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Please note: the content of this section is primarily updated information from 

health inequalities documented in Somerset’s JSNA 2008. As with the first 

JSNA, it starts with birth and moves forward through to older age. It is written 

by individual authors with specialist knowledge of the subject area. 

The Health Inequalities section contains: 

 

 

 

 

 

 

 

 

 

 

 

 

5.1 HEALTH INEQUALITIES 

Introduction  

Health inequalities can be defined as differences in the health status of one group of 

people compared with another. These groups of people are commonly defined by 

age, sex, ethnicity, geography, social class, income and education.  

 

It is known that factors such as age, gender and ethnic origin are associated with 

differences in health status. However, there is evidence to suggest that many of the 

factors responsible for inequalities in health are related to social and economic 

inequalities in society and between areas. Deprivation indices (usually related to 

geographical area) and socioeconomic status (usually related to occupation) is 

commonly used to highlight differences in health status between groups. 
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Globally, inequalities in health have been closely related to material deprivation 

where the burden of disease is often greatest in the poor. Whilst absolute material 

poverty is relatively rare in a developed country such as the UK, there are still large 

inequalities in health between different groups, which is related to income 

differentials between them. Currently, life expectancy at birth between different 

electoral wards in the UK differs by over 10 years in both men and women. Not only 

do poorer people die sooner, they also spend more time living with a disability. 

Again, there is a gradient across the range with these patterns being seen in terms 

of education, housing and other measures of social and economic status. Some of 

these factors are interrelated – for example, lack of education is associated with poor 

employment opportunities and consequently lower incomes. 

 

From a public health perspective, the fact that avoidable inequalities exist between 

population groups is unfair and unacceptable in a developed society. However, 

tackling health inequalities is complex and requires co-ordinated action across 

sectors and agencies, with multiple actions directed at various aspects to reduce the 

gap between different population groups and places.  

 

An individual’s health is determined by a range of factors. Some of these can be 

modified at an individual level, while others can only be modified at a collective or 

environmental level. A useful framework for considering these influences is provided 

by the rainbow model below (Dahlgren and Whitehead, 1991). 

 

Figure 5.1: Diagram showing the main Determinants of Health  

 

 

 

 

 

 

 

 

 

The Marmot Review into health inequalities in England, published in 2010, stated 

that many people who are currently dying prematurely each year as a result of health 
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inequalities would otherwise have enjoyed, in total between, 1.3 and 2.5 million extra 

years of life1. 

The World Health Organisation (WHO) reports that health inequalities are: 

• systematic – they show a consistent pattern across the population and do not 

arise by chance.  An example of this is the link between wealth and health: 

within the population there is a clear link showing worsening health with 

decreasing socio-economic status.  In simple terms, the poorer you are the 

more likely you are to be sick and to die younger 

 

• socially produced – they arise as a result of the actions of society or the 

community on an individual.  Most inequalities are not biologically inevitable but 

are the product of a wide range of socio-environmental factors, such as 

housing, poverty, education and lifestyles.  Effective action to reduce 

inequalities should modify the behaviour of society and communities and thus 

create an environment or setting that promotes the health of individuals. Health 

and social inequalities cannot be effectively tackled by one organisation acting 

alone, but should be approached through a partnership of organisations 

operating within an agreed strategic approach 

 

• unfair – inequalities arise as a result of bias or discrimination in a system or 

community.  The way in which an individual is able to access and maximise 

resources and services available in the community has a significant impact on 

their health and social chances. Health inequalities prevent individuals within 

society from achieving their full potential in life and so are inextricably linked 

with concepts of social justice, fairness and human rights.  This is particularly 

demonstrated in respect of health and social inequalities in children 

 

In Somerset, the following are important issues impacting on health inequalities: 

• access  

- rurality in Somerset can mean long journeys to access services or 

activities 

- poor geographical spread of service delivery points e.g. health, social 

activities 

- transport routes may not exist or services may be infrequent and restrict 

access to services 

 

 

                                            
1 Frontier Economics (2009) Overall costs of health inequalities. Submission to the Marmot Review.     

ww.ucl.ac.uk/gheg/marmotreview/Documents; Suhrcke M (2009) 
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• financial inclusion and economic issues 

