locally, the development of
a mental health and wellbeing strategy was identified as a key aim in South Gloucestershire’s first
Joint Health and Wellbeing Strategy. Mental health is also a priority for the Health and Wellbeing
Board. This section should be read alongside the following JSNA chapters:
Demographics – age structure and population projections; deprivation; premature mortality
Smoking
Substance Misuse and Alcohol
Dementia
Frail Elderly
Learning Difficulties
Long term conditions
Offender health
Physical Impairment
Sensory Impairment
A comprehensive Mental Health Needs and Wellbeing Assessment for South Gloucestershire was
published in June 2015 (South Gloucestershire Council, 2015). Information was obtained from a
wide range of sources as follows: national data (census, death statistics, Care Quality Commission,
Public Health England), local data (from the council, clinical commissioning group (CCG),
commissioning support unit, acute hospital trusts and Avon and Wiltshire Mental health partnership
(AWP) trust) and primary care data from the Quality and Outcomes Framework. Findings from
interviews and focus groups with mental health service users and carers and a locally
commissioned Healthwatch mental health and emotional wellbeing survey are also included. The
assessment determined the following general headlines: In general terms mental health outcomes
in South Gloucestershire are better than the England average largely due to good performance on
wider determinants of health such as employment, housing and crime. For self-reported wellbeing,
South Gloucestershire scored marginally better than the English average. However, the prevalence
of depression based on patients on the Quality and Outcomes Framework (QOF) depression
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register was higher for South Gloucestershire GP practices than nationally. The QOF prevalence of
patients on the mental health register (i.e. people with schizophrenia, bipolar disorder and other
psychoses) was lower in South Gloucestershire than nationally. The male suicide rate in South
Gloucestershire was higher in 2010 than 2001. Although men aged 25-44 had the highest
proportion of deaths, suicide rates were highest in older men. Suicide rates were highest in the
most deprived quintile. Groups at high risk of mental ill-health in South Gloucestershire include
people living in Priority Neighbourhoods, the unemployed, people with disabilities, prisoners,
Gypsies and Travellers, substance misusers (including alcohol misusers), smokers, people with
long term conditions, people in the Lesbian, Gay, Bisexual or Trans (LGBT) community and victims
of domestic abuse. Young women are at particular risk of non-fatal self-harm; poisoning is the
most common method used. Males have a twofold to threefold increased risk of suicide compared
with women. Older men have the highest suicide rates. South Gloucestershire’s performance for
key determinants of mental health is good or similar when compared with the English average.
Mental health is influenced by a multitude of factors ranging from individual and population
characteristics such as age, gender, ethnicity, sexuality and disability to wider determinants of
health such as social, economic and environmental conditions. Overall, South Gloucestershire was
found to be an affluent, safe region to live. Compared with the national average South
Gloucestershire had a lower unemployment rate, a higher percentage of working age people in
employment, a lower percentage of working age people claiming benefits, lower crime and
violence rates in the population and low levels of homelessness. Largely due to the above factors,
mental health outcomes in South Gloucestershire are better than the England average and for selfreported wellbeing, South Gloucestershire scored marginally better than the English average.
South Gloucestershire’s performance was similar to England for national indicators of social
isolation. Some information on the at risk groups is provided below. Other chapters within the
JSNA provide further detail on these groups if required:

Priority Neighbourhoods
There are six localities in South Gloucestershire that have been defined as Priority Neighbourhoods
because they are the most deprived, face the greatest health inequalities and have the greatest
need as follows:
Cadbury Heath
Filton
Kingswood
Patchway
Staple Hill
West Yate/Doddington
The rate of mental health admissions to hospital varies by practice. The highest age standardised
rates of admissions were in patients from Kingswood Health Centre, Coniston Medical Practice,
Stoke Gifford Medical Centre and the Orchard Medical Centre where rates of admission were
statistically significantly higher than the South Gloucestershire average (Figure 6.3). These practices
are located in the Priority Neighbourhoods of Kingswood, Filton and Patchway.
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Unemployed
There were two wards, Kings Chase and Staple Hill, with a job seekers’ claimant rate above the
national average.

People with Disabilities
It is estimated that in South Gloucestershire for people aged between 18 - 64 3,851 have a serious
physical impairment and 13,034 have a moderate physical impairment. It is estimated that 9,067
people over 65 are unable to manage at least one mobility activity on their own.

Prisoners
There are three adult prisons in South Gloucestershire, HMP Leyhill, HMP/YOI Eastwood Park and
HMP Ashfield. HMP Leyhill is an open category prison holding a maximum of 527 prisoners, who
are serving the widest range of sentences (in terms of length and offence) than any other Category
D establishment in England and Wales. There is no limit on the number of prisoners serving life
sentences who can be accommodated at any one time. Prisoners who have no, or very little
involvement with drugs are located in a hostel style environment within the prison grounds. Leyhill
has a resettlement role, so many prisoners are allowed out of the prison on licence daily. This
includes day release, employment purposes or resettlement leave. HMP/YOI Eastwood Park is a
closed remand prison for women, holding 362 young offenders (those aged 18 to 21) and adults. It
holds prisoners of all ages and categories pending their court appearances in addition to women
serving sentences up to 12 months. The prison holds remand and convicted prisoners, from those
serving a few days to those serving much longer sentences. Many services are provided, including
a mother & baby unit, specialist 24 hour health care, a dedicated resettlement unit, drug recovery
service and specialist substance misuse unit. 38 HMP Ashfield is a category C adult male
establishment that holds 400 convicted prisoners serving sentences for sexual offences. Key
points regarding prevalence of mental illnesses in the prison populations are presented below
based on the most recent needs assessments:

Leyhill
2% of men reported having a mental health disorder (self-report).
56% of new receptions were referred to the substance misuse team.
The most prevalent primary drug on the substance misuse caseload was alcohol (51%),
followed by heroin (15%) and cannabis (13%). No information on dual diagnosis was
available
32% of substance misusers had previously injected, with 68% never injecting, and none
currently injecting.

Eastwood Park
21% of women reported having a mental health disorder (self-report).
60% of women on the substance misuse caseload abused opiates; 46% reported heroin as
their primary drug of choice, followed by alcohol (27%), crack (9%) and amphetamine (5%).
40% of substance misuse clients were currently injecting, 25% had previously injected, 34%
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had never injected and 1% declined to answer.
There were no official data on dual diagnoses, although between 20 and 30 referrals are
made monthly, mostly for depression/ low mood.
There were 412 self-harm incidents in the prison in 171 prisoners from January to June
2012; no prisoners presented with prolific self-harm (>20 episodes) in that period.

Ashfield
20% of prisoners had received medication for mental health problems.
13% of prisoners had tried to harm themselves (in prison).
17% of prisoners had tried to harm themselves (outside prison).
3% of prisoners felt like self-harming or suicide.
Data were not available on substance misuse. However staff commented that a lot of
substance misuse issues were due to misuse of prescription medication in the prison and
not use of illicit drugs.
Staff also reported that there was high comorbidity between substance misuse and mental
health problems in prison.

Substance Misuse
Hospital admissions relating to drug misuse are not evenly distributed throughout South
Gloucestershire but are significantly higher in Priority Neighbourhood areas and the ward of
Charfield, as two prisons, Leyhill and Eastwood Park, are located in this ward. Repeat admissions
account for 19% of hospital admissions for all drug misuse specific conditions.

Alcohol
Hospital admissions are an indicator of the level of alcohol misuse and the effectiveness of alcohol
services to prevent readmission to hospital. Hospital admissions have remained relatively stable for
women over the last seven years although they have risen for men, with a peak in 2010/11.
However, the rate of admissions for men in 2012/13 was statistically significantly lower than the
rate in 2010/11.

Lesbian, Gay, Bisexual and Transsexual population
The 2014 South Gloucestershire Lesbian, Gay, Bisexual and Transsexual (LGBT) health and
wellbeing needs assessment reported the following statistics:
35.7% of respondents reported that they had mental health conditions or illnesses expecting
to last for 12 months or more
50% had received medical help for anxiety and depression
28.6% had hurt or injured themselves on purpose (deliberate self-harm)
54.8% had thought about or tried to kill themselves
Only 4.8% had ever needed support to address drug and/or alcohol misuse, legal high use
or over the counter medication use.
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Gypsies and Travellers
South Gloucestershire has a relatively large Traveller population compared to other regions in the
South West. In January 2013 there were approximately 200 authorised caravans in South
Gloucestershire compared with 20 in Bristol. A smaller number of families live in bricks and mortar
accommodation. The health outcomes of Gypsies and Travellers are much poorer than the general
population and other ethnic minority groups. Gypsies and Travellers are over twice as likely to be
depressed and three times more likely to suffer from anxiety disorders than others.

Long Term Conditions
Long term conditions are chronic conditions which cannot be cured but can be managed with
medicines and other treatment, for example diabetes mellitus, heart disease, respiratory disease
and cancer. There is considerable overlap between physical ill health and mental ill health. It is
estimated that 30% of people with long term conditions suffer from depression and anxiety Table 1
shows the prevalence of long term conditions in South Gloucestershire compared with England
using data from the Quality and Outcomes Framework registers (QOF) for 2012/2013. South
Gloucestershire has a higher prevalence of asthma, cancer, cardiovascular disease, chronic kidney
disease and obesity compared to the England average. The proportion of patients aged 18+ on
the learning difficulty register is similar to the national average. Table 1 Prevalence of long term
conditions in South Gloucestershire Clinical Area
Prevalence %
(England)

Prevalence %
(South Glos)

Numbers
(South Glos)

Estimated
number with
depression*

Asthma

6

6.8

17504

5251

Cancer

1.9

2.2

5676

1703

Cardiovascular Disease

2.2

2.4

6163

1849

Chronic Obstructive
Pulmonary Disease

1.7

1.4

3625

1088

Coronary Heart
Disease

3.3

3.0

7816

2345

Heart failure

0.7

0.6

1585

476

Hypertension

13.7

13.9

36122

10837

4.3

5.1

10372

3112

All ages

Age specific
Chronic Kidney
Disease (age 18+)
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Diabetes Mellitus (age
17+)

6

5.2

10740

3222

Epilepsy (age 18+)

0.8

0.8

1535

461

Learning Difficulties
(age 18+)

0.5

0.4

873

262

Obesity (age 16+)

10.7

11.1

23355

7007

Osteoporosis (age 50+)

0.2

0.3

290

87

*Based on an estimate of 30% of people with long term conditions having. Quality Outcomes
Framework 2012/2013

Learning Difficulties
There are approximately 4,100 adults aged 18 to 64 years with learning difficulties in South
Gloucestershire. Approximately 1/3 of these individuals will also have an autistic spectrum
condition. The Learning Difficulties (LD) profile includes information on the number of people with
learning difficulties, the health of these individuals and their access to health care and social
services. Based on this profile South Gloucestershire’s performance is worse than England for
adults with learning difficulties in settled accommodation (71.1% vs 74.9%), adults with learning
difficulties in non-settled accommodation (28.3% vs 21.7%), adults using day care services
supported by the local authority per 1000 people with learning difficulties (257 vs 324) and adults
receiving community services supported by local authorities per 1000 people with learning
difficulties (592 vs 794).

Domestic Violence
The crude rate per 1000 of domestic abuse incidents recorded by the police for South
Gloucestershire, comparator regions and England indicated that significantly lower in South
Gloucestershire compared with the South West and England.

The level of need in the population
Public Health England has produced synthetic estimates of the prevalence of common mental
health conditions for regions in 2012 using data from the 2007 Adult Psychiatric Morbidity Survey.
These data are presented in Table 2 for South Gloucestershire, England and other comparator
regions in the South West. With the exception of eating disorders and Post Traumatic Stress
Disorder (where the prevalence is the same as for England), South Gloucestershire reports a lower
prevalence than England. Prevalence rates are similar to Bath and North East Somerset and
Somerset but lower than Swindon and North Somerset for most of the common mental health
conditions. Table 2: Estimated prevalence of persons with common MH Conditions
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Mixed
anxiety and
depressive
disorder
Generalised
anxiety
disorder

Depressive
episode

All phobias

Obsessive
compulsive
disorder

Panic
disorder

Eating
disorders
Post
traumatic
stress
disorder
(PTSD)

England

South
Gloucestershire

Bath &
North
East
Somerset

North
Somerset

Somerset

Swindon

Bristol

estimated
%

8.9

8.1

9.0

9.9

8.3

10.7

12.7

count

3,493,178

15,748

11,901

14,516

32,072

16,663

41,027

estimated
%

4.5

3.6

3.8

4.5

3.8

4.8

5.3

count

1,760,052

7,066

4,998

6,617

14,427

7,496

17,009

estimated
%

2.5

1.1

1.2

1.4

1.2

1.5

1.7

count

970,477

2,181

1,604

2,013

4,426

2,327

5,480

estimated
%

1.8

1.6

1.8

2.0

1.6

2.1

2.5

count

701,029

3,138

2,322

2,888

6,323

3,317

7,988

estimated
%

1.1

0.7

0.8

0.9

0.7

0.9

1.1

count

428,883

1,377

1,083

1,254

2,790

1,456

3,719

estimated
%

0.7

0.5

0.6

0.6

0.5

0.7

0.8

count

254,797

1,018

763

921

2,060

1,094

2,667

estimated
%

6.7

6.7

6.2

6.8

6.6

6.9

6.5

count

2,660,226

13,088

8,098

9,984

25,455

10,795

21,142

estimated
%

3.0

3.0

2.8

3.2

3.1

3.1

2.8

count

1,193,945

5,926

3,716

4,625

11,866

4,803

9,210

Source: Public Health England The Public Health Outcomes Framework 2012/2013 includes two
indicators of social isolation 1.18i Percentage of adult social care users who have as much social
contact as they would like and 1.18 ii loneliness and isolation in adult carers. In 2012/2013, 50.1%
of adult carers in South Gloucestershire reported that they had as much social contact as they
would like. There was a slight improvement in the figures since 2011/2012 for South
Gloucestershire (46%). In 2012/2013 for the first indicator South Gloucestershire performs
statistically significantly better than England (43.2%) and Swindon but is similar to North Somerset
and Bath and North East Somerset (Figure 5.1). For the second indicator of social isolation, there
were no statistically significant differences between South Gloucestershire (43.2%), England
(41.3%) and other comparable regions in the South West The Mental Health Needs assessment
includes detailed analysis on the level of need in the population.

674/885

www.southglos.gov.uk

Current services and assets in relation to need
The Adult Mental Health Needs Assessment (South Gloucestershire Council, 2015) provides detail
on the outline information below.

Improving Access to Psychological Therapies (IAPT)
The Improving Access to Psychological Therapies (IAPT) is an NHS programme offering
interventions approved by the National Institute for Health and Care Excellence (NICE). Although
the IAPT programme was designed to provide services for people with anxiety and depressive
disorders, local IAPT services may provide treatment for other psychological disorders. Using data
from the HSCIC IAPT database there were 2,480 referrals received for IAPT in South
Gloucestershire in 2013/2014. 1,695 (68.4%) referrals entered treatment; 295 (17.4%) of referrals
entering treatment finished a course of treatment.

The Mental Health Minimum Dataset (MHMDS)
The Mental Health Minimum Dataset (MHMDS) provides information about care delivered to users
of NHS funded secondary mental health services. From September 2014, the MHMDS was
expanded to cover people in contact with Learning difficulties services and was renamed the
Mental Health and Learning Disabilities Dataset (MHLDDS). For South Gloucestershire local
authority at the end of October 2014 there were:
1,830 people were in contact with mental health or learning difficulties services. Of these
1,725 people were in contact with mental health services and 115 people were in contact
with learning difficulty services. These figures combined are higher than the total as a person
may be in contact with both services.
65 people (2.4%) 55 were inpatients in hospital (using a mid-year population of 266,100).
Sixty five people were in hospital on wards for people with mental health needs. No one was
in hospital on wards for people with learning difficulties. Nationally, 2.5% of people were
inpatients in hospital.
Fifty people were subject to the Mental Health Act 1983.
66.7% (350/525) of people aged 18-69 who were being treated under the Care Programme
Approach, were recorded as being in settled accommodation, while 19.1% (100/525) were
recorded as being employed. National figures were 59.2% and 6.8% respectively.

Admitted patients (emergency admissions)
Table 3 below shows emergency admissions to AWP services for South Gloucestershire residents
from 2009/2010 to 2013/2014. Admissions dropped in 2012/2013 but increased again in
2013/2014. Table 3: Emergency Admissions from South Gloucestershire residents to AWP
services by financial year
2009/2010
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2010/2011

2011/2012

2012/2013

2013/2014

all
years
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Adult acute
ward

101

100

104

93

113

511

L3 WARD

87

81

86

59

77

390

Drug Detox
Unit

22

20

31

24

29

126

PICU

10

12

16

15

22

75

Rehab
Service

18

18

5

1

6

48

MBU

2

3

7

3

6

21

ED Service

0

0

1

7

11

19

Adult HDU

4

4

5

0

0

13

Medium
secure ward

3

5

1

1

3

13

Learning
Difficulties

3

3

4

2

0

12

Migration

2

1

0

0

0

3

Low secure
ward

0

0

1

0

0

1

All
admissions

252

247

261

205

267

1232

Source: AWP

Avon and Wiltshire Partnership (AWP) Mental Health Services
Community Mental Health Services
Between the years 2009/2010 and 2013/2014 a total of 166,722 patients were treated. The
caseload increased from 31,259 patients in 2009/2010 to 33,218 patients in 2013/2014, an
increase of 6.3%. The five most used services accounted for 65% of activity (Table 4). The rise in
numbers for the Primary Care Liaison Service (PCLS) corresponds to a decline in patients using the
Complex Intervention and Treatment (CIT) and Recovery services due to the implementation of a
service redesign when Primary Care Liaison Teams were set up to triage referrals. Overall, 43.8%
of patients were male but there was considerable variation by service. The services with the
highest percentage of male patients in the five year time period included the Low Secure Ward
(100% male), Improving Access to Psychological Therapies service (100%), Inpatients Learning
Difficulties (100%), Medium secure ward (98.6%), Learning Difficulties service (86.9%), Court
Assessment and Referral Service (83.8%), Inpatients secure service (82.1%), Forensic Service
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(80.2%), Ninety-two percent of patients were White, 6% were of Mixed ethnicity, 1% were Asian or
Asian British and 1% were Black or Black British. Table 4: Number of patients (South
Gloucestershire residents only) using the top 5 AWP community mental health services
2009/2010

2010/2011

2011/2012

2012/2013

2013/201
4

all
year
s

% of all
referrals

Memory
Service

6,269

7,359

8,716

8,166

4,321

34,8
31

20.9

CIT

9,602

8,675

7,661

3,407

3,101

32,4
46

19.5

RECOVERY

2,715

2,463

2,819

5,488

5,048

18,5
33

11.1

Psychology
service

2,543

2,130

3,126

3,158

2,821

13,7
78

8.3

536

1,352

3,257

4,355

N/A

9,500

5.7

The number of adult acute beds per 100,000 population was less for all six AWP CCGs (Swindon,
Wiltshire, North Somerset, Bath and North East Somerset, Bristol, South Gloucestershire) than
nationally. The number of referrals to the IAPT programme increased from the commencement of
the service in November 2012. However, the number of people waiting > 28 days to start
treatment also increased in the time. Although the number of people completing treatment showed
an increasing trend, the recovery rate has decreased over time. Additionally, the national target of a
50% recovery rate has not been achieved since the service began in South Gloucestershire.

Services Commissioned by South Gloucestershire Council
Mental Health
Everybody’s
Business
Grants

Loneliness
and Isolation

Twenty five
grants to a range
of local
organisation
addressing
mental ill health

Age UK

Southern Brooks
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£100,000.40

Included Sports Sessions, Art sessions,
Mother and Baby sessions, Information
days, peer support groups and
helplines.

£21,751.00

Older People at risk of isolation. To
support isolated people and
demonstrate how they have actively
engaged within their communities,
reducing isolation and improving their
quality of life

£17,000.00

Isolated and vulnerable older people in
South Gloucestershire. To reduce
isolation and improve quality of life for
isolated and vulnerable older people

www.southglos.gov.uk

RSVP Precious
Times

NOT FUNDED

Isolated and vulnerable older people in
South Gloucestershire. To reduce
isolation and improve quality of life for
isolated and vulnerable older people

Bristol
Samaritans

£400.00

Helpline

Memory Cafés

Singing for the Brain

TBC

There are four across South
Gloucestershire (Hanham,
Winterbourne, Yate and Emerson’s
Green). These are run monthly.

TBC

3 Groups of 15 couples in each across
South Gloucestershire (Staple Hill,
Downend and Thornbury). These are
run weekly.

Projected service use and outcomes in first 5
years and 5-10 years
The numbers of people with common mental health disorders in South Gloucestershire is expected
to increase from 2012 to 2021 by approximately 10% for panic disorder, 6% for obsessive
compulsive disorder, 5% for depressive episode and mixed anxiety and depressive disorder, 3%
for generalised anxiety disorder and 2% for all phobias (Public Health England, 2015)

Evidence of what works
The New Economics Foundation (NEF) was commissioned by the Government's Foresight project
on Mental Capital and Wellbeing to develop a set of evidence-based actions to improve personal
wellbeing. In their report, NEF presents the evidence and rationale between each of the actions,
drawing on a wealth of psychological and economic literature. They highlighted the 5 Ways to
Wellbeing and the positive impact they make on mental health and emotional wellbeing.
Connect
Be Active
Take Notice
Keep Learning
Give
Whilst Public Health England and many prominent mental health charities advocate the 5 Ways to
Wellbeing it should be noted the Chief Medical Officer Sally Davies stated in her annual report that
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the most effective way to reduce mental ill health was via evidence-based programmers to act
upon things like bullying, violence and employment difficulties. Our local approach in South
Gloucestershire aims to use a mix of both the NICE backed interventions but also the development
of whole population protective factors as championed through the 5 Ways to Wellbeing. NICE
guidelines are currently available which identify effective treatments for the following:
Antisocial and borderline personality disorder
Alcohol use disorders
Anxiety
Attention deficit hyper activity disorder
Depression
Dementia
Bi-polar disorder
Obsessive compulsive disorder
Perinatal mental health problems
Post traumatic stress
Schizophrenia
Self-harm

User views (on need, services / assets and gaps)
The 2015 Needs assessment went through a rigorous process of stakeholder engagement
including work with service users, carers and professionals from both the statutory and voluntary
sectors. The service user engagement included a questionnaire in partnership with Healthwatch
that had over a hundred responses and in addition twenty one service users and carers had in
depth (two hour) interviews. The following finding are a summary of these different events and
approaches.

Service users’ perspectives
Voluntary Community Social Enterprise (VSCE) organisations were felt to play an important
role in promoting recovery.
Peer support groups were mentioned in positive terms and should be better resourced.
There were ongoing problems with the consistency and continuity of care received by mental
health service users.
Post crisis support in primary and community care needed to be improved.
There were issues around talking therapies, particularly with respect to access and referrals.
The difficulty in receiving 1:1 appointments was highlighted.
Service users found it difficult to access services and be referred to services.
There was uncertainty regarding access to VSCE services. GP knowledge regarding how to
access these services varied. Places suggested as good locations for dissemination of
information included GP practices, churches, sports centres, shopping centres, one stop
shops and libraries. Service users felt that information should be available as hard copies in
addition to the internet. The important role of GPs in signposting to services was
emphasised.
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Service users identified a need for improved joint working across agencies and better
coordination of services.
Service users wanted greater involvement and the ability to actually influence and play a role
in commissioning new services. They wanted this role to be sustainable.
All service users experienced stigma and felt that the general public had negative attitudes
towards people with mental illness. They felt discomfort in telling employers about their
history of mental illness. In some instances family members and GPs were unsupportive and
dismissive of their mental health issues.
Service users were generally unaware of the Direct Payment Scheme.
Service users and other groups including regulators have expressed concerns about engagement,
access and quality of care. Service users have raised concerns about stigma and discrimination,
access to services, continuity of care and post crisis support. A mental health and emotional
wellbeing survey of mental health service users in South Gloucestershire was carried out by
Healthwatch over eight weeks from June to July 2014. Although service users identified a number
of positive factors which promoted recovery, they expressed concerns regarding the following:
Duration of provided support. Service users had difficulty with obtaining regular ongoing
support and felt that many services were available for too short a period which led to a cycle
of crisis, support, crisis. Many interviewees believed that services were not sustained for long
enough and that they were not fully included in the plans and timetables for the withdrawal of
services.
Managing multiple services. Many interviewees felt that they had to constantly retell their
story to each of the services. This was particularly problematic if they had no one such as a
support worker or family member to assist.
Services for people with Asperger’s syndrome. Some interviewees highlighted problems with
these services. They felt that there was a lack of specialist knowledge about the condition
and the specific support that people with Asperger’s needed to live productively.
GP support. Although many interviewees referred to the excellent support provided by their
GPs, the quality of GP support was not consistent. Some interviewees felt that GPs lacked
knowledge about local services and tended to only offer medication. Some GPs (and GP
receptionists) were perceived to be ‘unsympathetic’ towards mental health in general. One
interviewee reporting being told by a GP to ‘pull himself together’ while another GP ‘did not
believe Asperger’s existed as a condition’.
Improving Access to Psychological Therapies. Although LIFT was viewed positively by a
number of interviewees, others were critical of the fact that only Cognitive Behavioural
Therapy (CBT) was offered which they felt was not right for everyone. Many felt that there
were issues with respect to long term support and signposting to other services after
completion of IAPT.
The consensus was that quick support was received in times of crisis whether that be from the
police, AWP or the ambulance service. Peer support groups were seen as a positive way for
people to take control of their own care and a desire for more of these groups was expressed. As
previously mentioned a number of interviewees objected to having to repeatedly re-tell their story.
This situation was improved somewhat if there was support worker involvement. Interviewees also
felt that the liaison between hospitals and community services was very patchy; although some
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interviewees felt it was a smooth process, others felt that the liaison was non-existent. In general,
interviewees felt that good co-ordination was dependent on individual professionals instead of
following a standard process which led to inconsistencies in the care received. Those who had
good professional support from their GP, social workers, CPN or support worker were often able
to better navigate the range of services they faced.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:See EIA completed for Adults Mental Health Needs Assessment

Unmet needs and service gaps
Similar to the national picture, there is increasing demand for community and inpatient mental
health services in South Gloucestershire. Evidence for this is provided by local data which show
increased caseload to AWP community mental health services, increased emergency admissions
to AWP services (particularly from Priority Neighbourhoods), high bed occupancy rates for inpatient
services with high out of locality placements, high out of trust placements and a high percentage of
delayed transfers of care in excess of the national target. Difficulties in accessing services and
problems with the consistency and continuity of care were highlighted by service users. There was
a 6.3% increase in caseload to the Avon and Wiltshire Mental Health Partnership (AWP)
Community Mental Health Services from 2009/2010 to 2013/2014. The highest rate of mental
health admissions to hospital were from GP practices located in Priority Neighbourhoods. With the
exception of eating disorders, the prevalence of mental health conditions was higher in people
from the most deprived socioeconomic groups and those from Priority Neighbourhoods. Local
data were not available on the prevalence of personality disorders. There is an increasing trend in
the reporting of dual diagnoses of mental illness and substance misuse in South Gloucestershire,
possibly due to better integration of drug and alcohol services with mental health services, better
data recording or increased confidence of service users in reporting. There has been low
investment in mental health in South Gloucestershire compared with the rest of England. Data
from the Community Mental health Profile show that the allocated average spend per head for
mental health in South Gloucestershire in 2011/2012 was £147 compared to the English average
of £183.This was estimated as the worst spend in England. Using newer 2014 data the mental
health spend in South Gloucestershire was £153 per head, compared with a national spend of
£210 per head. There is increasing demand for the Improving Access to Psychological Therapies
(IAPT) programme in South Gloucestershire. However, there are problems with access to these
services and the provision of long term support post IAPT is poor. There is a lack of community
based support for people with sub threshold mental health conditions. There is increasing demand
for community and inpatient mental health services. People with autism face long delays before
they can access diagnostic assessment. There is a lack of support for people suffering from
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minority mental illness conditions such as Huntington’s Disease which has a national prevalence in
people between 51 and 50 years old of 15.8 people per 100,000 which would equate to 41 people
of that age group having the condition in South Gloucestershire. The acute response to mental
health crises is good. However, there is less support for longer term care. Service users and other
groups including regulators have expressed concerns about engagement, access and quality of
care. Please refer to the recommendations below in section nine outlining our twenty seven area
for development all of which are being addressed through our local mental health action plan.

Recommendations for consideration by
commissioners
The recommendations from the Mental Health Needs Assessments covers three main areas in
addition to presenting overarching themes to enable a more integrated patient/service user
experience:

Mental Health Promotion
Raise whole population mental health awareness and reduce stigma.
Increase involvement of local people with lived experience of mental ill health in awareness
campaigns.
Reduce institutional stigma in local organisations and GP practices, for example by providing
workforce training on mental health, promoting mental health campaigns and encourage
workplaces to sign up to a Mental health charter.
Work with employers and workplaces to support current and potential employees who are
experiencing mental ill health.
Work with schools and colleges to raise awareness of mental health issues.
Develop a cohort of local mental health champions in senior public roles.
Promote individual resilience, self-management and positive mental health including the 5
ways to wellbeing.
Increase feedback opportunities for service users, carers and parents on local services and
ensure that feedback is acted on.
Improve signposting to mental health and wellbeing services.
Work in partnership to influence wider determinants of mental health and wellbeing e.g.
housing, transport, schools and colleges.

Mental Illness Prevention
Improve access to information on currently existing mental health and wellbeing services.
Focus on co-production of services with service users, carers and the VCSE sector.
Proactively work with communities likely to be at higher risk of mental ill health in South
Gloucestershire including people living in Priority Neighbourhoods (defined in Chapter 3), the
unemployed, people with disabilities, prisoners, Gypsies and Travellers, substance misusers
(including alcohol misusers), smokers, people with long term conditions, people in the
Lesbian, Gay, Bisexual or Trans (LGBT) community and victims of domestic abuse.
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Promote joined up working so that mental health is included in strategies and action plans for
the previously listed vulnerable groups.
Develop a more co-ordinated approach to commissioning services which impact on mental
health and wellbeing at all tiers and levels of the care pathway. Ensure this is joined up and
easily accessible to the public and health care professionals.
Support VSCE organisations to build and sustain capacity in mental health and wellbeing
services building on an asset based approach.
Support mental health service users to access preventative services such as exercise on
prescription, smoking cessation and substance misuse services.
Support the development of more peer support groups within the community.
Develop a suicide prevention strategy.

Treatment and Rehabilitation
Improve the co-ordination of care between agencies supporting individuals with complex
needs with improved information sharing and better communication with carers.
Deliver a more effective IAPT programme, reduce waiting times and increase recovery rates.
Review the effectiveness of services for people with learning difficulties including autism
spectrum services and those with ADHD.
Improve support for people who are post crisis to prevent further crises.
Examine the provision of care in AWP services with an aim to reduce delayed transfers of
care in AWP services and address the high bed occupancy levels for adults and older adult
AWP services.
Reduce delays in assessment for Section 136 referrals and minimise the use of police
vehicles in transfers to the place of safety. A review of Section 136 referrals should be
undertaken to compare performance with quality standards.
Continue to support the self-harm register and work in partnership to reduce hospital
admissions for self-harm.
Undertake further work to understand the reasons underlying the increasing spend on
antidepressants, hypnotics, CNS stimulants and drugs used for ADHD in South Gloucestershire.

Recommendations for needs assessment work
A comprehensive Mental Health Needs and Wellbeing Assessment for South Gloucestershire was
published in June 2015.

References
Public Health England, 2015 ‘Common Mental Health Conditions Profile’ South Gloucestershire
Council, 2015 ‘Adult Mental Health Needs Assessment’

683/885

www.southglos.gov.uk

Musculoskeletal Conditions
Musculoskeletal Conditions
Summary
The term Musculoskeletal Conditions (MSK) encompasses well over 200 disorders affecting bones,
muscles and soft tissues and also includes musculoskeletal injuries due to sports, workplace
accidents and trauma related to external causes such as falls and road traffic accidents

MSK conditions place a burden on health, services and the economy
Musculoskeletal conditions contribute significant expenditure to services both nationally and locally,
with MSK conditions and trauma and injury accounting for 9% and 6% of total expenditure
respectively in Bristol, North Somerset and South Gloucestershire (BNSSG), a combined cost of
£48.6 million in 2013/14. MSK conditions contribute the single biggest cause of years lived with
disability (YLD). Although the exact number of individuals suffering with MSK conditions in BNSSG
is unknown, estimates suggest around 150,000 people have at least one MSK condition, and
prevalence rates for certain conditions such as osteoporosis appear to be under represented in
official figures. Days off work due to MSK and the costs of benefits claimed due to MSK
conditions, are examples of how the financial burden extends beyond health and care settings. It is
important to consider the impact the aging population will have on service demand. In South
Gloucestershire there have been increases in the numbers of older people and this is a trend that is
predicted to continue. In particular there is predicted to be a large increase in the 85+ population.
Increases have been observed over the last decade and this population is set to increase a further
162% by 2039.

There is a preventable element to the burden of MSK
A growing level of obesity coupled with low levels of physical activity are storing up potential
problems for future generations. Falls are the largest cause of emergency hospital admission
amongst older people nationally and a significant determining factor in a permanent move into
nursing or residential care. The majority of hospital admissions for falls within BNSSG occur in the
home and relate to falls on the same level, indicating proprioception, balance or muscle strength
issues – issues that could be tackled through exercise therapy or support from OT services. With
some MSK conditions associated with lifestyle factors such as obesity and lack of physical activity,
a preventative approach may also be possible with sub-clinical groups.

Recommendations for consideration
There isn’t a strategic approach to tackling musculoskeletal disorders in South
Gloucestershire. Given the STP focus on MSK, this could be a timely moment to embed a
preventative approach to this work in lifestyle and behaviour change support locally. Much of
the work is already being done – through the falls prevention, obesity and physical activity
programmes but a strategy could give the opportunity to focus on a life course approach.
There is not a health at work programme which supports employers to make their
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environments healthy for bone health and preventing work place injury. Back pain, for
example, accounts for 40% of all sickness absence in the NHS and some of this could be
prevented with good support. Consideration should be given to a health at work
programme.
Obesity and physical activity services should be promoted as both primary and secondary
prevention of MSK disorders, as pain can be reduced fairly rapidly with a small amount of
weight loss and increased appropriate activity.
Explicit consideration of MSK health should be built into all public health programmes.
Reducing excess weight, improving nutrition and physical activity as well as stopping
smoking benefits health generally as well as MSK specifically and these should be built into
public health programmes. The benefits of reducing MSK problems are also immediately
tangible – such as reduced pain or increased movement compared with, for example, a
reduced risk of developing diabetes.
The new MSK pathway should explicitly be concerned with prevention, both primary and
secondary and be evaluated for effectiveness.

1) Who is at risk and why?
Musculoskeletal conditions have a major impact on the health and wellbeing of people and are the
leading cause of disability in England. For many people musculoskeletal conditions cause pain and
discomfort as they try and maintain their previous lifestyle and a great deal of stress and mental
distress as they worry about the financial implications of not being able to work or being isolated.
The term “musculoskeletal conditions” encompasses over 200 disorders affecting bones, muscles
and soft tissues and includes inflammatory joint diseases such as rheumatoid arthritis, juvenile
arthritis, ankylosing spondylitis, psoriatic arthritis and gout; joint failure (osteoarthritis); connective
tissue diseases such as lupus, scleroderma and polymyalgia rheumatica; bone diseases such as
osteoporosis and non-articular conditions such as back, neck or other regional or chronic
generalised pain. It also includes musculoskeletal injuries due to sports and in the workplace and
trauma related to external causes such as falls and road traffic accidents. Good musculoskeletal
health requires the joints and the spine to be both stable and supple to support the body and carry
out a wide range of movements. Bones and muscles need to be strong enough to provide the
power to move and withstand knocks. A healthy nervous system is needed to provide coordination and balance. Good mental health is required to provide energy and motivation to be
physically active. Those at greater risk of developing musculoskeletal conditions include older
people, post-menopausal women, people who are obese, are physically inactive, or are suffering
from depression, as well as people from low income groups. Those more likely to experience
trauma and injuries include children, older people, and people with osteoporosis. These population
groups need to be considered for targeted preventive and supportive interventions. Risk factors for
musculoskeletal conditions can be grouped in to those that are modifiable and those that are not.
Non-modifiable risk factors include genetics, age, sex and previous history of musculoskeletal
disorders. The prevalence of many musculoskeletal disorders increases with age as normal wear
and tear takes its toll on the body. Women have a higher risk of osteoarthritis than men. Most
common musculoskeletal disorders are influenced by genetic, lifestyle and environmental factors
and there are a number of modifiable factors, particularly related to lifestyle, which can be targeted
to reduce risk and impact throughout the life course. Many of the foundations for good
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musculoskeletal health are established before birth and in childhood and adolescence. Good
nutrition is important in early life for bone density and muscle development. Healthy physical
activity improves musculoskeletal health, increasing strength, preserving bone density and
maintaining balance and coordination. Like many other long term conditions, physical inactivity,
obesity in childhood and adulthood are major modifiable risk factors for musculoskeletal
conditions. This means that many people in South Gloucestershire are at risk of developing
musculoskeletal conditions because of their lifestyle.
Only 14% of 15 year olds in South Gloucestershire are physically active for at least one hour
per day seven days a week and in a local school survey two thirds felt they didn’t always do
enough exercise to keep them healthy.
Children and young people (key stage 2-4) report that they are physically active for an
average of 4 hours and 37 minutes per week.
One in four of the adult population (25.5%) are classed as physically inactive, that is, they fail
to achieve 30 minutes of moderate intensity activity (such as a brisk walk) 3 times per week.
Over recent years the proportion of inactive adults has increased, contrasting with a decline
nationally.
The prevalence of excess weight (overweight and very overweight) reception children is
17.2% and in year 6 is 28.7%. This means that by the age of 11 more than 1 in 4 of our
children weigh more than is healthy for them. Prevalence is significantly higher in our Priority
Neighbourhoods.
Almost two thirds of adults (63.2%) in South Gloucestershire are either overweight or obese.
Modifiable risk factors for musculoskeletal conditions throughout the life course
Table 1 (Arthritis Research UK 2014)
Stage of life

Maternal
health
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Risk factor

Associated condition

Low birth weight

Osteoporosis Reduced
muscle strength

High levels of vigorous
activity during pregnancy

Osteoporosis Reduced
muscle strength

Maternal nutrition

Osteoporosis Reduced
muscle strength

Maternal smoking

Osteoporosis Reduced
muscle strength
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Childhood and
adolescence

Hip dysplasia

Osteoarthritis

Poor early childhood
growth

Osteoporosis

Adolescent eating
disorders

Osteoporosis

Obesity

Musculoskeletal pain
Osteoarthritis Back pain

Physical inactivity

Osteoporosis

Musculoskeletal injury

Osteoarthritis

Obesity

Musculoskeletal pain
Osteoarthritis Back pain
Gout

Smoking

Musculoskeletal pain
Osteoarthritis Rheumatoid
arthritis Gout

Physical inactivity

Osteoarthritis Osteoporosis
Musculoskeletal pain

Poor nutrition

Increased falls risk
Osteoporosis

Obesity

Osteoarthritis Back pain
Gout

Physical inactivity

Increased falls risk
Osteoporosis
Musculoskeletal pain

Adult

Older life

Musculoskeletal conditions have a large impact on the health and wellbeing of those effected and
on the economy and wider community.

Prevalence of Modifiable Risk Factors
Overweight/Obesity
Lifestyle factors can contribute significantly to the prevalence of MSK conditions. One of the risk
factors associated with osteoarthritis is obesity, due to the increased mechanical load that excess
weight causes. Obese people are more than twice as likely to develop osteoarthritis of the knee
compared to people with a healthy weight. (Blagojevic , et al., 2010) Evidence suggests that
obesity in early adult life predicts osteoarthritis many years later and that two in three obese adults
will go on to develop osteoarthritis later in life. More than two out of three knee replacements and
one in four hip replacements in middle aged women in the UK are attributable to obesity (Lui, et al.,
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2007). Obesity also increases the risk of other MSK conditions including gout (twice as likely and
at a younger age,) and back pain (risk increases with rising body BMI) (McAdams Demarco, et al.,
2011). Data on adult obesity is not routinely collected and reliable statistics are less available than
for children, therefore modelled estimates are used to gain insight into the potential rate in an area.
Data from the Active People Survey suggest South Gloucestershire has a lower level of adult
excess weight (overweight and obesity) than regional or national averages, though not significantly
so. However, age and sex based modelled estimate trends, based on data from the Health Survey
for England, suggest that South Gloucestershire may have a higher rate of obesity than the
national average and these rates are likely to have increased over time. Figure 1: Excess weight

in adults
Source: Active people survey Figure 2: Population based modelled adult obesity trend

Source:
HSE 2013 age and sex specific rates of obesity applied to South Gloucestershire ONS populations
2014 Further information about obesity in South Gloucestershire can be found on the JSNA page
accessible here.
Physical Activity
Disability due to musculoskeletal disorders is increasing due not only to the combination of the
aging population and increased obesity but also to a lack of physical activity as strong and supple
muscles are key to musculoskeletal health. 59% of the South Gloucestershire population is
estimated to meet the recommended minimum levels of weekly physical activity. Although this is
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slightly higher than the national average, inactivity is still an important contributor to the burden of
MSK conditions. Figure 3: Physical activity levels.

Source: Active People
Survey (APS) available from PHOF Further information on physical activity can be found in the
JSNA, accessible here.
Prevalence of non-modifiable Risk Factors
Age
The risk of all musculoskeletal conditions increases with age. South Gloucestershire, in line with
the rest of the country, is estimated to see a rise in the number of older people. If there were to be
no change in the prevalence of MSK conditions, there is likely to be an increase in the number of
people affected as there will be older people. Figure 4: Projected percentage increase in the
populations of South Gloucestershire aged 65 and older

Source: ONS
2014-based Subnational Population Projections For individuals, aside from the pain, discomfort
and restrictions on everyday living, there can be a considerable cost to people’s employment and
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their personal finances. NHS England estimates that 10.8 million working days lost every year due
to musculoskeletal conditions. (NHS England, 2011). People with musculoskeletal conditions are
less likely to be employed and are more likely to retire early. When they are employed, they are
likely to need time off and have a reduced household income in comparison to those who do not
have a musculoskeletal condition. For the health and social care sector musculoskeletal conditions
have a huge impact. Annually, about 20% of the population consult their GP about a
musculoskeletal condition. £5 billion is spent annually on treating these conditions, including joint
replacements. Musculoskeletal conditions are a contributor to frailty which in turn prevents people
living independently, increasing the need for long term residential and social care. As age is a
major risk factor for poor musculoskeletal health, as our population ages, there is an expectation
that the need will increase over time. (Arthritis Research UK, 2014)

2) The level of need and inequalities in the local population
The burden of musculoskeletal conditions to the health system and to wider society can be
estimated in a number of different ways. The majority of musculoskeletal conditions are not life
threatening and do not result in a hospital admission so routine health data sources only show a
small amount of the musculoskeletal conditions which people live with and seek help for. The true
burden of musculoskeletal conditions is likely to be much larger as people frequently do not attend
their GPs for these problems. Although disease registers and patient questionnaires can give an
indication of prevalence of musculoskeletal conditions among populations, there is likely to be
substantial sub-clinical or undiagnosed disease amongst the population, which is not included in
the official disease registers. This JSNA chapter is based on a more detailed Musculoskeletal
(MSK) Conditions Needs Assessment Epidemiological Report undertaken for Bristol, North
Somerset & South Gloucestershire (BNSSG) which provides further detail on the level of need. The
tree map below shows the proportion of all years lived with disability (YLD) by cause amongst the
South West all age population in 2013, and illustrates the contribution back and neck pain alone
make to the proportion of years lived with disability (all MSK conditions are located in the left
corner). The darker colours indicate the conditions that have increased most since 1990;
musculoskeletal conditions appear to have remained relatively constant over this time. The treemap also illustrates that falls make up the greatest proportion of YLD of any of the injuries
(coloured green), a proportion that increases if the over 75s are looked at in isolation (dark colour
indicates greatest increase since 1990, blue is non-communicable diseases, red communicable,
maternal, neonatal & nutritional causes, and green is injuries) The burden of disease in the South
West (years lived with Disability) Figure 5: Burden of disease by condition in the South West
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https://vizhub.healthdata.org/gbd-compare/england/ The South West has the highest burden for
years lived with a musculoskeletal disorder of all the regions in England, at 3,457 YLDs per
100,000. Within the South West, low back pain alone accounts for 1,695 YLDs per 100,000, a
significantly greater burden than any other condition except neck pain, which itself accounts for
816 YLD per 100,000. Osteoarthritis accounts for 311.9 YLDs Rheumatoid arthritis 156.7 YLDs
and other MSK conditions 468.6 YLDs per 100, 000. It is not possible to get this information for
South Gloucestershire, however, the burden of disease is likely to be similar in South
Gloucestershire as the area tends to follow the regional average.
Prevalence of specific conditions
Estimated prevalence
The University of Manchester has reviewed data on the burden of musculoskeletal conditions in
order to build up a template for estimating morbidity and mortality due to these disorders. From
this it is possible to calculate estimates of prevalence in population based on age and gender
specific rates of certain conditions. The data indicates that 13% of the South Gloucestershire
population (almost 36,000 people in South Gloucestershire) would self-report moderate to severe
disability due to a musculoskeletal disorder (disablement mHAQ). 6.5% (17,800) are estimated to
be affected by osteoporosis and over 12,000 (4%) with back pain. The table below shows the
prevalence of these conditions in South Gloucestershire by gender Table 2: Estimated numbers
of people with different MSK conditions by gender in South Gloucestershire
Males
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Females

people
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Disablement (mHAQ >0.5 +
pain)

15,474

20,433

35,907

Osteoporosis (of hip only)

3,434

14,322

17,757

Back pain

5,382

6,761

12,143

Osteoarthritis

2,048

3,681

5,729

Rheumatoid arthritis

492

1,274

1,766

Gout

977

750

1,727

Other MSK conditions

246

471

717

Source: MEU template applied to ONS mid-year population estimates 2015 Figure 6:
Modelled estimate of MSK prevalence by condition type, 2015

Source: MEU template applied to ONS mid-year population estimates 2015

Registered Disease Prevalence
Not all MSK conditions are routinely registered, but some are covered as part of the Quality
Outcomes Framework (QOF), including Osteoporosis and Rheumatoid Arthritis, so prevalence of
these conditions is recorded. The prevalence of osteoporosis among South Gloucestershire
registered patients aged fifty and over is 0.28%, and accounts for 273 individuals. It should be
born in mind that this only includes those diagnosed with, and registered as, having osteoporosis
so is likely to be an underestimate of the number at risk of a fragility fracture. The prevalence rate in
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South Gloucestershire is similar to the other areas within BNSSG, and is higher than regional or
national averages of 0.2% and 0.17% respectively. The disparity between the modelled estimated
prevalence and the recorded disease prevalence is stark, with modelled estimates suggesting
prevalence’s is closer to 5% of the over 50 population, alluding to a substantial number of
individuals undiagnosed. It is estimated that one in two women and one in five men over the age of
50 will break a bone as a result of osteoporosis (National Osteoporosis Society, 2016) which will
have implications on MSK services. Accurate osteoporosis prevalence data will help to better plan
services in the future. The prevalence of Rheumatoid Arthritis (RA) is 0.70% in BNSSG, lower than
the regional and national averages of 0.8% and 0.73% respectively. This amounts to 1, 475
people in South Gloucestershire. The recorded prevalence on RA is much more closely aligned to
the modelled estimates, which is assessed to be around 0.8% of the population. The prevalence of
long term back problems (9.48%) and arthritis and joint problems (12.25%) in South
Gloucestershire is similar to national averages of 9.91% and 12.76% respectively. These estimates
are taken from the responses to the GP patient survey.
Wider impacts of MSK conditions
Whilst the majority of musculoskeletal conditions do not require admission to hospital or result in
death, they do however have a significant economic impact not only in terms of cost of treatment,
but also the wider indirect costs to the economy through work absenteeism and benefits
claimants.
Musculoskeletal Conditions and the Workplace
Some occupations can cause or worsen MSK conditions and contribute significantly to
absenteeism. The Health and Safety Executive (HSE) provides latest estimates from the Labour
Force Survey (LFS) which shows that the total number of MSK cases in 2014/15 was 533, 000 out
of a total 1,243,000 or 44% of all work-related illnesses. The number of new cases of MSK in
2013/14 was 169 000, an incidence rate of 530 cases per 100,000 people. There has generally
been a downward trend in the rate of total and new cases of work-related MSK since 2001/02,
and whilst there was an increase in 2013/14, the latest figures have remained stable. The
estimated total number of working days lost due to MSK conditions in 2014/15 was 9.5 million,
and with an average of 17 days per case of MSKs this represents 40% of all days lost due to work
related ill-health. This information is not available at a local level.
Benefits Claimants
Recent figures from the Department for Work and Pensions (DWP) suggest that nearly 4,200
individuals in BNSSG claim employment and support allowance due to musculoskeletal conditions,
equating to 12.7%. This is slightly lower than the national average of 13.4%, though there is
variation within BNSSG, with Bristol having the lowest proportion at 12.2%, and South
Gloucestershire having the highest at 14%.
Benefit claimants - employment and support allowance due to MSK
Figure 7: Percentage claiming ESA due to MSK
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Source: Work & Pensions Longitudinal Study, DWP via NOMIS The estimated number claiming
disability living allowance due to musculoskeletal conditions is just over 11,300 individuals in
November 2015. This proportion, equal to 28% of all claimants, is slightly lower in BNSSG than
compared to the national average. When broken down by working age and pensionable age it can
be seen that claiming due to musculoskeletal conditions accounts for a greater proportion of
claimants of pensionable age than those of working age with 49% and 23% of pensionable age
and working age and claimants respectively. Figure 8: Percentage of DLA claimants, claiming
for MSK conditions

Source: Work
& Pensions Longitudinal Study, DWP via NOMIS The number of people claiming incapacity
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benefit for severe disablement due to musculoskeletal conditions in November 2015 was 90. This
equates to 11.5% of all claimants and is similar to the national average amongst the working age
claimants, but is significantly lower in pension age claimants compared to national proportions.
Figure 9: Percentage claiming ICB or SDA due to musculoskeletal conditions

Source: Work & Pensions Longitudinal Study, DWP via NOMIS

3) Current services and assets in relation to need
The term “musculoskeletal conditions” encompasses a range of different conditions, such as
osteoarthritis, rheumatoid arthritis, carpal tunnel syndrome, osteoporosis and lower back pain.
They may vary in severity and impact and be caused by either illness or injury and will require
different clinical responses. The diagram below is an attempt to describe the types of services
which are may be available to people depending on their individual circumstances. Figure 10: Flow
chart of services for people with MSK disorders
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For full details of public health services to address obesity, physical activity and falls prevention
please see the relevant JSNA chapters which can be found here.
Commissioned by the CCG
The Clinical Commissioning Group currently commissions a pathway of services for MSK. This
pathway is under review as part of the sustainability and transformation partnership for the Bristol,
North Somerset and South Gloucestershire (BNNSG) area. Services for MSK conditions can be
described as community services and secondary care services.
Community Services
Physiotherapy
Musculoskeletal interface services (CATS and SATS)
MSK Podiatry/ Biomechanics
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Secondary care
Rheumatology
Pain services
Orthopaedics
CCG Spend on Services for Musculoskeletal Conditions
According to Public Health England’s Spend and Outcome tool, South Gloucestershire spends
£108 per head on MSK services. This is more than £86 national average spend, and the £95
regional average spend. However, according to the tool, South Gloucestershire is achieving better
outcomes for that money than other areas by some measures, for example incidence of hip
fractures and percentage of people with a hip fracture returning to previous levels of mobility.
However, in other areas such as register of frailty fractures and register of rheumatoid arthritis
South Gloucestershire is achieving worse outcomes then other areas. The full data set is available
here.

4) Projected service use and outcomes in the next 5 years and 5-10 years
There are approximately 274,661 people living in South Gloucestershire and this figure is expected
to rise by 17% over the next 20 years to 322,700. Projected population growth is predicted for all
age bands by 2035 except for minor decreases in 50-59 year olds. It is likely that the incidence of
musculoskeletal conditions will rise as there are more people generally and more people moving
into the at-risk age categories as the population ages. If there are no other changes which impact
on the prevalence of musculoskeletal conditions there will be more people effected. In England
obesity rates are continuing to rise in the adult population and this is likely to have some impact on
the prevalence of musculoskeletal conditions. Encouraging and supporting people to be physically
active will provide some protection for some individuals against the predicted increase in the levels
of musculoskeletal conditions. In South Gloucestershire the graph below shows that whilst the
prevalence of obesity has dropped slightly, around 26% of the population is obese. With the
expected increase in population we can estimate that even if prevalence of MSK stays the same,
the numbers of people experiencing weight related musculoskeletal problems will increase. Figure
11: Population based modelled adult obesity trend

Source:
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HSE 2013 age and sex specific rates of obesity applied to South Gloucestershire ONS populations
2014

5) Evidence of what works
In October 2017 Public Health England (PHE) published a return on investment tool. This was
commissioned from York Health Economics Consortium to provide commissioners with, a tool
compares the return on investment of interventions and programmes for the prevention of
musculoskeletal (MSK) conditions. It focuses on high volume MSK conditions in working age
adults (osteoarthritis hip and knee, back pain and neck pain) and compares the cost effectiveness
of a selected number of interventions. A literature review was carried out to identify which
interventions are cost-effective in reducing the complications associated with osteoarthritis of the
hip or knee, neck pain or back pain. (PHE, 2017) The steering group found the following
interventions to have sufficient evidence of effectiveness to include in the return on investment tool:
Cognitive and psychological approaches (CBT) with exercise;
STarT Back (stratified risk assessment and care);
Self-referral to physiotherapy;
ESCAPE-pain;
Group physical activity classes for back pain (medical yoga);
Vocational advice in primary care.
The full literature review can be accessed here
NICE Guidance [1]
There are 9 areas of guidance listed under neurological conditions, each of which may include
pathways mapping, interventional procedures guidance, technology appraisal guidance, NICE
guidelines and quality standards. The 9 areas listed are: Arthritis, Fractures, Hip Conditions, knee
conditions, Low back pain, maxillofacial conditions, and musculoskeletal conditions: general and
other, osteoporosis and spinal conditions. [1] NICE (online) available at
https://www.nice.org.uk/guidance/conditions-and-diseases/musculoskeletal-conditions

6) User views (on need, services / assets and gaps)
The views of service users has been sought by the CCG in relation to the redesign of the MSK
pathways. The views of service users can be summarised as:
There were many reports of lack of clarity in communication regarding appointments,
services being referred to, wait times and results.
Long wait times and lack of clarity on next steps
Cancellation of appointments and intervention, sometimes due to not being given the right
information before the appointment or the consultant not having the right information to
hand.
Lack of understanding of impact of condition- feeling of not being taken seriously
Patients booked in to the wrong clinics.
Patients having difficulty booking appointments or getting through to the team to discuss
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Limited choice in where patients can have physiotherapy and no option for self-referral
Patients being “bounced around” specialties and hospitals.
Patients being referred back to GP from AQP if cancel due to “breaching 18 weeks”
There is currently a health watch consultation about MSK services. This is currently open and the
results will be published in due course. There is also an evaluation of the ESCAPE-Pain pilot which
includes a section on the views of service users. This has not yet been published. ESCAPE-pain is
a rehabilitation programme for people with chronic joint pain, that integrates educational selfmanagement and coping strategies with an exercise regimen individualised for each participant. It
helps people understand their condition, teaches them simple things they can help themselves
with, and takes them through a progressive exercise programme so they learn how to cope with
pain better. (ESCAPE Pain, 2017). This has been running as a pilot in South Gloucestershire, and
is currently subject to an evaluation of the ESCAPE pain exercise programme led by Professor
Moule at UWE. There are some preliminary, tentative findings from the focus groups of people
who have attended the programme. The evaluation team held some focus groups with people who
had been on the programme. This section is based on the findings from 2 focus groups with 10
and 7 people attending respectively. Most of the findings are specifically about the progreamme
but some of the feedback speaks to the wider feelings about services and the experience of living
with MSK conditions. Participants in the focus groups expressed doubts that exercise could help
relieve pain and with management of their oesteoarthritis, prior to embarking on the ESCAPE
programme. Some expressd a lack of confidence in being able to do the exercises. However,
they valued the role of the exercise professionals who pushed them to achieve their goals and, for
example, reported that it changed the way they viewed exercise. Participants reported a range of
benefits. They reported an increase in overall wellbeing as a result of many factors including pain
reduction, increased mobility, social interaction and developing confidence. The consensus was on
completion of the programme was that exercise had been beneficial and their perspectives had
changed completely. Many of the participants reported a decrease in pain following the
programme and some had introduced either exercises to their lives such as participating in
swimming. Reduction in pain led to an increase in activity and then an increase in self-confidence.
People also reported an increase in their emotional wellbeing and feelings of being less socially
isolated.

7) Equalities
The information presented within this chapter provides evidence of needs in respect to some
diversity issues which are of particular relevance to the topic. The particular groups that have been
considered are older people due to the increased risk of developing MSK conditions in older
people and issues relating to deprivation such as people claiming ESA and other work related
benefits. This is due to the impact MSK has on people’s ability to work, especially those who work
in manual occupations. Condition specific data on other protected characteristics is limited.

8) Unmet needs and service gaps
Workplaces are able to support the musculoskeletal health of their employees and support could
be given to workplaces to help prevent the development or worsening of MSK conditions. This
could be the general healthy weight and physical activity advice and help to workplaces to support
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his as well as specific work to protect people’s health through guidance to adjust visual display
units and chairs of office workers and regular manual handling training for manual workers. People
frequently manage their own pain and discomfort and take over the counter medications. Many
workplaces pay the statutory minimum when people are off work sick so which makes it difficult for
people to go to the doctor and get help. Work-based information and advice could support
people to manage their pain and stop their condition worsening. Losing weight and exercising
more can have fast benefits to people with musculoskeletal pain which is a message which may
have resonance with the target population.

9) Recommendations for consideration by commissioners
There isn’t a strategic approach to tackling musculoskeletal disorders in South Gloucestershire.
Given the STP focus on MSK, this could be a timely moment to embed a preventative approach to
this work in lifestyle and behaviour change support locally. Much of the work is already being done
– through the falls prevention and obesity and physical activity programmes but a strategy could
give the opportunity to focus on a life course approach. There is not a health at work programme
which supports employers to make their environments healthy for bone health and preventing work
place injury. Back pain, for example, accounts for 40% of all sickness absence in the NHS and
some of this could be prevented with good support. Consideration should be given to a health at
work programme. Obesity and physical activity services should be promoted as both primary and
secondary prevention of MSK disorders, as pain can be reduced fairly rapidly with a small amount
of weight loss and increased appropriate activity. Explicit consideration of MSK health should be
built into all public health programmes. Reducing excess weight, improving nutrition and physical
activity as well as stopping smoking benefits health generally as well as MSK specifically and these
should be built into public health programmes. The benefits of reducing MSK problems are also
immediately tangible – such as reduced pain or increased movement compared with, for example,
a reduced risk of developing diabetes. The new MSK pathway should explicitly be concerned with
prevention, both primary and secondary and be evaluated for effectiveness.

10) Recommendations for needs assessment work
None identified
Key contacts
Sarah Weld FFPH Consultant in Public Health South Gloucestershire Council
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Obesity
Summary
Obesity is a condition characterised by excess body fat, which has accumulated to an extent that
health may be adversely affected. Obesity increases the risk of death from a number of conditions,
including cancer, heart disease and stroke, and is associated with increased risk of poor physical
(including type 2 diabetes, arthritis, and depression), mental and social health. Obesity reduces life
expectancy by between 3 and 13 years. We are all at risk of overweight and obesity, however
certain groups are disproportionately affected including those from low income families, certain
ethnic groups and people with physical and learning difficulties. In 2014/15, 17.8% of reception
age children in South Gloucestershire were overweight or obese. This is lower than the South West
and England averages. In Year 6 age children 27.0% were overweight or obese. Again this figure is
lower than the South West or England average but means that by the age of 11 more than 1 in 4
of our children weigh more than is healthy for them. Levels of childhood obesity have fluctuated
over time and there has been some reduction in recent years. Childhood obesity is substantially
higher in more deprived areas. In 2012-14, 63.2% of adults in South Gloucestershire were
estimated to be either overweight or obese. This is similar to the South West average of 64.2%
and the England average of 64.6%. Modelled data suggest that the prevalence of obesity in adults
has risen over time. It is estimated that the costs of disease related to overweight and obesity
during 2010 was £54.8 million locally. This was projected to rise to £60.8 million by 2015. A range
of services are in place to support children and adults to achieve and maintain a healthy weight.
These include training, specialist treatments services and work in schools. The South
Gloucestershire Healthy Weight & Obesity Strategy 2014-20 is our local framework taking a life
course approach. The primary aim of the strategy is to focus our efforts on lasting societal and
environmental changes that enable people to maintain a healthy weight; while informing and
empowering people to make healthy choices to contribute to achieving a healthier population.
Areas that need addressing include; increasing emphasis on primary prevention of obesity;
improving uptake of targeted weight management services for childhood obesity; developing a
consistent maternal obesity pathway; improving data collection and surveillance for adult obesity;
and incorporating Health Impact Assessments into all new and existing housing developments.

Recommendations for consideration
More assertive policy action and increased accountability; comprehensive interventions to
reverse obesity trends from foetal life into childhood; prevent and tackle excess weight at preschool stage; weight management services for pregnant women and new mothers are needed;
increase capacity for weight management services; address the environmental factors that
influence obesity; embed weight management in the prevention and self-management
strategies.
Authors: Clare Fleming, Programme Lead, South Gloucestershire Council; Kirsteen Akhurst,
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Operational Delivery Manager, South Gloucestershire CCG; Sarah Weld, Public Health Consultant,
South Gloucestershire Council

Who is at risk and why?
Obesity is a condition characterised by excess body fat, which has accumulated to an extent that
health may be adversely affected. Obesity is commonly defined by Body Mass Index (BMI), which
is calculated by dividing an individual’s weight in kilograms by the square of their height in metres
(kg/m2). A BMI of 30 or greater is considered obese. Other measures that give an estimate of
central or abdominal fatness, such as waist circumference and waist to-hip ratio also should be
considered. These measures may be more accurate predictors of disease in some groups.[1]
Figure 1: NICE classification of overweight and obesity in adults
Weight class

BMI = wt(kg)/ht(m)2

Underweight

<18.5

Normal

18.5-24.9

Overweight

25-29.9

Obese

30 - 39.9

Morbidly obese

>40

Defining children as overweight or obese is a complex process, given that their height and weight
change at the same time as they mature. Growth patterns differ between boys and girls, so both
the age and sex of a child needs to be taken into account when estimating whether BMI is too high
or too low. Instead of using fixed BMI thresholds to classify individuals (as used for adults)
children’s BMI is categorised using variable thresholds that take into account the child’s age and
sex. The National Child Measurement Programme (NCMP) measures the height and weight of
around one million school children in England every year, providing a detailed picture of the
prevalence of child obesity. The latest national figures for 2014/15 show that 19.1% of children in
Year 6 (aged 10-11) were obese and a further 14.2% were overweight. Of children in Reception
(aged 4-5), 9.1% were obese and another 12.8% were overweight. This means a third of 10-11
year olds and over a fifth of 4-5 year olds were overweight or obese.[2] In 2013-14 one in four
children in Year 6 who lived in the most deprived areas of England were obese compared to one in
eight who lived in the least deprived areas.[3] Nationally, in 2014/15 obesity prevalence for children
living in the most deprived areas was double that of those living in the least deprived areas. With
obesity and physical inactivity continuing to rise across the country and an estimated 62% of
adults and high levels in children now overweight or obese, increases in diagnoses of type 2
diabetes mellitus and associated co-morbidities seem more likely than ever before. It is estimated
that the cost of diabetes to the NHS is close to £10 billion each year, and the majority of this is due
to preventable complications associated with diabetes[4]. As trends continue in an upward
trajectory, with one in three adults expected to be obese by 2034 and one in ten adults diagnosed
with type 2 diabetes[5], shifting the emphasis to prevention and self-care to support individuals to
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improve their own circumstances, health and wellbeing will be essential. The majority of the adult
population and 30% of children are either overweight or obese and it is estimated that, without
clear action, these figures will rise to almost nine in ten adults and two-thirds of children by
2050.[6] Obese children are more likely to be ill, be absent from school due to illness, experience
health-related limitations and require more medical care than normal weight children. Overweight
and obese children are also more likely to become obese adults, and have a higher risk of
morbidity, disability and premature mortality in adulthood.[7] Research suggests that while no one
is ‘immune’ to obesity, some people are more likely to become overweight or obese than others
some of these differences between individuals have a biological bias but, in addition, social
determinants are important. As the Marmot review showed, income, social deprivation and
ethnicity have an important impact on the likelihood of becoming obese. For example, women and
children in lower socio-economic groups are more likely to be obese than those who are
wealthier . Evidence suggests that focusing solely on the most disadvantaged will not necessarily
reduce health inequalities sufficiently. Therefore, it is essential we focus support that is
proportionate to the level of social and economic disadvantage. The Marmot Review referred to
this as ‘proportionate universalism’ whereby a greater intensity of action is likely to be needed for
those with greater social and economic disadvantage. There are strong relationships between
obesity and both deprivation and ethnicity. Rising obesity rates can result in increased ill-health
among disadvantaged communities and among particular black and minority ethnic groups. This
can lead to widening inequalities in health and social care. Obesity may also result in adverse social
impacts such as discrimination, social exclusion and reduced earnings. Inequalities may also
exist in terms of social care need. Among adults aged 65 and over, support with activities of daily
living is more likely to be required by those on low incomes and those living in deprived areas.
Obesity is also linked to ethnicity and is most prevalent in women from Black African (38%), Black
Caribbean (32%) and Pakistani (28%) ethnic groups. Amongst men, obesity is most prevalent in
Black Caribbean (25%) and Irish (25%) ethnic groups. (HSCIC, 2006).Those disproportionately
affected include:
[8]

[9]

[10]

[11]

[12][13]

[14]

Children from low-income families and children from families where at least one parent is
obese.
Individuals of Asian origin (particularly those of south Asian origin).
Ethnic groups with a higher than average prevalence of obesity (most prevalent among black
African women, black Caribbean women, Pakistani women, black Caribbean men, and Irish
men).
Adults in semi-routine and routine occupations.
People with physical disabilities (particularly in terms of mobility which makes exercise
difficult).
People with learning difficulties.
Older people.
Regarding individuals, there are also times when people are more likely to put on weight, including:
Men in their late 30s
Women entering long-term partnerships
Women during and after pregnancy (see Maternity and Pregnancy section)
Women at the menopause
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People giving up smoking
People who retire
People suffering from psychosocial problems (e.g. stress and depression)
In addition, people diagnosed with a severe and enduring mental illness, particularly schizophrenia
or bipolar disease, are at increased risk of greater levels of obesity and are almost twice as likely to
die from CHD as the general population (Department Health 2006). Adults with severe obesity may
have physical difficulties which inhibit activities of daily living. This can have resource implications
for social care services including:
housing adaptations such as specialist mattresses, doors, toilet frames, hoists and stair lifts
specialist carers (trained in manual handling of severely obese people) for people who are
house bound and have difficulties caring for themselves
provision of appropriate transport and facilities (such as bariatric patient transport and
specialist leisure services)
[1] Health Survey England. (accessed July 2007). [2] http://www.hscic.gov.uk/ncmp [3] Health
Social Care Information Centre May 2015 [4] Diabetes UK. The cost of diabetes report. 2014. [5]
Public Health England. From evidence into action: Opportunities to protect and improve the
nation's health. 2014. [6] Foresight. (2007). Tackling Obesities: Future Choices – Project Report.
Government Office for Science. Accessed at www.foresight.gov.uk. Accessed on 20th March
2009. [7] Wijga A, Scholtens S, Bemelmans W, de Jongste J, Kerkhof M, Schipper M, et al.
Comorbidities of obesity in school children: a cross-sectional study in the PIAMA birth cohort.
BMC Public Health 2010;10(1):184. [8] DOH Healthy Lives Healthy People: A call to action on
obesity in England 2011 [9] Fair society, healthy lives, Professor Sir Michael Marmot, 2010. [10]
Strategic Review of Health Inequalities in England Post-2010 (The Marmot Review), 11 February
2010 [11]Gatineau M, Mathrani S (2011) Obesity and Ethnicity. Oxford: National Obesity
Observatory. [12] Gatineau M, Mathrani S (2011) Obesity and Ethnicity. Oxford: National Obesity
Observatory. [13] McCormick B, Stone I and Corporate Analytical Team (2007) Economic costs of
obesity and the case for government intervention. Obesity Reviews. 8: 161–164. [14] NHS
Information Centre (2012) Health Survey for England 2011 trend tables and report.

The level of need in the population
South Gloucestershire shares the burden, health risks and costs associated with the UK obesity
epidemic. Childhood overweight and obesity, as measured at reception and year six as part of the
National Child Measurement Programme (NCMP), has fluctuated since the screening programme
began and showed no significant change between 2006/07 and 2013/14, though the recent nonsignificant reductions means it is now significantly lower than regional or national figures. Although
the overall health of South Gloucestershire is above the English average, pockets of health
inequalities exist, and childhood obesity is one such example.
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Source: HSCIC care of PHOF

Source: HSCIC care of PHOF Child obesity prevalence is strongly correlated with socioeconomic
status and is highest in the most deprived areas across South Gloucestershire with the year 6
pupils who live in the most deprived areas having significantly higher rates of overweight and
obesity than South Gloucestershire as a whole and almost a third higher rate than the least
deprived areas. Although rates of obesity and overweight amongst reception year pupils show
some association with deprivation, this is not a significant difference. National data shows number
of overweight and obese children approximately doubles between the first and last years of primary
school. Obesity prevalence within the most deprived 10% of the child population is approximately
twice that for the least deprived areas for both school years. Although South Gloucestershire
hasn’t demonstrated the degree of increase between first and last year of primary school, and
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doesn’t have the degree of inequality the national figures show, it is still cause for concern. Data
source: Health and Social Care Information Centre.

Source: Locally collected NCMP data, based at resident level (note: figures therefore may not
match official NCMP statistics)

Source: Locally collected NCMP data, based at resident level (note: figures therefore may not
match official NCMP statistics) Six areas within South Gloucestershire have been identified as
priority neighbourhoods. Figure 2.0 and 2.1 demonstrate the level of overweight and obese
children within the priority neighbourhoods. Overweight and obesity prevalence among children in
year 6 is substantially higher than reception year, 43% of children aged 10-11 are classified as
overweight or obese in Cadbury Heath. In South Gloucestershire it is estimated that the costs of
disease related to overweight and obesity during 2010 was £54.8 million. This is projected to rise
to £60.8 million by 2015. Figure 2.0
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Source: Locally collected NCMP data, based at resident level (note: figures therefore may not
match official NCMP statistics) Figure 2.1

Source: Locally collected NCMP data, based at resident level (note: figures therefore may not
match official NCMP statistics) Data on adult obesity is not routinely collected and reliable statistics
are less available than for children, therefore modelled estimates are used to gain insight into the
potential rate in an area. Data from the Active People Survey suggest South Gloucestershire has a
lower level of adult excess weight (overweight and obesity) than regional or national averages,
though not significantly so. However, age and sex based modelled estimate trends, based on data
from the Health Survey for England, suggest that South Gloucestershire may have a higher rate of
obesity than the national average and these rates are likely to have increased over time.
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Source: Active People Survey 2012

Source: HSE 2013 age and sex specific rates of obesity applied to South Gloucestershire ONS
populations 2014

Current services and assets in relation to need
A strategic approach is being taken in South Gloucestershire to address obesity. The following
services are in place:
Building capacity in practitioners by offer ‘Raising the Issue of Weight’ training to front line
practitioners such as midwives, health visitors and children centre workers to ensure they
have the confidence and expertise to raise the issue of weight with families in the 0-5 years
and develop strategies to address issues. We are also going to explore the potential capacity
to extend this training beyond 5 years, for example in schools.
There is ongoing availability of the Maternal and Childhood Nutrition Guidelines for
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Practitioners.
We continue to offer training on infant feeding (breastfeeding and the introduction of solid
foods).
We have commissioned a breastfeeding support service.
We continue to offer a training programme for pre-school settings.
Dissemination of information to practitioners through newsletters and best practice forum.
Dissemination of appropriate supporting materials for practitioners to use with families, such
as the ‘Change4Life campaign’ and bespoke leaflets.
We co-ordinate the NCMP, which is a mandatory surveillance programme for children at
reception age and year 6. We have year on year robust data sets for those children in
reception and year 6 providing useful trend information which is disseminated to help raise
awareness and inform resource allocation. The robustness of this data set has also sparked
research interest, a current proposal is to conduct research into the factors that might help
children in reception who are overweight or very overweight to be a healthy weight in year 6.
REACH (re-thinking eating and activity for children’s health) Tier 2 child weight management
programme, which is available to families with children aged 4-15yrs. Historically uptake of
this service has been low and there has been a high drop-out rate so the service has
frequently run below capacity. More recently new models of delivery have been piloted with a
focus on after school club activities. Evaluation of this new approach will inform future service
delivery.
Lifeshape, a Tier 2 weight management programmes for adults. Approx. 500 adults
accessing this service annually.
The Health in Schools Programme will be instrumental in facilitating the implementation of
The School Food Plan, a practical guidance to help school leaders and governing bodies
adopt a whole school approach to food.
Wellbeing, health and healthy eating will have more prominence in OFSTED inspections.
We are upskilling officers across the Council in partnership with UWE to understand the
public health impact on the design of new developments and have reviewed the Policy Sites
and Places guidance to ensure that this reflects Public Health best practice.
We are working with transport and road safety colleagues to support implementation of
20mph at school frontages as part of a rollout for safer school routes and active travel that
will increase physical activity levels of the children and their families.
Working in partnership with University of Bristol for a research study (PLAN- A) to examine a
new lifestyle intervention for adolescent girls who in particular face a range of personal, social
and physical barriers to being physically activity.
Working in partnership with University of Bristol in a research study called Action 3:30 is a
physical activity programme delivered twice a week in the period immediately afterschool.
Focus is on low active children in Years 4&5, and encourages them to participate in fun and
enjoyable sessions aimed at children above the healthy weight range aged 4 – 17 years and
their parents. The programme covers aspects of physical activity, healthy eating and mental
wellbeing.
S/Glos now has a very limited Tier 3 weight management service for adults requiring clinical
support from a multi-disciplinary team, including selection and referral for surgery; pre and
post-operative support.
The Tier 4 specialist complex obesity service (including bariatric surgery) is the responsibility
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of NHS England this is due for renewal in April 2016 and could transfer to SGCCG’s.
GPs are able to prescribe the anti-obesity drug Orlistat in line with NICE guidance.

Projected service use and outcomes in first 5
years and 5-10 years
The Foresight Modelling Obesities report provides predictions for obesity prevalence. It is
estimated that by 2050, 60% of men and 50% of women and 25% of children will be obese.
However, these estimates are based on national figures are likely to be underestimates as they do
not take account for deprivation and ethnicity factors which are linked to obesity. Current NICE and
Royal College of Obstetricians and Gynaecologists guidance do not recommend weight
management programmes or dieting during pregnancy due to potential risk to the unborn baby,
but they advise pre-conception planning and weight loss for women with BMIs over 30.[1][2]
[1]Royal College of Obstetricians and Gynaecologists & Centre for Maternal and Child Enquiries.
CMACE/ RCOG Joint Guideline. Management of Women with Obesity in Pregnancy. March 2010
[2] National Institute for Health and Clinical Excellence. Weight management before, during and
after pregnancy. Public Health Guidance 27. July 2010

Evidence of what works
There is a vast amount of evidence relating to obesity. The key documents are listed below.
Department of Health: Healthy lives, healthy people: a call to action on obesity in England
2011.
The Foresight Report of (2007)
Weight management before, during and after pregnancy. PH NICE Guidance 27
(2010).
Prevention of cardiovascular disease.PH NICE Guidance 25 (2010).
Promoting physical activity for children and young people .PH NICE guidance 17
(2009).
Maternal and child nutrition. PH NICE Guidance 11 (2008).
Physical activity and the environment. PH NICE guidance 8 (2008).
Behaviour change.PH NICE guidance 6 (2007).
Behaviour Change: individual approaches PH Nice guidance PH49
Managing overweight and obesity among children and young people: lifestyle
weight management services PH NICE guidelines PH 47 (2013)
PH NICE CG43: Obesity: the prevention, identification, assessment and management of
overweight and obesity in adults and children 2006
The Marmot Review (2010) Fair society, healthy lives: strategic review of health inequalities
in England post 2010.
PH NICE Guidance PH53 (2014) Managing overweight and obesity in adults – lifestyle
weight management services.
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PH NICE Guidance NG7 (2015) Maintaining a healthy weight and preventing excess weight
gain among adults and children.
PH NICE guidance CG32 (2006) Nutrition support in adults
PH NICE QS98 (2015) Nutrition: improving maternal and child nutrition
PH NICE QS94 (2015) Obesity: prevention and lifestyle weight management in children and
young people.

User views (on need, services / assets and gaps)
S/Glos online Pupil survey: Of the 3249 primary aged pupils answering the following question in
the OPS 2014 – ‘Is there anything that you feel you need to know more about?’, on average: •
48% feel they need to know more about cooking skills • 19% feel they need to know more about
healthy eating • 25% feel they need to know more about getting fit Of the 1671 secondary and FE
aged pupils answering the following question in the OPS 2014 – ‘Is there anything that you feel you
need to know more about?’, on average: • 40% feel they need to know more about cooking skills
• 21% feel they need to know more about healthy eating • 31% feel they need to know more
about getting fit • 22% feel they need to know more about physical activity • 30% feel they need to
know more about losing weight Quantitative feedback from Community Child and adult Tier 2
weight management programmes, REACH and LifeShape: LifeShape questionnaire results

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:
EqIAA completed for the S/Glos Healthy Weight & Obesity Strategy 2014-20
EqIAA is currently being consulted on for the draft S/Glos Physical Activity Strategy 2015-20
Groups that are disproportionately affected include those from low income families, certain ethnic
groups, people with physical and learning difficulties.

Unmet needs and service gaps
Issues and gaps related to incidence / prevalence and service provision
There needs to be more emphasis on primary prevention of obesity.
Long term sustainable resources for community childhood obesity services.
There is a low uptake of targeted weight management services relative to need within the
child obesity care pathway.
Lack of a consistent care pathway for maternal obesity across the area.
Sharper focus on development of good oral health in the early years.
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There needs to be improvements in data collection & surveillance to improve the quality of
local data on adult obesity to identify the greatest need and allocate resources accordingly.
Incorporate Health Impact Assessments (HIA’s) into all new and existing housing
developments.
The evidence base for the prevention and treatment of obesity is currently limited. It is not yet
known for each sector of the population, such as children and their families, what combination of
services/programmes prevent and treat obesity. Programmes both locally and nationally need to
be evaluated in order to develop the evidence base. Status quo is not an option as the impact of
obesity on social care escalates and inequalities widen! We need to engage directly with S/Glos
communities to understand the complexes’ influencing their daily behaviours. Further work with
Early Years (including health visitors, childminders and private nursery settings) to ensure
prevention and early identification and intervention using family approaches. We need to realign
resources to understand and respond to inequalities and to focus on the prevention and where
children are doing better.

Recommendations for consideration by
commissioners
A number of recommendations have been identified to take forward. These are:
There needs to be more emphasis on primary prevention of obesity.
Utilise the broad range of partners at the Health and Wellbeing Board to oversee the
strategic high impact changes that commissioners and leaders can embed into service
specifications, tenders and service level agreements to tackle the broad range of factors
affecting childhood obesity.
Implement the new Healthy Weight Strategy with an emphasis on universal and targeted
approaches to increase physical activity and improve the diet of the population as these
approaches are more likely to reduce the average BMI of the population than high risk group
approaches or weight management alone (see also recommendations in the physical activity
and nutrition chapters).
Monitor the implementation of the Healthy Weight & Obesity high level action plan and
evaluate the impact and outcomes of the strategy
To support individuals whom are overweight and obese by working with South
Gloucestershire Clinical Commissioning Group (SGCCG) to revise and develop a
comprehensive obesity care pathway for adults and children.
Work with SGCCG to ensure that both primary care and secondary care have a role in
identification, brief advice, onward referral and commissioning clinical action.
Health policies for surgical interventions should encourage obese patients to undertake
lifestyle interventions (i.e. weight loss/increased physical activity) to maximise surgical
outcomes
‘Skilling up’ the workforce to ensure that they have the skills and competences to ‘raise the
issue’ and support individuals who are overweight or obese. Continue to build the capability
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of the workforce to ensure those working at a local level are clear about promoting the
benefits of a healthy weight and feel confident in sensitively raising the issue with those who
are overweight or obese.
Develop family and child nutrition interventions and ensure integrated provision through
Children’s Centres, schools, and other community settings.
Continue to develop the weight management and care pathway for women, before, during
and after pregnancy.
Joint working with Planning Policy and Development Management to ensure the potential for
physical activity and healthy eating is maximised, for example, through protecting the places
required for people to gain the necessary physical activity and protecting spaces for growing
food locally.
Maximizing local resources by working in partnership with a range of organisations from the
statutory, private, voluntary and community sector.
Continue to develop opportunities to increase physical activity through the Local Transport
Plan.
Work with colleagues in the Council to restrict the number of new fast food outlets,
particularly near schools.
Work with fast food outlets to support them in reducing the salt, fat and sugar content in
their menus.
The key recommendations are:
More assertive policy action and increased accountability.
Comprehensive interventions are essential to reverse obesity trends from foetal life into
childhood.
It is apparent that efforts must be directed at preventing and tackling excess weight and
obesity at the pre-school age, since a high proportion of children are already obese or
overweight by the time they start reception class.
A need to commission preventative and weight management services that meets the needs
of pre-natal women and those who have recently had a baby.
Increase capacity in our weight management services in order to meet increasing demand.
To work in partnership to address the environmental factors that influence the prevalence of
obesity.
To work in partnership with SGCCG to ensure that weight management is embedded in its
prevention and self-management strategies which underpin all its work programmes.

Recommendations for needs assessment work
Levels of child tooth decay in S/Glos linked to obesity and deprivation.
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Physical Activity – adults
Summary
Physical activity includes all forms of physical movement above rest, such as everyday walking or
cycling to get from A to B, active play, work-related activity, active recreation e.g. working out in a
gym, dancing, housework, gardening or playing active games - as well as organised and
competitive sport. A number of studies have shown that physical activity is an effective means of
preventing the development of many non-communicable diseases including heart disease, type 2
diabetes, hypertension, obesity, dementia and other mental health conditions. Certain groups are
at higher risk of inactivity, these include those living in deprived areas, people with a disability,
certain ethnic groups and women. The four Chief Medical Officers strongly assert the importance
of physical activity and refer to physical inactivity as a ‘silent killer’. Physical inactivity is the fourth
leading risk factor for global mortality, accounting for 6% of deaths. The risk of premature death
amongst physically active adults is reduced by 20-30%, and the risk of developing major long-term
conditions such as coronary heart disease, stroke diabetes and some cancers are reduced by up
to 50%. The vast majority of the adult population in the UK is not active at levels to benefit their
health. In South Gloucestershire, 27.5% of adults in South Gloucestershire were inactive in 2014 –
defined as doing less than 30 minutes of moderate physical activity a week. This is similar to the
national average of 27.7% and higher than the regional average of 26.3%. Over recent years the
proportion of inactive adults has increased, contrasting with a decline nationally. The Active People
Survey 2014-2015 reports on once a week participation of 30 minutes of sport at a moderate
intensity level, within South Gloucestershire there has been no change in the age range 16+ sport
participation and it remains currently 37.9%, the national average for England is 36.7%. There are
many opportunities for people to be active in South Gloucestershire, we want to build on our
strengths and scale up effective local interventions. Work is currently ongoing in a number of
settings including provision of leisure centres, parks and open spaces; Walking for Health
programmes; Health Champions; Smarter Travel projects; Run South Gloucestershire; Exercise
South Gloucestershire; Friendship & Exercise Clubs; Wild4Life and the Healthy Lifestyles Directory.
A South Gloucestershire Physical Activity Strategy 2015-20 has been developed aimed at working
together to make South Gloucestershire more active every day, working towards increasing the
number of people being active at the levels that will promote their health and wellbeing.

Recommendations for consideration
Action is required to secure collective commitment to implement and evaluate the Physical
Activity Strategy; develop effective pathways to tackle the prevention of long term conditions
including depression; integrate physical activity into other policies; educate, inform and involve
the community; specifically target under-represented groups; maintenance of a high quality
public realm; ensure planned new developments and infrastructure supports active travel,
recreation and other forms of physical activity.
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Authors: Clare Fleming, Programme Lead, South Gloucestershire Council; Kirsteen Akhurst,
Operational Delivery Manager, South Gloucestershire CCG

Who is at risk and why?
Physical activity includes all forms of physical movement above rest, such as everyday walking or
cycling to get from A to B, active play, work-related activity, active recreation (such as working out
in a gym), dancing, housework, gardening or playing active games, as well as organised and
competitive sport.[1] The four Chief Medical Officers strongly assert the importance of physical
activity and refer to physical inactivity as a ‘silent killer’.[2] Physical inactivity is the fourth leading
risk factor for global mortality, accounting for 6% of deaths.[3] Physical inactivity directly
contributes to one in six deaths in the UK:[4] the same number as smoking.[5] [6] Being inactive
has implications at every stage of the life course and also effects every aspect of life. It is
associated with increases in obesity, cardiovascular disease, cancer, hypertension, and in the
development of type 2 diabetes. Participation in regular physical activity can help to prevent and
treat over twenty long-term conditions or disorders, including stroke, obesity, some cancers,
mental health and type 2 diabetes.[7] In children and young people, additional potential benefits of
leading an active lifestyle include the acquisition of social skills through engaging in active play,
improved concentration and displacement of anti-social and criminal behaviour.[8] There is also
growing evidence of the risks of excessive sedentary behaviour (for example, watching TV and
computer use) across all age groups, suggesting a link between sedentary behaviour and
overweight and obesity. In addition, some research suggests that sedentary behaviour is
independently associated with all-cause mortality, type 2 diabetes, some cancers and metabolic
dysfunction, even amongst those who are active at the recommended levels.[9] Despite the welldocumented evidence of the benefits of leading a physically active lifestyle, the vast majority of the
UK adult population is not active at levels to confer health benefits. Activity levels amongst children
and young people are also low. Around one in two women and a third of all men in the UK are
damaging their health as a result of a lack of physical activity.[10] It’s an unsustainable situation,
and one that is costing the UK an estimated £7.4 billion a year.[11] [12] Research shows that some
population groups are less likely to be physically active than others. There is a complicated
relationship between socioeconomic position and physical activity which varies according to the
measures used and the types of activity included. Whilst there is some evidence of a social
gradient in participation in total physical activity, the pattern is different for men and women (Public
Health England, 2013). Research shows:
Men are more active than women in virtually every age group.[13]
People living in the least prosperous areas are twice as likely to be physically inactive as
those living in more prosperous areas.[14]
Physical activity declines with age to the extent that by the age of 75 years only one in ten
men and one in 20 women are active enough for good health.[15]
Disabled people are half as likely as non-disabled people to be active.[16]
Only one in four people with learning difficulties take part in physical activity each month
compared to over half of those without a disability.[17]
Only 11% of Bangladeshi women and 26% of men are sufficiently active for good health
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compared with 25/37% of the general population.[18]
Half of all lesbian, gay, bisexual and transgender people say they would not join a sports
club, twice the number of their heterosexual counterparts.[19]
[1]Start Active Stay Active. A report on physical activity for health from the four home countries’
Chief Medical Officers .Dept. of Health, 2011 [2]
https://www.gov.uk/government/publications/chief-medical-officer-annual-report-volume-2 [3]
http://www.who.int/whosis/whostat/2010/en/ [4] Lee I-M, et al. (2012) Effect of physical inactivity
on major non-communicable diseases worldwide: an analysis of burden of disease and life
expectancy. The Lancet 380: 219–29 [5]Wen CP, Wu X (2012). Stressing harms of physical
inactivity to promote exercise. The Lancet Online SO140-6736 (12) 60954-4 [6] Health & Social
Care Information centre (2014) Statistics on Smoking, England - 2014. Leeds: Health and Social
Care Information Centre. [7]
https://www.gov.uk/government/publications/uk-physical-activity-guidelines [8]
http://eprints.ioe.ac.uk/4195/1/Warwick2009HlthySchlEvBase_FinRep.pdf
[9]https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213745/dh_128
225.pdf [10] Health Survey for England, 2012 [11] Scarborough P, Bhatnagar P, Wickramasinghe
KK, Allender S, Foster C, Rayner M (2011) The economic burden of ill health due to diet, physical
inactivity, smoking, alcohol and obesity in the UK: an update to 2006–07 NHS costs. Journal of
Public Health 33 (4): 527-535. [12] Ossa D and Hutton J (2002) The economic burden of physical
inactivity in England. London: MEDTAP International. [13] PHE (2014) Data Factsheet: Adult
Physical Activity. London: PHE. [14]NICE (2014) Physical activity return on investment tool. [15]
Active People Survey 8, April 2013-April 2014. [16] PHE (2014) Child Physical Activity Data
Factsheet. P7. London. Data sourced from Health Survey for England 2012. [17]Sports England
(2014) Active People Survey 8 (2013/14). [18]Sport England Active People Survey December 2013
(sport once a month, any sport, any duration) [19] Joint Health Surveys Unit (2006). Health Survey
for England 2004: Health of Ethnic Minorities. The Information Centre: Leeds.