- benefit take up is varied and not claiming full benefit entitlement can leave 

people (particularly the elderly) and families with insufficient income to 

meet their needs 

- money management skills are inadequate and can lead to debt  

- credit unions can support people to safely borrow money to overcome 

debt and to establish saving habits 

- fuel poverty results from people and families having insufficient income to 

heat their homes and there can be high meter costs in private rented 

accommodation  

- opportunities to develop skills through training and into employment 

- opportunity to be part of the community and to contribute e.g. through 

volunteering  

 

• housing 

- housing needs to be the right home, in the right place and with the right 

tenure to suit individual circumstances and needs 

- housing needs to be affordable with the ability to maintain it and keep it 

warm 

- use of disabled facilities grants to enable adaptations to be made 

 

• smoking 

− reducing smoking rates in disadvantaged groups and areas is a critical 

 factor in reducing the health inequalities gap 

− smoking rates are highest in the routine and manual group, lower socio-

 economic groups and certain minority and vulnerable groups 

− with around 18% of adults in Somerset still smoking, it remains the major 

 driver of premature death and morbidity 

− smoking is also by far the single largest factor responsible for the 

 differences in life expectancy between rich and poor 

 

Summary 

 

Children and young people 

Breastfeeding  

 

Women from disadvantaged or minority groups and teenage mothers are less likely 

to breastfeed. Whilst new mothers may initiate breastfeeding, a large number do not 

continue, with a significant decline in the weeks following birth. This is particularly so 

for young mothers and mothers from more deprived areas, increasing health 
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inequalities.  Many mothers who do breastfeed, but give up early, would have liked 

to have continued for longer if they had more support.  Babies that are not breastfed 

have an increased risk of infection and respiratory disease leading to hospitalisation, 

as well as a higher risk of obesity in childhood. Longer term, there is an increased 

risk of higher blood pressure and blood cholesterol and type-2 diabetes in adulthood. 

For mothers, breastfeeding is associated with a reduction in the risk of breast and 

ovarian cancers. 

In 2006, the Somerset Maternity Services Liaison Committee produced the Somerset 

Breastfeeding Strategy and Implementation Framework. The aim of the strategy is to 

enable mothers to feel confident and competent to breastfeed; it hopes to do this by 

encouraging a change in cultural norms regarding infant feeding and ensuring a co-

ordinated network of professional and peer support available for mothers whenever 

they need it. The aim is to increase and sustain high initiation rates and to decrease 

the drop-off rate between initiation and 6-8 weeks. In Q4 2008/09, the initiation rate 

for Somerset was 79.1% (compared to just over 76% in 2006/7) and the prevalence 

rate at 6-8 weeks was 48.3% (total and partial breastfed). 

Mothers often cite a return to work as the reason they stop breastfeeding.   Guidance 

published in 2008 recommended that workplaces should have policies in place to 

support breastfeeding mothers.  A recent audit undertaken on behalf of the Somerset 

Children’s Trust demonstrated that whilst some of the statutory partners had 

arrangements for breastfeeding mothers, these were often limited and it has been 

recommended that improvements are needed to promote a Breastfeeding Welcome 

culture. 

Dental health  

The dental health of children and young people has improved over the past 30 years, 

but research shows that the levels of decay in Somerset’s five year olds are 

increasing. 

Analysis of dental attendance rates across Somerset in 2011 identified the surprising 

finding that rates were declining in children. This finding, coupled with an apparent 

increase in dental decay rates in Somerset, is a cause for concern. A survey of 12 

year olds in 2008/09 showed that on average these children have 2.28 teeth either 

with active decay, fillings or extracted due to dental decay. This is slightly worse that 

the England average of 2.21 teeth affected by decay. The breakdown by district 

reveals that West Somerset, Taunton and Sedgemoor are the areas with the poorest 

dental health.  

The impact of fluoride schemes should improve dental health in the future, but it will 

take several years for improvements to be confirmed by survey results. 
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Children Looked After (CLA) 

Figures for 2010/11 reveal that there are 110,539 children under 18 living in 

Somerset.  Of these, 3,512 children are classed as ‘in need’, 451 are children looked 

after and 301 children are subject to a child protection plan (as of 31 March 2011).  