The level of need in the population
The vast majority of the adult population in the UK is not active at levels to benefit their health.
Approximately 60% of men and 72% of women do not meet the UK Chief Medical Officers’
physical activity recommendations.[1] A significant proportion of the adult population in South
Gloucestershire do not do enough physical activity to meet recommended guidelines for health.
Public Health Outcomes Framework data shows that 27.5% of adults in South Gloucestershire are
inactive. This is similar to the England average of 27.7% (see Figure 1). Figure 1.0 Adult Physical
Activity Levels
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Data from the Active People Survey (APS) available from PHOF The data shows that approx. 59%
of adults in South Gloucestershire do at least 150 minutes of moderate equivalent physical activity
per week, while approx. 27.5% of adults in South Gloucestershire do less than 30 minutes of
moderate equivalent physical activity per week. Over recent years the proportion of physically
inactive adults has increased. Figure 2.0
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Source: Public Health Outcomes Framework [1]
http://www.nice.org.uk/advice/lgb3/chapter/Introduction

Current services and assets in relation to need
There are many opportunities for people to be active in South Gloucestershire. The South
Gloucestershire Physical Activity Strategy 2015-20 sets out a framework for promoting physical
activity in South Gloucestershire and the commitment to the long term approach of increasing the
uptake of physical activity everyday within South Gloucestershire. There is a significant amount of
good work already happening across the district, and the aim of the strategy and associated public
health programmes is to support and scale-up interventions that make people active, but also to
recognise the importance of integrating incidental activity in to our daily lives. Participation in
physical activity can take many forms and the way people participate will continually change to
reflect lifestyle pressures in order to have a sustained effect. Physical activity must be seen in its
totality, and a flexible and inclusive approach is needed to enable individuals to choose a way to
increase physical activity that is right for them. Nowhere is this more important than in promoting
physical activity amongst groups of people who seldom take part. South Gloucestershire Council
fund and support a range of opportunities for physical activity including:
Leisure centres, parks and open spaces.
Walking for Health programmes, local parkruns, recreational running groups and walking and
running routes within South Gloucestershire. These activities are sustainable and led entirely
by volunteers. Growth in participation over the past three years has been rapid: currently over
600 residents complete a parkrun every week, with many more running with an organised
group or on their own elsewhere. LSFT-Active Travel (grant ends Nov 2016)
Buggy Walks targeting parents with new babies.
Community groups-Friendship & Exercise Clubs for isolated older people achieving 5,000
attendances annual.
Exercise SG a group of service users who are managing their own mental health by running a
sports and peer support group weekly at a local leisure centre.
Workplace Health NIHR Research study with University of Bristol, Bath and Swansea.
Annual S/Glos Healthy Lifestyles Directory for older people.
Health Champions are lay people who are trained local volunteers whose role focuses on
peer education and bridging (linking people to health services and programmes. e.g. physical
activity). The service represents a visible link between professionals and disadvantaged
communities
Smarter Travel projects which includes a range of cycling projects and Bike IT.
Exercise on Prescription, referral pathway for patients with existing medical conditions for
supervised physical activity sessions, approx. 600 referrals annually
Wild4Life Project brings people closer to nature to improve health and wellbeing through a
programme of projects and events in local green spaces focusing in priority neighbourhoods,
in total 12724 people have been involved in the first 3 years of the project.
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Evidence of what works
New physical activity guidelines were introduced in 2011 which set out the volume, duration,
frequency and type of activity required across the life course to achieve general health benefits.[1]
These guidelines update the existing guidelines for adults (19-64 years), children and young people
(5-18 years), and for the first time provide guidelines for early years (under 5’s – infants who are not
yet walking and children capable of walking) and older people (65+ years). The new guidelines
allow for more flexibility in achieving recommended levels of physical activity. There is a range of
other guidance and evidence as listed below: British Heart Foundation Guidance for early
years Four commonly used methods to increase physical activity PH NICE Guidance 2
(2006) Physical activity and the environment PH NICE Guidance 8 (2008) Promoting
physical activity in the workplace PH NICE Guidance 13 (2008) Promoting physical
activity for children and young people PH NICE Guidance 17 (2009) Walking and cycling:
local measures to promote walking and cycling as forms of travel or recreation PH NICE
Guidance 41 (2012) Prevention of cardiovascular disease PH NICE Guidance 25 (2010)
Physical activity: brief advice for adults in primary care PH NICE Guidance 44 (2013)
Exercise referral schemes to promote physical activity PH NICE Guidance 54 (2014)
Walking and cycling PH NICE Advice [LGB8} 2013 Physical activity PH NICE advice
[LGB3] 2012 Physical activity: encouraging activity in all people in contact with the NHS
NICE quality standard [QS84] March 2015 Department of Health (2011) Start Active, Stay
Active: A report on physical activity for health Public Health Outcomes Framework
2013-2016 Department for Culture, Media and Sport 2012-creating a sporting habit for
life-Youth Sport strategy Department for Communities and Local Government, National
Planning Policy Framework 2012 All Party Commission on physical activity 2013-Tackling
physical inactivity-A coordinated approach UK Active Report 2013- Turning the Tide of
Inactivity Public Health England 2014-Everybody active, everyday: a framework to embed
physical activity into daily life Sport& Recreation Alliance-Raising the heartbeat of the
nation: A five step plan for a more active population 2015 NHS England Five year forward
plan 2014 Academy of Medical Royal Colleges (2015) Exercise – the miracle cure and the
role of the doctor in promoting it. [1]
https://www.gov.uk/government/publications/uk-physical-activity-guidelines

Projected service use and outcomes in first 5
years and 5-10 years
Social and economic trends over decades have ‘designed’ physical activity out of daily life.
Nationally, fewer of us have manual jobs. Technology is more and more dominant in home and
work, the two places where most of us spend much of our time. It encourages us to sit still for long
periods – at the computer, mobile phones, tablets and the TV, or at electronic gaming systems.
Over-reliance on cars and other motorised transport is another factor. Our cities, towns, buildings
and even parks too often work against physical activity. The design of schools, public buildings
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and urban spaces prioritise convenience and speed instead of encouraging people to walk or
cycle. It is often easier to find the lift than the stairs. Concerns about vandalism and maintenance
have left public spaces without the benches and toilets that allow older or disabled people to
venture out. Traffic, not pedestrians, dominates most public spaces. Both nationally and locally the
challenge is to design physical activity back in to our lives. If current trends continue, the burden of
health and social care will destabilise public services, and take a significant toll on quality of life for
individuals and communities. We recognise that there are significant challenges in measuring
impact around such a complex behaviour as physical activity. This is hampered by not having a
standardised robust method to record the quantity and quality of physical activity that can be used
across a local authority area. There is a need for development of new monitoring and evaluation
processes to capture data that is not already captured.

User views (on need, services / assets and gaps)
Data from Viewpoint[1], South Gloucestershire’s citizen’s panel which is made up of residents who
respond to surveys on a range of issues suggests that:
A significantly higher proportion of adults from the priority neighbourhoods indicate that they
have not done more than 30 minutes exercise on any day in the last week, compared with
those from the rest of the district[2] (27% cf. 18%).
Four in five (80%) respondents indicate that excess weight in adults is a problem in their local
area.[3]
Two in five (38%) respondents indicate that they feel that a supportive built environment
where physical activity is encouraged would make a big impact on getting people to become
more active.[4]
Only 25.5% of women are doing any sport at least once a week.
18% of South Gloucestershire adults who are inactive want to do more sport.
Current data (South Gloucestershire Health and Wellbeing OPS 2014/15) indicates children
and young people (Key stage 2-4) are reporting they are physically active on average for 4
hours and 37 minutes per week with girls being less active than boys. This is accepted as
significant cause for action.
Individuals with disabilities/living with long-term conditions are less active.
Walking for Health/LSTF: 6 monthly report from Active Travel questionnaires June 2015; final
report due Jan16: O:\Health Improvement\Walking for Health\Active Travel - LSTF\Active Travel
survey reports\Evaluation report June2015.pdf Recreational Running: annual survey report:
O:\Health Improvement\ACTIVE LIFESTYLES\Running\Run Survey\Run South Glos Consultation
Report - Feb 15.docx Friendship & Exercise Clubs: annual survey report: O:\Health
Improvement\ACTIVE LIFESTYLES\Friendship Clubs\Evaluation Workplace Health Week: survey
responses O:\Health Improvement\ACTIVE LIFESTYLES\Workplace Health Week\WPH Week Summary.pdf [1] View Point Survey April 2014 [2] View Point Survey April 2014 [3] View Point
Survey April 2014 [4] View Point Survey April 2014
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Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:The Equality Impact Assessment outcomes from the Draft S/Glos Physical Activity Strategy
2015-20 shows 94% of respondents agreed that the draft Physical Activity Strategy sets out
the most significant activity issues for South Gloucestershire.
Men are more active than women in virtually every age group.
People living in the least prosperous areas are twice as likely to be physically inactive as
those living in more prosperous areas.
By the age of 75 years only one in ten men and one in 20 women are active enough for good
health.
Disabled people are half as likely as non-disabled people to be active.
One in four people with learning difficulties take part in physical activity each month,
compared to over half of those without a disability.
The BME community have lower than average levels of physical activity. Only 11% of
Bangladeshi women and 26% of men are sufficiently active for good health compared with
25/37% of the general population.
Half of all lesbian, gay, bisexual and transgender people say they would not join a sports club,
twice the number of their heterosexual counterparts.

Unmet needs and service gaps
Current provision need to be strengthened for all at risk groups, i.e.:
Interventions to increase activity levels in women and girls.
Interventions to address low levels of inactivity in certain black and minority ethnic groups.
Interventions targeting overweight and obese individuals are as they are amongst the least
active.
Interventions to address sedentary behaviour across all age groups.
Interventions to increase activity levels of individuals with disabilities and those with long-term
conditions i.e. those with non-medicalised lower back pain.
Interventions to increase the activity levels of older adults.
Interventions targeting those in lower socio-economic groups as they are amongst the least
active.
Interventions which take a holistic family approach to increasing levels of participation.
Interventions to promote physical activity in schools due to reduced funding of the School
Sports Partnership.
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Recommendations for consideration by
commissioners
Action is required to secure collective commitment to implement and evaluate the Physical Activity
Strategy; develop effective pathways to tackle the prevention of long term conditions including
depression; integrate physical activity into other policies; educate, inform and involve the
community; specifically target under-represented groups; maintenance of a high quality public
realm; ensure planned new developments and infrastructure supports active travel, recreation and
other forms of physical activity. The evidence base is growing for interventions which help and
encourage individuals to lead active lifestyles. These include:
Active Places: continue to work with our planning, transport, street care, highways
maintenance and housing colleagues to create and manage favourable environments and
infrastructures which are age friendly and safe, facilitating the residents of South
Gloucestershire to lead lifestyles that are inclusive of physical activity, supporting walking,
cycling and public transit. We need to protect and improve the quality of existing green
spaces and encourage the creation of new favourable environment’s to maximise the use of
outdoor spaces. Continued commitment to creating and maintaining a high quality public
realm using cross disciplinary approaches to ensure management of our streets, traffic, and
road safety, resulting in more attractive, comfortable, convivial and convenient to use places.
Ensuring high quality public realm plays a key role in creating sustainable, inclusive, mixed
communities as well as making them more favourable for things like children’s play,
recreation, walking and cycling. Investing in whole-community approaches.
Active People: Including promoting physical activity in the workplace. This will involve
developing policies to help staff to be more active and less sedentary. This may be achieved
using different approaches such as the provision of showers for walkers/cyclists, and
through encouraging active commuting. Investing in whole-community approaches.
Community-level programmes such as quality parks, playgrounds, conservation schemes,
walking programmes and supporting local clubs and facilities can help people to become
more active. The role of primary care. Health care professionals are well placed to positively
influence physical activity levels. Physical activity promotion should be mainstreamed into
primary healthcare settings and made a key element of regular screening, patient
advice/education and referral. We want to support people to become confident selfmanagers of their health and reduce risks of preventable conditions such as type 2 diabetes.
There is strong evidence for the effectiveness of counselling and brief advice in primary care
in increasing physical activity.[1]
Active Programmes: using a whole population approach, in particular providing help to
meet the needs of those who are at most risk by delivering evidence based programmes
tailored towards the inactive. Working with partners in specific priority neighbourhoods to
deliver co-ordinated programmes for those who are least active. Aligning and tailoring
national marketing campaigns at a local level to provide consistent messages and increase
targeted marketing that would appeal to the least active groups within our communities of
South Gloucestershire.
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[1]Physical activity: brief advice for adults in primary care NICE public health guidance 44 (2013).

Recommendations for needs assessment work
Continue with S/Glos View Point Survey
Recommission the Health in Schools On line pupil survey
Identify clear tasks to be undertaken in order to improve the quality of needs analysis in
future JSNAs
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Planned Care
Summary
Planned care is the name given to those treatments and procedures that are not undertaken as an
emergency. They are predominately accessed by referral from general practice and include
hospital admissions for surgery, day case surgery, outpatient appointments and diagnostic tests.
Key drivers for increasing demand for planned care include rising elderly population, increasing
levels of obesity, and development of new drugs, equipment and surgical techniques. The planned
care services commissioned by South Gloucestershire CCG are provided by a number of NHS and
independent providers. These include North Bristol NHS Trust, University Hospitals Bristol
Foundation Trust, Emersons Green NHS Treatment Centre and Spire Hospital Bristol. In 2014/15,
the main providers of elective care were North Bristol Trust (51%), University Hospitals Bristol
Foundation Trust (32%), and Care UK (10%). In 2014/15 there were 35,934 elective hospital
admissions and 368,823 outpatient appointments for South Gloucestershire patients. South
Gloucestershire has a significantly lower rate of elective admissions than the national average,
although it is similar to peer CCGs. The ratio of new outpatient appointments to follow-ups was
2.04 in 2014/15 and has declined over time. South Gloucestershire patients did not attend for
6.8% of appointments, higher than the CCG peer group average of 6.1%. The average length of
stay for elective admissions was 4.2 days, 0.2 days higher than the national average. Elective
admissions peak in the 65-75 age group. The CCG has not reported delivery of the NHS
Constitutional standard of an 18 Week Referral to Treatment for its patients since May 2014,
consistently reporting 88%-91% since that time. The specialty specific areas with the greatest
challenges are orthopaedics, neurosurgery, and neurology. The three main disease areas of
scheduled in-patient and day case spend in 2013/14 were musculoskeletal system, cancer and
problems of the gastrointestinal system. South Gloucestershire CCG spends more than other
similar CCGs on scheduled day cases and in-patient in a few areas, notably musculoskeletal and
cancer. There is potential for improvements in both the quality and efficiency of health service care,
by moving into different settings or reducing the number of procedure of limited clinical value.
Locally improvements could be made in greater use of day cases surgery, reduced outpatient
appointment DNAs and reduced length of stay. Feedback from services users on planned care
identified two main areas of concern: access to musculoskeletal services and waiting times for
local hospitals.

Recommendations for consideration
Embed prevention and self-care along the planned care pathway, prioritising making every
contact count and exercise for musculoskeletal patients; provide care closer to home; ensuring
constitutional standards are met; ensure systems are developed to continuously improve patient
experience and clinical outcomes; maximise value by moving care into different settings and
reducing procedures with low clinical value, with a focus on reducing DNAs, unnecessary
outpatient appointments and increasing day surgery rates.
Authors: Kirsteen Akhurst, Operational Delivery Manager, South Gloucestershire CCG; Susan
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Hamilton, Public Health Consultant, South Gloucestershire Council.

Who is at risk and why?
Planned care is the name given to those treatments and procedures that are not undertaken as an
emergency. They are predominately accessed by referral from general practice and include
hospital admissions for surgery, day case surgery, outpatient appointments and diagnostic tests.
The planned care services commissioned by South Gloucestershire CCG are provided by a
number of NHS and independent providers. These include North Bristol NHS Trust, University
Hospitals Bristol Foundation Trust, Emersons Green NHS Treatment Centre and Spire Hospital
Bristol.

The level of need in the population
There are a number of key drivers affecting uptake of planned care service, driven both by supply
and demand.[1] Demand for planned care is affected by demographic growth, predominately the
rise in the number and proportion of the population who are elderly population. Changes in lifestyle
will also impact on demand. In South Gloucestershire levels of physical activity remain low and
around 60% of the adult population are either overweight or obese impacting on demand for
planned services, particularly those related to musculoskeletal diseases. Although rates of smoking
have declined, 14% of the adult population smoke. Outcomes for patients admitted to hospital
who smoke are worse, with longer lengths of stay, higher rate of complication, decreased survival
and increased risk of re-admissions.
[2]
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Overview of elective activity
In 2014/15 there were 35,934 elective hospital admissions and 368,823 outpatient appointments
for South Gloucestershire patients. The total number of elective admissions has fluctuated over
the last five years (table 1). In line with the national picture, there has been a trend towards a higher
proportion of elective procedures being undertaken as day cases. Table 1: Trends in elective
admissions for South Gloucestershire patients
2010/2011

2011/2012

2012/2013

2013/2014

2014/15

Elective Day case

27009

27372

26802

27070

29664

Elective Inpatient

7574

7267

6989

7046

6290

Elective - Grand Total

34583

34639

33791

34116

35934

Elective - % day cases

78.1%

79.0%

79.3%

79.4%

82.6%

Source: SUS data, CSU South Gloucestershire has a significantly lower rate of elective admissions
than the national average, although it is similar to peer CCGs – other CCGs with comparable
social, economic and geographical characteristics (graph 1). Elective admission rates vary
considerably between GP practices. Graph 1:

Source: Dr
Foster The specialities with the most elective activity for are shown in table 1. Table 2: Top 5
specialities for elective activity for South Gloucestershire patients - % of total activity
(2014/15)
Outpatients*

In-patients

Day cases

1

Ophthalmology (9.6%)

T&O (28.0%)

Gastroenterology (13.4%)

2

T&O (8.7%)

General surgery (12.7%)

Radiotherapy (11.1%)
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3

Physiotherapy (5.6%)

Gynaecology (9.9%)

General Surgery (10.9%)

4

Audiology (5.9%)

Urology (9.5%)

Clinical haematology (9.8%)

5

Gynaecology (4.5%)

Ophthalmology (3.8%)

Ophthalmology (9.8%)

Source: Dr Foster. *outpatient data is for attendances

Outpatients
Of the 368,823 outpatient appointments made for South Gloucestershire patients in 2014/15, the
patient did not attend for 6.8% of appointments.[3] This rate is higher than the CCG peer group
average of 6.1%. South Gloucestershire patients cancelled 24% of outpatient appointments,
significantly higher than the CCG peer group average of 16%. The ratio of new outpatient
appointments to follow-ups has declined over the last 5 years, from 2.60 in 2009/10 to 2.04 in
2014/15. Compared to peer CCGs, South Gloucestershire has a lower ratio of new to follow up
appointments (see graph 2). Graph 2:

Source: Dr Foster

In-patients
The average length of stay for elective admissions in South Gloucestershire is 4.2 days, 0.2 days
higher than the national benchmark.[4] If no patients had stayed longer than the national median
then 14,930 bed days could have been saved. Elective admissions peak in the 64-74 age group
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(graph 3).
Source: Dr
Foster Studies nationally have identified little relationship between access to elective care and
deprivation overall, however for some procedures including hip and knee replacements, heart
surgery, and hernia rates are lower in deprived areas Contributory factors may include the quality
of primary care, patient preferences, difficulty navigating the system. Further investigation to
establish the relationship between population need and provision of specific interventions locally.
[5]

Waiting times
The CCG has not reported delivery of the NHS Constitutional standard of an 18 Week Referral to
Treatment for its patients since May 2014. This is primarily due to the national period of ‘planned
failure’ prescribed to clear patients on waiting lists with the longest waits. RTT reportable targets,
of which there were three, Admitted, Non-Admitted & Incomplete Pathways have since June 2015,
been reduced to just one, Incomplete Pathways. Incomplete pathways report the entire RTT
cohort of patients waiting for treatment and whilst the national standard is that ALL patients (100%)
are within a waiting time of 18 weeks, there is an acknowledgement that some patients choose to
wait longer or are clinically very complex. There is therefore an operational tolerance of 8%. On an
aggregate level the CCG has not reported delivery of the NHS Constitutional standard for
Incomplete Pathways since April 2014, consistently reporting 88%-91% since that time. The
specialty specific areas with the greatest challenges are; Orthopaedics – 25% of patients are
waiting more than 18 weeks Neurosurgery - 25% of patients are waiting more than 18 weeks
Neurology - 15% of patients are waiting more than 18 weeks General Surgery - 10% of patients
are waiting more than 18 weeks

Spend
Programme budgeting data allows a comparison of NHS spend across disease categories and
between different CCGs. The three main disease areas of scheduled in-patient and day case
spend in 2013/14 were musculoskeletal system, cancer and problems of the gastro-intestinal
system. South Gloucestershire CCG spends more than other similar CCGs on scheduled day
cases and in-patient in a few areas, notably musculoskeletal and cancer. Graph 2: South
Gloucestershire CCG expenditure on main programme categories - variance from CCG
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cluster average for day cases and elective (2013-14)

Programme areas with South Gloucestershire has a higher spend than CCG clusters average:
02.Cancers and tumours; 04.Endocrine, nutritional and metabolic problems; 08.Problems of vision;
14.Problems of the skin; 15.Problems of the musculoskeletal system; 16.Problems due to trauma
and injuries; 18.Maternity and reproductive health; 20.Adverse effects and poisoning. NHS England
– Programme Budgeting. In 2013/14, this data identified the top three areas of outpatient spend in
South Gloucestershire were problems with the genito-urinary system, vision and musculoskeletal
system. South Gloucestershire CCG spends less on outpatient services than similar CCGs, with
higher levels of spending in only three disease areas – trauma and injury, respiratory and
neurological. Graph 3: South Gloucestershire CCG expenditure on main programme
categories - variance from CCG cluster average for Outpatients (PBR & non-PBR)
(2013-14)

Program areas with South Gloucestershire has a higher spend than CCG clusters average: 07 =
Neurological; 11=Problems of the respiratory system; 16.Problems due to trauma and injuries.
Source: NHS England – Programme Budgeting

Quality and value
There is potential for improvements in both the quality and efficiency of health service care, by
moving into different settings or reducing the number of procedure of limited clinical value. A
number of areas of planned care activity have been identified as demonstrating these potential
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improvements, improving outcomes for patients as well as saving money. For example each year
many patient are asked to attend hospital for follow-up procedures, some of which are necessary
but many are not. Reducing un-necessary follow up outpatient appointments increases capacity
for services to see new patients. Outpatient appointments DNAs add delays to the patient journey,
reduce the efficiency of clinics and cost money. Use of the NHS England Productivity tool has
identified areas where improvements could be made locally. Comparison of activity over the last
year of South Gloucestershire CCG activity against other areas has identified that improvement
could be made in a number of areas. South Gloucestershire CCG or NBT performs worse than
comparative organisations in the use of day cases surgery, outpatient appointment DNAs and
length of stay. The greatest financial savings in planned care would result from reducing
unnecessary follow-up outpatient appointments. There were considerable variations between
specialties and GP practices in all indicators. [1] John Appleby. Spending on health and social care
over the next 50 years. Why think long term? The Kings Fund 2013. [2] NICE public health
guidance 48. Smoking cessation in secondary care: acute, maternity and mental health services.
November 2013. [3] Source: Dr Foster [4] Source: Dr Foster, March 2014 – February 2015. [5]
Barry McCormick, Peter-Sam Hill and Emmi Poteliakhoff. Are hospital services used differently in
deprived areas? Evidence to identify commissioning challenges. Centre for Health Service
Economics and Organisation. March 2012. [6] NHS England. www.productivity.nhs.uk
[6]

Current services and assets in relation to need
Planned care services in South Gloucestershire are commissioned by South Gloucestershire CCG
from:
Acute hospitals, primarily North Bristol NHS Trust, University Hospitals Bristol NHS
Foundation Trust and the Royal United Hospital, Bath.
Independent sector providers, primarily UKSH NHS Treatment Centre, Emersons Green;
Spire Hospital, Bristol; Nuffield, Bristol; and Circle, Bath.
Diagnostic services from Alliance Medical, Bridgewater and Prime Diagnostics, Bristol
25 South Gloucestershire GP Practices (GP practices provide a local service for minor
surgery
Sirona Care and Health.
The Disablement Services Centre based at North Bristol Trust.
GP Care Community Urology Service
GP Care Community VTE Service

Projected service use and outcomes in first 5
years and 5-10 years
Changes in treatment practices, new drugs and development in equipment and surgical
techniques affect the supply of planned care. Analysis of historical spending has indicated that new
healthcare technology is one of the most important factors driving increased spend, contributing
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[1]

more than ageing and general demographic trends. The population projections for South
Gloucestershire indicate the elderly population will grow, increasing demand for planned care. It is
difficult to accurately predict the impact of new technology and medical procedures however it is
likely that these will continue to increase demand. Trends in lifestyle, such as low levels of physical
activity and high obesity rates, will impact on demand for a range of planned care procedures,
particularly those related to musculoskeletal conditions. [1] John Appleby. Spending on health and
social care over the next 50 years. Why think long term? The Kings Fund 2013.

Evidence of what works
The NHS England Five Year Forward View identifies several areas impacting on the future delivery
of planned care services. This includes a focus on prevention and empowering patients,
development of new models of care and integration of services, and a drive to move services out
of hospital and into the community. Lord Darzi’s report, A Framework for Action, identified the
need to reduce follow-ups with no clinical benefit, moving services to the community, providing
direct access to diagnostics for primary care, increasing the proportion of day case surgery and
centralising specialist services. The Nuffield Trust report, NHS Hospitals under pressure: trends in
acute activity up till 2022, concluded that a focus on reducing length of stay, through mechanisms
including increased day case surgery and improved discharge arrangements, were needed to
cope with increasing demand. The Kings Fund report, Specialists in and out of hospital, identified
requirements to join up hospital and community services to improve the quality of care. Review of
existing initiatives concluded that to develop streamlined services between community and hospital
settings required strong partnerships between commissioner and consultants, with funding for
transition to get new initiatives off the ground. The developments of new joint tariffs and financial
incentives and collaborative funding models to motivate hospitals to keep activity out is also
required. Methods to address increased demand for elective care have been reviewed by the
Kings Fund report, Approaches to demand management: commissioning in a cold climate. The
report identified three ways to manage demand: schemes to manage GP referrals; reducing lowvalue interventions; and support for shared decision-making with patients. A related Kings Fund
report for managing demand for secondary care graded evidence for elective care schemes. It
concluded there was some evidence for peer review and audit; more evidence was needed for IT
based decision support tools, referral management centres and Tier 2 services; and there no
evidence to support GPs with a Special Interest, consultant outreach clinics and clinical guidelines.
The Future Hospital Commission identified a number of principles by which future hospital services
should be delivered. These principles include patient experience is valued as much as clinical
effectiveness; patients should have timely access to care; robust transfer arrangements; care
should facilitate self-care and health promotion; and the fundamental standards of care must be
met.
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User views (on need, services / assets and gaps)
South Gloucestershire CCG monitors feedback from service users by a number of methods to
inform the development of its planned care strategy. This includes the Patient Advice and Liaison
Service (PALS), which allows patients to raise issues they do not consider to be formal complaints
and also provide positive feedback in the form of compliments. The CCG complaints process
ensures all complaints are responded to in full and details any changes made to improve services
based on the feedback given. Both compliments and complaints are systematically recorded and
trends and themes are derived from this. The CCG also operates a quality portal whereby
clinicians in primary care can report any quality issues them or their patients have experienced
within the healthcare system. This may relate to an issue affecting an individual patient or may be
indicative of a wider system issue. Similarly clinicians within secondary care can report any issues
they have encountered with referrals they have received from Primary Care. The CCG also invites
comment on our commissioning priorities from members of the public and patients across South
Gloucestershire and receives feedback on a quarterly basis from Healthwatch South
Gloucestershire. In addition to referring to recorded feedback received through the quality portals,
the CCG ensures it engages with service users and carers in a meaningful way to effectively inform
the commissioning decisions. This includes ensuring all sections of the community are invited to
engage with the CCG and to provide feedback. Notices of any engagement opportunities are
communicated directly to community groups as well as to voluntary sector organisations, working
with community groups such as Care Forum, and CVS South Gloucestershire (Voluntary,
Community and Social Enterprise sector), and the CCG attends meetings of various community
groups wherever possible. There is limited routine data on clinical outcomes for planned care
procedures. Some outcomes data is reported on specific procedures such as hip and knee
replacements, however a move to outcomes based commission will require substantial
improvements in the availability and quality of this data. Examples of PPI can be found in the
approach to the Patient Transport Services (non- emergency) (PTS) and the Independent Sector
Treatment Centre (ISTC) re-procurement projects, and the community optometry pilot and service
roll out. Feedback about planned care from service users can be grouped into the following
themes: MSK Services: GPs unable to refer directly to an orthopaedic specialist, even when it is
for a recurrent problem. Patient has to be triaged by the MSK single point of access (SPA) and
very often seen by the MSK service prior to onward referrals to orthopaedics. Waiting times: for
outpatient, surgery and follow up appointments at local hospital. Mainly changes to clinics and
provider trusts such as withdrawal of dermatology clinics at Weston General adding delays to other
dermatology services and access to orthopaedic services particularly spinal.

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Equalities impact assessments need to be undertaken for specific planned care services,
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taking account of the increasing demand for planned care include rising elderly population,
increasing levels of obesity, and development of new drugs, equipment and surgical
techniques.

Unmet needs and service gaps
Based on a review of population needs and evidence of best practice, the key areas for
improvement over the next few years are:
Increased focus on prevention, with initial priorities around making every contact count and
maximising opportunities for exercise for musculoskeletal patients.
Increase care closer to home, by moving services out of hospital for specialities such as
ophthalmology, dermatology and ENT and exploring options for alternative provision of
outpatient follow-up.
Improved access to services, ensuring patients are able to access the right health care at the
right time and constitutional standards are met. Actions to address this include working with
GPs on referral management strategies, improving access for disadvantaged populations,
and review capacity and demand in T&O.
Continuously improve patient experience and clinical outcomes, ensuring systems are
developed to respond to patient feedback and working with clinicians to improve data on
outcomes.
Maximising efficiency and ensuring value for money, with a focus on improving performance
in areas identified in the NHS Productivity tool. This includes reducing DNAs, reducing
unnecessary outpatient follow-ups and increasing the proportion of surgery undertaken as a
day case.
Strong partnership working, with organisations in South Gloucestershire and neighbouring
areas.
Further details of specific initiatives are contained in the South Gloucestershire Planned Care
Strategy.

Recommendations for consideration by
commissioners
As detailed in the Planned Care Strategy the key priorities for the next few years are:
Prevention: To embed prevention and self-care along the planned care pathway, reducing
or delaying the need for treatment where possible, with initial priorities around making every
contact count and maximising opportunities for exercise for musculoskeletal patients;
Community: To provide care closer to home and in the community to help patients control
their health choices.
Access: To enable South Gloucestershire residents to be able to access the right health
care at the right time and constitutional standards are met. Actions to address this include
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working with GPs on referral management strategies, improving access for disadvantaged
populations, and review capacity and demand in T&O;
Choice: Provide patients with an informed choice of provider;
Quality: Continuously improve patient experience and clinical outcomes, ensuring systems
are developed to respond to patient feedback and working with clinicians to improve data on
outcomes;
Efficiency: Minimising waste and maximising value by moving care into different settings
and reducing procedures with low clinical value, with a focus on improving performance in
areas identified in the NHS Productivity tool. This includes reducing DNAs, reducing
unnecessary outpatient follow-ups and increasing the proportion of surgery undertaken as a
day case.
Collaboration: Working with the wider health and social care community to enhance the
patient journey with organisations in South Gloucestershire and neighbouring areas.

Recommendations for needs assessment work
Further work is need to on needs for understanding the planned care requirements for specific
disease areas, including musculoskeletal services. Improved data on prevention in the planned
care pathway, clinical outcomes, future demand for services and inequalities in provision for
specific planned care services is required.
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Prison Health
Summary
South Gloucestershire has 3 prisons within its county boundaries: HMP Ashfield – a category C
male prison, HMP Leyhill – a category D open prison, and HMP Eastwood Park – a closed female
prison. Given the relatively small geographic area that South Gloucestershire covers, this is high
compared to the rest of England & Wales. As at December 2015, Eastwood Park held 343
prisoners, Leyhill 511 prisoners, and Ashfield 397 prisoners. The prison population is not static; the
churn rate (number of times a prison place is used each year) is 4.49 HMP Eastwood Park, 0.49
HMP Ashfield, and 1.24 HMP Leyhill. Both Leyhill and Ashfield have a significant number of older
prisoners. Eastwood Park (EWP) is a female prison with generally a younger population. Nationally,
the age of prisoners is rising, with the expectation for this to increase significantly over the next
5-10 years. The prison population is characterised by having experienced high levels of adverse
childhood and social factors including high levels of domestic or sexual abuse, high levels of
mental ill health, and low levels of educational attainment. Other health problems disproportionately
affecting the prison population include substance misuse, hepatitis B and C. This JSNA is based
on findings from a health and social care needs assessment of each prison undertaken in January
2015 and needs assessments undertaken to inform drug and alcohol treatment planning for 2015.
The main social care needs identified include: reduced mobility (17.1% Ashfield; 5.7% Eastwood
Park; 8.7% Leyhill); disability (13.8% Ashfield; 1.2% Eastwood Park; 10.9% Leyhill); and diabetes
(8.0% Ashfield; 3.0% Eastwood Park; 8.0% Leyhill); and obesity (17.0% Ashfield; 20.0% Eastwood
Park; 24.0% Leyhill). Mental health and substance misuse issues amongst the prison population
are substantial. In Leyhill, 56% of new receptions were referred to the substance misuse team in
2014. In Eastwood Park, 21% of women reported having a mental disorder. In Ashfield, 20% of
prisoners had received medication for mental health problems, 13% had tried to harm themselves
in prison and 3% of prisoners left like self-harming or suicide. Prisoners in Leyhill reported a lot of
substance issues related to misuse of prescription medicine. Responsibility for the commissioning
and delivery of health and social care services in South Gloucestershire’s prisons is shared across
a number of agencies. South Gloucestershire Council social care commissioners commission
Bristol Community Health CIC to provide social care. NHS England, in partnership with National
Offender Management Service (NOMS), Youth Justice Board (YJB) and Public Health England
(PHE), have a responsibility to ensure that prisoners have access to health services that are broadly
equivalent to those the public receives. Primary health services in prison work alongside other
custodial staff to deliver programmes that include smoking cessation, sexual health and prevention
of transmission of blood borne viruses. Recommendations are relevant to all these organisations.

Recommendations for consideration
The priority is to ensure that health and social care services equivalent to the standard that is within the community
continue to be delivered in all of South Gloucestershire’s prisons, and that processes are in place to achieve continuity
of care on release. A series of recommendations are made to achieve this.
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Authors: Kirsty Eastham, Commissioning Manager; Matt Wills, Public Health Programme Lead,
Sarah Weld, Public Health Consultant South Gloucestershire Council; Nick Codner, NHS England

Who is at risk and why?
England and Wales has the highest rate of imprisonment in Western Europe, locking up 149
people for every 100,000 of the population. There has been a rapid expansion in the prison
population in England and Wales over the past twenty years and reoffending rates out of prison
have remained high, according to a report by the Prison Reform Trust published in July 2015[1].
According to the population and capacity briefing for December 2015[2], the prison population
nationally was 85,641 which comprised 81,735 males (95%) and 3,906 females (5%). In line with
the general population, the age demographics of prisoners within HMPS are rising, with the
expectation for this to increase significantly over the next 5-10 years. People aged 60 and over and
those aged 50–59 are the first and second fastest growing age groups in the prison population.
Between 2002 and 2014 there was an increase of 146% and 122% in the number of prisoners
held in those age groups respectively. On 31 March 2014 there were 102 people in prison aged 80
and over. Five people in prison were 90 or older[3][4]. Section 76 of the Care Act 2014[5] makes
provision for local authorities to ensure that services are provided to adults in prison or other
premises, as part of their bail conditions, to access local authority services. In Section 76 (8) it also
outlines the responsibility of the local Safeguarding Adults Board to provide advice or assistance
for any adult with needs for care and support who are at risk of abuse of neglect. The prison
population is characterised by having experienced high levels of adverse childhood and social
factors, and low levels of educational attainment. The population also has high levels of mental
illness. In addition, the prison population has particular health problems linked to offending
behaviours, including drug and alcohol abuse and their complications, such as hepatitis B and C.
Nationally, in 2014 there were 243 deaths in custody, the highest number on record. Over a third
were self-inflicted. Serious assaults have risen by 35% in the last year, along with a rise in assaults
more generally[6]. Levels of many chronic physical disorders (such as epilepsy, asthma, diabetes,
coronary heart disease, and cancer) are similar to those found in an equivalent population (young,
socially deprived, inner-city). However, because of social circumstances prior to entering prison,
many of these chronic conditions may have been relatively poorly treated. Levels of mental health
disorders are significantly greater than the general population, with research pointing to between
70% and 90% of the adult prison population having at least one defined mental health issue. There
are clear issues with the differences between self-reported, surveyed and clinically assessed levels
of disease or well-being amongst all of the prison populations, especially in regard to mental health
and substance misuse levels of need. There is potential for significant resource deviation, either as
an over-provision or under-provision of service if decisions were to be made solely on the basis of
one single indicator. Novel Psychoactive Substances (NPS) use is rising rapidly in the majority of
prison environments. The variability in supply, strength, additives and novel methods of
administration have resulted in a significant increase in prisoners suffering adverse reactions
requiring urgent medical attention. Long term health impacts from single and prolonged usage of
NPS are still unclear. The Justice Commission Inquiry into Older Prisoners highlighted that there is
“considerable academic and practical debate with regard to the age at which a prisoner is
considered old…It is frequently argued that, because of the earlier onset of a range of health
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problems amongst the offender population, the term older prisoners should be used to refer to
those aged 50 and over.” Incidences of mental and physical disorders are higher in older prisoners
(50+) in all the prisons in the area.

The level of need in the population
South Gloucestershire has 3 prisons within its county boundaries: given the relatively small
geographic area that South Gloucestershire covers, this is high compared to the rest of England &
Wales. HMP Ashfield - a Category C Male prison holding sex offenders in South Gloucestershire;
HMP Leyhill - a Category D Male Open prison in South Gloucestershire; and HMP Eastwood Park a Closed Female prison in South Gloucestershire. As at December 2015, Eastwood Park held 343
prisoners, Leyhill 511 prisoners, and Ashfield 397 prisoners[7]. South Gloucestershire also hosts
and manages Vinney Green Secure Unit, a Secure Children’s Home providing 24 places for
children and young people on remand or detained for a variety of specific orders. Health needs in
this unit are discussed in the Young Offender Health section of the JSNA. HMP Ashfield has a high
number of older offenders and is a category C prison for sex offenders, which means offenders
tend to be fairly static. HMP Leyhill has a high number of older offenders and adapted facilities
including palliative care. Many of the prisoners have been at Leyhill for many years and the prison
anticipates an increase in offenders serving indeterminate sentence in the future. HMP Eastwood
Park is currently a remand prison with a high turnover of prisoners. There are plans for this to move
to a residential prison in the near future. The prison also has adaptive facilities, a mother and baby
unit, and is in the process of refurbishing a wing for offenders with Personality Disorders. Leyhill
and Ashfield accommodate male prisoners transferred from other prisons. Both have a significant
number of older prisoners. Eastwood Park (EWP) is a female prison with generally a younger
population with a wide range of complex needs including substance misuse and mental health
needs. It serves courts in England and Wales and therefore has a high number of people on
remand. The average length of stay at EWP is 49 – 60 days. As South Gloucestershire hosts one
of the few female prisons in the UK, it is important to note that although some aspects of how
imprisonment affects a woman is clearly gender specific and will only apply to women and not
male prisoners (an example would be facilities for pregnant women), other healthcare elements of
imprisonment are likely to impact women differently or to a significantly different degree[8]:
Women in prison bring with them a considerable amount of vulnerability: one in 10 will have
attempted suicide; half say they have experienced domestic violence and a third sexual
assault. Half of all incidents of self-harm in prisons will be committed by a woman even
though women represent only 6% of the total prison population.
Around one-third of women prisoners report having experienced sexual abuse in childhood.
A survey for HMCIP in 1997 found 49% of young women said that they had experienced
sexual abuse, compared with 17% of young men interviewed.
Two-thirds will be drug dependent or with hazardous levels of drinking
15% have been so seriously mentally ill that they have previously been in a psychiatric
hospital and 80% have had diagnosable mental health problems.
60% of women remanded into custody do not receive a custodial sentence
Many women will be entering custody from positions of poverty and with very little social
738/885

www.southglos.gov.uk

contact.
Additionally, the prison population is not static with prisoners arriving and being released or
transferred. A simple measure of this rate of change is the churn rate, which is essentially the
number of times a prison place is used each year. Churn rates are:
HMP Eastwood Park – 4.49
HMP Ashfield – 0.49
HMP Leyhill – 1.24
As at March 2015 Eastwood Park held 348 female prisoners. Their ages were:
Under 50 322
Aged 50-59 18
Aged 60-64 4
Aged 65 -74 4
229 prisoners described themselves as disabled. 328 prisoners were of White British ethnicity with
rest being a mixture of ethnic origins. As at March 2015 Leyhill held 511 male prisoners. Their ages
were:
Under 50 347
Aged 50-59 101
Aged 60-69 45
Aged 70-79 16
Aged 80-89 2
208 prisoners described themselves as disabled. 376 prisoners were of White British ethnicity, 23
Black or Black British Caribbean and the rest being a mixture of ethnic origins. Ashfield held 400
male prisoners. Their ages were:
Aged 18-40 156
Aged 40-60 179
Over 60 69
129 described themselves as disabled. 305 white British, 17 black British/ black British African, 15
Black British/ black British Caribbean and the rest of a mixture of ethnic origins. In January 2015 a
health and social care needs assessment of each prison was undertaken. The main social care
needs are outlined below:
ASHFIELD
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40 (8.7%)

67 (17.1%)

19 (5.7%)

Reduced mobility
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54 (13.8%)

50 (10.9%)

Disabled
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14 (3.1%)

Walking distance
reduced

5 (1.3%)
2 (0.6%)

Uses wheelchair

5 (1.1%)

0 (0.0%)
3 (0.8%)

Health Needs according to QOF Registers:
CONDITION

ASHFIELD

EASTWOOD PARK

LEYHILL

Asthma

13%

19%

12%

Cancer

2%

0%

2%

Cardiovascular Disease Primary Prevention

4%

0%

1%

Diabetes

8%

3%

8%

Epilepsy

1%

3%

1%

Heart Failure

1%

0%

1%

Hypertension

21%

6%

22%

Learning Difficulties

2%

0%

2%

Secondary Mental Health

3%

4%

3%

Obesity

17%

20%

24%

Secondary Prevention Of Coronary Heart
Disease

6%

1%

8%

Stroke and TIA

2%

1%

4%

A full Adult Mental Health and Wellbeing Needs Assessment for South Gloucestershire was
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published in June 2015 which specifically included the following for the prison population: Leyhill
2% of men reported having a mental health disorder (self-report).
56% of new receptions were referred to the substance misuse team.
The most prevalent primary drug on the substance misuse caseload was alcohol (51%),
followed by heroin (15%) and cannabis (13%). No information on dual diagnosis was
available
32% of substance misusers had previously injected, with 68% never injecting, and none
currently injecting.
Eastwood Park
21% of women reported having a mental health disorder (self-report).
However, in the HMIP Report for HMP Eastwood Park (October 2014) which states in survey
(sample 92 prisoners) that 70% of women at Eastwood Park said they had a self- declared
Mental Health or emotional health problem, compared to an average of 55% across
comparator prison establishment sites.
60% of women on the substance misuse caseload abused opiates; 46% reported heroin as
their primary drug of choice, followed by alcohol (27%), crack (9%) and amphetamine (5%).
40% of substance misuse clients were currently injecting, 25% had previously injected, 34%
had never injected and 1% declined to answer.
There were no official data on dual diagnoses, although between 20 and 30 referrals are
made monthly, mostly for depression/ low mood.
There were 412 self-harm incidents in the prison in 171 prisoners from January to June
2012; no prisoners presented with prolific self-harm (>20 episodes) in that period.
Ashfield
20% of prisoners had received medication for mental health problems.
13% of prisoners had tried to harm themselves (in prison).
17% of prisoners had tried to harm themselves (outside prison).
3% of prisoners felt like self-harming or suicide.
Data were not available on substance misuse. However staff commented that a lot of
substance misuse issues were due to misuse of prescription medication in the prison and
not use of illicit drugs.
Staff also reported that there was high comorbidity between substance misuse and mental health
problems in prison. [1]
http://www.prisonreformtrust.org.uk/Portals/0/Documents/Prison%20the%20facts%20May%2020
15.pdf [2] https://www.gov.uk/government/statistics/prison-population-figures-2015 [3]
http://www.prisonreformtrust.org.uk/ProjectsResearch/Olderpeopleinprison [4]
http://www.parliament.uk/documents/commons-committees/Justice/Older-prisoners.pdf [5]
http://www.legislation.gov.uk/ukpga/2014/23/section/76/enacted [6]
http://www.prisonreformtrust.org.uk/Portals/0/Documents/Prison%20the%20facts%20May%2020
15.pdf [7] https://www.gov.uk/government/statistics/prison-population-figures-2015 [8]
https://www.justiceinspectorates.gov.uk/hmiprisons/wp-content/uploads/sites/4/2014/07/Women
-in-prison-20061.pdf
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Current services and assets in relation to need
Social care
Bristol Community Health CIC are commissioned to provide social care in prisons in South
Gloucestershire. 1 Social Worker and 1 Senior Practitioner are seconded from South
Gloucestershire Council’s Children, Adults and Health Department to carry out assessments and
work with Bristol Community Health to ensure that the social care service is delivered
effectively. The delivery model is detailed in Appendix A. The aims of the service are to be flexible,
effective and integrate fully with current health services and prison services to ensure a personcentred plan of support. The key objectives are to:
Promote health and wellbeing and independent living, including manual handling and falls
prevention
Contribute to assessments and Care and Support Plans
Bridge current gaps in provision for the health and social care of prisoners
Identify trends and offer practical solutions (including aids) to assist prisoners with identified
health and social care needs
Reduce the need for greater clinical interventions by assisting individuals much earlier in their
care plan
Work as an integrated team member and in a co-ordinated way, to support prisoners at the
end of their lives
The service will:
Be Outcomes driven
Adopt a person-centred approach
Adopt enabling / re-abling and recovery approach
Reduce dependency
Data on the level of need and delivered services from 01.04.15 – 31.07.15 are detailed in
Appendix B.

Health care
NHS England, in partnership with NOMS, Youth Justice Board (YJB) and Public Health England,
have a responsibility to ensure that prisoners have access to health services that are broadly
equivalent to those the public receives from the comprehensive health service, including
Immigration and removal centres, and Secure Training centres (STCs) and Secure Children Homes
(SCH). This responsibility will extend in 2016 to include police custody suites. All places of
detention must provide health education, patient education, prevention and other health promotion
interventions within that general context. Primary health services in prison and other
accommodation of a prescribed description works alongside other custodial staff and delivers
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programmes that specifically address:
Mental Health Promotion and Well-being,
Smoking cessation/reduction. Including:
Smoking cessation services are clearly identified
Work in collaboration with the prison and all health to achieve a good standard of service,
PRISON, SMS, MH, PEI’s and the prison and tobacco services in the LA
Working with the prison around the use of e-cigarettes to work with individuals who choose
this route and link to dual use with e-cigarettes and NRT;
Healthy eating and nutrition, including BMI assessments
Healthy lifestyles, including relationships
Sexual health, parenting skills and healthy sexual development
Prevention of the transmission of blood borne viruses to include the provision of disinfecting
tablets for sterilisation
The training of people in prison and other accommodation of a prescribed description as
peer educators- health trainers
Access to a range of physical exercise programmes appropriate to age and needs
Rebuilding of fragmented family and peer relationships.

Projected service use and outcomes in first 5
years and 5-10 years
The prison population is growing. Nationally, the age demographics of prisoners within HMPS are
rising, with the expectation for this to increase significantly over the next 5-10 years.

Evidence of what works
Research shows which approaches best support prisoners so that they don’t re-offend. In
addition, the prison healthcare interventions available are important factors in addressing
conditions that are not commonly treated well in the community because of a lack of engagement
or the transient nature of some prisoner demographics. Prison is often the first time that chronic
infections, such as Hep C, are identified and treated. Important factors include:
building trust-based relationships
facilitating continuity in relationships – this includes meeting offenders while they are still in
prison.
meeting prisoners at the prison gate
encouraging a belief in the capacity to change, including motivating ex-offenders to change
flexibility – people have individual needs
partnership working and collaboration between services to provide joined-up services. This is
important in providing all-round support
using peer advisors gives endorsement and helps build trust.
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User views (on need, services / assets and gaps)
It is important that engagement for any patient population is experienced as meaningful and
valued, and for this patient population this is of paramount importance. For many prisoners there
is a requirement to recognise that there will be a lack of expectation of positive outcomes and
often a history of under attainment in educational settings and a resistance and distrust of the
‘establishment’. In all cases it is critical to manage engagement in respect of how it will inform
commissioning intentions and a clear model of engagement will be developed, supported by the
healthcare provider, which supports the commissioning cycle. There is a significant recognition that
this particular population provides challenges in eliciting responses, both in respect of accessibility
and preparedness to engage. There are a number of service user involvement services which both
South Gloucestershire Council and NHS England has a duty to engage with and these have been
mapped and will be enabled to support NHS England’s Health and Justice Operating Framework.
The health and social care needs assessments that this JSNA is based on include user views
collected surveys of prisoners as well as prison staff as well as focus groups. Key findings were:
Prisoners agreed that it was generally easy to access healthcare.
Dental, optician and podiatry services had the lowest scores for ease of access. Access to
dental services was also highlighted as an issue in staff interviews. In addition to being
difficult to see, a number of prisoners reported that the quality of dental care they received
was poor.
Anxiety/depression was highlighted as the biggest issue out of all the general health areas
asked about.
A high number of older prisoners reported mobility issues, and said that they are not
receiving the help they would like to move around the prison, manage medication, the night
time routine, and eating and drinking. This is an area of unmet social care need.

Equalities
An Equality Impact Assessment on Prison Social Care was carried out in December 2014 to
assess the impact of South Gloucestershire Council taking over the responsibility for care and
support of prisoners with an assessed need. The main findings were as follows:

Equalities issues identified
Currently offenders’ social care needs are met in a variety of ways which results in an inconsistent
approach to meeting needs. The provision of care and support for those in custodial settings from
April 2015 will be based on the principle of equivalence so local authorities will be required to
provide an equivalent level of care and support as the rest of the population receives, subject to
the constraints and circumstances of custodial settings.
Nationally the age demographics of prisoners are rising with the expectation for this to
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increase significantly over the next 5 -10 years. This means that there is a growing need for
personal care to be delivered within prisons.
It is well recorded that some older prisoners have a physical health status 10 years older than
their contemporaries in the community. The two male prisons have a high number of older
prisoners.
All three prisons have adapted facilities and HMP Leyhill has a palliative care unit. This could
result in a higher number of prisoners with social care needs being transferred to South Glos
prisons.
HMP Eastwood Park has a mother and baby unit.
HMP Ashfield is a sex offender’s prison.
A high proportion of the prisoners at HMP Leyhill have been there for many years and the
prison anticipates an increase in offenders serving indeterminate sentence in the future.
There is a higher number of prisoners with mental ill health than in the general population.
Particular attention will need to be made for people on the autistic spectrum and people with
learning difficulties to ensure needs do not go unaddressed.
Consideration on how information is shared will need to be considered for prisoners with
cognitive impairments (including dementia), learning difficulties, and prisoners with
communication difficulties and/or sensory impairment and for prisoner’s where English is not
their first language.
Considering all of the data and information above, the following is what we will do to ensure we
meet the needs of the customer:
Gain a better understanding of the number of prisoners with social care needs and the level
of need.
Work with the prisons to deliver Care Act awareness sessions to prison staff.
Commission a flexible service that integrates fully with current health and prisons services
that is equitable with the same services provided in the community.
Provide information and advice in a format which is accessible and appropriate to the needs
of prisoners as well as meeting the restrictions of the prison regime
Provide independent advocacy support by advocates that have an understanding of how
prisons work and the constraints that operate upon individual support.
Routinely monitor the service to ensure that it is flexible and responsive to the needs of the
prisoners.
Care planning and delivery of services must take into consideration the diversity of the prison
population. The delivery of services must be equitable for all prisoners irrespective of the nature of
their offence, age, race, sexual orientation, ethnicity and disability. (Disability includes sensory,
mental health, long term conditions, learning difficulties and physical disabilities.) Equality Impact
Assessments must be undertaken as appropriate.
All prisoner contact and activity (including access) must be monitored by the healthcare
provider according to age, race, sexual orientation, ethnicity and disability, with remedial
action taken as required.
The healthcare provider’s employees and sub-contractors must receive training in equality
and diversity etiquette and be trained in Equality and Human Rights legislation and the Public
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Sector Equality Duty.
Patients must be treated as individuals with respect for their dignity and sensitivity for their
diverse needs.

Unmet needs and service gaps
This needs assessment has not considered the needs of offenders in the community. Whilst every
area in England undertakes a Prison Health Needs Assessment (HNA) only a small minority have
done this for the probation population in their local area. An area of concern and one which
highlights service gaps is the reintegration of offenders leaving the prison and returning to the
community. Services need to be responsive to referrals from any prison in England (or Wales).
Care coordination of those known to services should not be discharged when someone enters
prison and we know improved continuity of, and timely access to, care and services will reduce
health deterioration and the need for on-going social care.

Recommendations for consideration by
commissioners
The priority is to ensure that health and social care services equivalent to the standard that is within
the community continue to be delivered in all of South Gloucestershire’s prisons, and that
processes are in place to achieve continuity of care on release. In order to achieve this
recommendations are:
To ensure effective health and social care needs assessment is undertaken for all offenders
at reception into prison and subsequently at appropriate intervals throughout their sentence
or whenever their health and social care needs change significantly.
To ensure that health and social care assessments and delivery maintain a focus on
reablement and maintaining independence.
To ensure that key health and social care indicators are defined in order to monitor
population health outcomes and service performance, and that data collection methods are
in place to collate this information e.g. intravenous drug use status, use of non-psychoactive
substances, blood borne virus status, mental health and wellbeing.
To ensure that all prisons have systems in place to test for blood borne viruses, offer
Hepatitis B vaccination, information and advice about prevention and treatment of, and
referral for treatment when appropriate.
Ensure that good sexual health services are available to all prisoners and that staff have
adequate training to be able to respond to relevant issues if they arise. This should include
awareness of safeguarding protocols.
To ensure that support and advice regarding sexual abuse and domestic violence is available
to all prisoners and that staff have adequate training to be able to respond to relevant issues
if they arise. This should include awareness of safeguarding protocols.
To continue to develop links with the Multi-agency Risk Assessment Conferences (MARACs)
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both in South Gloucestershire and nationally
Continue to ensure prison health and social care services provide adequate treatment and
support options for older prisoners, working with various agencies to cover specific issues
faced by this age group.
To increase detection rates and support for those with learning difficulties, autism and
physical disabilities by the use of an evidence based screening tools on reception and
ongoing as required.
To ensure the mental wellbeing of all prisoners by providing a robust mental health and
wellbeing service that includes mental health promotion. Prisoners should have timely access
to a full range of support for mild and moderate mental health problems, including
counselling, clinical psychology and group therapies.
To reduce the rates of self-harm and suicide attempts by working cohesively with the prison
side and healthcare to minimise and contain risk.
To ensure continuity of care across all discharge areas is effective and assists in ensuring
that those receiving health and social care services continue to do so upon release from
prison. To be achieved by working closely with community teams in designated areas of
release and looking to introduce clients to agencies prior to release.
Ensure a partnership approach is maintained in commissioning and delivery of a substance
misuse treatment service which is holistic and embeds ‘Recovery Oriented’ outcomes.
To ensure that effective evidence based plans are in place for prevention of infection and
communicable disease control including vaccination and outbreak management.
To review services that prisoners have reported difficulties in accessing including dentistry,
opticians and podiatry.
To ensure a focus on healthy lifestyle promotion, prevention and early identification of ill
health including giving prisoners the right skills and environment to make healthy choices
easier. This might include smoking cessation, reviewing gym access and other opportunities
for physical activity and ensuring prison food includes healthier options.
To ensure recovery plans focus the service user on attaining sustained recovery. This needs
to acknowledge the individual’s Recovery Capital, clinical and psychosocial need and ensure
essential Education, Training, Employment and Housing needs are identified; this will
encourage a more effective bio-psycho-social model.
To ensure a comprehensive workforce development strategy is in place to meet clinical
guidelines relating to ensuring staff are adequately trained.

Recommendations for needs assessment work
To ensure an annual Needs Assessment continues to be developed. This needs to work in
partnership with local strategic documents such as JSNA, NOMS and Ministry of Justice
papers. This should take into account the diverse and complex nature of the client profile and
meet the needs of some of our highest risk service users across aspects of health, crime and
social wellbeing.
Consider undertaking a needs assessment of offenders in the community in partnership with
local Probation Services.
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Safeguarding in adults and children
Summary
Safeguarding is everyone’s responsibility. Everyone who comes into contact with children and
families has a role to play. Whilst local authorities have overarching responsibility for safeguarding
and promoting the welfare of all children and young people and adults at risk in their area, this is
worked on in partnership with health, the Police and both children and adult safeguarding. There
were 179 Looked After Children in South Gloucestershire in 2016/17. Of these, 91 children and
young people became looked after in the year and 77 children who were looked after, ceased to
be. The number of Looked After Children is at its highest since 2011/12. 186 children and young
people were subject of a Child Protection Plan during the year 2016/17. In total, 59 children and
young people became the subject of a Child Protection Plan for a second or subsequent time.
While the trend of children subject of child protection has fallen and shown a period of stability, the
number of children becoming subject of a second or subsequent Child Protection Plan has
fluctuated since 2012/13. Over the course of 2016/17 2,401 children and young people were the
subject of a referral to social care, 22.5% of referrals to Social Care were a second or subsequent
referral. Over the last 3 years the number of children and young people referred to Social Care has
increased steadily although there was a decrease in 2015/16 (2,065 referrals). There were 1,103
alerts recorded during 2016/17 regarding adults, this marks the second consecutive year of a
reducing number of alerts. The most common type of alert was for people with physical disability
or learning disability support (especially for those aged 18 – 64). In 2016/17, the most common
types of abuse were neglect (45%), physical (25%) and financial (12%) or emotional/psychological
(12%). South Gloucestershire has a Local Safeguarding Children Board and a Safeguarding Adults
Board, with membership from key agencies, aimed at helping and protecting children and adults
from abuse.

Recommendations for consideration
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Safeguarding Children Board: Implement the five key strategic
priorities for safeguarding children, as outlined in the
Safeguarding Children Board business plan. These are: to ensure
there is effective multi agency action to identify, assess and
reduce the risk of Child Sexual Exploitation; to actively seek to
capture and act upon the voice of those affected by safeguarding
concerns; to ensure that children within the 0-25 service receive
an appropriate and timely response in relation to safeguarding
concerns; to challenge and assure the quality of safeguarding
practice in South Gloucestershire; to ensure that processes of the
Board are rigorous and effective and are evaluated for their
impact on outcomes for children. Safeguarding Adults Board:
Implement the five key strategic priorities for safeguarding adults
at risk, as outlined in the Safeguarding Adults Board business
plan. These are: to ensure effective leadership, roles and
responsibilities within the Safeguarding Board; to actively seek to
capture and act upon the voice of those affected by safeguarding
concerns; strengthen Board communication, member
dissemination, practitioner feedback; assuring the quality of
safeguarding practice in South Gloucestershire and prioritising
and sharing best practice; to promote a learning and
improvement culture which responds to identified developments
and actions.

Who is at risk and why?
Child and adult abuse and maltreatment occurs in all sectors of society. There are also particular
groups who by nature of their socio-economic, physical or mental health, or because of preexisting disability are at higher risk. Working Together to Safeguard Children 2015 states that:
Local authorities have overarching responsibility for safeguarding and promoting the welfare of all
children and young people in their area. They have a number of statutory functions under the 1989
and 2004 Children Acts which includes specific duties in relation to children in need and children
suffering, or likely to suffer, significant harm, regardless of where they are found. The Director of
Children’s Services and Lead Member for Children’s Services in local authorities are the key points
of professional and political accountability, with responsibility for the effective delivery of these
functions. Whilst local authorities play a lead role, safeguarding children and protecting them from
harm is everyone’s responsibility. Everyone who comes into contact with children and families has
a role to play. Safeguarding and promoting the welfare of children is defined for the purposes of
this guidance as:
protecting children from maltreatment
preventing impairment of children's health or development
ensuring that children grow up in circumstances consistent with the provision of safe and
effective care
taking action to enable all children to have the best outcomes
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Local agencies, including the police and health services, also have a duty under section 11 of the
Children Act 2004 to ensure that they consider the need to safeguard and promote the welfare of
children when carrying out their functions. A child is defined as anyone who has not yet reached
their 18th birthday. Under section 10 of the same Act, a similar range of agencies are required to
cooperate with local authorities to promote the well-being of children in each local authority area.
This cooperation should exist and be effective at all levels of the organisation, from strategic level
through to operational delivery. Professionals working in agencies with these duties are responsible
for ensuring that they fulfil their role and responsibilities in a manner consistent with the statutory
duties of their employer. Section 13 of the Children Act 2004 requires each local authority to
establish a Local Safeguarding Children Board (LSCB) for their area and specifies the organisations
and individuals (other than the local authority) that should be represented on LSCBs. Section 14 of
the Children Act 2004 sets out the objectives of LSCBs, which are: (a) to coordinate what is done
by each person or body represented on the Board for the purposes of safeguarding and promoting
the welfare of children in the area; and (b) to ensure the effectiveness of what is done by each such
person or body for those purposes.

The level of need and inequalities in the local
population
Looked After Children
Figure 1 below shows the number of Looked After Children in South Gloucestershire for the last
five years. There were 179 Looked After Children in South Gloucestershire in 2016-17. Of these,
91 children and young people became looked after in the year (a decrease of 5 compared to
2015/16) and 77 children and young people who had previously been looked after ceased to be
(compared to 102 in 2015/16). The overall number of Looked After Children has remained relatively
stable other than a considerable decrease in 2013/14. Figure 1: Looked after children

Child Protection Plans
There has been a small increase in the number of children and young people subject of Child
Protection. 186 children and young people were subject of a Child Protection Plan during the year
2016/17, an increase (5%) on the previous year and a 7.5% increase since 2014/15. The number
of children and young people becoming subject of a second or subsequent child protection plan,
has increased by 9% on the previous year. Figure 2: Child protection plans
752/885

www.southglos.gov.uk

Referrals to Children’s Social Care
Over the course of 2016/17 2,401 children and young people were the subject of a referral to
social care, an increase of 16.3% on the previous year, and in-line with the number of referrals in
2014/15. As the number of referrals have increased so has the proportion of re-referrals; with a rise
of 3.1% when compared to re-referral rates in 2015/16. The number of re-referrals is the highest in

5 years (2012/13). Figure 3: Onward referrals

Safeguarding adults at risk
The Care Act 2014 outlines a key responsibility of the local authority as promoting individual wellbeing. The general duty of a local authority, in exercising a function in the case of an individual, is
to promote that individual’s well-being. “Well-being”, in relation to an individual, means that
individual’s well-being so far as relating to any of the following—
personal dignity (including treatment of the individual with respect)
physical and mental health and emotional well-being
protection from abuse and neglect
control by the individual over day-to-day life (including over care and support, or support,
provided to the individual and the way in which it is provided)
participation in work, education, training or recreation
social and economic well-being
domestic, family and personal relationships
suitability of living accommodation
the individual’s contribution to society
The section of the care act that deals with safeguarding adults at risk of abuse or neglect, sections
42 – 47 states: This section applies where a local authority has reasonable cause to suspect that
an adult in its area (whether or not ordinarily resident there):
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has needs for care and support (whether or not the authority is meeting any of those needs)
is experiencing, or is at risk of, abuse or neglect
as a result of those needs is unable to protect himself or herself against the abuse or neglect
or the risk of it
The local authority must make (or cause to be made) whatever enquiries it thinks necessary to
enable it to decide whether any action should be taken in the adult’s case (whether under this Part
or otherwise) and, if so, what and by whom. “Abuse” includes financial abuse; and for that purpose
“financial abuse” includes:
having money or other property stolen
being defrauded
being put under pressure in relation to money or other property
having money or other property misused
The Care Act also stipulates that:
1. a) Each local authority must establish a Safeguarding Adults Board (a “SAB”) for its area
2. b) The main objective of a SAB is to assure itself that local safeguarding arrangements and
partners act to help and protect adults in its area who meet the statutory criteria. The
safeguarding duties apply to an adult who has needs for care and support (whether or not
the local authority is meeting any of those needs) who is experiencing, or at risk of, abuse or
neglect and as a result of those care and support needs is unable to protect themselves from
either the risk of, or the experience of abuse or neglect
3. c) The way in which a SAB must seek to achieve its objective is by coordinating and ensuring
the effectiveness of what each of its members does
4. d) A SAB may do anything which appears to it to be necessary or desirable for the purpose
of achieving its statutory objectives
Membership of the SAB is prescribed by the Care Act as the local authority, the CCGs in the area
and the chief officer of the area’s police. Regulations permit membership from other organisations
as appropriate, in consultation with SAB partners from the CCG and the police. SABs should
assure themselves that the Board has the involvement of all partners necessary to effectively carry
out its duties.

Summary of Safeguarding Activity in South
Gloucestershire
When someone contacts South Gloucestershire Council’s Customer Service desk about a
situation which concerns them a record is made of that contact. If it is felt to meet a certain
threshold it is called an alert. Trained staff within South Gloucestershire make a decision based on
the information they have been given as to whether the situation is one which requires further
investigation within the safeguarding process. If so, a referral is generated. The referral will be
closed at the end of the safeguarding involvement whether this is after a few days of information
gathering and analysis or after several months of investigation including a risk assessment and the
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development and implementation of a safeguarding plan. The number of alerts made to South
Gloucestershire Council is 1,103 for 2016/17, this is in line with alerts received during 2011- 2014,
but low compared to 2014 – 16. Referrals have been gradually decreasing since 2014/15, and are
at the lowest (323 referrals) they have been during 2011 – 2017. Completed referrals have
decreased during 2016/17, within the Annual Report for the Adults Safeguarding Board this is
explained by lower level concerns being recorded as enquiries rather than referrals. If enquiries and
referrals were added together for 2016/17 there would have been an increase from the previous

year. Figure 4:
Completed referral by Outcome: All
alerts are carefully assessed. With further information gathering, some are found not to be
safeguarding, some will concern an episode of abuse that has already been resolved and some will
need further investigation. Whenever the episode is closed a decision will need to be made about
whether the abuse is thought to have been substantiated. Most safeguarding referrals identify a
risk (76.8%), this is a small increase from 2015/16 (70.3%) when more cases had no risk identified
(15/16 26.5%, 16/17 19.6%). Figure 5a: Completed referrals by outcome 2016/17

Referral Outcome

2015-16

2016-17

No Risk Identified

26.5%

19.6%

Risk Identified

70.3%

76.8%

Risk Inconclusive

3.1%

3.5%

Alerts by age and service user group 2016-17. As with previous years, the highest number of
alerts is in those supported for physical support, primarily for those aged 85 years or above. Those
aged 85+ also have high alerts for memory and cognition. In those aged 18 – 64 the majority of
alerts are related to individuals receiving support for learning disabilities. Figure 6:
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Referrals by category of abuse
The category of abuse for referrals in 2016/17 is similar to previous years. Neglect accounts for
almost half (45%) of the abuse causing referrals in 2016/17. One in four referrals relate to physical
abuse (25%), which is the same as the 2015/16. There has been a small decrease in the
proportion of referrals relating to financial abuse (16% 15/16 and 12% 16/17), and a small increase
in referrals relating to emotional or psychological abuse (10% 15/16, 12% 16/17). Figure 7:

Abuse Type

2013-14

2014-15

2015-16

2016
-17

Physical

22%

27%

25%

25%

Sexual

4%

4%

3%

4%

Emotional/Psychological

12%

11%

10%

12%

Financial

19%

12%

16%

12%

Neglect

40%

43%

45%

45%

Discriminatory

0%

0%

0%

0%

Organisational

0%

0%

0%

2%
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Institutional investigations 2016-17
There continue to be a significant number of full institutional investigations. The level of enquiry is
proportionate and varies from a desk top review to a full investigation which can last for many
months. Based on the number registered with the Care Quality Commission there are 22 care
homes with nursing and 59 care homes without nursing in South Gloucestershire. There are 45
domiciliary care providers, 8 supported living services and 6 extra care housing services. There are
921 beds within the care homes with nursing and 1,026 within the care homes. This reflects the
fact that the majority of nursing homes are for older people and have between 40 and 80 beds.
The care homes will range from 4 to 50 beds with many being small homes in the 4 – 10 bed
range providing services for people with learning difficulties. During 2016-17 a significant number
of services were subject to examination by the organisational safeguarding team. This review
involves examining the concerns to establish if there are any themes and also to review whether
the concerns were substantiated. If there are concerns contact would be made with
Commissioning teams to determine next steps. The aim is to achieve the earliest intervention with
providers in order that concerns are tackled effectively and promptly. There were 58 occasions
where situations progressed to initial screening or beyond. Of these 41 went to a full review with
other services within the multi-agency forum and this was sufficient to satisfy the teams that no
further action was needed. Four of the situations involved services within another local authority
area who took the lead with our support and involvement. Of the remaining 13 situations there was
more significant multi-agency engagement and action. In a small number of situations it was
necessary to stop placing people with a service whilst action was taken to ensure a safe provision.
Of the 13 circumstances 4 investigations relate to nursing homes. Six residential care homes, 2
domiciliary care providers and 1 day care provider also required this level of intervention. In all of
these cases there was strong multi-agency work including Care Quality Commission, local health
services and commissioners.

Recommendations for consideration by
commissioners
Key priorities for safeguarding children
Implement the five key strategic priorities for safeguarding children, as outlined in the Safeguarding
Children Board business plan. The key strategic priorities for safeguarding children, as outlined in
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the Safeguarding Children Board business plan are as follows:
to ensure there is effective multi agency action to identify, assess and reduce the risk of Child
Sexual Exploitation;
to actively seek to capture and act upon the voice of those affected by safeguarding
concerns
to ensure that children within the 0-25 service receive an appropriate and timely response in
relation to safeguarding concerns
to challenge and assure the quality of safeguarding practice in South Gloucestershire
to ensure that processes of the Board are rigorous and effective and are evaluated for their
impact on outcomes for children
The South Gloucestershire Safeguarding Children Board business plan for 2017 – 18 covers the
key priorities in more depth. This can be found at: http://sites.southglos.gov.uk/safeguarding. The
points for the business plan are formulated by the multi-agency safeguarding board in response to
local data and intelligence, national priorities, learning from serious case reviews and case reviews.

Key priorities for safeguarding adults at risk
Safeguarding Adults Board: Implement the five key strategic priorities for safeguarding adults at
risk, as outlined in the Safeguarding Adults Board business plan. The key strategic priorities for
safeguarding adults at risk, as outlined in the Safeguarding Adults Board business plan are as
follows:
to ensure effective leadership, roles and responsibilities within the Safeguarding Board
to actively seek to capture and act upon the voice of those affected by safeguarding
concerns
strengthen Board communication, member dissemination, practitioner feedback
assuring the quality of safeguarding practice in South Gloucestershire and prioritising and
sharing best practice
to promote a learning and improvement culture which responds to identified developments
and actions
The South Gloucestershire Safeguarding Adults Board business plan for 2017 – 18 covers the key
priorities in more depth. This can be found at: http://sites.southglos.gov.uk/safeguarding. The
points for the business plan are formulated by the multi-agency safeguarding board in response to
local data and intelligence, national priorities, learning from serious case reviews and domestic
homicide reviews.

Recommendations for needs assessment
work
Explore how demographic data collected by children and adult safeguarding teams can be used to
better understand which population groups are at higher risk of safeguarding incidents. This data
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should be used to identify and describe any inequalities within the local population including
variation by socioeconomic status, geographical location (including Priority Neighbourhoods) and
groups at higher risk. Findings should be used to inform targeting of prevention and early
interventions and to protect children and adults from harm.
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Sensory Impairment
Summary
Visual impairment is primarily a factor of old age. By the age of 60, one person in 12 can expect
some degree of sight loss. Groups at higher risk of developing sight loss include smokers, people
who are obese, diabetics, stroke survivors, people with a learning difficulty and those living in
deprived areas. Over 50% of sight loss is due to preventable or treatable causes. Sensory
impairment increases the risk of poverty, social isolation, depression, and dementia and has
significant financial implications for the individual, carers and health and social care services. It is
estimated that there are 7,740 people in South Gloucestershire living with sight loss. This is
expected to rise to 12,550 by 2030. In South Gloucestershire, there are an estimated 2,322 cases
of Age Related Macular Degeneration (AMD), 2,479 glaucoma cases, 2,425 people with cataracts,
and 3,139 people with low vision. Screening for diabetic retinopathy was 84.7% in 2012/13, higher
than the national average. In 2013/14, 84 people had a new certificate of visual impairment (CVI)
due to sight loss. The rate is lower than the England average but has risen considerably in recent
years. In 2014, 740 people locally were registered blind or partially sighted, a reduction from the
2008 figure of 890. The majority of registered people had an additional disability. Estimates of the
number of people who were Deafblind in 2015 was 1,746 – this number is expected to rise to
2,437 by 2030. The most common cause of hearing loss is ageing, with more than 70% of people
over 70 having some degree of hearing loss. Around one in every 10 adults are affected by tinnitus.
One in every 900 babies born every year have some degree of hearing loss. In 2013/14, coverage
of the new born screening programme in South Gloucestershire was 94.5%, significantly lower
than the national average of 98.5%. Deafblindness affects around 70 people in every 100,000 over
the age of 60. In South Gloucestershire, approximately 26,900 adults have a moderate to severe
hearing loss, projected to rise to 38,643 by 2030. Of these, 583 people will have a profound
hearing loss, projected to rise to 936 by 2030. There are issues with delay in seeking help with
hearing loss, lack of communication support to access to treatment and support services, and
support in public places.

Recommendations for consideration
Raise awareness of all sensory impairments and ensure equity of access to services, particularly
those from deprived community, vulnerable groups including those with learning difficulties.
Visual impairment: action is needed to improve early detection and treatment (promotion of
regular eye tests); explore potential for more eye services in the community; review support
available post diagnosis; map, understand and improve where necessary the sight loss
pathway; review the Certificate of Visual Impairment process. Hearing impairment: early
detection is a priority including improving coverage of new born screening; map, understand
and improve the hearing loss pathway; maintain existing services and support; review public and
retail premises and staff’s preparedness to serve people with hearing impairment; review
support available post diagnosis; review training in communication methods. Deafblind:
Support care homes to recognise if their clients are deafblind; carry out a deafblind needs
assessment; continue to keep records in line with the Care Act.
760/885

www.southglos.gov.uk

Author: Sue Jaques & Kirsty Eastham, Commissioning Manager, South Gloucestershire Council

Who is at risk and why?
The term sensory impairment encompasses visual loss (including blindness and partial sight),
hearing loss (including the whole range) and multisensory impairment (which means having a
diagnosed visual and hearing impairment with at least a mild loss in each modality or
deafblindness).

Visual Impairment
The term visual impairment refers to anyone who is blind or partially sighted. This means they
either are, or meet the criteria for being registered severely sight impaired or sight impaired. It is,
however, important to consider all people living with sight loss. This includes correctable sight loss,
for example people who do not have the right glasses and people with correctable cataracts. Blind
and partially sighted people come from every section of the community and sight loss affects
people of all ages. Each is a unique individual. However there are some common issues and
challenges that affect blind and partially sighted people in particular age groups and problems with
vision can severely impact upon people’s quality of life. Sight loss is linked with a number of health
determinates including, smoking, obesity, stroke, dementia, falls and depression. The leading
causes of sight loss in older people in the UK are uncorrected refractive error, age-related macular
degeneration (AMD), cataract, glaucoma and diabetic retinopathy. Visual impairment affects all age
groups but predominantly older people. By the age of 60, one in 12 people can expect some
degree of sight loss, one in eight by age 75, and one in four by the age of 80. Particular groups
carry a higher risk of developing sight loss:
[1]

The link between smoking and age related macular degeneration (AMD) is as strong as the
link between smoking and lung cancer. Smokers not only double their risk of developing
AMD but also tend to develop it earlier than non-smokers. Furthermore, smoking can make
diabetes (type 1 and 2) related sight problems worse, and has been linked to the
development of cataracts. (see smoking chapter for local data)
Obesity has been linked to several eye conditions including cataracts and AMD. Obesity also
has a strong link to type 2 diabetes and an exacerbation of sight deterioration in diabetic
retinopathy. (see obesity chapter for local data)
Around 60% of stroke survivors have some sort of visual dysfunction following stroke,
typically visual field loss, blurry vision, double vision and moving images. The most common
condition is homonymous hemianopia, a loss of half a person's visual field, which occurs in
30 per cent of all stroke survivors.
Uncontrolled high blood pressure increases the risk of both retinal vein and retinal artery
occlusion. Both conditions can cause sudden loss of vision in one eye and can lead to
further complications.
Adults with learning difficulties are ten times more likely to be blind or partially sighted than
the general population.
[2]

[3]

[4]

[5]

[6]

Populations where there are multiple deprivation indicators have been shown to be more likely to
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[7]

present with eye disease later than others. This increases the risk of sight loss in deprived areas.

Hearing Loss
Hearing loss affects one in six of the population, or eleven million people in the UK. By 2035 it is
estimated that there will be 15.6 million people with a hearing loss in the UK . NHS England’s
Action Plan on Hearing Loss states that hearing loss is responsible for “enormous personal, social
and economic impact throughout life” . People with hearing loss may find it difficult to
communicate with friends, family and health and social care professionals and are greater risk of
social isolation, anxiety, depression and dementia. There is good evidence that hearing aids reduce
these risks and improve quality of life, but many people are waiting too long to get their hearing
tested. Evidence suggests that people wait on average ten years before seeking help for their
hearing loss. People who are deaf and use British Sign Language (BSL) are a linguistic and cultural
minority who also require culturally sensitive care and support to ensure they can communicate
effectively; including the provision of communication support and specialist care It is estimated that
around one in every ten adults are affected by tinnitus with recent data showing this increases to
nearly 17% of 40 to 60 year olds and 25-30% of over 70s The most common cause of hearing
loss is ageing; the prevalence and severity of hearing loss increases with age. More than 70% of
people over 70 have some degree of hearing loss and approximately 40% of over 50 year-olds
have some form of hearing loss. The second most common form of hearing loss after age-related
hearing loss is noise. In the UK, one in every 900 babies born every year have some degree of
hearing loss. Someone with mild hearing loss will hear speech at a much reduced volume, which
may sound like a whisper, and someone with moderate hearing loss with barely hear what is being
said even in a quiet situation. Where there is background noise this will make hearing even more
difficult, and often impossible. People with moderate hearing loss have difficulty in following speech
without a hearing aid. People with severe hearing loss rely on lip reading, even with a hearing aid.
British Sign Language (BSL) may be the first, or preferred, language for people who are deaf,
particularly those people who have been born deaf or have become deaf early in life. Deaf BSL
users usually see themselves as constituting a linguistic/cultural minority known as the deaf
community. For most hard of hearing people spoken language is their only language. This group
includes deafened people, who typically have a sudden onset of severe or profound hearing loss.
This can be as a result of a trauma or illness.
[8]

[9]

[10]

[11]

[12]

[13]

[14]

Deafblind
'Deafblindness' is a distinct impairment, which can be congenital, or acquired. It is a unique
impairment with specific impacts upon the lives of individuals. The difficulties that it creates for
communication, mobility and access to information are vast. The impact upon an individual of dual
loss is significantly different from that of a single loss; as an individual’s ability to compensate is
reduced. The age of acquisition of Deafblindness is a significant factor in the scale of its impact.
Prevalence data suggests that at least 70 people in every 100,000 over the age of 60 are
Deafblind. This section should be considered alongside the following JSNA chapters:
Demographics – age structure and population projections; deprivation; premature mortality
Adults: Frail elderly
Adults: Learning Difficulties
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Adults: Physical Impairment
Adults: Mental Health and Wellbeing, Isolation.
Adults: Obesity, nutrition and physical activity
[1] RNIB [2] As above [3] As above [4] Stroke Association [5] RNIB [6] Eric Emerson and Janet
Robertson, 2011. The Estimated Prevalence of Visual Impairment among People with Learning
Disabilities in the UK. [7] Fraser S, Bunce C, Wormald R, Brunner E. Deprivation and Late
Presentation of Glaucoma: Case-control Study. British Medical Journal. 2001 [8] Action on Hearing
Loss (2015) Hearing matters [9] Department of Health and NHS England, (2015). The Action Plan
on Hearing Loss [10] Davis (1989) The prevalence of hearing impairment and reported hearing
disability among adults in Great Britain. International Journal of Epidemiology, 18, 911–17. [11]
Dawes et al (2014) Hearing in middle age: A population snapshot of 40-69 year olds in the UK. Ear
and Hearing, 35, e44–e51; Holmes and Padgham (2009) Review paper: More than ringing in the
ears: a review of tinnitus and its psychosocial impact. Journal of Clinical Nursing, 18, 2927-37. [12]
Davis (1995) Hearing in adults. London: Whurr [13] As above [14] NHS Choices (2015). Newborn
hearing screening Accessed 17th July 2015

The level of need in the population
The section below details the level of need for hearing impairment and visual impairment in South
Gloucestershire. Many of the details related to visual impairment were taken from the Bristol, North
Somerset and South Gloucestershire Eye Needs Assessment – 2015.

Hearing impairment
The table below shows the projected increase in the number of adults with hearing impairment.
There is projected to be a substantial rise in numbers in future, predominately due to the rise in the
number of older adults aged over 85. Table 1: People predicted to have a moderate or
severe, or profound, hearing impairment, by age, projected to 2030 in South
Gloucestershire
[1]

Return to ages 65+

Show next five years
2014

2015

2020

2025

2030

People aged 18-24 predicted to have a moderate or severe hearing impairment

34

36

36

34

38

People aged 25-34 predicted to have a moderate or severe hearing impairment

158

157

160

159

153

People aged 35-44 predicted to have a moderate or severe hearing impairment

513

512

511

539

553

People aged 45-54 predicted to have a moderate or severe hearing impairment

2,333

2,344

2,218

2,038

2,052

People aged 55-64 predicted to have a moderate or severe hearing impairment

3,482

3,513

4,079

4,478

4,251

People aged 65-74 predicted to have a moderate or severe hearing impairment

5,145

5,260

5,391

5,445

6,317

People aged 75-84 predicted to have a moderate or severe hearing impairment

10,071

10,319

11,993

14,105

14,664

People aged 85 and over predicted to have a moderate or severe hearing impairment

5,178

5,433

6,877

8,405

10,613

Total population aged 18 and over predicted to have a moderate or severe hearing
impairment

26,915

27,574

31,264

35,202

38,643

People aged 18-24 predicted to have a profound hearing impairment

0

0

0

0

0

People aged 25-34 predicted to have a profound hearing impairment

0

0

0

0

0

People aged 35-44 predicted to have a profound hearing impairment

0

0

0

0

0

People aged 45-54 predicted to have a profound hearing impairment

19

19

18

17

17

People aged 55-64 predicted to have a profound hearing impairment

38

39

45

49

47

People aged 65-74 predicted to have a profound hearing impairment

164

168

172

174

203

People aged 75-84 predicted to have a profound hearing impairment

101

104

120

141

146

People aged 85 and over predicted to have a profound hearing impairment

260

272

342

416

523

Total population aged 18 and over predicted to have a profound hearing impairment

583

601

697

797

936

Source: POPPI

Visual impairment
A Certification of Vision Impairment (CVI) formally certifies a person as either sight impaired (partially
sighted) or severely sight impaired (blind). Each CVI form is completed by a consultant
ophthalmologist in an eye clinic, with a copy being sent to the local social services department
which provides a formal route to social care services. In 2013/14, 84 people in South
Gloucestershire were newly registered with a visual impairment. The rate – 31 per 100,000 is lower
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than the England rate of 42 per 100,000 but has increased considerably over the last few years
(see figure 1 below). Figure 1: Trends in preventable sight loss – South Gloucestershire

Source: Public Health Outcomes Framework. Upon receipt of a completed Certification of Vision
Impairment form, a social services department offers registration and other relevant advice and
support; registration is not automatic and not everybody that has been certified as having a vision
impairment is recorded on a local authority register. Those that register become eligible for certain
concessions. Registers of blind and partially sighted people are generally maintained by local
authorities. In line with national data, the number of registrations locally has been falling in recent
years. There are several possible explanations for this observation; for example, it could be an
artefact, as a result of issues with registration or it could be due to the availability of treatment for
wet AMD. Approximately one quarter of registrations are in people aged 64 or under and around
one-fifth are recorded as having an additional disability. Table 2 Number of people registered
as blind or partially sighted (March 2014) in South Gloucestershire
Total

Blind

Partial Sight

2008

890

505

385

2011

800

435

365

2014

740

400

340

Data source: Source: Health & Social Care Information Centre www.hscic.gov.uk Table 3:
People registered blind with an additional disability
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Number
registered as
blind or partially
sighted

Proportion of all registrations with/who are:

Total

with an
additional
disability

an
additional
disability

mental
health
problems

learning
difficulty

physical
disability

deaf

hard of
hearing

Bristol

2595

565

21.8%

2.7%

1.5%

11.2%

5.0%

1.3%

North Somerset

1145

40

3.5%

0.9%

2.2%

0.0%

0.0%

0.4%

Somerset

3085

460

14.9%

0.5%

2.4%

5.0%

0.2%

6.8%

South
Gloucestershire

740

475

64.2%

3.4%

4.1%

50.7%

0.0%

6.1%

These figures are likely to be an underestimate of people with sight impairment and are unlikely to
be truly representative of all people living with sight loss in the area as not all patients who qualify
for registration choose to be registered. There are several reasons for this, including concerns
about it adversely affecting their ability to find work, the stigma of being labelled as visually
impaired or the perception that there would be little benefit to the individual, for example, they may
already access support services without it or registration is not seen as a formal gateway to social
care and rehabilitation. Certification may also be overlooked when engaged in resolving the
medical issues relating to treatment of eye disease. Due to the known issues with this data,
estimates have been generated for the number of people living with sight loss. Estimates for 2011,
suggest there were 7,740 people in South Gloucestershire living with sight loss. This is due to
increase to 12,550 in 2030. Table 4: Estimated number of people living with sight loss
Estimated number of people living
with sight loss

Estimated number
living with sight loss in
2030

Total

Severe sight loss
only

Bristol

10,880

1,310

13,720

North Somerset

7,600

940

13,610

Somerset

19,860

2,460

33,000

South Gloucestershire

7,740

920

12,550

Data source: RNIB data tool

Specific Eye conditions
The major sight conditions in the UK are age-related macular degeneration (AMD), glaucoma,
diabetic retinopathy and cataracts. Uncorrected refractive error also cause registrable levels of
visual impairment which may need to be resolved with appropriate treatment, whilst low visions
services are an important area of commissioning. These six areas will be discussed in this section,
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however it should be highlighted that there are a number of other important areas relevant to eye
health, such as emergency eye care, surgery and cancer. [1] POPPI Database

Age related macular degeneration
Age related macular degeneration (AMD) is the leading cause of certifiable visual loss in the UK.
There are two main types: “dry” and “wet”. Risk factors for AMD include smoking, increasing age
and most significantly a family history. In 2013/14, there were 43 new certificates of visual
impairment due to sight loss in South Gloucestershire, an increase from 29 in 2010/11. The rate
has increased considerably and is now similar to the national average (see below). Figure 2:
Trends in preventable sight loss – AMD for South Gloucestershire

Source: Public Health Outcomes Framework The table below presents estimates of AMD, “wet”
AMD, “dry” AMD and drusen for BNSSSG. The data have been calculated using the National Eye
Health Epidemiological Model (NEHEM) and population estimates for 2011 from ONS. The
estimates take into account the difference in prevalence observed among different age groups,
sexes and ethnic group. Table 5: Estimated numbers and prevalence (in population aged
50+) of AMD in BNSSSG, by CCG
NV-AMD (wet)

Geographic Atrophy
(dry)

Drusen

No.