Approximately 200 CLA in Somerset are placed here by other local authorities. 

There are 201 foster care households caring for just under 70% of CLA and nine 

children's residential centres.  

 

Health, wellbeing and educational achievement in schools 

The implementation of Healthy Schools Plus (HS+) is in three cohorts spread across 

three financial Comprehensive Spending Review (CSR) years.  The overall South 

West target was for 50% of all schools to be working at HS+ level.  As of March 2011 

this target has been exceeded and 51% of schools are engaged in HS+ in Somerset. 

At Key Stage 2 in 2010, 75% of 11 year olds achieved level 4 in both English and 

mathematics, an increase of 4% on 2009 results. Provisional 2011 figures suggest a 

similar value, in line with the national average.  Levels of attainment at GCSE have 

increased over recent years.  In 2010, the percentage of pupils gaining 5+A*-C 

grades including English was 54%, higher than the national average of 53.1%.  

Provisional results for 2011 show a further increase to 57%, though national figures 

are still awaited. 

 

Teenage pregnancy and sexual health 

Teenage pregnancy 

 Somerset has made considerable progress in reducing teenage conceptions, with an 

overall reduction of 22.7% in 2009 since the baseline year 1998, higher than both the 

regional and national reduction (17.8% in the South West and 18.1% in England). 

The most recent provisional data shows that the teenage conception rate for 

Somerset stands at 30.01 per 1,000 15-17 year olds.  

There is strong partnership working between Somerset County Council and NHS 

Somerset, with a recent focus on six priority action areas. These actions were 

identified following the initial downward trend in teenage conceptions reversing in 

2006.  The future focus should be on reducing any inequalities in relation to teenage 

conceptions, as it is known that whilst teenage conceptions have reduced overall, 

the reduction is often less in the areas of highest need. In addition, whilst some 

districts have made significant reductions e.g. Sedgemoor has reduced by 34.6%, 

there are other districts where the reduction has been far less (e.g. South Somerset 

and Mendip). 
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Sexual health 

The most vulnerable groups in society experience the poorest sexual health, with 

particular population groups experiencing disproportionately high levels of poor 

sexual health. In Somerset as elsewhere, there are certain groups at high risk of 

poor sexual health, including women, young people, men who have sex with men 

and people from some African and Eastern European communities. In addition, 

people living with Human Immunodeficiency Virus (HIV), sex workers, victims of 

sexual and domestic violence and abuse and other marginalised or vulnerable 

groups are more at risk.  

The aim is to support people to have positive sexual relationships, which are mutual 

and pleasurable and free from harm, disease and unwanted pregnancy. This 

requires people to be informed about all aspects of sex and relationships and to 

have access to all forms of contraception and testing and treatment for sexually 

transmitted infections, including partner notification.  

Somerset has established a sustainable Chlamydia Screening Programme for 15-24 

year olds in the county. The screening coverage has increased from 4.4% in 2007/8 

to 20.9% in 2010/11. However, this is against a current target to screen 35% of all 

15-24 year olds. The focus in the future will be to reduce the prevalence of 

chlamydia by targeting the high risk groups of young people and identifying positive 

cases, rather than mass screening.  

The rate of new HIV diagnoses in Somerset remains low, but numbers of people 

living with HIV in the county continues to rise year on year. There are now 167 

people living with HIV in Somerset, nearly double the number from 2005. Of these, 

76% were of white ethnicity, with 17% of black/African ethnicity. The main route of 

transmission in Somerset remains men who have sex with men, although 

heterosexual transmission continues to increase. Of particular concern is the level of 

late diagnoses, which in 2009 was 67% (53% in South West and 52% in England). 

NHS Somerset is leading an HIV needs assessment in 2011/12 which will inform 

future commissioning intentions for HIV prevention and health and social care for 

NHS Somerset and Somerset County Council.  