% population
aged 50+

No.

% population
aged 50+

No.

% population
aged 50+

Bristol

2,183

1.82

1,060

0.89

13,479

11.26

North Somerset

1,610

1.93

788

0.94

9,824

11.77
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Somerset

4,230

1.90

2,065

0.93

25,955

11.68

South
Gloucestershire

1,561

1.69

761

0.82

10,283

11.13

BNSSSG

9,584

1.85

4,674

0.90

59,541

11.50

Data source: National Eye Health Epidemiological Model and ONS There are an estimated 2,322
cases of wet or dry AMD in South Gloucestershire. Approximately one third are dry AMD, for which
there is no cure or treatment. The remaining two-thirds are wet AMD, for which thermal laser
surgery and anti VEGF drugs can slow the progression of the disease. The presence of a few small
drusen is normal with advancing age and drusen alone do not usually cause vision loss. However,
the presence of larger and more numerous drusen in the macula is a common early sign of agerelated macular degeneration (AMD). However, the proportion of these cases that are also
amenable to treatment is unclear. Including drusen, the data suggests there may be as many as
12,600 people with some form of AMD in South Gloucestershire. As there is no effective treatment,
cases of dry AMD are usually monitored by optometrists when patients attend for routine sight
testing. Patients are referred if wet AMD develops concurrently with the dry or if the level of vision is
reduced such that referral for CVI registration or hospital low vision aid services is required.
Because these cases are monitored in this way, the total number of cases of dry AMD known to
eye care services is unknown. It is not clear from local hospital episode statistics what proportion
of patients seen has wet AMD. In addition, coding of outpatient data is not detailed enough to
allow us to determine the proportion of cases of all types of macular degeneration known to local
health services.

Glaucoma
Glaucoma is an asymptomatic disease that damages the optic nerve and can lead to blindness.
Risk factors include increasing age, family history, ethnicity and ocular hypertension. Sight loss in
glaucoma is not reversible, however the onset of glaucoma is gradual and the condition can be
treated with medication, laser or filtration surgery. Ocular hypertension (OHT) is an additionally
important condition to measure as patients diagnosed with OHT are at increased risk of developing
glaucoma and therefore require ongoing monitoring. New CVIs due to glaucoma in people aged 40
years and over is an indicator in the Public Health Outcomes Framework . In 2013/14, there were
11 cases in South Gloucestershire. The rate of new CVI registrations has remained stable over time
and is similar to the England average (graph below) Figure 3: Trends in preventable sight loss
– glaucoma in South Gloucestershire
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Source: Public Health Outcomes Framework Given the known issues with CVI registrations, as
discussed previously, data on glaucoma are presented in table 6 using estimates from NEHEM and
population estimates for 2011. Data are presented on: the number of glaucoma cases, glaucoma
suspects (defined as those who had an absolute field defect and either a cup:disc ratio of >=0.5
but <0.7 or asymmetry of >=0.2 but <0.3) and number of people with OHT. Table 6: Expected
number of glaucoma cases in BNSSSG
Estimated glaucoma
cases

Suspected glaucoma
cases

Ocular
Hypertension
(% population
30+)

High

Low

Mean (%
population
30+)

<60
years

60+
years

Total (%
population
30+)

Bristol

5,179

2,391

3,678
(1.52%)

8,297

5,316

13,614
(5.63%)

7,741 (3.20%)

North
Somerset

3,302

1,452

2,314
(1.69%)

3,992

4,010

8,002
(5.84%)

4,388 (3.20%)

Somerset

8,652

3,796

6,077
(1.71%)

10,182

10,568

20,750
(5.85%)

11,347
(3.20%)

South
Gloucestershire

3,514

1,548

2,479
(1.48%)

5,378

4,211

9,589
(5.72%)

5,367 (3.20%)

BNSSSG

20,647

9,187

14,548
(1.61%)

27,849

24,105

51,955
(5.76%)

28,843
(3.20%)

Data source: National Eye Health Epidemiological Model and ONS It is likely that the NEHEM
estimates are an underestimate of prevalence as the definition of glaucoma used is more likely to
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pick up more advanced cases and miss early cases with subtle changes. An equity profile
produced by Bradford and Airedale PCT suggests that NEHEM may underestimate the prevalence
of glaucoma by 1.5 to 2 times. In an attempt to more accurately define the number of known
glaucoma cases in the area the general ophthalmic services statistics relating to sight tests were
considered as patients with glaucoma and their close relatives aged 40 and over are entitled to an
annual NHS sight test. Unfortunately, available published statistics group together patients with
glaucoma with those that have diabetes and therefore it is not possible to tell what proportion of
the sight test carried out in diabetic/glaucoma sufferers were due to glaucoma. Even so, this
information still provides important information on people eligible to receive NHS eye tests; in
2013/14, 10.4% of all NHS sight tests (equating to 36,766 tests) were on diabetics/glaucoma
sufferers. The number of tests in this eligibility category has increased over the last six years (from
18, 249 tests in 2007/08) and is a likely reflection of increases in both diabetic and glaucoma
sufferers aged 40 years and over. Additionally, in 2013/14, 36,982 tests (10.5%) were carried out
on close relatives of glaucoma sufferers.

Cataract
A cataract is the clouding of the eye’s natural lens. The cataract can increase in size and density
over time and cloud more of the lens, therefore reducing vision. Risk factors for age-related
cataracts include hereditary factors, increasing age, smoking, diabetes and ultraviolet light
exposure. Cataract prevalence as determined by NEHEM is based on clinical need and therefore is
an estimate of “surgical” cataract; it is therefore more likely to be representative of the need for
cataract services locally. A surgical cataract is a cataract that is also causing patient symptoms
and therefore extraction is more likely to be beneficial. The prevalence of non-symptomatic
cataract is likely to be higher but not necessarily of interest as treatment is not indicated. Base
prevalence estimates, provided by NEHEM, were applied to the 2011 census population data for
each of the areas in BNSSSG, with data presented in table 7. The base prevalence data are based
on a study involving 2,783 residents in Somerset and Avon and therefore the results are
considered generalisable to BNSSSG. The data suggest there were almost 2,425 people living
with cataracts in the area in 2011. Table 7: Estimated prevalence of surgical cataract
Cataract prevalence estimate No. (% population 40+)
Bristol

3,334 (1.90%)

North Somerset

2,443 (2.15%)

Somerset

6,441 (2.15%)

South Gloucestershire

2,425 (1.80%)

BNSSSG

14,643 (2.03%)

Data source: National Eye Health Epidemiological Model and RNIB Sight Loss Data Tool Analysis
of HES inpatient data provides an estimate of demand for healthcare services (table 8). Fifty-seven
percent of all ophthalmic inpatient admissions in 2012/13 had the main diagnosis recorded as
cataracts (coded as: senile cataracts and other cataracts). Fourteen percent of these diagnoses
were in patients aged 64 years and under. In-patient data are considered more robust than
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outpatients because payment for procedures under payment by results relies on accurate coding
of these procedures. Patients undergoing day case procedures such as cataract are “admitted”
and are therefore covered by inpatient data. Table 8: Number of ophthalmic inpatient
admissions with cataracts* as the main diagnosis, 2012/13
No. of
ophthalmic
admissions

Senile
cataracts

Other
cataracts

Total cataracts (%
of all ophthalmic
admissions)

Bristol

3,608

1,469

405

1874 (51.9%)

North Somerset

2,199

946

365

1311 (59.6%)

Somerset

6,858

930

3,256

4186 (61.0%)

South
Gloucestershire

2,396

716

517

1233 (51.5%)

BNSSSG

15,061

4,061

4,543

8,604 (57.1%)

Data source: Hospital Episodes Statistics Data, HSCIC *Defined as: senile cataract and other
cataract

Diabetic eye disease
Diabetic retinopathy is a complication of diabetes and usually affects both eyes. Having been the
leading cause of blindness in working age people over the last 50 years, it has recently been
overtaken by inherited retinal disorders. However, it remains an important cause of certifiable
blindness and highlights the importance of screening, which may be one of the causes for this
change. Often there are no early symptoms and the disease responds well to early intervention.
Effective management of diabetes can help prevent the onset and progression of diabetic
retinopathy. Treatment can also involve laser surgery, vitrectomy and anti-VEGF drugs. New
Certifications of Visual Impairment (CVI) due to diabetic eye disease in people aged 12 and over is
an indicator in the Public Health Outcomes Framework. However, the numbers are very small
(around 25 for BNSSSG in 2012/13). Given the current and ongoing rise of diabetes in the UK,
diabetic retinopathy is expected to have a major impact of eye services in the future. Diabetic
retinopathy screening is an effective way of detecting the disease as early as possible. Therefore, a
national screening programme for England was established in 2003. All people aged 12 and over
and with diabetes (type 1 or 2) are offered annual screening appointments. Screening is provided
in a variety of locations, including GP surgeries, hospitals and opticians’ practices. The screening
programme for South Gloucestershire is the Bristol and Weston Diabetic Eye Screening
Programme. Rates are higher than the national average. Figure 5: Access to diabetic
retinopathy screening, South Gloucestershire
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Source: Public Health Outcomes Framework

Low vision
This refers to people who have some useful vision which can often be improved with low vision
aids and adaptations. Low vision services may be based in a local hospital, located in opticians'
practices or offered from a resource centre run by the local society for people with sight loss. Low
vision estimates were calculated using NEHEM and population estimates for 2011 (table 9). The
model calculates the prevalence of visual impairment overall (binocular visual acuity <6/18), which
was categorized into low vision (binocular acuity <6/18-3/60) or severe sight impairment (binocular
acuity <3/60). The model suggests there could be around 3,100 people in South Gloucestershire
with low vision. Table 9: Estimates of low vision, BNSSSG
Impaired vision
(binocular acuity
<6/18)
No.
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% 50+
population

Low vision (binocular
acuity <6/18 to 3/60)

No.

% 50+
population

Severe sight
impairment
(binocular acuity
<3/60)
No.

% 50+
population
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Bristol

5,141

4.30

4,362

3.65

786

0.66

North Somerset

3,753

4.50

3,182

3.81

572

0.69

Somerset

9,868

4.44

8,369

3.77

1,505

0.68

South
Gloucestershire

3,681

3.98

3,139

3.40

545

0.59

BNSSSG

22,443

4.33

19,052

3.68

3,408

0.66

Data source: National Eye Health Epidemiological Model (NEHEM) Low vision services should
provide appropriate advice about lighting as well as low vision aids and information about the
condition and support available. Low vision aids include both optical low vision aids (e.g. magnifiers
and binoculars) and non-optical low-vision aids(e.g. anglepoise lamp and bold print books).

Uncorrected refractive error
Refractive errors refer to the focusing errors of short sight (myopia), long sight (hyperopia) and
astigmatism. All of these conditions give rise to blurred images on the retina unless corrected. It is
estimated that 6% of children at age 6-7years and 10% of children at age 12-13 may have a
refractive error. Not all of these children will present with symptoms or be found at school entry
screening. In adults, there is little data for those aged between 18 and 30 years. For adults aged
30-70, it is estimated 40% will have a refractive error. A proportion of these will have already visited
the optometrist and been advised to wear spectacles. However, this 40% will also include a
number who do not have regular sight tests and do not wear spectacles. It is estimated that
12.5% of visual impairment in the older population is due to refractive error. Taking into account
the overall prevalence of visual impairment this would indicate that 2-7% have vision of less than
6/12 because they either don’t have or don’t wear appropriate spectacles. Data in table below use
these prevalence estimates from the literature to estimate the number of people affected locally.
Note that for children and working age people, the estimates include corrected error in addition to
uncorrected error(due to inclusion in the studies). And therefore include those that already wear
appropriate correction. However, the estimates for the over 60s are only for uncorrected error.
Table 10: Estimated prevalence of refractive error in BNSSSG
Refractive Error

Children (< 16 years)

Working age
(16-60 years)

Over 60s

Predicted corrected &
uncorrected error

15,847-26,412
(6-10%)

338,223 (40%)

-

Predicted uncorrected
error only

-

-

6,810-23,835
(2-7%)

Data source: Based on data from Future Insight: Eye Health Needs Assessment for Greater
Manchester, Sarah Slade Based on the estimates from the literature, it is estimated that there may
be 15,847-26,412 children and 338,223 people of working age in BNSSSG who have some
degree of refractive error. Some of these will already have spectacles or contact lenses and others
may not. In the older population, we can isolate those who are likely to be uncorrected from those
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already wearing spectacles. Between 6,810 and 23,835 of BNSSSG over 60s are likely to be
coping with a level of vision impairment that reduce their performance of everyday tasks, yet which
could be remedied with suitable spectacles. Sight tests are the only way to reliably detect and fully
correct refractive errors

Deafblind estimates
Table 11: Deafblind – (Centre for Disability Research 2010)
All Population

2015

More Severe Impairment

Deafblind

0-9

33,000

12

70

10-19

31,000

7

25

20-29

41,000

32

20

30-39

36,000

4

22

40-49

39,000

10

69

50-59

36,000

17

147

60-69

29,000

81

246

70-79

22,000

117

280

80-89

12,000

180

511

2,700

201

356

281,700

659

1,746

90+
Total
Overall
prevalence rate
All Population

0.23%
2030

0.62%

More Severe Impairment

Deafblind

0-9

37,000

14

79

10-19

37,000

8

29

20-29

41,000

32

20

30-39

46,000

5

28

40-49

45,000

11

78

50-59

35,000

17

143

60-69

36,000

103

310
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70-79

26,000

137

330

80-89

18,000

272

764

5,000

422

655

326,000

1,021

2,437

90+
Total
Overall
prevalence rate

0.31%

0.75%

Costs – sight loss
The costs of visual impairment are high and include not only the direct costs associated with
healthcare (e.g. diagnosis and treatment), but also the indirect costs such as unpaid care,
adaptations and unemployment. Whilst data is available on healthcare expenditure, quantifying the
indirect costs relating to eye health is complex. One report has suggested that for the estimated
1.8million visually impaired people in the UK in 2008, costs were £6.5billion. The direct costs
(£2.2billion) contained in this calculation were predominantly due to hospital care (£1.1billion) and
spending on residential and community care services (£304million) whilst a further £25million was
attributed to the costs of injurious falls. The indirect costs (£4.3billion) were predominantly due to
informal care costs accounted (£2billion) and lower employment (£1.6billion); the cost of devices
and adaptations required to facilitate daily living was calculated to be £336.5million. The total cost
associated with the burden of disease, which included the burden of disability in terms of reduced
quality of life (measured in disability adjusted life years) and years of life lost due to premature death
was estimated at £15.5billion. Programme budgeting benchmarking data are available for all
CCGs, detailing a breakdown of expenditure across 23 programmes of care and 12 care settings,
such as outpatient and community for the year 2012/13. Data on expenditure of programme
budgeting category “Problems with vision” is presented below. It should be noted that
programme budgeting benchmarking data are collated by Area Teams and provided by those
commissioning services; it’s validity and usefulness therefore is reliant on accurate coding and
reporting and this should be borne in mind when interpreting the data. Table 12: Expenditure on
own population (total and £million per 100,000), BNSSSG, 2012/13
Expenditure on own
population
(£million)

Expenditure
(£million per 100,000
population)

Proportion (%) of
total expenditure

Bristol

17.2

3.78

2.2

North Somerset

10.5

4.98

2.9

Somerset

23.8

4.64

2.6

South Gloucestershire

6.9

3.22

1.7

National average

-

4.35

-

Data source: Programme budgeting data, NHS England
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Current services and assets in relation to need
Hearing Loss
The South Gloucestershire Deaf Association offers information, advice, BSL support and social
opportunities to deaf, deafened and hard of hearing people. Strong links have been made with
council occupational therapy staff who assess deaf and hard of hearing people on a weekly basis
for equipment for use at home to improve their independence. The Occupational Therapy Service
also assesses service users in their own home. The Audiology Service provided by the Bristol NHS
Audiology Service offers a strong patient focussed service with hearing aid clinics at Southmead,
Cossham, Thornbury and Yate and a domiciliary service for the housebound. They also offer
Hearing Therapy, Balance clinics and Tinnitus clinics. The Hearing Impaired Support Scheme
(Hi.SS) is a local registered charity who provide support and guidance for NHS hearing aid users
with reduced mobility. A group of trained volunteers visit hearing aid users in their own homes to
offer advice and practical support in maintaining and using NHS hearing aids. There are three
regular lip reading classes across South Gloucestershire which offer support and information for
people affected by hearing loss, helping to reduce social isolation and enhance coping techniques.
There is also a Hard of Hearing Club that helps reduce the isolation people with hearing loss can
feel. The Improving Access to Psychological Therapies (IAPT) Service has tailored its services for
Deaf and hard of hearing people, offering emotional wellbeing courses and one to one counselling
for mild to moderate mental health issues. Action on Hearing Loss provide information sessions
and awareness raising of techniques to manage hearing loss. There are specialist services for
people with dual sensory impairment, provided by Sense and Deafblind UK. In 2013/14, coverage
of the new born screening programme in South Gloucestershire was 94.5%, significantly lower
than the national average of 98.5%.

Visual Impairment
The main direct healthcare costs associated with eye care are:
Primary care
Ophthalmic - primary ophthalmic services Prescribing and pharmacy - primary care prescribing
relating to ophthalmology.
Secondary care
Inpatient elective and day cases - all admitted patient care ophthalmology activity which takes
place in a hospital setting where the admission is either elective or a day case Outpatient expenditure relating to ophthalmology outpatient attendance or procedures. The main providers of
secondary care for eye health in South Gloucestershire is Emersons Green NHS Treatment Centre;
In 2012/13 there were 1251 admission episodes with a primary diagnosis of ‘Diseases of the eye
and adnexa (H00-H59) to Emersons Green Treatment Centre. The Eye Clinic Liaison Officer post
was established in 2009 to provide information, advice and support to people attending the Bristol
Eye Hospital. This is partially funded by South Gloucestershire Council. The current waiting time
[1]
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for an outpatient appointment at the Bristol Eye Hospital is 9 weeks and the waiting time for an
operation is 33 weeks which is longer than the national average and fails to meet local targets.
Locally work is being done to reduce waiting times. Equipment to support visually impaired people,
including magnifiers, are issued by the council following assessment. Action for Blind People is
funded by South Gloucestershire Council to provide a Rehabilitation and Equipment Service to
support visually impaired people to live independently in their own homes. This includes an in
depth screening assessment that will cover advice, support and referrals to benefit support,
housing advice, emotional support, employment advice and technology training. Action for Blind
People’s Resource Centre in Bedminster has highly qualified staff enabling blind and partially
sighted people to make the right choice about a product that will help them with daily living tasks.
Demonstrations are available on request and you can try before you buy. The design of the extra
care housing schemes has taken into account the needs of older people with low vision, for
example by the inclusion on handrails of tactile raised bumps, and the use of different flooring and
wall colours, to help orientation. Also different colours to assist in navigating building. Action for
Blind People regularly run a 2 day “Finding Your Feet” course which is for anyone over 18, who has
recently been diagnosed with sight loss or whose circumstances have changed and they now find
themselves struggling with some of the challenges of living with sight loss. The interactive
workshops are aimed at helping people to identify their needs, overcome any challenges they face
in day to day life. [1] Hospital Episodes Statistics, HSCIC

Projected service use and outcomes in first 5
years and 5-10 years
The number of people in the UK with sight loss is set to increase dramatically in the future, mainly
due to the fact that the population is ageing. In addition, there is a growing incidence in key
underlying causes of sight loss, such as obesity and diabetes. This means that the numbers of
people with sight problems in the UK are likely to increase dramatically over the next 5 – 10 years.
It is predicted that by 2020 the number of people with sight loss in the UK will rise to over
2,250,000. Over the next 10 years the number of older people, and the numbers of people who
will be affected by hearing impairment are predicted to rise significantly. Hearing loss is also likely
to increase amongst younger people, as lifestyle changes, particularly with the widespread use of
personal headphones. Table 13: People aged 65 and over predicted to have a moderate or
severe visual impairment by age, and people aged 75 and over predicted to have
registrable eye conditions, projected to 2030
[1]

Show ages 18 to 75 and over

Show next five years
2014

2015

2020

2025

2030

People aged 65-74 predicted to have a moderate or severe visual impairment

1,506

1,540

1,579

1,602

1,859

People aged 75 and over predicted to have a moderate or severe visual impairment

2,765

2,840

3,398

4,055

4,489

People aged 75 and over predicted to have registrable eye conditions

1,427

1,466

1,754

2,093

2,317

Source: POPPI Note: Figures may not sum due to rounding [1] POPPI database

Evidence of what works
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Visual Impairment
The UK vision strategy was launched in 2008 in response to the World Health Assembly Resolution
of 2003, which urged the development and implementation of plans to tackle vision impairment,
now known as VISION 2020 plans. In June 2013, the Strategy was refreshed and the 2013-2018
Strategy was launched, with the following outcomes:
1. Everyone in the UK looks after their eyes and their sight;
2. Everyone with an eye condition receives timely treatment and, if permanent sight loss occurs,
early and appropriate services and support are available and accessible to all;
3. A society in which people with sight loss can fully participate.
Blind and partially sighted people need specialist support on their journey towards employment. In
addition to barriers common with anyone out of work for a long period, blind and partially sighted
jobseekers have specific needs related to their sight loss. Evidence suggests that for older people
50 to 70 per cent of sight loss could be prevented or treated Maintaining eye health should be
seen as a key part of ageing well and supporting older people to live an active healthy life. This
message needs to be promoted not only throughout the eye care sector but to all agencies that
work with older people. A full range of accessible information services needs to be provided if risks
of further isolation and discrimination are to be avoided. All sectors need to ensure that information
is available in different formats and media so that information about services reaches blind and
partially sighted older people. Older blind and partially sighted people need access to training,
support and funding for emerging technology that can support reading, communication, navigation
and accessing the internet. Having several health conditions is the norm for older people so it is
therefore important that eye health and sight assessment are high on the agenda for all those
working with older people, particularly in relation to dementia and stroke or conditions where other
disabilities may mask the symptoms of sight loss.

Hearing Loss
Commission on Hearing Loss: Final Report July 2014 recommends: While the numbers of people
living with hearing loss is likely to increase due to population ageing, there are measures that could
be taken to reduce the extent of this increase. The main one is for individuals to avoid extended
exposure to loud sounds that will cause hearing loss. Individuals need to be aware of how certain
activities might damage their hearing over the long term and what they could do to prevent this.
Public health messages must therefore flag the risks of hearing loss associated with different social
and occupational activities and this could be woven into any nationally targeted campaign. Age
related hearing loss is the most common form of hearing loss and represents a growing challenge
due to the ageing population. Timely access to hearing aids can help people with hearing loss
communicate well, stay socially active, stay in work and manage their own health. Hearing aids are
the only viable treatment for people with hearing loss . Hearing aids improve quality of life , reduce
the risk of depression and other mental health issues , and new evidence suggests they may
reduce the risk of dementia . [1] Chisolm et al (2007) A systematic review of health-related quality
of life and hearing aids: final report of the American Academy of Audiology Task Force on the
Health-Related Quality of Life Benefits of Amplification in Adults. Journal of the American Academy
of Audiology, 18 (2), 151-83. [2] Mulrow et al (1990) Quality-of-life changes and hearing
[1]

[2]

[3]

[4]
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impairment, a randomized trial. Annals of Internal Medicine, 113 (3), 188-194; Mulrow et al (1992)
Sustained benefits of hearing aids. Journal of Speech & Hearing Research, 35 (6), 1402-5; Yueh
et al (2001) Randomized trial of amplification strategies. Archives of Otolaryngology -- Head & Neck
Surgery, 127 (10), 1197-204; Jerger et al (1996) Comparison of conventional amplification and an
assistive listening device in elderly persons. Ear & Hearing, 17 (6), 490-504. [3] National Council on
the Aging (2000) The consequences of untreated hearing loss in older persons. Head and Neck
Nursing, 18 (1), 12-16; Acar et al (2011) Effects of hearing aids on cognitive functions and
depressive signs in elderly people. Archives of Gerontology and Geriatrics, 52 (3): 250-2; Mulrow et
al (1992) Sustained benefits of hearing aids. Journal of Speech and Hearing Research, 35 (6),
1402-5. [4] 23 Deal et al (2015) Hearing impairment and cognitive decline: A pilot study conducted
within the atherosclerosis risk in communities neurocognitive study. American Journal of
Epidemiology, 181(9), 680-90; Dawes et al (2015) Hearing Loss and Cognition: The Role of
Hearing Aids, Social Isolation and Depression. PLoS ONE 10(3): e0119616; Gurgel et al (2014)
Relationship of hearing loss and dementia: A prospective, population-based study. Otology and
Neurotology, 35 (5), 775-81; Lin et al (2011) Hearing loss and incident dementia. Archives of
Neurology, 68 (2), 214-220; Lin et al (2013) Hearing loss and cognitive decline in older adults.
Internal Medicine, 173(4), 293-299; Uhlmann et al (1989) Relationship of hearing impairment to
dementia and cognitive dysfunction in older adults. Journal of the American Medical Association,
261, 1916-1919; Pronk et al (2011) ‘Prospective effects of hearing status on loneliness and
depression in older persons: identification of subgroups’. International Journal of Audiology, 50
(12), 887-96; Amieva et al (2015) Self-Reported Hearing Loss, Hearing Aids, and Cognitive Decline
in Elderly Adults: A 25-Year Study. Journal of the American Geriatrics Society, 63 (10), 2099-2104.

User views (on need, services / assets and gaps)
Those diagnosed with a sensory impairment are their own biggest asset in their ability to adjust
and adapt with the help and support of their carers. We need to investigate how children with
sensory impairments in mainstream education are supported.

Hearing Loss
It is particularly important for individuals with severe hearing loss and deafened people to have
timely access to support and to adapt and develop self-help techniques. In addition to this a
communication plan should be agreed, recorded and flagged in the patient’s record. This should
include not just communication in a consultation, but how the person will be ‘called’ in the waiting
room, how results can be given, etc. The Deaf, Deafened and Hard of Hearing Group has strong
representation from service users.

Visual Impairment
The effectiveness of Certificate of Visual Impairment (CVI) should be reviewed that there are
benefits to having them and that it supports early intervention. There is a strong record of
involvement of service users and carers in the South Gloucestershire Low Vision Services
Committee.
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Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Visual impairment is primarily a factor of old age.
Groups at higher risk of developing sight loss include smokers, people who are obese,
diabetics, stroke survivors, people with a learning difficulty and those living in deprived areas.
Over 50% of sight loss is due to preventable or treatable causes.
Sensory impairment increases the risk of poverty, social isolation, depression, dementia and
has significant financial implications for the individual, carers and health and social care
services.

Visual Impairment
Groups at greater risk of sight loss also tend to be those most vulnerable to exclusion from
services, for example older people, people in the lower socio-economic groups, those in residential
care, those with dementia, Black and minority ethnic (BME) groups, those with learning difficulties,
and travelling populations. BME groups represent a significant expanding ageing population and
are expected to have a higher prevalence of some common age-related eye diseases. The chance
of developing glaucoma is more common in African and African-Caribbean populations. People
from South-East Asia and China are at higher risk of angle-closure glaucoma. Evidence shows that
people from Asian populations are at higher risk of developing cataracts. African, AfricanCaribbean and Asian populations are at higher risk of developing diabetic eye disease. Three out
of four blind or partially sighted older people live in poverty or on its margins, living on less than half
the mean national income. There is a high prevalence rate of sight loss amongst adults with
learning difficulties. Recent research shows that nearly one in ten adults with learning difficulties is
blind or partially sighted. Adults with learning difficulties are ten times more likely to be blind or
partially sighted than the general population.
[1]

[2]

[3]

[4]

[5]

[6]

Hearing Loss
Hearing loss can lead to social isolation and consequent mental health issues. Being unable to
communicate properly can lead to a loss of confidence in social situations, reduced social activity
and social isolation . Hearing loss more than doubles the risk of depression in older people .
People with mild hearing loss have nearly double the chance of developing dementia and this risk
increases significantly for those with moderate and severe hearing loss . For BSL users, the main
needs are around being able to access services. Deaf people continue to face linguistic barriers
and a lack of awareness from professionals with whom they are in contact. Access to services can
further be hampered by limited access to BSL interpreters. [1] Vision 20 20 UK, 2007, UK Vision
Strategy [2] Darwin Minassian and Angela Reidy Future 2009. Sight Loss UK 2: An epidemiological
and economic model for sight loss on the decade 2010 – 2020. [3] Progress in Retinal Eye
Research 1999 January; 18 (1): 121 – 32. Predisposing factors for chronic angle-closure
glaucoma. Salmon JF. Source Oxford Eye Hospital, Radcliffe Infirmary NHS Trust, UK [4] Access
[7]

[8]

[9]
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Economics 2009. Future Sight Loss UK 1: Economic Impact of Partial Sight and Blindness in the
UK adult population. RNIB [5] Vision 20 20 UK, 2007, UK Vision Strategy [6] Eric Emerson and
Janet Robertson, 2011. The Estimated Prevalence of Visual Impairment among People with
Learning Disabilities in the UK. [7] Gopinath et al (2012) ‘Hearing-impaired adults are at increased
risk of experiencing emotional distress and social engagement restrictions five years later’. Age and
Ageing, 41 (5), 618–623; Monzani et al (2008) ‘Psychological profile and social behaviour of
working adults with mild or moderate hearing loss’. Acta Otorhinolaryngologica Italica, 28 (2), 61-6;
Arlinger (2003) ‘Negative consequences of uncorrected hearing loss – a review’. International
Journal of Audiology, 42 (2), 17-20; Pronk et al (2011) Prospective effects of hearing status on
loneliness and depression in older persons: identification of subgroups. International Journal of
Audiology, 50 (12), 887-96. [8] Saito et al (2010) Hearing handicap predicts the development of
depressive symptoms after three years in older community-dwelling Japanese. Journal of the
American Geriatrics Society, 58 (1), 93-7 [9] Lin FR et al. (2011) ‘Hearing loss and incident
dementia’. Archives of Neurology, 68 (2), 214-220; Gurgel et al (2014) Relationship of Hearing Loss
and Dementia: A Prospective, Population-Based Study. Otology & Neurotology. 35 (5), 775-781;
Albers et al (2015) At the interface of sensory and motor dysfunctions and Alzheimer’s disease.
Alzheimers and Dementia Journal, 11 (1), 70–98.

Unmet needs and service gaps
For older people, particularly those with other impairments, adapting to sight and/ or hearing loss
can be a difficult process. This can impact on people’s confidence and aspirations in many areas
of life. Older people with sight loss or hearing loss are at greater risk of social isolation than the
general population. People wait on average ten years before seeking help with the hearing loss.
The average age of those referred for a hearing assessment is in the mid-70s. Most hearing loss is
age related and delays in treatment mean people with hearing loss are less likely to benefit from
hearing aids. Hearing aids are most effective when fitted early. People with severe hearing loss
find it more difficult to adapt to hearing aids . The diagnosis and management of other conditions
are often inaccessible for people who are deaf or have hearing loss due to poor deaf awareness or
the lack of communication support - which can lead to confusion over diagnosis and ineffective
treatment. When visiting the GP more than a quarter (29%) of people with hearing loss said they
didn’t understand their diagnosis and approximately one in five (19%) were unsure about their
medication. Around two thirds (68%) of people who asked for a British Sign Language (BSL)
interpreter didn’t get one. NHS England Accessible Information Standard, which provides clear
guidance for health and social services to make people with learning difficulties and sensory loss,
including people with hearing loss, makes sure people understand information they are given and
participate fully in decisions about their care – it’s vital the standard is properly implemented and
enforced. People with sight loss of working age are more likely than those in the general population
to live in a household with an income of less than £300 a week (RNIB) Only one in three registered
blind and partially sighted people of working age is in paid employment. They are nearly five times
more likely than the general population to have had no paid work for five years.
[1]

780/885

www.southglos.gov.uk

Hearing Loss
Currently, access to South Gloucestershire Council services is limited for people whose preferred
language is BSL. There is no BSL “presence” either at the One Stop Shops or the first point of
contact for the Community Care and Housing Department, who in addition are not currently able to
offer face to face contact. Need to improve direct access. In 2014 A Report into the Health of
Deaf People in the UK by the charity Sign Health[2] found that high blood pressure was almost
twice as common in deaf people and that deaf people are twice as likely as hearing people to have
high blood pressure which has not been diagnosed. Deaf people may also be more likely to have
undiagnosed diabetes, high cholesterol and cardiovascular disease. When deaf people have been
diagnosed, they are less likely than hearing people to be adequately treated for these conditions
(high blood pressure, high cholesterol, diabetes and cardiovascular disease). Under-diagnosis and
under-treatment of potentially serious conditions is more common in deaf people. This may put
deaf people at risk of preventable heart attacks and strokes, and diabetic complications such as
kidney failure and blindness. Many public spaces lack induction loops, or staff who understand
how loops work.

Visual Impairment
The needs of people with visual impairment, centre around:
intervention at the appropriate stage to make maximum use of their eyesight
local access to essential services, such as domiciliary optometry services
good information, particularly about the clinical condition and available support services
advice and advocacy, including housing-related support
optimisation of vision through local optometrists, including their domiciliary services
prompt and coordinated action for treatable conditions
specialist support for independence.
[1] Davis et al (2007) Acceptability, benefit and costs of early screening for hearing disability: A
study of potential screening tests and models. Health Technology Assessment 11: 1–294. [2] Sign
Health, (2014). Sick of it; how the health service is failing deaf people. London: Sign Health

Recommendations for consideration by
commissioners
Continue to raise awareness of all sensory impairments throughout the population and equity of
access for the whole population. Particularly those from deprived communities, vulnerable groups
and those with learning difficulties. Investigate how children with sensory impairments in
mainstream education are supported.

Hearing Impairments
Early detection is a priority. Promote the value of having a hearing test at regular intervals and
improve coverage of new born hearing screening.
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Map, understand and improve the hearing loss pathway.
Maintain existing services and support for those with hearing loss and the deaf community,
with particular reference to access to BSL counselling;
Review public and retail premises and staff’s preparedness to serve people with hearing
impairments.
Carry out a hearing loss needs assessment reviewing hearing support services available from
hospital, social services and community based services post diagnosis.
Review training in communication methods for people with a hearing need, within health and
social care

Visual Impairments
Early detection is a priority. Continue promoting the value of having an eye sight test at
regular intervals.
Explore potential for providing more eye health services in the community
Review support available from hospital, social services and community based services post
diagnosis
Map, understand and improve, where necessary, the sight loss pathway.
Review the Certificate of Visual Impairment process.

Deafblind
Support care home and home care providers to recognise that many of their clients will be
Deafblind
Carry out a deafblind needs assessment
Continue to keep records in line with the Care Act and ensure all legal obligations are met

Recommendations for needs assessment work
Carry out a hearing loss needs assessment. Carry out a deafblind needs assessment.

782/885

www.southglos.gov.uk

Sexual Health
Summary
Sexually transmitted infections (STIs), including HIV, remain one of the most important causes of
illness due to infectious disease among young people. They also affect older adults. If STIs,
including HIV, are not diagnosed and treated early, there is a greater risk of onward transmission to
partners and of complications. The rate of new STIs in people attending genito-urinary medicine
(GUM) clinics in South Gloucestershire was less than the England and South West average in
2014. There has been little change in this rate over recent years. In 2014, there were 238 cases of
warts, 85 herpes, 75 gonorrhoea and 5 syphilis. Rates for all these STIs were below the South
West and England average. Since 2009, there has been little change in the rate of diagnosed
herpes, warts or syphilis infections locally. Rates of gonorrhoea have risen reflecting the rise
nationally. Diagnosed rates of chlamydia for people aged 15-25 have fallen since 2012 and remain
below target. In 2014, there were 145 people living with diagnosed HIV in South Gloucestershire
and 13 newly diagnosed cases. The rate of newly diagnosed cases is almost half the national rate.
In South Gloucestershire an increasing proportion of HIV is diagnosed late – 58.8% in 2014/15.
The local rate is higher than the national average of 42.2%. A late diagnosis of HIV increases the
risk of death in the year following diagnosis ten-fold, compared to those diagnosed promptly, and
increases care costs. Men who have sex with men and young people aged 16-24 have
disproportionately high rates of STIs. The rate of STIs in men who have sex with men in South
Gloucestershire is much higher than the South West average. The ethnic profile for those
diagnosed with STIs reflects the population. Teenage pregnancy can result in poor health,
underachievement, and low earnings for both mother and baby. The rate of teenage conceptions
in South Gloucestershire are now lower than all other areas in the South West and have fallen
consistently over the last decade. In 2013 there were 72 conceptions to women aged under 18
and 15 to those aged under 16. Unintended, unwanted pregnancy has a major impact on the both
the individual and their family, and presents a significant cost to the NHS and local authorities. In
South Gloucestershire there were a total of 598 abortions during 2013, 7.7% higher than in 2012
(555). The abortion rate is lower than the national and South West averages. Rates are highest in
the 20 to 24 year old age group. Provision of sexual health services is complex and there is a wide
range of providers, including general practice, community services, acute hospitals, pharmacies
and the voluntary, charitable and independent sector. Service user feedback indicates that users
want services that are accessible on a wide range of times and days, more discussion about
healthy relationships and online issues.

Recommendation for consideration
Prioritise needs of vulnerable groups , especially men who have sex with men and young people; prioritise prevention and selfmanagement; improve communication about services; improve data quality and underpin service development with evaluation;
increase uptake of Long Acting Reversible contraception to reduce abortions; increase uptake of HIV testing in high risk groups;
improve the quality of Relationship and Sexual Health Education in schools; and exploit new technology to promote and deliver
services.
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Authors: Lottie Lawson, Partnership Officer, South Gloucestershire Council; Lindsey Thomas,
Specialist Public Health Manager, South Gloucestershire Council

Who is at risk and why?
Sexually transmitted infections (STIs), including HIV, remain one of the most important causes of
illness due to infectious disease among young people (aged between 16 and 24 years old). They
also affect older adults. If STIs, including HIV, are not diagnosed and treated early, there is a
greater risk of onward transmission to uninfected partners, and a greater risk that complications
might occur. Many STIs have long-term effects on health, for example chlamydia can lead to
infertility and some infections are associated with cervical cancer (Department of Health 2013a).
There is a clear relationship between sexual ill health, poverty and social exclusion: the highest
burden of sexually related ill-health is borne by groups who often experience other inequalities in
health, including gay men, teenagers, young adults, black and minority ethnic groups, and more
deprived communities (Department of Health, 2013a). The Department of Health’s Framework for
Sexual Health Improvement (2013) identifies a number of groups who are most at risk of poor
sexual health. These include:
young people;
asylum seekers and refugees;
black and minority ethnic groups;
single homeless people;
men who have sex with men (MSM);
sex workers
young people who are being sexually exploited or at risk of becoming involved in selling sex;
looked after young people and care leavers;
intravenous drug users (IDUs);
people with learning difficulties and learning difficulties,
young people with low educational achievement;
people in prisons and youth offending institutions;
young offenders;
young people not in education, training or employment.
The number of people in these risk groups are contained in other sections of the JSNA. See the
demographic chapter for details of ethnicity, deprivation and educational outcomes, sexual
orientation, and young people; housing chapter for numbers of homeless people; and the learning
difficulty, substance misuse, offenders and looked after children for details. Details on sexual
violence are contained in the domestic abuse chapter. There are no local details on the number of
commercial sex workers.
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The level of need in the population
The information presented below is a summary of the main findings of the South Gloucestershire
Sexual Health Needs Assessment undertaken in 2015. In understanding the burden of sexual illhealth, all the figures relating to sexually transmitted infections (STIs) should be viewed with caution
as they only show diagnosed cases. In general South Gloucestershire has better than average
sexual health outcomes when compared to the rest of the South West region and England as a
whole. There are two areas where South Gloucestershire continues to perform poorly: Too many
people are diagnosed late with HIV and the low rate of diagnosed chlamydia infections in 15-24
year olds undertaken as part of the National Chlamydia Screening Programme indicates that not
enough of those most at risk are being screened.

Sexually Transmitted Infections and HIV
All STIs
The rate of new STIs in people attending GUM clinics in South Gloucestershire in 2014 was 503
per 100,000. This was less than the England average of 767 per 100,000 and the South West rate
of 646 per 100,000. Over the last three years there has been little change in the rate of new STIs
diagnosed.
Chlamydia
Chlamydia is the most commonly diagnosed sexually transmitted infection in South
Gloucestershire. The National Chlamydia Screening Programme (NCSP) commenced in 2003 with
the objective of controlling chlamydia, through early detection and treatment of asymptomatic
infection in under 25’s. In South Gloucestershire the rate of chlamydia diagnosed as part of the
NCSP has been falling since 2012 (Figure 1). All local areas, except North Somerset, have failed to
achieve the target chlamydia diagnosis rate of at least 2,300 per 100,000 among 15 to 24 year
olds. Figure 1: New diagnosis of chlamydia in South Gloucestershire and neighbouring
areas between 2012 and 2014 (January to September for 2014) as part of the NCSP.
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Source: National Chlamydia Screening Programme
Gonorrhoea, Syphilis, Warts and Herpes
The second most commonly diagnosed infection in South Gloucestershire residents attending
GUM clinics was warts followed by herpes. The rates of infection for all diseases are lower than the
South West and England averages (Figure 2). Figure 2: Summary of STIs diagnosed in GUM
clinics for South Gloucestershire, South West and England in 2014.
STI

Number
diagnosed in S.
Glos

South Glos rate
per 100,000

South West
rate per
100,000

England rate
per 100,000

Gonorrhoea

75

27.9

28.9

63.3

Syphilis

2.8

7.8

Herpes

85

31.6

49.5

57.8

Warts

238

88.4

124.2

128.4

Source: PHE, Sexual Health and Reproductive Health Scorecard Since 2009, there has been little
change in the rate of diagnosed herpes, warts or syphilis infections locally. However there has
been an increase in the rate of gonorrhoea infections reflecting the rise nationally. High levels of
condomless sex probably account for most of this rise, although better detection of gonorrhoea
may have contributed. Gonorrhoea is used as a marker for rates of unsafe sex so this rise may
indicate changes in behaviour locally. Figure 3: Gonorrhoea diagnosis rate/100,000 South
Gloucestershire and England
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Source: PHE, Sexual Health and Reproductive Health Scorecard
HIV
The number of people aged 15-59 resident in South Gloucestershire with a known diagnosis of
HIV in 2014 was 145. The number of people diagnosed with HIV has increased; in 2011 there
were 107 diagnosed cases. The prevalence of HIV in South Gloucestershire in this age group, 0.9
per 1000, is significantly lower than the national average of 2.22 per 1000 and lower than the
South West rate of 1.09. In 2014, there were 13 newly diagnosed HIV cases in people aged over
15, a rate of 5.8 per 100,000. This is lower than the England average of 12.3 per 100,000 but
similar to the South West average of 5.5 per 100,000. The rate of new diagnosis has been stable
over the last 3 years. Despite the rates of HIV in South Gloucestershire being lower than national
rates, too many people with HIV in South Gloucestershire are presenting at a late stage of
infection. HIV diagnoses are defined as late when a CD4 cell count of below 350 is recorded and
defined as very late when a CD4 cell count of below 200 is recorded. A late diagnosis of HIV
increases the risk of death in the year following diagnosis ten-fold, compared to those diagnosed
promptly. It can result in poorer health outcomes and increased costs of care for the individual.
This is a particular issue for older age groups as it has been shown that late diagnosis of HIV is
more common for those aged over 50 than those in their teenage years. Increasing the proportion
[1]
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of early HIV diagnoses is an important public health priority. Between 2011 and 2013, the national
average for a late diagnosis was 45%. However in South Gloucestershire this proportion was
considerably higher at 65.5% . This was the highest recorded level in the South West region and
this delay has been shown to be on the increase locally. HIV infections that are diagnosed earlier
lead to better outcomes and lower costs to the NHS. The Chief Medical Officer promotes
increasing opportunistic testing in a wide range of settings. There are large variations in time of
diagnosis by population groups, understanding these data is important for local service provision.
The values should be interpreted with caution as the number of new diagnoses across the region
is generally low and so a small change in the number of late diagnoses can have a large impact on
the percentage. Figure 4: Percentage of late HIV diagnoses between 2009 and 2013 in
South Gloucestershire compared to the South West and England
[2]

Source: PHE, Sexual Health and Reproductive Health Scorecard
Risk factors for STIs
The diagnosis of acute STIs for South Gloucestershire in 2014 reflects the ethnic split of the local
population. The majority of the population of South Gloucestershire are White British and 94% of
the STIs diagnoses in young people are reported as being made in the White British population.
The proportions of diagnoses by ethnicity have not changed significantly over time. Between 2009
and 2014 the proportion of STI diagnoses assigned to the White population has remained close to
94% . Men who have sex with men are a high risk group for acquiring these infections. Across
the UK 2014 saw large increases in STI diagnoses in men who have sex with men (MSM),
including a 46% increase in syphilis and a 32% increase in gonorrhoea. In South Gloucestershire
the estimated STI infection rate for this group was 391.1 per 100,000 in 2014. The regional
average was much lower at 276.1 per 100,000 during the same period . The diagnoses of STIs in
men who have sex with men account for the majority of the increases in STIs in men overall.
Looking at the number of diagnoses across the South West region, the rise in gonorrhoea
diagnoses is particularly evident. In the four years to 2014, the annual diagnoses have risen from
200 to 668. Figure 5: STI diagnoses among men who have sex with men in GUM clinics
for South West residents 2010-2014
[3]

[4]
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Source: GUMCAD The highest rates of new sexually transmitted infections are recorded in young
people between the ages of 15 and 24. During 2014 in South Gloucestershire 37% of diagnoses of
acute STIs (excluding chlamydia) were in 15 to 24 year olds. The 15 to 24 year old population
group comprises just 19% of the total South Gloucestershire population. The age profile of acute
STI diagnosis is shown below . Figure 6: New STI diagnoses excluding chlamydia by age
from 2012-2014 in South Gloucestershire
[5]

Source: South Gloucestershire Sexual Health Needs Assessment 2015, from GUMCAD data There
is currently no local data about rates of STI in other vulnerable groups such as commercial sex
workers or looked after children.

Teenage Pregnancy
The rate for conceptions in the under 18s in South Gloucestershire is now lower than all other
areas in the South West. For calendar year 2013 the rate recorded was 14.7 per 1,000 females
aged 15 to 17 years. This compares to a regional average of 21.2 per 1,000 and a rate of 24.3 per
1,000 across England . Although teenage pregnancy rates have almost halved in South
[6]
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Gloucestershire over the last ten years, this may hide a widening of inequalities. More data is due
to be captured in future service reporting about the profile of those who do experience teenage
pregnancies. Figure 7: Under 18 conception rates 1998-2013

Source: PHE, Sexual Health and Reproductive Health Scorecard 61.1% of conceptions in those
under 18 years of age in South Gloucestershire led to an abortion in 2013. This was the highest in
the South West and higher than the average nationally. Figure 8: Percentage of conceptions in
those under 18 years of age leading to abortion in 2013 across the South West and
England

Source: PHE, Sexual Health and Reproductive Health Scorecard

Abortion
Unintended, unwanted pregnancy has a major impact on the both the individual and their family,
and presents a significant cost to the NHS and local authorities. Up to 50% of all pregnancies are
unplanned and although many of these pregnancies will proceed and become wanted
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pregnancies, some women will decide to terminate their unintended pregnancies. In 2013 the total
number of abortions carried out in England was 185,331 which was 0.1% more than the number
in 2012 (185,122), but 2.4% fewer than the number in 2011 (189,931) . In South Gloucestershire
there were a total of 598 abortions during 2013, 7.7% higher than in 2012 (555) but 6.0% (636)
fewer than in 2011 . Figure 9: Age-standardised abortion rate per 1,000 resident women
aged 15 to 44 in England and South Gloucestershire during 2011-2013
[7]

[8]

[9]

Source: PHE, Sexual Health and Reproductive Health Scorecard Abortion rates do vary by age of
the woman at the time of conception. During 2013 the abortion rate in England was highest in the
20 to 24 age group with a crude rate per 1,000 of 28.7. In South Gloucestershire the abortion rate
was also highest in this age group with a crude rate per 1,000 women of 24, lower than the
national figure but matching the overall figure for the South West. In 2013, abortions among the
under 20 year olds accounted for less than one in six (15.6%) of all abortions in England, meaning
that 84.4% of abortions took place in women aged 20 and over. In the South West the higher rate
of 18.8% of all abortions was recorded for those aged under 20 years, with 81.2% taking place in
women over the age of 20. This figure is slightly higher in South Gloucestershire, with one in five
(20%) of all recorded abortions taking place in women under the age of 20 during 2013 . Figure
10: Abortion rates by age in South Gloucestershire during 2013
[10]

Although the proportion of abortions carried out within the younger age group is relatively low, the
percentage of conceptions that result in abortions is actually quite high. The percentage recorded
for the young women aged under 18 in South Gloucestershire is the highest in the South West and
higher than the average nationally. Nearly two thirds (61.1%) of conceptions in those under 18
resulted in an abortion compared to half (50.3%) across the South West and (51.1%) nationally.
Repeat abortions represent unplanned conceptions, which can be seen as a failure of
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contraception service provision either in terms of access or availability of the most appropriate
method for individual women at the time. Supply and fitting of LARC methods should be available
at point of abortion procedure. South Gloucestershire has a higher proportion of repeat abortions
in the over 25 age group, as seen in Figure 11. Figure 11: Repeat abortion rates by CCG area
2014
CCG

2014
All ages

<25 years old

>25 years old

NHS Bath & NE Somerset

35.6

24.1

46.9

NHS Bristol

34.7

24.8

41.7

NHS Dorset

37.0

25.2

48.0

NHS Gloucestershire

31.8

20.2

41.2

NHS Kernow

32.8

22.2

42.5

NHS North Somerset

37.2

22.5

49.8

NHS North, East, West Devon

29.6

22.8

36.3

NHS Somerset

35.0

23.1

44.9

NHS South Devon & Torbay

37.3

27.9

48.0

NHS South Gloucestershire

36.7

25.1

45.7

NHS Swindon

39.2

26.3

46.5

NHS Wiltshire

31.7

25.1

37.1

South West

34.3

23.9

43.1

England

37.6

27.0

45.6

Source: Department of Health

Vulnerable young people
There are sub-groups of vulnerable young people who will usually be at a higher risk of
experiencing poor sexual health outcomes than the wider population of young people. Looked
after children are amongst the most vulnerable people in society. Risks for those in care also
include an increased risk of being sexually active at a younger age, higher rates of teenage
pregnancy and a higher risk of sexual exploitation. At the start of 2014, South Gloucestershire
Council formally began to collect data on pregnancy and parenthood through the contacts made
with all care leavers. Between April 2014 and March 2015 there were 33 individual care leavers
(male and female) who had a Contact recorded where they answered “Yes” to the question ‘Young
person is a parent or experienced pregnancy’. This was from a total of 148 individual care leavers
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who had a Contact recorded within the same period - therefore 22%. South Gloucestershire is
home to Vinney Green, a local authority secure children’s home for up to 24 young people of both
sexes, aged between 10 and 17. It includes a separate living unit with specific facilities for eight
young women or vulnerable young men. The young people within the secure unit are likely to be
amongst the most troubled and vulnerable within the country. The Needs Assessment for Vinney
Green 2015 showed that over half (52.3%) of all young people admitted to Vinney Green Secure
Unit reported having been sexually active prior to admission and a significant minority (14.4%) had
some evidence relating to a history of unprotected sex in their health record. Figure 12: Vinney
Green: Proportion of young people sexually active at initial assessment 2011/12-2013/14
Behaviour

Male (n=191)

Female (n=73)

Both (n=264)

Not sexually active

51%

40%

48%

Sexually active

49%

60%

52%

- No unprotected sex

37%

39%

38%

- History of unprotected sex

12%

21%

14%

Total

100%

100%

100%

Source: Health Needs Assessment of Vinney Green 2015 [1] Department of Health (2013) A
Framework for Sexual Health Improvement in England [2] Public Health England
(fingertips.phe.org.uk/profile/sexualhealth) [3] GUMCAD dataset (03/09/15) [4] Sexual Health
Quarterly Outcome Indicator Report – South Gloucestershire Q1 2014/15 [5] GUMCAD dataset
(03/09/15) [6] Public Health England (fingertips.phe.org.uk/profile/sexualhealth) [7] Department of
Health (2014) Abortion Statistics, England and Wales: 2013 [8] Department of Health (2013)
Abortion Statistics, England and Wales: 2012 [9] Department of Health (2012) Abortion Statistics,
England and Wales: 2011 [10] Department of Health (2014) Abortion Statistics, England and
Wales: 2013

Current services and assets in relation to need
Local sexual health services are commissioned by South Gloucestershire Council, South
Gloucestershire CCG and NHS England. To improve cost effectiveness and efficiency, some
services are commissioned across Bristol, North Somerset and South Gloucestershire (BNSSG) or
the wider catchment including either Somerset or Bath and North East Somerset. Genitourinary
Medicine (specialist) services are commissioned at a clinic in central Bristol. Approximately 3000
GUM attendances were made by South Gloucestershire residents in 2014/15, of which
approximately 2000 were new and 1000 were follow-up attendances. This is a slightly lower
number than 2013/14. The services commissioned have not changed since the last JSNA. Sexual
Health Services commissioned as at October 2015:
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Provider

Service level

Specific services

Level 1 and 2

• STI testing and treatment,
including chlamydia
• Contraception, including LARC
• Emergency contraception
• Pregnancy testing and referral

Pharmacies

Level 1

• Emergency contraception
• Condoms
• Chlamydia screening and
treatment

Avon Chlamydia Screening
Programme

Level 1

• Chlamydia screening and referral
• Partner notification

Brook central clinic and outreach
services

Level 1 and 2

• STI testing and treatment
• Chlamydia screening and
treatment
• Contraception, including condoms
• Pregnancy testing and referral
• Outreach services for STI
prevention

Sexual Assault Referral Centre

Level 1

• Sexual abuse assessment and
counselling
• Condoms

UHB Bristol sexual health service

Level 1, 2 and 3

• STI testing and treatment,
including HIV
• Chlamydia screening and
treatment
• Contraception, including LARC
and condoms
• Emergency contraception
• Support and advice for complex
needs and psychosexual issues
• Pregnancy testing and advice
• Abortion services, including
medical abortion

Terrence Higgins Trust

Level 1, 2 and 3
(certain elements)

• STI testing, including HIV
• Condoms

Level 1 and 2

• STI testing and treatment,
including HIV
• Chlamydia screening and
treatment
• Contraception, including condoms
• Pregnancy testing and advice

General Practice

UHB Community sexual health
clinics
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Provider

Service level

Specific services

Bristol Pregnancy Advisory Service

Level 1 and 2

• Pregnancy testing and advice
• Referral for abortion care and
support

C-Card (multi-agency, but
coordinated by South
Gloucestershire Public Health)

Level 1 and 2

• Condoms

Provision of Contraception
During 2014-2015 women in South Gloucestershire who received contraception from their GP
were more likely to be prescribed an oral contraceptive rather than any other method, including
LARC methods. Four out of five (80.5%) of all contacts supplied with contraception were
prescribed oral contraceptives, yet only one in six (17.1%) were provided with a LARC method and
less than 1% were offered a diaphragm or cap. This is shown in Figure 13, below. Figure 13:
Contraceptive provision in GP surgeries in South Gloucestershire during 2014-2015

Source: Prescribing data Young people from South Gloucestershire under the age of 25 also
access contraceptives and sexual health advice from the drop-in facility at Bristol’s Brook clinic.
Figure 14 below shows the methods of contraception supplied by Brook to young people from
South Gloucestershire and Bristol. This shows that over two thirds (69.3%) of young people
accessing their contraceptives from Brook are supplied with oral contraceptives. This represents a
slight increase when compared to the proportion issued during the previous year (66.6%). Figure
14: Contraceptives supplied by Brook to young people from South Gloucestershire and
Bristol during 2013/14 and 2014/15
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Contraception and sexual health services are also accessed directly from sexual health clinics
across South Gloucestershire. Figure 15 shows the methods of contraception supplied through
these clinics, hosted by University Hospitals Bristol (UHB) to people from South Gloucestershire.
This shows that over half (58%) of those accessing their contraceptives from a sexual health clinic
are supplied with oral contraceptives. The proportion of LARC prescribing from clinics (43%) is
therefore higher than that received through Brook to the under 25s (31%). Figure 15:
Contraceptive prescribing by UHB sexual health clinics by method of contraception
during 2014/15 for the population of South Gloucestershire

Clinic users from South Gloucestershire over the age of 25 are more likely to use oral
contraception than other options. Although the oral contraceptive pill is a very effective form of
contraception when taken as prescribed, it does rely on the individual’s memory and continued
adherence. Figure 16: Contraceptive prescribing by UHB sexual health clinics by method
of contraception and age during 2014/15 for the population of South Gloucestershire.
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In addition to the specific services listed, all sexual health services provide signposting to local
voluntary sector providers; domestic abuse screening and referral; assessment and referral for brief
alcohol interventions; referral for Female Genital Mutilation specialist advice and care; child
protection and safeguarding assessment, as standard. Future commissioning needs to include a
wider range of routes for people to access information and services. More online access to
services (e.g. STI testing) and a greater range of self-care options will both increase access to
services for those who currently don’t attend services and reduce costs for commissioners. The
risk that people who access services remotely may not receive sufficient supporting advice or
signposting will need to be addressed in the commissioning process. An increase in remote
services needs to be balanced by targeted face-to-face outreach for the most vulnerable groups.

Projected service use and outcomes in first 5
years and 5-10 years
Sexual infections are generally increasing and this trend is likely to continue with many people
requiring sexual health services in the future for newly acquired or re-acquired infection. Some
infections are showing increasing drug resistance (such as gonorrhoea), which may present
additional treatment costs in the future. The number of 15-25 year olds living in South
Gloucestershire is expected to increase in the next decade which will increase demand for
services. An increasing number of people are living with HIV and as this population ages, there will
be an increased demand for health services to support needs. As a large proportion of people with
infections such as HIV and Hepatitis are unaware of their infection status, many of these people will
become known to the health service at a late stage when symptoms and treatment are more
complex (and expensive). The multi-media sexualisation of young people and the need to reduce
child sexual exploitation add to an already pressing local need to improve the quality of Personal,
Social and Health Education and in particular to Relationship and Sex Education across all
education settings.
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Evidence of what works
Interventions to promote sexual health can be delivered at many different levels. To maximise
health benefits, there needs to be consideration of the biological, social and environmental factors;
the individual, their lifestyle choices, the social networks they operate in, their living and working
conditions and their economic, cultural and environmental situation. National evidence
demonstrates that spending on sexual health interventions and services is cost effective: For every
£1 spent on contraception, £11 is saved in other healthcare costs (McGuire A and Hughes D, The
economics of family planning services, 1995). The provision of contraception saved the NHS £5.7
billion in healthcare costs that would have had to be paid if no contraception at all was provided
(Contraception Atlas, Bayer HealthCare, 2011) National Institute for Health and Clinical Excellence
(NICE) Clinical Guideline CG30 demonstrated that Long Acting Reversible Contraception is more
cost effective than condoms and the pill, and if more women chose to use these methods there
would be cost savings. Early testing and diagnosis of HIV reduces treatment costs – £12,600 per
annum per patient, compared with £23,442 with a later diagnosis (‘The Cost-Effectiveness of Early
Access to HIV Services and starting cART in the UK’, Beck EJ et al, PLOS ONE; 6(12): e27830).
Early access to HIV treatment significantly reduces the risk of HIV transmission to an uninfected
person ‘British HIV Association guidelines for the treatment of HIV-1-positive adults with
antiretroviral therapy 2012’, BHIVA Writing Group, HIV Medicine 2012; 13(2): 1–85. Work from the
South West of England demonstrated that improvements in the rates of partner notification
resulted in a reduced cost per chlamydia infection detected (Adams E and Turner K, SHORE
Programme – Invest to save in the South West: Benchmarking current expenditure against sexual
health, identifying local population needs and using local data in economic models, Office of Sexual
Health, Taunton, 2012). Recent randomised controlled trial findings (McCormack et al, 2015)
strongly support the addition of pre-exposure prophylaxis (PrEP) to the standard of prevention
for men who have sex with men at risk of HIV infection. The British Association for Sexual Health
and HIV stated in 2015 that commissioning policies placing PrEP within a combination prevention
package that prioritises point of care testing will be central to the delivery of high quality HIV
prevention services, and should be developed as soon as possible. The following evidence based
guidelines are relevant to prevention and delivery of sexual and reproductive healthcare services.
Service Standards for Sexual and Reproductive Healthcare (FSRH 2013)
Standards for the Management of Sexually Transmitted Infections (STIs) (BASHH 2014)
British HIV Association Standards of Care for People Living with HIV (BHIVA 2013)
Clinical Guidance – Emergency Contraception (FSRH 2012)
UK National Guideline on Safer Sex Advice (BASHH & BHIVA 2012)
NCSP Standards (6th Edition 2012)
BASHH Statement on Partner Notification for Sexually Transmissible Infections (2012)
Hepatitis B and C: Ways to promote and offer testing to people at increased risk of infection
NICE Public Health Guidance 43 (NICE 2012)
Standards for psychological support for adults living with HIV (British Psychological Society,
BHIVA & MEDFASH 2011)
UK Guideline for the use of Post-Exposure Prophylaxis for HIV following Sexual Exposure
(BASHH 2011)
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PH34 Increasing the uptake of HIV testing among men who have sex with men (NICE 2011)
PH33 Increasing the uptake of HIV testing among black Africans in England (NICE 2011)
The Care of Women Requesting Induced Abortion, Evidence-based Clinical Guideline
Number 7 (RCOG 2011)
Standards for the Management of Sexually Transmitted Infections (BASHH & MEDFASH
2014)
UK National Guidelines for HIV Testing (BHIVA 2008)
Progress and Priorities - Working Together for High Quality Sexual Health (MEDFASH 2008)
PH3 One to one interventions to reduce the transmission of sexually transmitted infections
(STIs) including HIV, and to reduce the rate of under 18 conceptions, especially among
vulnerable and at risk groups (NICE 2007)
CG30 Long-acting reversible contraception (NICE 2005)
Recommended Standards for Sexual Health Services (MEDFASH 2005)
Research Governance Framework for Health and Social Care (Department of Health 2005)
Male and Female Sterilisation, Evidence-based Clinical Guideline Number 4 (RCOG 2004)
RCGP and BASH Guidelines for STIs in Primary Care (2013)
Fraser Guidelines (NSPCC 2012)
0-18 years: Guidance for all doctors (GMC 2007)
NICE Public Health Guidance 51 Contraceptive services with a focus on young people up
to the age of 25. March 2014
Department of Health (2011).You’re Welcome: Quality Criteria for Young People Friendly
Health Services
BASHH 2010 - Standards for Management of STIs
BHIVA Standards
UK Medical Eligibility Criteria and Contraceptive Use, FSRH 2009 (updated 2010)
Department of Health - National Strategy for Sexual Health-and-HIV
FSRH Quality Standard Contraception Services
NICE Hepatitis B and C Ways to promote and offer testing to people at increased risk
FSRH Service Standards for Medicines Management in Sexual and Reproductive Health
Services (2014)
FSRH Service Standards for Record Keeping (2010)
FSRH Service Standards for Resuscitation in Sexual and Reproductive Health Services
(2013)
FSRH Service Standards on Confidentiality (2012)
FSRH Service Standards on Obtaining Valid Consent in Sexual Health Services (2011)
FSRH Service Standards on Workload in Sexual and Reproductive Health (2013)
FSRH Service Standards for Risk Management (2010)
CQC Standards for Quality and Safety

PSHE
The PSHE Association provides a wide range of evidence making the case for statutory PSHE in all
schools. See https://pshe-association.org.uk/uploads/media/17/8231.pdf Pupil safety:
Recent child sexual exploitation inquiries have recommended PSHE education to keep pupils safe.
Pupils who receive these lessons are more likely to report abuse, have consenting relationships
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and use contraception. They are also less likely to have unplanned pregnancies. Physical and
emotional health: Pupils who receive health education lessons as part of a whole school
approach are more likely to eat healthily, exercise more and are less likely to smoke, while the
emergency first aid component of PSHE education could have major impacts on cardiac arrest
survival rates. Universal programmes like PSHE improve pupils’ mental health and self-image.
Academic success: Social and emotional skills programmes run through PSHE education are
shown to improve attitudes and behaviour and raise academic achievement by 11%. The
Education Endowment Foundation recommends such programmes to improve the attainment of
disadvantaged pupils. There is a strong correlation between quality PSHE education and
outstanding Ofsted ratings. The skills and character to succeed in school and the
workplace: Nobel Prize winning economist James Heckman, who advocates for the importance
of non-cognitive skills, has shown that these skills can be taught in schools. Employer
organisations consistently urge schools to focus on developing these non-academic skills, which
could have huge economic value for the country.

User views (on need, services / assets and gaps)
In assessing the sexual health needs of the service users and non-service users of South
Gloucestershire, the following processes have been utilised:
Service users - Current providers of sexual health services routinely collect service user
feedback. This data has been collated to inform this report
Vulnerable groups - Relevant information from local consultations with vulnerable groups
about access to services has also been included where appropriate. The South
Gloucestershire LGBTQ Young People Needs Assessment has specifically identified some
key issues for local young people
Non-service users - An additional local project to capture the views of those people identified
as least likely to access services (including young people, those with learning difficulties and
black and minority ethnic groups) has been commissioned through Healthwatch, the
independent consumer charity that gathers and represents the views of the public about
health and social care services in England. This is due to be completed in January 2016.
The feedback from service users concerning the current provision of sexual health services to
residents in South Gloucestershire included user views on access to sexual health services:
New service users usually found out about local services via the internet. However a large
proportion of young people cited a recommendation from a friend as a source
Service users expressed a strong preference for accessing sexual health services in a way
that is convenient and easy for them. They felt that sexual health services should ideally be
accessible on a wide range of times and days, with a strong request for evening opening
times
Service users’ access preferences were shared evenly between walk-in services and prebooked appointments, with younger people preferring walk-in options
There was significant dissatisfaction expressed concerning the long waiting times
experienced when accessing sexual health services
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User views of current service provision:
The users of specialist and young people’s sexual health services showed high levels of
satisfaction with the service they had received
Information and education should include an acknowledgement of online issues and
pornography
Education and information should include discussion of healthy relationships
Young people would like to be involved in the design of information, education and sexual
health services

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:An Initial Equalities Impact Assessment has been undertaken to ensure that the
reprocurement of specialist sexual health services takes into account the needs of vulnerable
groups and high risk members of the population.
Key information for the Initial EIA was identified from the Sexual Health Needs Assessment
and from the South Gloucestershire LGBTQ Young People Needs Assessment.
Key findings showed a need for service provision to be designed with sufficient dedicated
resource and flexibility to respond to the changing needs of vulnerable groups.

Unmet needs and service gaps
HIV testing and diagnosis:
Efforts need to focus on addressing the rising local rate of late diagnosis of HIV. 65.5% of
new cases in 2011-13 were diagnosed late in South Gloucestershire compared to 57.7% in
2010-12 and 44.4% in 2009-11
It is estimated that approximately 24% of persons with HIV are unaware of their infection.
Individuals unaware of their infection are at risk of transmitting the infection and are also at
risk of poorer outcomes as a result of starting treatment late or not at all. HIV testing offer
and uptake needs to be increased within general practice and sexual health services
There is currently a limited amount of provision around HIV awareness, prevention and
campaigns, including work to reduce stigma associated with HIV in those most at risk
More training and education is required to reduce stigma, promote the prevention of HIV and
encourage earlier presentation
Chlamydia screening:
In order to meet the Public health Outcomes Framework indicator, a good level of coverage
for chlamydia testing is required, ensuring that services are accessible and provided across a
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range of venues
Primary care services:
There is little information for the public about what sexual health services are available at GPs
and Pharmacies
Commissioners need to ensure commissioning of primary care services reflects the needs
and preferences of local people
Secondary care services:
Integration across primary and secondary care services needs to be improved to ensure a
smooth patient pathway
Secondary care services should be commissioned as part of a whole system that aims to
prevent poor outcomes and improve early access to services via a wide range of routes
Sexual health promotion and relationship and sex education (RSE):
Relationship and Sex Education (RSE) provision across schools is inconsistent. An audit of
provision should inform support to schools, in particular around improving pupils’
understanding of consent and healthy relationships
There is little publicity or social networking in place for promotion of healthy relationships,
sexual health clinics and young people’s outreach clinics, this requires development
It is important to continue work on increasing awareness around the signs and symptoms of
child sexual exploitation, domestic violence and female genital mutilation in order to protect
vulnerable children and adults
Vulnerable groups:
Although teenage pregnancy rates have fallen significantly, targeted education and support
to avoid unplanned pregnancy is required to maintain this trend and reduce inequalities
There is a need to increase engagement with high risk groups to improve early identification
of HIV
Appropriate outreach services should be co-designed with vulnerable groups
Local termination of pregnancy services:
Future commissioning arrangements will need to ensure services are fully linked into sexual
health services in the area, and targets set around reducing rates of repeat termination
Local Sexual Health Strategy
There is currently no sexual health and HIV strategy for South Gloucestershire. This will be
addressed in early 2016.
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Recommendations for consideration by
commissioners
Commissioning should ensure that services meet the needs of vulnerable groups, especially
men who have sex with men, young people and people with learning difficulties or disabilities.
Prioritise prevention and self-management, ensuring services are sustainable for the future;
develop innovative solutions to engage high risk and vulnerable groups and rapidly respond
to changing patterns of behaviour. Exploit new technology and co-produce solutions.
Improve access to services through closer communication with the public about design of
services.
Use data more effectively to identify and monitor service use and outcomes for high risk
groups. Service development needs to be underpinned by robust evaluations, including
economic considerations.
Reduce abortion and repeat abortion rates by increasing access to and uptake of long-acting
reversible contraceptives, reducing variation in provision at GP practices, and ensuring
effective contraceptive provision post abortion.
Increase offer and uptake of HIV testing among high risk groups in order to reduce the
proportion of late diagnoses.
Improve the quality of Relationship and Sexual Health Education in schools in order to
improve outcomes for children and young people.

Recommendations for needs assessment work
Local data is needed on the sexual health of people with learning difficulties, homeless people and
sex workers.
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Smoking in adults
Summary
Whilst smoking rates have declined over past decades, smoking is still the biggest cause of
preventable illness and premature death in the country. One in every two long-term smokers will
die prematurely from a smoking related disease unless they quit. Smoking is responsible for half
the difference in life expectancy between the richest and the poorest. Smoking is harmful not only
to smokers but also to the people around them. In South Gloucestershire 13.9% of adults smoked
in 2014. This equates to 29,815 smokers. The rate is lower than the South West average of 16.9%
and the England average of 18.0%. In line with the national trend, there has been a decline in
smoking prevalence in recent years. Smoking is higher in certain populations; in South
Gloucestershire the prevalence in routine and manual workers was 22.8% in 2014. National data
indicates smoking rates are highest among white ethnic groups and those with a mixed-heritage;
gay, lesbians, and bisexual; and people who are long term unemployed or have never worked, and
those with mental health problems. Smoking peaks in those aged 25-29 years. In 2011-13, there
were 1,019 deaths attributable to smoking in South Gloucestershire. The rate of smoking
attributable deaths has declined slightly over recent years and remains significantly below the
national average. The link between smoking and lung cancer is well established and around 90%
of cases of lung cancer are caused by smoking. New cases of lung cancer have risen in recent
years while the death rate has reduced. Those living in the most deprived areas of South
Gloucestershire had over double the mortality rate from lung cancer as those in the least deprived.
Smokefree South Gloucestershire Services are available in all GP practices and some community
pharmacists. In line with national statistics, the number of smokers accessing services (as
measured by setting a quit date) is on a steep decline. In 2011/12, 2,806 smokers accessed
Smokefree South Gloucestershire, compared with 1540 in 2014/15. This may be due to the fall in
smoking prevalence. There is also some evidence that more smokers are using electronic nicotine
delivery devices (e-cigarettes) to support periods of abstinence from tobacco or to quit tobacco
rather than seeking help from stop smoking services. During 2014/15 the highest proportion of
people accessing services came from the routine and manual occupation groups. In contrast to
the national trend, quit rates were the same in the most and least deprived areas.

Recommendations for consideration
Develop a Tobacco Control Plan for South Gloucestershire; continue to support quit attempts
through stop smoking services and smokefree campaigns; identify ways of targeting groups
with a high prevalence of smoking such as men, routine and manual workers; and those with
mental health problems; support NHS mental health services to become smoke free; undertake
a detailed health needs assessment / equity audit to inform future commissioning of stop
smoking services.
Authors: Kathryn Kavanagh, Programme Lead, South Gloucestershire Council; Sarah Weld, Public
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Health Consultant, South Gloucestershire Council

Who is at risk and why?
Whilst smoking rates have declined over past decades, smoking is still the biggest cause of
preventable illness and premature death in the country. Smoking rates are much higher in some
social groups, including those with the lowest incomes. These groups suffer the highest burden of
smoking-related illness and death. Smoking is the single biggest cause of inequalities in death
rates between the richest and poorest in our communities (Tobacco Control Plan for England,
2011). Smoking is an addiction largely taken up in childhood and adolescence. If smoking is seen
by young people as a normal part of everyday life, they are much more likely to become smokers
themselves. Research tells us that ‘a 15 year old living with a parent who smokes is 80 per cent
more likely to smoke than those living in a household where no one smokes’ (Loureiro et al,
2010). Smoking during pregnancy can cause serious pregnancy-related health problems, and
babies from less affluent backgrounds are more likely to be born to mothers who smoke. These
include complications during labour and an increased risk of miscarriage, premature birth, still birth,
and sudden unexpected death in infancy. The link between low-birth weight and smoking is
causal, that is, the more cigarettes smoked, the greater the probable reduction in birth weight
(British Medical Association, 2004). Smoking during pregnancy also increases the risk of infant
mortality by an estimated 40 per cent (NICE, 2010). Smoking is harmful not only to smokers but
also to the people around them. Children from less affluent backgrounds suffer greater levels of
exposure to second hand smoke when growing up. Infants of parents who smoke are more likely
to suffer from serious respiratory infections such as bronchitis, symptoms of asthma and problems
of the ear, nose and throat. Exposure to smoke in the womb is also associated with psychological
problems in childhood (Loureiro et al, 2010). Smoking is responsible for the largest proportion of
the excess mortality of people with mental illness. Smoking prevalence among people with mental
health problems is much higher than in the general population; 32% of people with a common
mental disorder smoke, and rates are even higher in people with more severe disease.
Furthermore, current smoking is associated with an increased risk in the onset of depression and
anxiety disorders, and smokers are 50% more likely to suffer from a mental disorder than nonsmokers (PHE, 2014). Of the 10 million smokers in the UK today, almost one in three reports
mental health problems (RCP, 2013). However, smoking cessation is associated with reduced
depression, anxiety, and stress and improved positive mood and quality of life compared with
continuing to smoke (Taylor and Aveyard (2014).

The level of need in the population
Smoking Prevalence
In South Gloucestershire the percentage of adults smoking is less than the national average but it
still equates to 13.9% of the adult population; 29,815 smokers over the age of 18 years. Over

805/885

www.southglos.gov.uk

recent years South Gloucestershire has seen a fall in smoking prevalence – from 19.8% in 2010 to
13.9% in 2014. In some communities this figure rises sharply to 22.8%. The smoking prevalence
amongst South Gloucestershire’s routine and manual occupations which is similar to the England
and South West averages. Children who live in a household with a smoker are much more likely to
become a smoker themselves. There is some debate about the prevalence of young smokers in
South Gloucestershire, modelled estimates for smoking prevalence at ages 15 and 16-17 (regular
smokers) are 8.5% and 14.6%, respectively, however results from the WAY survey suggest
prevalence of regular smoking at age 15 is 6.8%. None of these figures are significantly different to
the averages for England. The results of the 2014 South Gloucestershire School Survey
demonstrated that out of 5550 children and young people (year groups 4 to 12) who were asked
“do you smoke?”, 92.3% responded no. Smoking during pregnancy can cause serious pregnancyrelated health problems. In 2014/15 approximately 226 (9.1%) of pregnant women in South
Gloucestershire were recorded as a smokers at the time of delivery. The number of term babies
who have a low birth weight is not significantly different from the England or South West average.
Smoking at time of delivery data trend

Source: Public Health Outcomes Framework The following charts represent patterns of smoking
amongst different groups in England. The following data isn’t available at the South
Gloucestershire level. Nationally, smoking is highest amongst younger males from the routine and
manual occupations. It is highest amongst communities of mixed-heritage and minority groups
such as LGBT, gay/lesbian and bisexual.
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Smoking related morbidity and mortality
Smoking remains the biggest single cause of preventable mortality and morbidity in the world and
accounts for 1 in 6 of all deaths in England. Smoking is discussed as a risk factor for disease
throughout many of the JSNA sections. This section provides a summary of key statistics. In South
Gloucestershire during the period 2007-2009 to 2011-2013, smoking attributable deaths have
fallen slightly from 247.5 per 100,000 to 238.5 per 1000,000, though this decline has not been as
steep as that for England whose rates are higher but fell from 314 per 100,000 to 288.7 per
100,000 (LTCP accessed 12/2015).
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Source: PHE LTCP The link between smoking and lung cancer is well established and around 90%
of cases of lung cancer are caused by smoking. The number of lung cancer registrations in South
Gloucestershire has risen in recent years from 59.8 per 100,000 to 64.7 per 100,000 however
there has been modest reduction in deaths from lung cancer over the last decade, from a peak of
51.7 per 100,000 in the period 2004-2006 to 46.4 per 100,000 in the period 2011-2013 (see
cancer section for more details).

Source: PHE LTCP Higher smoking prevalence is strongly correlated with areas of socio-economic
deprivation. A recent report published by PHE and the National Cancer Intelligence Network draws
attention to the dominance of the contribution of lung cancer to excess death in the more socioeconomically deprived population. Findings demonstrate that if all socio-economic groups had the
rates of the least deprived, around 5,800 deaths from lung cancer could be prevented each year in
England. There were an average of 117 deaths per year across all ages due to lung cancer
between 2010 and 2014 In South Gloucestershire. If the rate of deaths that occurred in the least
deprived areas of South Gloucestershire applied to the whole population we could expect 42 fewer
deaths per year (see cancer section for more details). Smoking is the most important risk factor for
Chronic Obstructive Pulmonary Disease (COPD). Deaths from COPD in South Gloucestershire
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have risen from 37.5 deaths per 100,000 in 2008-10 to 45 deaths per 100,000 in 2011-13, though
figures for the latest period of 2012-14 show a slight fall to 43.5 per 100,000. This rate is slightly
higher than the South West average.

Source: PHE LTCP Smoking is also an important risk factor for stroke. Following a decline
between 2007 and 2009 and 2009-2011 smoking attributable deaths from stroke have also seen
an upward trend recently, rising from 7.3 per 100,000 in 2009-2011 to 8.2 per 100,000 in
2011-13.

Source: PHE LTCP Though some aspects of smoking related mortality display less favourable
trends, the rate of smoking attributable hospital admissions has fallen from 1,507 per 100,000 in
2009/10 to 1,201 per 100,000 in 2013/14, making the rate now significantly lower than the
regional and national average.
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Source: PHE LTCP

Current services and assets in relation to need
Smokefree South Gloucestershire Services are available in all GP practices and some community
pharmacists. Specialist stop smoking services are available in community settings across South
Gloucestershire. Details of which can be found here. In line with national statistics, the number of
smokers accessing services (as measured by setting a quit date) is on a steep decline. In 2011/12,
2,806 smokers accessed Smokefree South Gloucestershire, compared with 1540 in 2014/15.
There is some evidence that the decline in numbers accessing stop smoking services is linked to
the explosive rise in the use of electronic nicotine delivery devices, commonly known as ecigarettes. Use of e-cigarettes is known as vaping, with their users self-identifying as vapers.
Smokers are utilising electronic nicotine delivery devices to support periods of abstinence from
tobacco or to quit tobacco. The latest evidence tells us that 3 in 5 electronic cigarette users are
current smokers, dual using both tobacco and e-cigarettes; 2 in 5 electronic cigarette users are
ex-smokers who have switched to vaping. When the number of people accessing services is
calculated as a rate of people setting a quit date per 100,000 smokers the rate is significantly
worse in South Gloucestershire (4,156 per 100,000) when compared to the national average
(5,549 per 100,000). The rate is similar to other local comparable areas (Swindon, Wiltshire) but
much lower than North Somerset which is better than the England average (6,407 per 100,000).
However of those clients who do access services, the number successfully quitting is on the rise,
from 45% in 2013/14 to 51% in 2014/15. The Specialist Stop Smoking Service aims to provide
targeted services to those with greatest need. Referral pathways have been established with
community mental health teams. Smokefree South Gloucestershire is providing tailored support to
smokers with mental health problems in areas of highest need, combining smoking cessation and
psychological interventions. During 2014/15 the highest proportion of people accessing services
came from the routine and manual occupation groups.
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The number of people who are eligible for free prescriptions is a useful proxy measure to monitor if
clients accessing the services are from key target groups. Users of Smokefree services in receipt
of free prescriptions now make up over half of the total number of smokers who access the
service. The quit rate of clients in receipt of free prescriptions is comparable to that of all services
users at 50% compared to 52% respectively.

Smokefree South Gloucestershire bucks the national trend in that an individual from living in the
most deprived areas of South Gloucestershire, will have as much success at quitting as people
from the least deprived areas.
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Work is underway to develop a new Tobacco Control Plan for South Gloucestershire. The plan will
provide a framework for planning and delivery of work to reduce the prevalence of smoking in
South Gloucestershire; promote smokefree environments and reduce exposure to secondhand
smoke; ensure legislation relating to tobacco is implemented and enforced locally and address
issues relating to availability of illicit tobacco; and co-ordinate effective communications for tobacco
control.
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Projected service use and outcomes in first 5
years and 5-10 years
National and local data indicate a clear decline in the number of people who smoke. Indeed over
the last 35 years, smoking prevalence in England has halved. As smoking prevalence decreases
the costs of poor health outcomes associated with smoking will also fall. The number of smokers
accessing stop smoking services is also reducing. Whilst there is some evidence that this decline is
linked to e-cigarette use this relationship is not yet fully understood and there is a need to continue
prioritising stop smoking services and tobacco control work in order to maintain the fall in smoking
prevalence rates.

Evidence of what works
The following interventions have been evaluated and are recommended by NICE as appropriate
interventions for smoking cessation.
Brief interventions for smoking cessation involve opportunistic advice, discussion, negotiation
or encouragement and referral to more intensive treatment where appropriate.
Individual behavioural counselling that typically involves scheduled meeting where people
who smoke receive information, advice and encouragement and some form of behaviour
intervention (for example CBT). This is normally combined with pharmacotherapy.
Along with advice, encouragement and behavioural support, smoking cessation advisors
may prescribe nicotine replacement therapy (NRT), varenicline or bupropion as an aid to help
people to quit smoking.
Self-help materials aimed as individuals smoke, whether written or electronic can support
those in a quit attempt.
Telephone counselling and quitlines provide encouragement and support over the telephone
to anyone who smokes who wants to quit, or who has recently quit. These may be proactive
services where the counsellor calls the client or a reactive service when that client calls the
services.
Mass media campaigns that combine multiple types of media such as TV, radio and national
newspaper advertising; can be used alone to encourage and support quit attempts or
combined with other activities at local, regional and national levels.
The following guidelines contain evidence related to smoking cessation
NICE - Tobacco (LGB24)
NICE - Tobacco: harm-reduction approaches to smoking
NICE - Smokeless tobacco cessation: South Asian communities
NICE - Smoking cessation services
NICE - Smoking cessation in secondary care: acute, maternity and mental health services
NICE - Workplace interventions to promote smoking cessation
NICE - Brief interventions and referral for smoking cessation
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Cochrane Library - Mass media interventions for smoking cessation in adults
CRD Dare - Equity impact of population-level interventions and policies to reduce smoking in
adults: a systematic review

User views (on need, services / assets and gaps)
Smokefree South Gloucestershire receives positive feedback from service users and
commissioned services to whom we provide professional support. Responding to service user
feedback, over the coming year we will be exploring the possibility of a PGD for Varenicline. This
will allow service users who receive treatment outside of primary care to have easier access this
medicine. The South Gloucestershire Viewpoint survey collects some information about smoking
habits and perceptions of smoking in the local area. It should be noted that in the latest survey in
which information was collected (2014), only 5% of those who responded to the survey indicated
that they smoked. The sample was therefore not wholly representative of the wider population.
Four in five (81%) respondents indicated that smoking related litter is an issue in their local area.
Beneath this, two in three stated that people smoking in public areas (66%) and smoking in front of
children (65%) are issues in their local area, while three in five indicated that smoking in front of
non-smoking adults (61%) and underage smoking (60%) are issues in their local area. The smoking
related issue seen as a problem by fewest respondents is people smoking in the work place (21%),
followed by the sale of illegal tobacco (25%).

Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Smoking is higher in certain populations; in South Gloucestershire the prevalence in routine
and manual workers was 22.8% in 2014. National data indicates smoking rates are highest
among white ethnic groups and those with a mixed-heritage; gay, lesbians, and bisexual;
and people who are long term unemployed or have never worked, and those with mental
health problems. Smoking peaks in those aged 25-29 years. These groups suffer the highest
burden of smoking-related illness and death. Smoking is the single biggest cause of
inequalities in death rates between the richest and poorest in our communities.
Supporting those who smoke to stop and preventing young people from starting is essential
for tacking health inequalities in South Gloucestershire.

Unmet needs and service gaps
According to the Tobacco Control Tool for South Gloucestershire, there are approximately just
under 45,000 smokers across the area. In the year 2014/15, only 1540 of the target group
accessed support to quit. This is approximately 3% of smokers. NICE guidance tells us that at any
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one time, 5% of the smoking population should be in treatment.

Recommendations for consideration by
commissioners
Undertake a comprehensive Smoking Needs Assessment/Equity Audit for South
Gloucestershire to identify needs and gaps and establish how best to commission stop
smoking services to reach communities with the greatest need.
Develop a Tobacco Control Plan for South Gloucestershire to provide a framework for
planning and delivery of work to reduce the prevalence of smoking.
Continue to support quit attempts through stop smoking services and smokefree campaigns
Identify ways of targeting groups with a high prevalence of smoking such as men, routine
and manual workers; and those with mental health problems
Support NHS mental health services to become smoke free.

Recommendations for needs assessment work
Undertake a full health needs assessment and quit audit to better understand patterns of smoking
and need for cessation and prevention interventions in South Gloucestershire and inform future
service commissioning. This might include analysis of:
Number, prevalence and rates of smoking-related illnesses
Prevalence of smoking GP practice level
Pattern of smoking, geographical, demographic
COPD rates per practice
Modelled e-cigarette use across South Gloucestershire
Attitudes towards smoking in South Gloucestershire and perceived need for services and
support.
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Urgent Care
Summary
Urgent and Emergency Care encompasses a wide range of responses that health and care
services provide to patients who require urgent or immediate advice, care, treatment or diagnosis.
The main urgent care and emergency departments (EDs) serving South Gloucestershire residents
include North Bristol Trust (NBT) and University Hospitals Bristol Foundation Trust (UHB). Minor
Injury Units (MIU) and Walk-In Centres attended by South Gloucestershire residents include Bristol,
Stroud, Dursley, Bath and Yate. In hours urgent primary care is offered by 25 GP practices across
South Gloucestershire. Out of Hours (OOH) GP service provision is based at Cossham and Yate.
The national Urgent and Emergency Care Review published in 2013 made two crucial
observations: an ageing population with increasingly complex needs is contributing to the rise in
overall demand for urgent and emergency care services; and a confusing and inconsistent range of
out of hospital services is difficult to navigate and often results in patients defaulting to ED. These
observations are illustrated by two key indicators of urgent care demand; attendances at ED (all
types) and emergency or unplanned hospital admissions. Nationally total annual ED attendances in
England have risen by 4.5 million (25%) from 2004/5 to 2014/15. Annual emergency or unplanned
admissions to hospitals in England rose by over 850,000 (18%) from 2006/7 to 2014/15. The
number of ED and MIU attendances by South Gloucestershire patients increased by 12% from
2012/13 to 2014/15 (68,402 to 76,556). The increase was greatest in older patients. The relative
proportion of ED/MIU attendances to NBT has decreased over this period, the relative proportion
to UHB has decreased slightly, and the relative proportion to Yate MIU has increased slightly. ED
attendance and emergency/unplanned admission rates for South Gloucestershire CCG are lower
than the national average, however redesigning and improving urgent care and emergency
services to appropriately meet the needs of a growing and ageing population is a local priority so
that more care is delivered closer to home hospital attendances and admissions rates are reduced.
The CCG’s Urgent and Emergency Care Strategy highlights the following key priorities: increase
the proportion of urgent care delivered by primary and community care; improve complex
discharge and frailty pathways; falls prevention; end of life care; dementia; mental health and
wellbeing; alcohol harm reduction; children and young people; together with a coordinated
communications campaign to increase patient education and awareness of the range of services
available and appropriate use.

Recommendation for consideration
Commissioners to work with providers to deliver the core aims of the urgent care strategy: provide
better support for people to self- care; help people with urgent care needs to get the right advice in
the right place, first time; provide highly responsive urgent care services outside of hospital so
people no longer choose to queue in ED; ensure that those people with more serious or life
threatening emergency care needs receive treatment in centres with the right facilities and expertise
in order to maximise chances of survival and a good recovery; connect all urgent and emergency
care services together so the overall system becomes more than just the sum of its parts.
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Who is at risk and why?
Urgent and Emergency Care encompasses a wide range of responses that health and care
services provide to patients who require urgent or immediate advice, care, treatment or diagnosis.
Urgent care is unscheduled care that is not pre-booked with the patient’s GP (e.g. urgent
appointments) or any unplanned care (e.g. attendance at an emergency department, minor injuries
unit or walk-in centre). For the purposes of this report, only urgent care delivered in EDs and MIUs
or through unplanned hospital admissions is considered. In 2013, Sir Bruce Keogh published the
first stage of his Urgent and Emergency Care Review[1]. Two crucial observations were that:
1. An ageing population with increasingly complex needs is contributing to the rise in overall
demand for urgent and emergency care services;
2. A confusing and inconsistent range of out of hospital services is difficult to navigate and often
results in patients defaulting to A&E.

Definitions
Urgent or emergency care is unscheduled care that is not pre-booked with the patient’s GP
(e.g. urgent appointments) and includes any unplanned care (e.g. attendance at an emergency
department (ED), minor injuries unit (MIU) or walk-in centre (WIC)). Urgent or emergency care
may be provided during an ED/MIU attendance, or during an unplanned hospital admission.
Avoidable admissions are those admissions (usually unplanned) which are considered
potentially avoidable, often through the use of community based interventions or ambulatory
emergency care. Not all urgent or unplanned admissions are avoidable. For example, acute
appendicitis, testicular torsion, and pulmonary embolisms are clinical emergencies that are
acute and rapid in onset and are appropriately diagnosed and managed initially in an accident
and emergency department (A&E). However there is evidence that many patients attend the ED
inappropriately when other services such as NHS 111 or primary care may have been more
suitable. This choice and decision-making varies between groups, for example lower socioeconomic groups have been shown to have a higher risk of avoidable emergency admission[2]
[3]. Ambulatory care sensitive (ACS) conditions comprise a set of conditions believed to be
amenable to management in alternative settings to (i.e. ambulatory care settings). It is believed
that attendance at A&E and admission to hospital for many patients with ACS conditions could
be avoided if such patients are able to access good quality preventive and primary care.
Admissions due to ACS conditions may therefore be considered “avoidable admissions”.
Nationally, there are five core ACS conditions that are believed to account for the majority of all
ACS conditions and these are: urinary tract infection (UTI); pyelonephritis; pneumonia; chronic
obstructive pulmonary disease (COPD); convulsions and epilepsy; ear, nose, and throat (ENT)
infections (Nuffield Trust, 2013).
Evidence shows that patients often choose to attend an Emergency Department (ED)
inappropriately when other services such as NHS111 or primary care may have been more
suitable. This choice and decision-making varies between groups, for example lower socioeconomic groups have been shown to have a higher rates of avoidable emergency admissions[4].
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[1] NHS England 2013.Transforming urgent and emergency care services in England Urgent and
Emergency Care Review End of Phase 1 Report High quality care for all, now and for future
generations [2] Purdy S, 2010 King’s Fund ‘Avoiding hospital admissions, what does the research
evidence say?’ [3] South Gloucestershire CCG, 2014 Draft Urgent Care Strategy [4] Purdy S, 2010
King’s Fund ‘Avoiding hospital admissions, what does the research evidence say?’

The level of need in the population
Service activity data
Urgent care needs are illustrated by two key indicators of urgent care demand: attendances at
ED/MIUs (all types) and emergency or unplanned hospital admissions. Nationally, total annual ED
attendances in England have risen by 4.5 million (25%) from 2004/5 to 2014/15 . Annual
emergency admissions to hospitals in England rose by over 850,000 (18%) from 2006/7 to
2014/15 . South Gloucestershire CCG performs better than average for ED attendance and
emergency admission rates and is in the 4th quintile nationally for each of the following indicators :
[1]

[2]

[3]

Rate of accident and emergency (A&E) attendances per population by CCG
Percentage of accident and emergency (A&E) attendances that resulted in emergency
admission to hospital by CCG
Rate of emergency admission to hospital for ambulatory care-sensitive conditions per
population by CCG
South Gloucestershire is in the 3rd quintile for the rate of emergency admission to hospital for
people aged 75 years and over with a length of stay of less than 24 hours per population by CCG.
There is an understanding that many patients aged 75 years and over who are admitted for less
than 24 hours could have been managed in the community and would therefore constitute an
“avoidable admission”. South Gloucestershire is in the 2nd quintile for the rate of admission to
hospital for people aged 75 years and over from nursing home or residential care home settings
per population by CCG. This JSNA section presents data from a review of current usage of urgent
care service provision by South Gloucestershire residents and the motivation behind decisions
made by patients when choosing where to seek clinical input undertaken in early 2015. The report
uses data available up to 2013/14. Where more recent data are available to commissioners some
sections have been updated, however fully validated national data are not available beyond this
period.

Data sources
All of the analyses except that for frequent attendees were performed by accessing SUS
databases and included all South Gloucestershire residents attending Emergency Departments
and Minor Injury Units. The frequent attendees analysis was performed on the SUS databases and
included all attendances for which SG CCG are invoiced. It should be noted that in some instances
crude rates and percentage increases have been used - further analysis would require
standardisation to enable a more robust comparison of service usage by group. Moreover some
data are presented as absolute counts without accounting for the size of the population; such data
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are useful indicators of the capacity required for planning service provision however it is not
possible to make comparisons between areas or over time with absolute counts.

ED/MIU attendance
In 2014/15, of the 76,556 ED and MIU attendances by South Gloucestershire patients, the vast
majority of attendances were to NBT ED (34,804 attendances; 45%), followed by UHB (17,088
attendances; 22%), Yate MIU (15,862 attendances; 21%). The remaining 11% of ED/MIU
attendances were to other healthcare settings, including the Royal United Hospital in Bath. It is
important to note that these figures are absolute numbers of attendances and therefore may
include multiple attendances by the same patient. Whilst we can compare these data to the
equivalent data for previous years, it is important to note that absolute figures do not account for
population size and changes in attendance numbers will be influenced by changes in the size of
the population. In 2013/14, there were 71,668 recorded attendances at EDs and MIUs by South
Gloucestershire patients. NBT received 55% of these 2013/14 attendances (39,697), UHB
received 13,178 attendances (18%), and Yate MIU received 12,562 (18%). Within the limitations of
these data, it is possible to surmise that the absolute number of attendances by South
Gloucestershire patients has gone up over the past year and that the relative proportion of ED/MIU
attendances by South Gloucestershire patients to NBT has decreased over this period, the relative
proportion to UHB has decreased slightly, and the relative proportion to Yate MIU has increased
slightly. Figure 1: ED and MIU attendances for South Gloucestershire Patients
2012/13-2014/15

Monthly activity data suggests that attendance rates at ED have fallen more recently, however
these data are yet to be fully validated. Reasons for this may be either patients choosing to ‘selfcare’; a greater proportion of patients choosing to attend MIU; or provider up-coding. When
ED/MIU attendance rates are examined according to five-year age bands, there is a U-shaped
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relationship (see Figure 2), with attendance rates highest in the oldest patients (e.g. 6,800
attendances per 10,000 population for those aged 85+) and the youngest patients (e.g. 4,600
attendances per 10,000 population for the under-fives). The rate for attendance in 5-9 year olds is
a slight outlier (2,600 per 10,000 population). Figure 2 Rates of ED/MIU attendances for South
Gloucestershire patients by age-band (per 10,000 population) 2014/15

Figure 3 shows number of ED attendances by age group over time, and Figure 4 highlights the
number of admissions from ED in the same age-groups. Whilst most ED attendances and
admissions from ED are in 18-64 year olds, proportionately more admissions occur in 65-84 year
olds. Figure 3 South Gloucestershire CCG ED attendances by age group April, 2013October 2015
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Figure 4 South Gloucestershire CCG admissions from ED attendances by age group
April,2013- October 2015

Table 1 shows that from 2012/13 to 2014/15 the highest increase in ED and MIU attendances was
seen in the 70-74 year age band (36%) followed by the 80-84 year-olds (32%) and 85+ age group
(29%). Small decreases in number of attendances are seen in the 20-24 and 40-44 year age
groups but it should be noted this is for a relatively short time period (2012/13 – 2014/15) and
these changes account for a very small number of attendances (differences of 34 and 15
attendances respectively) Table 1 Change in ED and MIU Attendances, South Gloucestershire
population by age
Age Band

Attendance counts

% change from 2012/13 to 2014/15

2012/2013

2013/2014

2014/15

0-4

6837

7186

6928

1.3%

5-9

3645

4011

3879

6.4%

10-14

4857

5337

5353

10.2%

15-19

4684

4800

4866

3.9%
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20-24

4665

4607

4631

-0.7%

25-29

3850

4226

4491

16.7%

30-34

3558

3502

3770

6.0%

35-39

3334

3272

3608

8.2%

40-44

3759

3816

3744

-0.4%

45-49

3693

3881

4086

10.6%

50-54

3231

3571

3802

17.7%

55-59

2643

2816

3090

16.9%

60-64

2464

2576

2831

14.9%

65-69

2579

2834

3145

22.0%

70-74

2245

2632

3057

36.2%

75-79

2499

2598

3056

22.3%

80-84

2341

2635

3080

31.6%

85+

3169

3356

4091

29.1%

Grand Total

64053

67656

71508

11.6%

Figure 5 shows ED and MIU attendance rates by age and deprivation. The data suggests that
attendance rates for those living in the least deprived areas of South Gloucestershire are generally
lower than those from more deprived areas. This trend is particularly clear in young children (0-4
year olds) but is not consistent across all age groups. Figure 5 ED and MIU attendances per
100 000 population by age and deprivation, South Gloucestershire, 2014-2015
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Figure 6 shows attendances at ED and MIU during 2014/15 by age and sex plotted against the
South Gloucestershire population. ED and MIU attendances are particularly over-represented by
the under-fours and the population aged 80 years and over. Figure 6 ED and MIU attendances
by age and gender in relation to the South Gloucestershire population
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Table 2 Change in ED and MIU Attendances, South Gloucestershire population by
deprivation
Deprivation

Attendances

Percentage Change from 2012/13 to
2014/15*

2012/13

2013/14

2014/15

Least Deprived

12091

12542

13166

8.9%

Below Average

10847

11424

12257

13.0%

Average

13482

14304

15377

14.1%

Above Average

13011

14087

14629

12.4%
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Most Deprived

13739

14777

15462

12.5%

Table 2 reveals that the change in ED/MIU attendances in South Gloucestershire between 2012/12
and 2014/15 is not particularly socially patterned. Whilst the change is smallest in the least
deprived (9%), other groups have similar rates of change (12-14%). Figure 7 Local ED and MIU
Activity in South Gloucestershire population, by Month and Trust

Figure 7 shows fluctuations in ED activity over time, with a general trend of reduced attendances at
the main urgent care provider for South Gloucestershire residents (NBT) with a general trend of
increased attendances at Yate MIU and possible increase at UHB. Figure 8 ED/MIU
Attendances in South Gloucestershire Population by Trust and Day of the Week, 2014/15

Figure 9 ED Attendances in South Gloucestershire Population, by Day of the Week and
Time of the Day 2014/15
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No investigation with no significant treatment
One method of defining avoidable ED attendance is to consider those attendances that result in
“no investigation, with no significant treatment”. Evidence suggests that lower socio-economic
groups are at higher rate of avoidable emergency attendances. Figure 10 shows the rate of
attendance at ED resulting in no investigation and no significant treatment. Whilst there is a clear
trend of increased rate of attendance with increasing deprivation in some age-groups (under-fours;
20-34 year olds), the pattern is less clear for older age-groups. Figure 10 ED attendances with
no investigation, by Age and Deprivation, Crude Rate per 100, 000 2014/15

Figure 11 indicates ED/MIU attendances where no investigation and no significant treatment takes
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place follow a similar pattern to overall ED/MIU attendances. Numbers are higher during working
hours, and peak between 10am and 12pm on a Saturday and Sunday Figure 11 ED & MIU
Attendances, South Gloucestershire population, by day and hour with no investigation, 2014/2015

Multiple attendances per annum
Figure 12 and Figure 13 focus on analysis of individuals who attend ED and MIU four times or more
per annum. Figure 12 shows that highest rates of frequent attendees are from the younger and
older age bands. In many age-bands there is a high rate in patients from the most deprived areas
with a general trend of increasing rate of frequent attendees with increasing deprivation, but this is
not a consistent pattern. Figure 13 indicates that females and males 20-29 and 75+ age bands
and males 50-54 are over-represented when reviewing ED frequent attendees in 2013/13; more
recent data are not available in this format. Note numbers within this analysis are small and
therefore likely to fluctuate year on year. Figure 12 ED/MIU Attendances, 2014/15, by Age and
Deprivation- Frequent Attenders (4+ attendances pa), Crude Rate per 100,000, South
Gloucestershire Population
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Figure 13 ED/MIU Frequent Attendances (4+ attendances pa) by age and sex vs South
Gloucestershire Population, 2013/14
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Segmentation and profiling
Further analysis of usage of ED and MIU by patient group within South Gloucestershire was
undertaken using Mosaic profiling. Mosaic analysis is often used for social marketing and
marketing purposes and classifies populations into 15 groups and 69 household types. The
findings can be used to support commissioners and providers to better understand service users
and appropriately target service provision and communications. Table 3 shows that for the period
2011/12 to 2013/14 the groups with highest ED attendance rates within South Gloucestershire
include:
Self-reliant older families in suburban semis
Low income communities reliant on low skill industrial jobs
Early middle aged parents likely to be involved in their children’s education
Residents in blue collar communities revitalised by commuters
Often indebted families living in low rise estates
Middle aged families living in less fashionable inter war suburban semis.
Figure 14, Figure 15, and Figure 16 summarise the key features of the top 3 groups identified.
These groups appear to mirror the traditional view of high users of ED services namely older
people, more deprived groups and adults with young children. However further analysis may be
useful in this area as it can be seen in Table 3 that the group ‘E18 Industrial workers living
comfortably in owner occupied semis’ have been higher users of ED and MIU services in the last 3
years than group ‘M58 Less mobile older people requiring a degree of care’ which may not be the
traditional view of ED service usage. Further analysis would require standardisation to enable a
more robust comparison of service usage by group. Figure 14

Figure 15
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Figure 16

Table 3 cumulative 2011-14Distribution of the A&E attendees by Mosaic Type for – based
on all attendances
Mosaic Type

Count

Percentage from
Total
Attendances

E19 Self reliant older families in suburban semis in industrial
towns

17378

8.0

J45 Low income communities reliant on low skill industrial jobs

16242

7.5
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Mosaic Type

Count

Percentage from
Total
Attendances

F23 Early middle aged parents likely to be involved in their
children's education

15081

6.9

J46 Residents in blue collar communities revitalised by
commuters

12143

5.6

K51 Often indebted families living in low rise estates

11899

5.5

E21 Middle aged families living in less fashionable inter war
suburban semis

11894

5.5

H35 Childless new owner occupiers in cramped new homes

10423

4.8

F24 Young parents new to their neighbourhood, keen to put
down roots

9979

4.6

E18 Industrial workers living comfortably in owner occupied
semis

9475

4.4

E17 Comfortably off suburban families weakly tied to their local
community

9416

4.3

D16 Higher income families concerned with education and
careers

7730

3.6

D15 Well off commuters living in spacious houses in semi rural
settings

7081

3.3

B05 Better off empty nesters in low density estates on town
fringes

6010

2.8

D13 Higher income older champions of village communities

5779

2.7

D14 Older people living in large houses in mature suburbs

5380

2.5

K48 Middle aged couples and families in right-to-buy homes

4087

1.9

A01 Rural families with high incomes, often from city jobs

3977

1.8

J47 Comfortably off industrial workers owning their own homes

3857

1.8

H37 Young owners and rented developments of mixed tenure

3774

1.7

B06 Self-employed trades people living in smaller communities

3697

1.7

I44 Low income families occupying poor quality older terraces

3636

1.7
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Mosaic Type

Count

Percentage from
Total
Attendances

B07 Empty nester owner occupiers making little use of public
services

3474

1.6

M56 Older people living on social housing estates with limited
budgets

3400

1.6

F22 Busy executives in town houses in dormitory settlements

3264

1.5

L54 Retired people of modest means commonly living in seaside
bungalows

2758

1.3

H36 Young singles and sharers renting small purpose built flats

2449

1.1

O68 Families with varied structures living on low rise social
housing estates

1995

0.9

G26 Well educated singles living in purpose built flats

1938

0.9

I43 Older town centres terraces with transient, single
populations

1821

0.8

M59 People living in social accommodation designed for older
people

1819

0.8

U99 Unclassified

1641

0.8

K50 Older families in low value housing in traditional industrial
areas

1490

0.7

H38 People living in brand new residential developments

1381

0.6

N61 Childless tenants in social housing flats with modest social
needs

1187

0.5

M58 Less mobile older people requiring a degree of care

1127

0.5

A04 Villagers with few well paid alternatives to agricultural
employment

1106

0.5

B08 Mixed communities with many single people in the centres
of small towns

1090

0.5

L55 Capable older people leasing / owning flats in purpose built
blocks

1040

0.5

C09 Successful older business leaders living in sought-after
suburbs

827

0.4
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Mosaic Type

Count

Percentage from
Total
Attendances

G32 Students and other transient singles in multi-let houses

658

0.3

L52 Communities of wealthy older people living in large seaside
houses

632

0.3

N60 Tenants in social housing flats on estates at risk of serious
social problems

551

0.3

K49 Low income older couples long established in former
council estates

537

0.2

M57 Old people in flats subsisting on welfare payments

500

0.2

G33 Transient singles, poorly supported by family and
neighbours

380

0.2

C11 Creative professionals seeking involvement in local
communities

370

0.2

A03 Remote communities with poor access to public and
commercial services

325

0.1

A02 Retirees electing to settle in environmentally attractive
localities

296

0.1

G29 Young professional families settling in better quality older
terraces

267

0.1

G34 Students involved in college and university communities

134

0.1

C10 Wealthy families in substantial houses with little community
involvement

70

0.0

L53 Residents in retirement, second home and tourist
communities

67

0.0

Grand Total

217532

100

[1] A&E Attendances and Emergency Admissions, NHS England [2] Hospital Episode Statistics,
2014/15, HSCIC [3] NHS Atlas of Variation in Healthcare, NHS Right Care

Current services and assets in relation to need
The main Emergency Departments serving South Gloucestershire residents include North Bristol
Trust (Southmead) and University Hospitals Bristol Foundation Trust. Other Trusts including
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Gloucestershire Hospitals Foundation Trust and the Royal United Hospital in Bath also offer urgent
care services attended by South Gloucestershire residents. Minor Injury Units (MIU) and Walk-In
Centres attended by South Gloucestershire residents include Bristol, Stroud, Dursley, Bath and
Yate. Out of hours GP service provision for South Gloucestershire residents run by Brisdoc is
based at Cossham and Yate There is a large range of services available to people in South
Gloucestershire who require urgent health care:
Acute hospitals, primarily North Bristol Trust, University Hospitals Bristol and the Royal
United Hospital at Bath
Minor Injuries Units and Walk-in Centres
25 South Gloucestershire GP practices
South Gloucestershire Community Health Services, provided by Sirona Care & Health
Brisdoc Out of Hours GP service
South West Ambulance Service NHS Foundation Trust
NHS 111 provided by Care UK
Reablement service to support patients with reablement needs following discharge from
hospital, provided by Brunelcare
Step up / step down 'blue beds' to provide rapid interim social care placements from
hospital
The CCG is planning a series of developments to extend access to more of these services to
evenings and weekends. Figure 17 shows the key healthcare service provision for South
Gloucestershire residents including primary, community and secondary care. Figure 17
Healthcare providers for South Gloucestershire residents
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A recent report on equity of access to healthcare services[1] has shown access to urgent care to
be good, with 76% of the population of South Gloucestershire having travel times by car to urgent
care provision of 5-10 minutes, and 88 % within 15 minutes. It also showed 71% of the population
of South Gloucestershire having travel times by bus of less than 30 minutes to urgent care centres
and 97% less than 60 minutes. [1] South Gloucestershire Council, 2014 Equity of Access to
Healthcare Services

Projected service use and outcomes
As the population in South Gloucestershire grows, and ages, and increasing numbers of patients
have more complex needs, demand for urgent care services will increase. We need a system that
is safe, sustainable and that provides high quality care consistently. This is both a national and
local priority. The NHS Five Year Forward View[1] explains the need to redesign urgent and
emergency care services in England for people of all ages with physical and mental health
problems, and sets out the new models of care needed to do so. [1] NHS Five Year Forward View

Evidence of what works
There is a considerable evidence and experience base for ‘what works well’ in urgent and
emergency care systems, included in the Urgent Care Review 2013[1]. Below are some top,
evidence-based principles highlighted in “Transforming Urgent and Emergency Care Services in
England Safer, faster, better: good practice guide for local health and social care communities”[2]
Preventing crowding in emergency departments improves patient outcomes and experience
and reduces inpatient length of stay)
Getting patients into the right ward first time reduces mortality, harm and length of stay
Patients on the urgent and emergency care pathway should be seen by a senior clinical
decision maker as soon as possible, whether this is in the setting of primary or secondary
care. This improves outcomes and reduces length of stay, hospitalisation rates and cost
Daily senior review of every patient, in every bed, every day, reduces length of stay and costs
of care
Frail and vulnerable patients, including those with disabilities and mental health problems of
all ages, should be managed assertively but holistically (to cover medical, psychological,
social and functional domains) and their care transferred back into the community as soon as
they are medically fit, to avoid them losing their ability to self-care
Acute assessment units enhance patient safety, improve outcomes and reduce length of stay
Mental health problems account for around five per cent of A&E attendances, 25% of primary
care attendances, 30% of acute inpatient bed occupancy and 30% of acute readmissions.
Mortality and morbidity ratios amongst people with mental illness are much higher than
amongst the general population. Well-resourced liaison mental health services provided
seven days a week and 24-hour a day are cost effective and an essential part of any urgent
and emergency care system
Continuity of care is a fundamental principle of safe and effective practice within, and
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between, all settings (see: http://tinyurl.com/mjjz97g and http://tinyurl.com/qcuerdk) The
sharing of and access to key patient information is essential to this.
Getting patients to definitive, specialist hospital care can be more important to outcomes
than getting them to the nearest hospital for certain conditions, such as stroke, major trauma
and STEMI (for examples, see: http://tinyurl.com/q82nk5q ; http://tinyurl.com/klybmcn ;
http://tinyurl.com/m93duu3)
Properly resourced intermediate care, linked to general practice and hospital consultants,
can prevent admissions, reduce length of stay and enable home based care and
assessment, including supporting ‘discharge to assess’ models (see:
http://tinyurl.com/llgak9d and http://tinyurl.com/k9zjl6h)
[1] NHS England 2013.Transforming urgent and emergency care services in England Urgent and
Emergency Care Review End of Phase 1 Report High quality care for all, now and for future
generations [2] Transforming urgent and emergency care services in England Safer, faster, better:
good practice in delivering urgent and emergency care A guide for local health and social care
communities

User views (on need, services / assets and gaps)
South Gloucestershire CCG worked with public health, NBT, Healthwatch and Bristol CCG to
produce and implement a short questionnaire to be completed by patients attending the
Emergency Department (excluding those arriving by ambulance) at North Bristol Trust from 10am
on 8th December until 10am on 18th December 2014. The aim of the questionnaire was to assess
patient decision-making and choice prior to arrival at the Emergency Department (ED) and also
collate patient opinion regarding urgent care service provision. ED receptionists asked patients to
complete a questionnaire upon arrival at ED. Appendix B summarises the equalities monitoring
data collected via the questionnaire for information. Healthwatch volunteers were available for a
few hours throughout the ten day period to encourage completion of the questionnaire. The
number of completed questionnaires totalled 126 of which 43 were recorded as being from South
Gloucestershire, 61 from Bristol and 22 with postcode other/unknown. It should be noted that ‘all
responses’ includes analysis of all completed questionnaires regardless of postcode (analysis by
CCG where postcode was recorded is shown in the figures below); a number of questions allowed
for multiple responses by individuals; and individuals did not always respond to every question.
Whilst these analyses are based on a small and unweighted sample, they can provide a snapshot
of responses from patients receiving urgent care at the time of the survey. Of all responses
(n=126), 63 (50%) contacted other health services prior to attending ED with the highest number
41 (47%) contacting their GP and 17 (19%) contacting NHS 111. The majority of those contacting
other health services did so by visiting (n=32), followed by phone (n=24) with no-one stating they
sought advice online. Figure 18, Figure 19, and Figure 20 show the data at CCG level. Figure 18
Responses to ‘Have you used any other health services for this injury or illness before
coming to the Emergency Department?’
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Figure 19 Responses to ‘If you used any other health services for this injury or illness
before coming to the Emergency Department please indicate’ (more than one choice
could be indicated)

842/885

www.southglos.gov.uk

Figure 20 Responses to: ‘If you used any other health services for this injury or illness
before coming to the Emergency Department how did you access the services?’

Of those who attended other health services prior to ED (n=63) the majority stated their reason for
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doing so was on the recommendation of a health professional (n=45). Figure 21 shows the data at
CCG level. Figure 21 Responses to ‘If you used any other health services for this injury or
illness before coming to the Emergency Department (ED) why did you then attend ED?’
(more than one could be indicated)

Of those who did not attend another health service before attending ED (n=63) the most common
responses were ‘I felt my condition to be an emergency’ (n=27, 32%); ‘I did not feel another
service was appropriate’ (n=13, 15%); ‘It is convenient’ (n=10, 12%). Figure 22 shows the data at
CCG level. Figure 22 Responses to ‘If you didn’t contact another health service first, why
did you choose to come straight to ED?’ (more than one could be indicated)
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Figure 23 shows that the majority of respondents had their symptoms for less than 12 hours
before attending ED (n=44). However the next most common response was more than 4 days
(n=34). Figure 24shows that 35% of all respondents (44 out of 126) had previously attended ED in
the last 12 months. Of those 44, 27 were satisfied with the ED service. Figure 23 Responses to
‘How long have you had the symptoms that resulted in you attending ED?
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Figure 24 Responses to ‘If you have been to this A&E in the past 12 months, were you
satisfied with the experience?’

846/885

www.southglos.gov.uk

Figure 25 Responses to ‘If no to Q7, what was the main problem?’

A small number of responses were given for problems identified if patients were dissatisfied with
the service they received at ED (n=17), see Figure 24, and the majority of responses were
dissatisfied because ED were ‘unable to resolve problem’ (n=6). With regard to the question
collating patient views as to the types of urgent care services they wish GP practices could offer
(individuals could select any number of options), see Figure 26, the most popular response was for
‘same day minor injury clinic’ in primary care (n=78) followed by ‘same day urgent appointments
with the GP’ (n=72) and walk-in clinic in primary care (n=56). ‘Same day urgent appointment with a
nurse’ received 36 positive responses and ‘urgent telephone consultation with a GP’ received 31
positive responses. Figure 26 Responses to ‘Which of the following urgent care services
would you like your GP Practice to offer?’
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Equalities
The information presented within this chapter provides evidence of needs in respect of diverse
groups. Consideration of these needs has resulted in the identification of priority issues to be
addressed within South Gloucestershire as follows:Equality impact assessment will be carried out as part of new service planning, including the
GP Minor Injuries Service currently being developed to ensure equitable access and uptake
of services.

Recommendation for consideration by
commissioners
Findings from this needs assessment indicate that there are a number of actions for
commissioners to take forward with service providers to redesign and improve urgent care and
emergency services to meet the needs of a growing and ageing population. The CCG’s Urgent
and Emergency Care Strategy highlights the following key priorities: increasing the proportion of
urgent care delivered by primary and community care; improve complex discharge and frailty
pathways; falls prevention; end of life care; dementia; mental health and wellbeing; alcohol harm
reduction; children and young people; together with a coordinated communications campaign to
increase patient education and awareness of the range of services available Key recommendations
are:
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support for people to self- care;
help people with urgent care needs to get the right advice in the right place, first time;
provide highly responsive urgent care services outside of hospital so people no longer
choose to queue in A&E;
ensure that those people with more serious or life threatening emergency care needs receive
treatment in centres with the right facilities and expertise in order to maximise chances of
survival and a good recovery;
ensure that appropriate support for prevention and self-care for older people is in place, as
well as urgent and emergency services. This will include frailty pathways; falls prevention; and
person centred dementia care;
connect all urgent and emergency care services together so the overall system becomes
more than just the sum of its parts.
develop a communications plan for residents and healthcare professionals targeting key
groups as highlighted in the above analysis regarding the urgent care service provision for
South Gloucestershire residents and appropriate use.

Notes
Where this report refers to all of South Gloucestershire residents it refers to those who are
registered with a GP in South Gloucestershire. Those South Gloucestershire residents registered
outside of South Gloucestershire have not been included and are approximated to account for
5.4% of the total population.
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Communicable disease
Food and Water Borne Diseases Healthcare Associated Infections and Antimicrobial Resistance
Vaccine Preventable Diseases

850/885

www.southglos.gov.uk

Food and Water Borne Diseases
Summary
People who live, work and visit South Gloucestershire have a right to enjoy the food they buy,
avoiding communicable diseases that can be contracted from contaminated food or water. Each
year approximately 600 confirmed cases of food poisoning are recorded in South Gloucestershire.
In 2016/17, 349 notified cases were Campylobacter and 277 were non-Campylobacter. Since
2010/11, the number of notified cases has broadly risen. The Food Standards Agency (FSA)
estimates that approximately 50% of people with infectious intestinal disease nationally reported
absence from school or work because of their symptoms. The FSA has calculated that nationally
this represents nearly 19 million days lost (more than 11 million days lost in people of working age).
No comparable figures are currently available specifically for South Gloucestershire. The council is
required to enforce food safety laws set by Europe and enacted into national laws, with procedures
and guidance set nationally by the FSA. These enforcement duties are carried out by qualified
Environmental Health Officers (EHOs) who have identified around 2,100 businesses within their
jurisdiction in South Gloucestershire. Most of these are given a food hygiene rating following
inspection by EHOs. Good food safety legal compliance reduces the likelihood of food poisoning
cases and outbreaks. Food safety laws are designed to protect public health by ensuring that
food handlers have sufficient hygiene awareness, and by requiring food business operators (FBOs)
to design and implement effective, written food safety management systems. FBOs with training,
knowledge and experience will demonstrate the best levels of compliance and thus have a
reduced chance of causing food poisoning. Data collected via the national Food Hygiene Rating
Scheme shows food safety legal compliance in South Gloucestershire to be above average – 83%
rated 3 or above out of a possible 5 (satisfactory, good or very good) compared to 78% nationally.
However EHO resources are insufficient to meet the demand for advice to new food businesses
and so the profile of food hygiene ratings (and hence legal compliance) is changing. No controlled
studies have been conducted into whether there is a demonstrable correlation between poor rated
food businesses in South Gloucestershire and incidence of food poisoning, but the principles are
well documented.

Recommendations for consideration:
Commissioners are asked to support the identification of baseline compliance data
demonstrated by new food businesses and the creation of a pilot scheme for
charging new businesses for early food safety advice. Evaluation of post-advice
compliance will be built into any new scheme.
Author: Philippa Griffith, Environmental Health Team Leader, South Gloucestershire Council
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Who is at risk and why?
People who live, work and visit South Gloucestershire have a right to enjoy the food they buy,
avoiding communicable diseases that can be contracted from contaminated food or water.
Studies into links between socioeconomic factors and confirmed cases of notifiable infections are
contradictory, but tend mainly to point to higher income households experiencing more ill health.
This may be due to increased foreign travel and increased presentation for clinical advice. (1)

The level of need in the population
Each year approximately 600 confirmed cases of food poisoning are recorded in South
Gloucestershire. (2) The Food Standards Agency (FSA) estimates that approximately 50% of
people with infectious intestinal disease nationally reported absence from school or work because
of their symptoms. Again the FSA has calculated that nationally this represents nearly 19 million
days lost (more than 11 million days lost in people of working age. Figures are not given by local

authority area.) (3).
Figure 1: Numbers of food-related illness in South Gloucestershire (4)
Over recent years there has been a significant increase from new food businesses in their demand
for legal compliance advice, especially prior to opening.
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Figure 2: Requests for advice from new businesses (4)

Current services and assets in relation to need
The Council has to enforce food safety laws set by Europe and enacted into national laws, with
procedures and guidance set nationally by the FSA. These enforcement duties are carried out by
qualified officers within the Environmental Health team (EH) who have identified around 2,100
businesses within their jurisdiction in the area. Data shown via the national Food Hygiene Rating
Scheme (FHRS) shows food safety legal compliance in South Gloucestershire to be above
average. (5) These ratings are calculated by EH professionals by scoring each eligible food
business at the time of a routine (usually unannounced) inspection. The requirements of the rating
scheme are set by the FSA and all councils are expected to follow their guidelines consistently. (6)

Figure 3: Food hygiene ratings
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Projected service use and outcomes in first 5
years and 5-10 years
Requests from new food businesses to Environmental Health for legal compliance advice has
increased annually and with further expansion of housing and associated food businesses across
the area this is likely to continue. 32,500 new dwellings are planned for South Gloucestershire by
2036, and with them are likely to be new schools, retail shops, takeaways and home caterers. (7)

Evidence of what works
Despite the understood benefits of a preventative approach, providing advice for new businesses
is not a statutory requirement and the reduced resources in EH means that this advice has largely
ceased.

User views (on need, services / assets and gaps)
New businesses continue to request help during the start-up phase and instead of detailed site
visits, most are being provided with standard letters and website links.

Equality Impact Assessments or Health Equity
Audits
No formal Assessments or Audits have been carried out. However the complexity of some food
safety principles and the requirements for formal food safety assessments means that one to one
contact has a greater positive affect on standards for those who do not speak English as a first
language. Equally it is more effective than web links and leaflets to those for whom paper work
and reading forms causes difficulties. Both of these scenarios are common within the food
industry. In order to achieve consistency and fairness across the region it would be appropriate to
investigate the new business advice available across the West of England authorities; namely North
Somerset, Bath and North East Somerset and Bristol City Councils. Existing services could be
evaluated for their effectiveness and a regional advice partnership could be considered.

Unmet needs and service gaps
the reduced capacity to meet the demand for advice to new food businesses may have a
number of effects: Reduction in knowledge amongst food business operators could increase
the risk to the health of their customers and could in real terms lead to food poisoning cases
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and outbreaks.
increased cases of food poisoning will see an increase in lost days at work and school.
the public could see a reduction in the FHRS online profile for South Gloucestershire,
reducing public confidence in businesses and perhaps having a reputational impact on the
Council.
the FSA may identify through annual returns a downturn in compliance data and challenge
enforcement activities, possibly via a comprehensive audit.
once identified actions have been addressed, businesses gaining less than the maximum
FHRS 5 may exercise their right to apply for a re-rating. The scheme allows for a re-rating
and so there would be a new demand on EH resources to comply with this obligation.

Recommendations for consideration by
commissioners
food safety professionals recognise the benefits of offering advice for new businesses.
Therefore we should investigate setting up a pilot scheme to charge for providing food safety
advice for South Gloucestershire businesses. Existing schemes in other areas e.g.
Monmouth, Cornwall and Cardiff can be used as a model if deemed to be best practice.
funding to enable opportunities to provide training and support to new food businesses for
whom English is not their first language can be explored. EHOs have provided support in
Cantonese and Bengali in the past and this has been well received.
alternatively we could consider as above but form a pilot shared food business advice
partnership across the West of England (or wider to include Wiltshire and Swindon as per the
West of England Food Liaison Group model). Heads of Regulatory Services to investigate
feasibility in the first instance.

Recommendations for needs assessment work
No data is available to demonstrate the effect on first time food hygiene ratings of businesses
receiving compliance advice, compared with businesses who received none. Data has not been
collated or presented nationally to demonstrate a link. No data is available to show if there is a
correlation between numbers in South Gloucestershire of notifiable food poisoning cases by areas
and food businesses given less than satisfactory food hygiene ratings (zero, one or two). South
Gloucestershire Council could implement an evaluation project to identify the legal compliance of
businesses that received early food safety advice before changes to the level of service as baseline
data. Then compare levels of compliance amongst those who receive no early safety advice and
also of those who pay for the advice. Equally levels of food related illness and complaints about
poor hygiene standards could be identified as baseline and again compared against future data
after early advice scheme have been utilised.
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Healthcare Associated Infections and
Antimicrobial Resistance
Summary
Healthcare-associated infections (HCAIs) include any infection which develops as a direct result of
healthcare interventions. This includes medical or surgical treatment administered by a healthcare
professional, contact with a health or social care setting, or contact with other infectious patients.
Antimicrobial resistance (AMR) is a term used to describe the evolution of bacteria and other
microbes to resist the effects of antibiotics and other antimicrobial drugs. Without effective
antibiotics, even routine operations could become high risk procedures in the future. It has been
estimated that approximately 300,000 patients acquire a HCAI every year as a result of care
provided by the NHS in England. There has been a consistent and sustained reduction in the local
incidence of HCAIs monitored through national mandatory surveillance systems. The majority of
cases of HCAI reported through mandatory surveillance are now considered to be ‘community
associated’ rather than hospital acquired. The incidence of methicillin-susceptible Staphylococcus
aureus (MSSA) in South Gloucestershire shows a downward trend over the last five years which is
in contrast to the national benchmarking data. The incidence of E.coli bacteraemias in South
Gloucestershire has increased slightly since the beginning of the mandatory surveillance in
2011/12. This increase is comparable to the national trend. The incidence of C. difficile has fallen
significantly in South Gloucestershire since 2009/10 and this is linked to a consistent reduction in
national rates of the same period. The observed reduction is associated with a sustained national
programme of work to reduce the risks associated with C. difficile infection (CDI), including
improvements in both infection prevention and control, and antibiotic prescribing. Public Health
England reports on the incidence of AMR infections, but at geographies larger than local authority
boundaries. For South Gloucestershire, this includes the whole of the Avon, Gloucestershire and
Wiltshire (AGW) area. When AGW data for 2014/15 is compared to the national benchmark, a
statistically significantly higher proportion of resistant strains has been found for the following
combinations: K. pneumoniae/3rd generation cephalosporins; K. pneumoniae/ciprofloxacin; and
N. ghonorrhoeae/azithromycin. The numbers of infections complicated by AMR are expected to
increase markedly over the next 20 years. HCAI and AMR intelligence data does not include
essential information required for local commissioners and public health teams – enhanced data
collection is required. There are opportunities to improve partnership working and governance for
HCAI and AMR in South Gloucestershire.

Recommendations for consideration
Improve co-ordination within South Gloucestershire and across the wider Bristol area for
addressing HCAIs and AMR; ensure issues of HCAIs and AMR are considered during
reprocurement of services; sustain capacity for local expertise in infection control and
prevention; improve intelligence including a single approach for enhanced surveillance for
community acquired infections.
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Author: Dominic Mellon, Specialty Registrar in Public Health, South Gloucestershire Council

Who is at risk and why?
Healthcare-associated infections (HCAIs) include any infection which develops as a direct result of
healthcare interventions. This includes medical or surgical treatment administered by a healthcare
professional, contact with a health or social care setting, or contact with other infectious patients
(1). HCAIs pose a significant risk to patients, carers, visitors and healthcare professionals and can
cause significant illness and disability to those infected (1). It has been estimated that as many as
1 million people come into contact with the NHS in England every 36 hours. Almost anyone who
accesses or provides health or social care services could therefore be exposed to a source of
infection. HCAIs can be caused by a wide range of infectious organisms and can affect people of
all ages and backgrounds. Although there are a number of specific risk factors linked with HCAI,
they can occur in otherwise healthy individuals and not only the most ill or those with suppressed
immunity. Whilst most cases of HCAI are thought to originate in hospitals, increasing numbers of
infections may be as a result of exposure within the community as a result of changing patterns in
healthcare delivery (2). Respiratory infections tend to be the most common form of HCAI reported,
followed by urinary tract infections and surgical site infections (3). In addition to the burden of
disease caused by HCAI, each case results in the additional use of health and social care
resources to treat, manage and investigate the source infection (4). The prevention of HCAI
therefore continues to be a national priority for the NHS and is high on the Department of Health
quality and safety agenda (5,6). Antimicrobial resistance (AMR) is a term used to describe the
evolution of bacteria and other microbes to resist the effects of antibiotics and other antimicrobial
drugs. Antimicrobial Resistance arises when the micro-organisms which cause infection survive
exposure to a medicine that would normally kill them or stop their growth. Although not all HCAI
involve resistant organisms, the use of antibiotics in healthcare settings and the invasive nature of
some medical treatments mean provide an opportunity for such resistance to develop. In addition,
AMR increases the health risks associated with HCAI as antibiotics may no longer be as effective
at treating and preventing infections. Many medical advances, such as organ transplantation and
chemotherapy, need antibiotics to prevent and treat the bacterial infections that can be caused by
the treatment. Without effective antibiotics, even minor surgery and routine operations could
become high risk procedures in the future (7). In 2011, the Chief Medical Officer for England
recommended in her annual report that AMR was added to the National Risk Register (8,9).

The level of need in the population
It has been estimated that approximately 300,000 patients acquire a HCAI every year as a result of
care provided by the NHS in England (4). Although there are no specific indicators for HCAI in the
Public Health Outcomes Framework, two NHS Outcomes Framework indicators relate to the
incidence of HCAI at the local level (10). The mandatory surveillance programme for HCAI in
England collects information on the incidence of three organisms:
Staphylococcus aureus (including both methicillin susceptible aureus (MSSA) and methicillin
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resistant s. aureus (MRSA));
Eschericia coli ( coli);
Clostridium difficile ( difficile).
An additional voluntary surveillance system is in place for Klebsiella species bloodstream infections
(bacteraemias).

Staphylococcus aureus
There has been a decline in the incidence of both MRSA and MSSA bloodstream infections in
South Gloucestershire since 2009/10 as shown in figures 1 and 2 below. Note that the small
number of MRSA and MSSA infections mean that the rates are inherently unreliable as illustrated
by the wide confidence intervals. The incidence of MSSA in South Gloucestershire shows a
downward trend over the last five years which is in contrast to the national benchmarking data.

Eschericia coli
The incidence of E.coli bacteraemia in South Gloucestershire has increased slightly since the
beginning of the mandatory surveillance in 2011/12 (note that the lower than expected number for
Q1 2011/12 is likely to be associated with the introduction of national reporting requirements).
This increase is comparable to the national trend as shown in figure 3 below.

Clostridium difficile
The incidence of C. difficile has fallen significantly in South Gloucestershire since 2009/10 and this
is linked to a consistent reduction in national rates of the same period (see figure 4). The observed
reduction is associated with a sustained national programme of work to reduce the risks
associated with C. difficile infection (CDI), including improvements in both infection prevention and
control, and antibiotic prescribing. It is important to note that the proportion of CDI cases which
are classed as ‘Trust Apportioned’ has also reduced over this time and the majority of cases are
now classed as ‘Non-Trust Apportioned’ (likely to be community acquired). It is not clear why the
local incidence of CDI exceeds the national rates although this may be due to the local
demographic profile as the risk is age-related. There is no evidence that local prescribing practice
for broad spectrum antibiotics is a causal factor. Although the crude incidence of CDI was due to
drop below that of the England rate in 2013/14, there was an overall increase in the number of
cases in 2014/15 with a prominent spike in Q1. This increase represents the loss of approximately
two years of improvements over the duration of one year. It is not clear whether this marks a
temporary or sustained change in trend in South Gloucestershire an there is a need for increased
vigilance over the coming years. Figure 1: Quarterly crude incidence of MRSA infections
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Source: Public Health England HCAI Data Collection Tool Figure 2: Quarterly crude incidence
of MSSA infections

Source: Public Health England HCAI Data Collection Tool Figure 3: Quarterly crude incidence
of E.coli infections
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Source: Public Health England HCAI Data Collection Tool Figure 4: Quarterly crude incidence
of C. difficile infections

Source: Public Health England HCAI Data Collection Tool

AMR infections
PHE reports on the incidence of AMR infections, but at geographies larger than local authority
boundaries. For South Gloucestershire, this includes the whole of the Avon, Gloucestershire and
Wiltshire (AGW) area. AMR incidence data relate to both the infectious organism and the
antimicrobial treatment to which it has developed resistance – this is known as the ‘bug/drug’
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combination. When AGW data for 2014/15 is compared to the national benchmark, a statistically
significantly higher proportion of resistant strains has been found for the following combinations:
pneumoniae/3rd generation cephalosporins;
pneumoniae/ciprofloxacin;
ghonorrhoeae/azithromycin.
A number of other combinations have statistically similar levels of resistance to the national
benchmark, but with an increasing (worsening) trend. At present, there is no intelligence to
suggest that there is a specific problem with AMR in South Gloucestershire (11).

Staphylococcus aureus
There has been a decline in the incidence of both MRSA and MSSA bloodstream infections in
South Gloucestershire since 2009/10 as shown in figures 1 and 2 below. Note that the small
number of MRSA and MSSA infections mean that the rates are inherently unreliable as illustrated
by the wide confidence intervals. The incidence of MSSA in South Gloucestershire shows a
downward trend over the last five years which is in contrast to the national benchmarking data.

Current services and assets in relation to need
Since 2008 there has been a legal requirement on the NHS and all health and social care
organisations to implement the Health and Social Care Act 2006 and meet the standards of the
Code of Practice supporting the Act (6). In additional, all health and social care providers required
to register with the Care Quality Commission must provide evidence of their compliance with the
Code of Practice (5). NHS South Gloucestershire Clinical CCG commissions healthcare services
from a range of local hospital and community care providers, but predominantly from North Bristol
NHS Trust for acute hospital care and Sirona Community Interest Company for community care.
The CCG Director of Prevention and Control works closely with the South Gloucestershire Council
Director of Public Health and his team to investigate and manage local increases in the incidence
of HCAI in the community. North Bristol NHS Trust and Sirona CIC have infection control teams to
manage HCAI in their respective clinical settings. The Local Authority Public Health and Wellbeing
Division currently employs a part time Health Protection Practitioner seconded from Public Health
England (PHE) who provides infection prevention and control advice to nursing and residential care
homes in the area. The South West PHE Centre maintains an Acute Response Centre to which
responds to local enquiries and coordinates the response to outbreaks in the community. PHE
also monitors the incidence of HCAI through routine surveillance to identify what and where the
problems are and how well control measures are working. A partnership group brings together
commissioners and healthcare providers within Bristol and South Gloucestershire to coordinate
efforts to control HCAI in both hospital and community settings. The Bristol, South
Gloucestershire, North Somerset and South Gloucestershire (BNSSG) CCG Medicines
Management Teams jointly publish prescribing antimicrobial prescribing guidelines as part of the
joint formulary. This document aims to provide a common approach to treatment of infections
whilst minimising the emergence of AMR in the community (12). The guidelines are cross
referenced to hospital prescribing policies and have been fully reviewed in 2015.
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Projected service use and outcomes in first 5
years and 5-10 years
It should be possible to sustain reductions in observed in the incidence of HCAI in South
Gloucestershire by continuing to implement evidence-based guidelines in infection prevention and
control. It is currently too early to assess whether the recent increase in the incidence of CDI will be
sustained in the future. It appears likely that there will be an increase in the proportion of
‘community associated’ The numbers of infections complicated by AMR are expected to increase
markedly over the next 20 years (9). It is possible that the spread of AMR may increase the risk of
HCAI over the next 5-10 years.

Evidence of what works
There is a wealth of evidence-based clinical and operational guidance available for the prevention
of both HCAI and AMR in community, primary and secondary care settings. A wide range of
guidance was published in 2014 to support commissioners and providers of healthcare coordinate
local arrangements to address the risk of HCAI. Specific guidance is also available on the
prevention of CDI in acute care settings, however the evidence base for effective interventions
within the community is lacking.

User views (on need, services/assets and gaps)
None.

Equalities
None.

Unmet needs and service gaps
The PHE HCAI Data Collection System (DCS) allows healthcare providers to report cases of HCAI
as part of the mandatory and voluntary surveillance programmes. However, the data recorded on
the system is limited and the quality is variable. Local public health intelligence on AMR is lacking
and this prevents the development of targeted approaches to prevent the emergence and spread
of resistance. There is currently no local or area based partnership to drive forward the AMR
agenda in South Gloucestershire, although work in this area is planned by PHE South West.
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Recommendations for consideration by
commissioners
1. NHS South Gloucestershire and South Gloucestershire Council commissioners should
ensure that HCAI and AMR issues are considered during the reprocurement of local services,
particularly where potential service providers may have limited experience in this area.
2. Resources should be committed to sustaining local expertise for infection prevention and
control at the local authority/Clinical Commissioning Group level. This is essential to deliver
objectives linked to the prevention of both HCAI and the emergence of AMR.
3. Commissioners should develop the existing HCAI partnership currently hosted by NHS
Bristol CCG to cover the wider BNSSG area and take on a wider agenda of work including
AMR.
4. The BNSSG HCAI AMR partnership should develop a single approach to enhanced local
surveillance of HCAI in the community with a shared resource for collecting information,
analysing intelligence and coordinating/undertaking Post Infection Reviews (PIR).

Recommendations for needs assessment work
1. Local enhanced surveillance for community associated HCAI, particularly for CDI, will help to
inform future needs assessments.
2. Further research is needed to determine the local needs related to infections complicated by
AMR, including projections for the future.
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Vaccine Preventable Diseases
Summary
Vaccine-preventable diseases are infectious diseases for which effective preventive vaccines exist.
Immunisation can help to prevent infectious diseases particularly if the uptake is high enough. In
2013, there were 13 laboratory reports of hepatitis B, the South Gloucestershire rate (4.8 per
100,000) lower than the South West average (5.7 per 100,000) and the England average (16.4 per
100,000). The numbers have remained small but have fluctuated over time. Hepatitis B vaccination
is offered to individuals with high risk sexual behaviour, close contacts of cases and high risk
infants. The human papilloma virus can cause cell changes that may lead to cervical cancer.
Vaccination is available for girls aged 12 and 13. Coverage of the vaccine in South Gloucestershire
in 2013/14 was 84.1%; higher than South West region (83.2%) but lower than England (86.7%).
Uptake of childhood vaccinations in South Gloucestershire is generally good. In 2014, there were
fewer than 5 measles cases in South Gloucestershire. Uptake of the MMR vaccine by the age of 5
is 94.2%, below the recommended level of 95%. Local rates for mumps follow national trends with
a peak in 2013/14. Waning immunity may be contributing to increased cases. Current local,
regional and national trends of whooping cough suggest an increase in cases following the peak in
2011/12. In 2014 there were 19 cases locally. Immunisation against Rotavirus was introduced in
2013 for infants and the uptake of this in South Gloucestershire in 2013/14 was slightly below the
uptake for England (91.2% compared to 91.6%). The decrease in invasive meningococcal disease
in under 25’s in recent years has been attributed to the effectiveness of the MenC vaccination
programme. South Gloucestershire is a TB low incidence area with TB rates at 6.4 per 100,000
population compared to national rate of 13.5 per 100,000 in 2012-14. However the incidence rate
is the 4th highest in the South West. The TB Incidence rate has increased considerably over the last
decade. Average weekly GP in hours consultation rates for Influenza-like illness per 100,000
practice population has increased in South Gloucestershire and England since surveillance started
in 2013. Overall flu vaccine uptake is higher than the national average although uptake in some
high risk groups remains lows – 56.9% locally and 50.3% in England. A number of issues have
been identified locally that require improvement. A review is ongoing at practice level to address
variations in the MMR booster programme for five year olds where the uptake rate is not up to
95% target. The rates of seasonal flu vaccination for carers, at risk six year olds and health care
workers are low. TB completion rates are lower than national figures.

Recommendations for consideration
Use information from childhood immunisation needs assessment to address variations between
practices, priority neighbourhoods and hard to reach groups in order to improve overall uptake
rates for second dose of MMR and all childhood immunisations; continue to monitor rotavirus
vaccination and HPV uptake; improve seasonal flu uptake rates for at risk aged six months –
under 65, carers and health care workers; increase the number of cases starting treatment for
TB within two months of onset of symptoms; and Identify factors associated with poor TB
completion rates and lost to follow-up in order to improve rates.
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Author: Grace Magani, Health Protection Practitioner, South Gloucestershire Council/Public Health
England

Who is at risk and why?
Both children and adults are at risk of developing vaccine-preventable diseases, in particular, hard
to reach groups such as the travellers; and those in priority neighbourhoods. Vulnerable individuals
such as pregnant women are at particular risk from measles with serious implications for the
unborn child. TB completion is essential to help to prevent the development of drug resistance,
and to prevent onward transmission of infection to others.

The level of need in the population
Hepatitis B
Hepatitis B vaccination is offered to individuals with high risk sexual behaviour, close contacts of
cases and infants of infected mothers. Letters are sent to GPs of all notified cases with
recommendations on management and referral. Table 1 (below) include acute and chronic cases
hence cannot be used to estimate incidence, however, there is a slight increase from 2012 figures
in South Gloucestershire. Screening is routinely offered through the NHS Infectious Diseases in
Pregnancy Service and this needs to be monitored to ensure that appropriate interventions are
provided to the mother and foetus. Table 1: Laboratory reports of hepatitis B (acute and
chronic) counts and rates per 100,000 population: South Gloucestershire, PHE South
West Centre and England 2010-2013
Year
Area

2010

2011

2012

2013

Count

Rate

Count

Rate

Count

Rate

Count

Rate

South Gloucestershire

20

7.6

12

4.6

10

3.8

13

4.8

PHE South West

439

8.3

387

7.3

346

6.5

304

5.7

England

5745

10.9

7630

14.4

8489

15.9

8835

16.4

Source: PHE CIDSC Immunisation, Hepatitis and blood safety department

Human papillomavirus (HPV)
The human papilloma virus can cause cell changes that may lead to cervical cancer. Vaccination is
available for girls aged 12 and 13. Coverage of the vaccine in South Gloucestershire in 2013/14
was 84.1%; higher than south west region (83.2%) but lower than England (86.7%)
(http://fingertips.phe.org.uk/search/HPV).
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Influenza
Average weekly GP in hours consultation rates for Influenza-like illness per 100,000 practice
population has increased in South Gloucestershire and England since surveillance started in 2013.
(Table 2 see below) Table 2: GP in-hours consultation rates for Influenza-like illness per
100,000 practice population
Area

2013-2014

2014-2015

South Gloucestershire

7.4

13.7

England

7.5

10.9

Source: GP in hours bulletin, available at:
https://www.gov.uk/government/publications/gp-in-hours-bulletin Although vaccine uptake rates
are generally higher than national rates as shown below; rates for at risk aged six months - under
65 (excluding pregnant women), carers and health care workers need to be improved on in order
to maintain the upward trend. Table 3: Population Vaccination Coverage (%): Seasonal
Influenza
Indicators

2013/14

S
Glos

2014/15

S
Glos

S
West

England

2015/16

SGlos

Q3

-

Aged 65 and
over (target
75%)

79.4

78

72.4

72.7

At risk aged six
months - under
65 (excluding
pregnant
women)
(Target:
Improve on
2013/14)

59.6

56.9

48.5

50.3

-

Pregnant
women (Target:
improve on
2013/14)

46.0

47.8

-

-

-

Carers (Target:
improve on
2013/14)

56.8

54.8

-

Children
(Target: None)

50.2

49.0

-

-

-

Health Care
Workers*
(Target: 75%)

64.3

55.6

-

-

67.4

868/885

-

www.southglos.gov.uk

Source: http://fingertips.phe.org.uk/search/Influenza and local authority/CCG data *South
Gloucestershire CCG GP Practices

Measles
In 2014/15, there has been very low measles activity, locally, regionally and nationally apart from
the increase in 2012. This year, there have been clusters from imported cases. All suspected
cases are stringently followed up across PHE Centres. Table 4: Confirmed measles cases and
rates per 100,000 population: South Gloucestershire, PHE South West Centre and
England 2011-2014
Year
Area

2011

2012

2013

2014

Count

Rate

Count

Rate

Count

Rate

Count

Rate

South Gloucestershire

<5

*

10

3.8

<5

*

<5

*

PHE South West

85

1.6

94

1.8

159

3.0

<5

*

England

1140

2.1

1948

3.6

1541

2.9

121

0.2

Source: HP Zone Table 5: Population Vaccination Coverage (%): MMR: Target: 95%
S
Glos

S
West

England

2014/15

S
Glos

2015/16

S
Glos

MMR for one
dose (5 years
old)

96.8

95.3

94.1

Q1

97.5

Q1

94.7

MMR for one
dose (2 years
old)

96.3

94.2

92.7

96.6

95.4

MMR for two
doses (5 years
old)

92.5

90.4

88.3

93.2

94.2

Indicators

2013/14

Source:
http://fingertips.phe.org.uk/search/MMR#page/0/gid/1/pat/6/par/E18000010/ati/102/are/E160000
01 South Gloucestershire compares favourably with the south west region and England for single
and two doses of MMR. Two doses of MMR are required to provide optimum protection against
measles; however, the target of 95% uptake for two doses of MMR in 2013/14 and 2014/15 was
not achieved.

Meningococcal Disease
The decrease in invasive meningococcal disease in under 25 year olds in recent years has been
attributed to the effectiveness of the MenC vaccination programme. An increase in Meningococcal
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W (MenW) strain currently presents a new challenge with new cases across all age groups in
England and Wales. From 2015 summer, the Men ACWY vaccine will be available to young
teenagers, sixth formers and ‘fresher’ students going to university for the first time. The Men B
vaccine has been added to the routine childhood schedule. More work needs to be done to
improve overall vaccination coverage, in particular, the Diphtheria, tetanus, pertussis, polio and Hib
booster for 5 year olds. Table 6: Rate of meningococcal disease in South Gloucestershire,
South West and England `
Year
Area

2011

2012

2013

2014

Count

Rate

Count

Rate

Count

Rate

Count

Rate

South Gloucestershire

<5

*

5

1.88

5

1.86

7

2.58

PHE South West

78

1.47

77

1.44

79

1.47

62

1.14

England

946

1.78

831

1.55

769

1.43

701

1.29

Source: Enhanced Surveillance of Meningococcal Infection Table 7: Routine childhood
immunisations (0 - 5 year olds) in 2013/14 (Target 95%)
South Gloucestershire
Vaccine Uptake Rates

South
West
2013/14

England
2013/14

2013/14

2014/15 Q1

2015/16 Q1

Dtap* / IPV* / Hib* (1 year
olds)

98.3%

97.8%

97.3%

96.0%

94.3%

Diphtheria, tetanus,
pertussis, polio and Hib (2
year olds)

98.9%

99.0%

98.8%

97.6%

96.1%

Diphtheria, tetanus,
pertussis, polio and Hib (5
year olds)

99.3%

98.7%

99.0%

96.1%

99.3%

Meningitis C (1 year olds)
(2012/13)

96.6%

98.2%

98.5%

96.2%

93.95

Pneumococcal conjugate
(PCV) (1 year olds)

98.1%

97.7%

97.2%

95.8%

94.1%

HiB* / MenC* booster (2
year olds)

95.1%

96.5%

96.0%

93.5%

92.5%

HiB / MenC booster (5 year
olds)

96.5%

95.7%

97.9%

93.2%

91.9%
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Pneumococcal conjugate
booster (2 year olds)

95.8%

97.1%

96.0%

94.4%

92.4%

Diph., tetanus, pertussis,
polio and Hib booster (5
year olds)

94.8%

94.0%

90.0%

-

88.0%

**Rotavirus (2nd dose) (no
target)

91.2%

94.5%

83.9%

-

91.6%

*Dtap: Diphtheria, tetanus, pertussis; IPV: Inactivated poliomyelitis vaccine; HiB: Haemophilus
influenzae type b; MenC: meningococcal group C ** Uptake in South Gloucestershire in Q1 in
2014/15 and Q2 in 2014/15 were 94.5% and 92.3* respectively (CCG data). Source: Cover of
Vaccination Evaluated Rapidly (COVER) data, by Public Health England (PHE). Available from:
Health and Social Care Information Centre (HSCIC).

Mumps
Local rates for mumps follow national trends with a peak in 2013/14. Waning immunity may be
contributing to increased cases. Two doses of the MMR vaccine are required for optimum
protection so improving uptake should be a priority. Table 8: Confirmed mumps cases and
rates per 100,000 population: South Gloucestershire, PHE South West Centre and
England 2011-2014
Year
Area

2011

2012

2013

2014

Count

Rate

Count

Rate

Count

Rate

Count

Rate

South Gloucestershire

24

9.1

<5

*

12

4.5

11

4.1

PHE South West

244

4.6

158

3.0

480

8.9

241

4.4

England

2166

4.1

2412

4.5

3479

6.5

2176

4.0

Source: HP Zone

Pertussis (whooping cough)
Current local, regional and national trends suggest an increase in cases following the peak in
2011/12. Cases typically do not present early enough to enable appropriate antibiotic prescription
hence can lead to spread to vulnerable individuals. The uptake of immunisations for both primary
and booster doses can be found in Table 7. Table 9: Confirmed pertussis (whooping cough)
cases and rates per 100,000 population: South Gloucestershire, PHE South West Centre
and England 2011-2014
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Year
Area

2011

2012

2013

2014

Count

Rate

Count

Rate

Count

Rate

Count

Rate

South Gloucestershire

8

3.0

103

38.7

46

17.1

19

7.0

PHE South West

163

3.1

1462

27.4

839

15.6

513

9.5

England

1033

1.9

9406

17.6

5119

9.5

3593

6.6

Rotavirus
Immunisation against Rotavirus was introduced in 2013 for infants and the uptake of this in South
Gloucestershire in 2013/14 was slightly below the uptake for England (91.2% compared to
91.6%). Uptake in quarters 1 and 2 (2014/15) increased to 94.5% and 92.3% respectively.

Tuberculosis (TB)
South Gloucestershire is a TB low incidence area with TB rates at 6.4 per 100,000 population
compared to national rate of 13.5 in 2012-14. However it has the 4th highest incidence in the South
West, with 52 cases in 2012-14. Over time the incidence of TB has increased from 3.2 per
100,000 in 2000-02. In neighbouring area of Bristol where TB case management is provided, the
rate is 21.6 per 100,000; showing a year on year increase and is higher than national rate. A needs
assessment is necessary to highlight areas where the might be gaps. Incidents are jointly managed
by the local PHE Centre in collaboration with Bristol TB service. Table 10 below shows
comparative figures against some TB management indicators. Table 10: TB indicators (%)
Indicators

Year

England

S West

S Glos

Treatment completion for TB

2012

83.3%

70.4%

80.0%*

Proportion of pulmonary cases starting treatment within
two months of onset

2014

39.5%

36.9%

75.0%

Proportion of pulmonary cases starting treatment within
four months of onset

2014

69.7%

78.4%

100%

* Bristol Source: http://fingertips.phe.org.uk/search/Tuberculosis

Current services and assets in relation to need
A childhood immunisation needs assess was implemented to target practices with low
uptake rates.
PHE Acute Response Centre follows up all reported cases and/or incidents of infections in
the community; and advises on prophylaxis if necessary.

872/885

www.southglos.gov.uk

Projected service use and outcomes in first 5
years and 5-10 years
New entrants form TB high incidence countries may be less likely to access health services
including immunisations and vaccinations.
Seasonal flu vaccination has now been extended to include years 1 and 2 children and this
may influence uptake rates in the future.
Sustained high uptake of all immunisations above recommended target of 95% may help to
prevent the development of vaccine-preventable diseases.
The new MenB and ACWY immunisations may help to reduce cases of invasive
meningococcal disease.

Evidence of what works
Information on all vaccine-preventable diseases is available in the Green Book and guidance
on schedules and resources is available at: Vaccination schedule - Vaccinations - NHS
Choices and Immunisation - GOV.UK.
Reducing differences in the uptake of immunisations was published by The National Institute
for Health and Care Excellence (NICE) in 2009 with evidence and recommendations of what
works for different group of people

User views (on need, services / assets and gaps)
Public Heath England Immunisation teams regularly monitor vaccine uptake across all groups.

Equalities
Certain groups, particularly those with chaotic lifestyles, are more likely to have lower rates of
immunisations.

Unmet needs and service gaps
Seasonal Influenza is delivered in a variety of community settings for carers and health care
workers and it is a challenge to capture data on those who have been vaccinated. By comparing
the overall need within South Gloucestershire and comparing it with the level of service provision
currently in place, highlight here known or presumed gaps in provision over 3-5 years and 5-10
years. Highlight any over-provision of services which may be relevant to service reviews, to inform
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de-commissioning.

Recommendations for consideration by
commissioners
1. Use information from childhood immunisation needs assessment to address variations
between practices, priority neighbourhoods and hard to reach groups in order to improve
overall uptake rates for second dose of MMR and all childhood immunisations.
2. Continue to monitor uptake of rotavirus vaccination.
3. Continue to monitor the HPV vaccine programme to improve uptake year on year
4. Improve seasonal flu uptake rates for at risk aged six months - under 65, carers and health
care workers.
5. Increase the number of cases starting treatment for TB within two months of onset of
symptoms.
6. Identify factors associated with poor TB completion rates and lost to follow-up in order to
improve rates.

Recommendations for needs assessment work
Review vaccination coverage across all settings with information on who delivers, uptake rates and
areas for improvement.

References
Public Health England, Health Protection Profiles [Accessed 11 September 2015]
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Tuberculosis
Summary
Throughout most of the 20th century substantial decreases in the incidence of TB were observed.
However, since the late 1980s to 2005 the incidence of TB in England has been progressively
increasing and has remained at relatively high levels. Despite a recent year on year decline in the
number of new TB cases since the peak in 2011, the TB incidence in England is still unacceptable
high. UK TB incidence is higher than most other Western European countries and the US. For
example in 2013, the TB incidence in the UK of 14.0 per 100,000 population was much higher
than in France (8.8 per 100,000), Germany (5.8 per 100,000) or USA (3.0 per 100,000). England
has not seen the consistent reductions that have been achieved in some comparable countries
and if current trends are not reversed then within two years England could expect to have more TB
cases than the whole of the US. TB is not only a serious infectious disease but it also has major
social impacts for those affected. TB is associated with marked inequalities in health; with deprived
populations more likely to get TB and suffer worst outcomes. While most cases of TB are currently
curable there are increasing numbers of drug-resistant cases that require more lengthy and
complex treatment, associated with increased side effects, higher treatment costs and worse
outcomes. The Chief Medical Officer highlighted the health inequalities related to TB and
antimicrobial resistance, as key priorities for England. TB also has a huge economic impact; costs
not only arise from the diagnosis of TB and treatment of drug-sensitive and drug-resistant cases
but also from the contact-tracing and wider public health action that is undertaken to prevent
transmission. There are also the broader socio-economic effects on families and communities
affected by TB. Investing in TB prevention and control to contribute to the eventual elimination of
the disease would result in substantial savings to the whole health and social care system. Due to
the health, social and economic burden of TB, it has been identified as a public health priority and
there has been a drive to concerted action to tackle this disease. The national ‘Collaborative
Tuberculosis Strategy for England 2015 to 2020’ sets out a vision for how high- quality and costeffective TB control can be achieved. It outlines the need for the establishment of TB control
boards to enable co-ordinated action of key partners and develop clear lines of accountability. It is
expected that TB control boards will work closely with local TB networks, covering a smaller
geographical area, who will ultimately deliver the local TB strategy. South Gloucestershire does not
have a high level of health need due to TB, which is not surprising given the demographic makeup
of the local population, the relative affluence of the area and low levels of deprivation. Although
recommendations have been made to improve services across the BNSSG area, TB remains a
relatively low priority for public health action in South Gloucestershire.

Recommendations for consideration
The following recommendations have been abstracted from the recent BNSSG health needs
assessment for TB which was undertaken by Public Health England. Recommendations for the
South Gloucestershire Public Health and Wellbeing team include:
Raise awareness of TB for local health professionals delivering services to high risk groups
Participate in and contribute to the local BNSSG TB Network
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Develop and enhance the local health protection response to TB outbreaks and mass
exposure incidents
Recommendations for BNSSG clinical commissioners include:
Commissioning a dedicated paediatric TB nurse community outreach service
Ensuring the TB nurse service covers the whole of the BNSSG area, including South
Gloucestershire
Recommendations for NHS England Health and Justice Commissioners include: Exploring the use
of mobile x-ray units for use in prisons across the South West, including three in South
Gloucestershire

1) Who is at risk and why?
Tuberculosis, or TB, is an infectious bacterial disease usually caused by Mycobacterium
tuberculosis, which most commonly affects the lungs (pulmonary TB) but can affect other organs
(extra pulmonary TB). TB is transmitted from person to person via droplets from the throat and
lungs of people with the active respiratory disease. It has a long incubation period, produces
chronic infection with risk of reactivation and active disease is can be fatal if untreated, although
mortality due to TB in the UK is very low. TB is a ‘biphasic disease’ in that it has both latent
(hidden) and active presentations (see fig. 1 below). Initial exposure to infection results in either
slow or fast latent infections which may progress to infectious or non-infectious disease.
Figure 1: Pathogenesis of tuberculosis

Image source: http://www.thelancet.com/cms/attachment/2000990434/2003650229/gr1.jpg
(used without permission) Throughout most of the 20th century substantial decreases in the
incidence of TB were observed. However, since the late 1980s to 2005 the incidence of TB in
England has been progressively increasing and has remained at relatively high levels (Public Health
England, 2015a). Despite a recent year on year decline in the number of new TB cases since the
peak in 2011, the TB incidence in England is still unacceptable high (Public Health England,
2015b). TB is not only a serious infectious disease but it also has major social impacts for those
affected. TB is associated with marked inequalities in health; with deprived populations more likely
to get TB and suffer worst outcomes (Public Health England, 2015a). While most cases of TB are
currently curable there are increasing numbers of drug-resistant cases that require more lengthy
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and complex treatment, associated with increased side effects, higher treatment costs and worse
outcomes. Tuberculosis usually affects adults in their most productive years. However, all age
groups are at risk. Exposure to the infectious organism is required to develop TB and so many risk
factors for the disease are linked to groups or areas with higher background incidence levels. For
example, there is a significant association with migration from countries of high-incidence. In 2015,
73% of TB cases were found among people born outside the UK. However, of these, 60% were
among people that have been in the country for longer than six years, suggesting reactivation of
latent infections when in the UK (see fig. 1). This can be for a variety of reasons but has been
associated with changes in climate, standard of living and general health and wellbeing. There is a
strong socioeconomic risk associated with TB and nationally, people in the most deprived
communities have rates of TB seven times higher than people in the least deprived areas. (Public
Health England, 2016c). Other social risk factors include unemployment, drug and alcohol misuse,
homelessness and imprisonment. People infected with HIV are 20-30 times more likely to develop
active TB; the risk is also greater in other immunocompromised patient groups, for example cancer
patients treated with immunosuppressive chemotherapy. The BCG vaccine is available to help
prevent TB in high risk groups. In the UK it is given to neonates and infants living in high risk (high
incidence) areas or if:
were born in an area with a high incidence of TB or
have 1 or more parents or grandparents who were born in a high‑incidence country or
have a family history of TB in the past 5 years
It is also available for healthcare workers who may be at increased risk of exposure, and present a
high risk of onward transmission to vulnerable patients if they develop active infectious TB.

2) The level of need in the local population
Public Health England recently completed a comprehensive health needs assessment for the
Bristol, South Gloucestershire and North Somerset health economy and this section of the JSNA
draws heavily on the report (Public Health England, 2016b) and supplementary local profiles (Public
Health England, 2016a). Local TB indicators are published and regularly maintained by Public
Health England on the Fingertips platform to assist in monitoring progress against the five year
national TB strategy (http://fingertips.phe.org.uk/profile/tb-monitoring). South Gloucestershire does
not have a high level of health need due to TB, which is not surprising given the demographic
makeup of the local population, the relative affluence of the area and low levels of deprivation (see
section on demographics). A total of 21 cases of TB were reported in South Gloucestershire in
2014, of which 10 were pulmonary and 11 were extra-pulmonary. The crude incidence of TB in
South Gloucestershire is consistently significantly lower than the rate for England, however it has
been increasing each year as part of a recent trend in contrast to an overall reduction in the
national rate (see figure 2).
Figure 2: TB incidence (three year average) compared to England benchmark 2002-02 – 2012-14
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Source: Fingertips data:
http://fingertips.phe.org.uk/profile/tb-monitoring The three year pooled rate for South
Gloucestershire 2013-15 was 6.6 per 100,000 population in comparison to 5.7 per 100,000
across the South West region and 12.0 per 100,000 in Bristol. As a local comparison, the City of
Bristol is considered to be a high-incidence area with a crude incidence of 20.6 per 100,000 –
significantly worse than both the regional and national benchmarks and continuing to increase as
part of a longer term trend. Just under half of all TB cases in South Gloucestershire in 2014 were
diagnosed as having pulmonary TB (47.6%) which is of public health significance as this is the
infectious form of the disease. Data is not available on the proportion of cases by anatomical
location for non-pulmonary TB in South Gloucestershire, however the breakdown for BNSSG is
similar to that for England. Analysis of TB incidence at electoral ward level shows considerable
variation within South Gloucestershire with incidence in eight wards exceeding 10.0 per 100,000
over the period 2012-2014. However, the low total number of causes observed results in low
confidence of these estimates (Public Health England, 2016a). Distribution of cases by electoral
ward is shown in the map in fig. 2
Figure 3: Crude incidence of tuberculosis by electoral ward in South Gloucestershire 2012-2014
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A higher proportion of cases, 11.1% (95% CI: 2.7% to 36.4%), reported at least one social risk
factor compared to 9.2% (95% CI: 6.1% to 13.4%) in the rest of the South West. However
overlapping 95% confidence intervals suggest that the difference is not statistically significant.
Summary information on each risk factor category is not available for this analysis due to the small
number of cases in each group. Just over half of all cases in South Gloucestershire in 2014 were
UK born patients (n=11, 52.4%) somewhat lower than the regional figure for the same period
(n=161, 56.1%) but considerably higher than the total proportion in England (28%) (Public Health
England, 2016a, 2015b). Data on latent TB cases is not routinely collected, and where data is
collected this due to clinical staff undertaking this themselves. Clinicians at the Royal Infirmary,
University Hospitals Bristol (UHB) NHS Foundation Trust collect some information about their
patients with latent TB infection, however limitations in this data meant that it was not analysed in
the recent BNSSG needs assessment. Deaths due to TB are rare: only 10 were reported were
reported in South Gloucestershire between 2006 and 2014 which translates into a crude mortality
rate of 0.379 per 100,000 pop. Over this period (ad hoc analysis of Primary Care Mortality Data by
Public Health Intelligence Team, 2016). No cases of drug resistant TB were identified in the most
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recent year of data (2014).

3) Current services and assets in relation to need
One TB control board operates in the South of England (including South East and South West
England). South Gloucestershire is covered by, and actively represented at, the Bristol, North
Somerset and South Gloucestershire (BNSSG) TB Network. The three local authorities in the
BNSSG, working alongside their health care commissioners and providers from local acute trusts
and community services, have a well-established TB Network (Strategic) Group. The Group is
responsible for:
Providing clinical leadership to inform the commissioning of TB services for adults and
children across the BNSSG area in line with national guidelines;
Overseeing implementation of the national ‘Collaborative TB Strategy’ through the local
BNSSG TB Strategy and annually revised Action Plan;
Monitoring performance of the commissioned services.
Although implementation of the ‘Collaborative TB Strategy for England 2015 to 2020’ is a core aim
of the Group, the Group also needs to fully understand the epidemiology of TB for the catchment it
serves and the specific unmet health needs of the affected population including barriers of access
to community services. Community and primary care TB services in Bristol and South
Gloucestershire operate under Bristol Community Health (BCH), the leading provider of NHS
community health services in Bristol. BCH provides the Bristol TB Nurse Service. The nurses
within the team work closely with specialist hospital TB services and support patients with TB and
their families at home, making sure they get the help they need to complete their courses of
treatment and tailoring their support to individual patient needs. They are responsible for identifying
and arranging screening for people who have been exposed to TB (i.e. contact tracing) to detect
those who are infected but show no clinical symptoms of TB. They are also responsible for
ensuring all TB cases are notified, and that this information, as well as treatment-outcome
information, is uploaded onto PHE’s Enhanced Surveillance System (ETS). Furthermore they
provide information, advice and education about the TB infection. The team is based at Lawrence
Hill Medical Centre in Bristol. They have good access to interpretation services for non-English
speaking patients and their contacts. In BNSSG, hospital (both inpatient and outpatient) TB
services for adults are provided by three different NHS Trusts:
University Hospitals Bristol (UHB) NHS Foundation Trust
North Bristol NHS Trust (NBT)
Weston Area Health NHS Trust (WAHT)
TB services at UHB and NBT are provided to residents of BNSSG area. Occasionally other
patients who are from outside the area are seen. Both Trusts also give advice to other TB teams
across the South West region and beyond. NBT is the main provider of secondary healthcare
service for South Gloucestershire residents, providing specialist TB services for adults at
Southmead Hospital, Respiratory Medicine and Infectious Diseases departments. They run
consultant-led TB clinics that form part of the joint Avon TB Service (jointly run by UHB and NBT
Trusts). At NBT, the specific TB Clinic is held once a week as part of Lung Infection Clinic and is
also run in two parallel streams by two consultants (one respiratory and one infectious diseases
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consultant) with dedicated TB responsibilities. Specialist TB nurses are in regular attendance at this
TB clinic, and consultants and TB nurses have opportunity to discuss complex TB cases. In
addition, two nurse-led TB diagnostic clinic (IGRA/Mantoux) are delivered at NBT. Furthermore, a
specific HIV-TB Co-infection Clinic operates at NBT as part of Infection and Immunity Clinic. This
HIV-TB Clinic forms one of four HIV clinics and is managed by the infectious diseases consultant
with TB responsibilities. NBT offer the following hospital TB services for adults:
Nurse led TB diagnostics clinic offering Mantoux and IGRA tests
Inpatient management of active and latent TB infections
Management of TB/HIV coinfection
Management of other complex TB cases
Opportunistic screening of close contacts
Case finding in vulnerable groups of patients
Specialist inpatient TB services for children are provided by the Paediatric Infectious Diseases team
at the Bristol Children’s Hospital run by UHBT, however all hospitals can provide some degree of
outpatient care. Just over a half (55.1%) of TB case notifications in the BNSSG area during
2010-14 were managed at Bristol Royal Infirmary. The Southmead hospital treated about 31.2% of
cases notified during the same period. Approximately 6.5% of cases were treated at Bristol Royal
Hospital for Children in 2010-14, however this percentage was higher in the recent years (9.7% in
2013 and 9.9% in 2014). About 5.6% of cases were managed at Weston General hospital and this
proportion has remained fairly stable during 2010-14. Analysis of South Gloucestershire cases by
place of treatment was not made available in the BNSSG health needs assessment. Time from
symptom onset to diagnosis is an important indicator of both the effectiveness of the local public
health and healthcare service, but also the risk of onward transmission within the local population.
Analysis of the data shows that the median delay from symptom onset to diagnosis for pulmonary
TB cases in South Gloucestershire was less than 40 days in 2014, reversing an increasing trend
between 2010 and 2013 and reducing the time period by more than half. Summary data on
treatment outcomes for TB in South Gloucestershire is available from the Fingertips platform,
however some caution is advised in interpreting the information provided due to the effect of small
case numbers on proportions in single year periods and uncertainty around the completeness of
the Enhanced Tuberculosis Surveillance (ETS) data. BCG vaccination is commissioned by the
South (South West) NHS England Screening and Immunisations Team. A new vaccination
pathway for BNSSG was approved in January 2016, however concerns have been raised
regarding the efficiency of the provision and vaccine supply issues. There are three prisons in
South Gloucestershire:
HMP Ashfield - a Category C establishment holding adult male sex offences;
HMP Eastwood Park - an all-age female prison;
HMP Leyhill - an open prison holding male prisoners aged 21+ years.
Healthcare in the prisons is delivered on an outpatient basis and there are no inpatient facilities. For
TB, care is delivered by the on-site prison healthcare team, GP service attached to the prison, links
with the BCH TB Nurse Service and respiratory consultants if needed. On reception, prisoners
undergo a health check by a GP or nurse, which consists of a questionnaire covering a number of
health and social questions, physical examination, observations and bedside investigations. If risk
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factors for tuberculosis are identified or there is clinical suspicion of TB, then further investigations
will be performed and the patient referred to the TB Nurse Service. There is currently limited
information available on BCG uptake in and across South Gloucestershire, however this is currently
being investigated by the Screening and Immunisation Team.

4) Projected service use and outcomes in the next 5 years and 5-10 years
Based on the available epidemiological evidence, it is likely that there will be an increase in the local
burden of disease associated with TB between 2015 and 2020. Extrapolating the recent trend of
increasing crude incidence of TB in South Gloucestershire suggests that the rate may exceed 10
per 100,000 pop. by 2025. Although this is still around half of the current incidence in Bristol, it is
likely to be higher than the England benchmark should the current level of reduction be sustained.
Fig 3. Illustrates one possible scenario based on a linear extrapolation of the recently observed
trend. However, this increase may be modified by the success of failure of preventative
programmes implemented at global, national and regional levels (for example, pre-departure
screening) as well as changes in patterns of migration, particularly from high-incidence countries
(for example, following UK leaving the European Union).

Figure 4: Projected crude incidence of TB in South Gloucestershire
It is likely that at least one multidrug resistant case of TB will be identified in South Gloucestershire
between 2015 and 2020 with multiple cases by 2025.

5) Evidence of what works
NICE guidance NG33 was published in January 2016 that updated the previous NICE guidance
from March 2011. The current guidance provides detailed recommendations for preventing TB,
diagnosing and managing latent and active TB, drug resistant TB, infection control, case finding,

882/885

www.southglos.gov.uk

treatment adherence, follow-up and the organisation of services (National Institute for Health and
Care Excellence, 2016). Supplementary sector-specific guidance is also available for multidisciplinary teams, management of TB in prisons, response to incidents and outbreaks and global
eradication.

6) User views (on need, services / assets and gaps)
Due to time restrictions and ethical and governance issues, views of TB service users were not
actively collected for the recent BNSSG needs assessment. A summary of routine service user
feedback collected by individual providers is included within the main report, however it has not
been analysed by theme or local authority of residence.

7) Equalities
There are marked inequalities associated with TB both in terms of who gets TB and the outcome
of care in England (Public Health England, 2015a). Links between TB and social risk factors have
been discussed throughout this section with reference to the local data where available. In
summary, whilst there is some evidence that social risk factors were identified in a larger proportion
of TB cases in South Gloucestershire than elsewhere in the South West Region in 2014, the
difference was not statistically significant. All UK-born TB cases reported in South Gloucestershire
in 2014 identified their ethnicity as White British.

8) Unmet needs and service gaps
South Gloucestershire Council Public Health and Wellbeing Team do not currently have a local
programme for awareness raising and education of health and social care professionals in
partnership with Public Health England and local NHS provider organisations. The location of BCG
clinics in central Bristol may represent an unmet health need for families with eligible children living
in South Gloucestershire.

9) Recommendations for consideration by commissioners
The recent BNSSG health needs assessment made the following recommendations for
commissioners in South Gloucestershire in relation to developing and improving the current local
TB services:
Recommendation 6: Commission dedicated time for hospital paediatric nurses and/or the
paediatric component of the community TB Nurse Service, to cover the community outreach
of paediatric TB care and provide additional help to children TB cases with social issues or
from vulnerable families.
Recommendation 9: Ensure the community TB services have sufficient staff capacity to
provide outreach across the catchment area of Bristol and South Gloucestershire CCGs; and
consider collaboration with North Somerset CCG to enable comprehensive contact tracing
and follow-up of cases across the whole of BNSSG.
Recommendation 15: Explore collaborative ways of commissioning to ensure that
appropriate, high-quality TB services can be offered to all patients in BNSSG regardless of
geography.
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The following recommendations are directly relevant for the South Gloucestershire Public Health
and Wellbeing team:
Recommendation 7: Develop a well-defined, ongoing programme of TB awareness-raising
and education for local health and social care professionals, particularly those who work with
under-served and vulnerable populations. The programme should cover risk factors for TB
and also highlight the possibility of the diagnosis in the UK-born population to ensure early
diagnosis of TB infection.
Recommendation 13. Encourage all key stakeholders across the BNSSG to attend and
participate in (at least some of) the quarterly meetings of the TB network (Strategic) Group
and TB cohort reviews.
Recommendation 14. Ensure representation from all key stakeholders including patient
advocates and the third sector.
Recommendation 17: Consider establishment of a team that would be able to undertake
extended community screening and follow-up of cases, across traditional geographical
boundaries, in-response to possible large-scale incidents or outbreaks.
Recommendation 18: Clearly agree and outline funding arrangements for TB incidents and
outbreaks.
One recommendation was made to NHS England Health and Justice Commissioners which is of
particular relevance to the South Gloucestershire area: Recommendation 19: Explore the use of
mobile x-ray units for use in prisons across the South West

10) Recommendations for needs assessment work
The recent BNSSG health needs assessment made the following recommendations in relation to
further work required:
Recommendation 1: Ensure all TB services collect data on service user views, in a simple
and friendly way to encourage representative feedback from different ethnic and social
communities, so that services are responsive to the needs of the populations they serve.
Recommendation 2: Work with service users / under-served and vulnerable populations who
are at greater risk, to identify barriers of access to treatment services.
In addition to the above, further needs assessment may be necessary to ensure that there is
appropriate access to BCG for eligible children in South Gloucestershire in light of recent changes
to the BNSSG pathway and changing local demographics.

Key contacts
Dominic Mellon, Consultant in Public Health, South Gloucestershire Council Chitra Arumugam,
Consultant in Communicable Disease Control, Public Health England South West (locality lead for
South Gloucestershire) Mike Wade, Deputy Director, Public Health England South West (Chair of
BNSSG TB Network)
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