NHS Somerset aims to implement an Integrated Sexual Health Service, delivering 

more tier 2 sexual health services in the community. This will increase the capacity 

for more identification and treatment of sexually transmitted infections in community 

settings, alongside contraceptive services and information and advice. Such a 

service would enable better access to services for more marginalised and vulnerable 

groups, particularly young people and men who don’t traditionally use contraceptive 

and sexual health services.  
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Access to genito-urinary medicine (GUM) services within 48 hours in Somerset is 

good, but currently we are not meeting the NHS South West ambition of access 

within 48 hours seven days a week, which requires a weekly Saturday clinic. The 

Taunton GUM service is reviewing the current fortnightly Saturday provision in 

Bridgwater with the aim of a weekly service in future. 

 

Substance misuse 

The 2010 British Crime Survey2 estimates are that 24,622 16-59 year olds in 

Somerset have used an illegal drug in the last year. The majority of this use can be 

attributed to cannabis (18,896 16-59 year olds). Research carried out by Centre for 

Drug Misuse Research at the University of Glasgow3 estimates that there are 1,811 

heroin and crack cocaine users in Somerset, about 90% of which are using heroin or 

other opiates (1,600).  Whilst this compares reasonably well to other parts of the 

South West as a percentage of the population, it is still a significant number of 

people who may at some point seek help with their drug misuse. 47% of this 

estimated number of heroin and crack cocaine users are in treatment and a further 

18% have accessed Somerset treatment services in the past. Of this “known” 

population, it is emerging they: 

• are slightly older with a proportional increase in those over 35 years old 

• are less likely to be injecting drugs (more likely to have stopped injecting or 

never injected) 

• show an increased likelihood of acute housing problems – particularly those 

younger drug users in the 18-24 year old age bracket 

 

LSOA level data provided by Turning Point (Somerset’s adult drug and alcohol 

treatment service) indicates that clients in treatment during 2009/10 were more likely 

to live in deprived areas.  Data from Turning Point indicates that that the service 

received 931 new referrals in 2010, an increase of 8% on 2009. This increase is in 

part a response to the changed service structure in that Somerset, as of April 2008, 

commissions an integrated drug and alcohol treatment service.  What is important to 

consider is that the planned exit rate for adults from alcohol treatment is much higher 

than for drugs at 64%, for tier 2 clients and 73% for tier 3. Data from the Accident 

and Emergency Alcohol Pilot Project at Taunton and Somerset NHS Foundation 

Trust shows that alcohol brief intervention work can reduce alcohol-related harm.  

On average, people who received brief advice and/or were referred to a specialist 

                                            
2
 The BCS drug misuse estimates are produced from responses to a self-completion module which was completed by 25,000 

households in England and Wales in 2009/10.  

3
 National and Regional Estimates of the Prevalence of Opiate and/or Crack Cocaine Use 2008/9: A Summary of Key 

Findings’; Gordon Hay, Jane Casey, The Centre for Drug Misuse Research, University of Glasgow. 
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alcohol worker attended accident and emergency 2.44 times in the six months prior 

to contact and 0.84 times in the six months after contact. 

Data4 on the rate of hospital admissions amongst young people for alcohol specific 

conditions in Somerset indicate that it is rising: in 2006/7 the rate was 52.9 per 

100,000 population, in 2007/8 it had risen to 65.5 and by 2009/10 it stood at 72.0. 

Referral data from local young people’s drug and alcohol services shows few 

referrals of young people from the five most deprived areas in Somerset, which does 

not correlate with what should be expected in line with national research about the 

links between deprivation and drug/alcohol misuse5. 

 

In Somerset, the work to tackle the harm associated with drugs and alcohol is co-

ordinated through Somerset Drug and Alcohol Partnership (SDAP). It aims to ensure 

that effective partnership responses are developed and delivered to tackle drugs and 

alcohol issues for people resident within the county boundary of Somerset.  

 

Mental health 

 

There appears to be a relationship between deprivation (as measured by the index 

of deprivation) and prevalence of poor mental health and dementia in Somerset with 

an apparent gradient of higher levels of mental illness in the most deprived practices 

and lower levels in the least deprived.  Mental illness also affects men and women 

differently – in Somerset there are about 2.5 male hospital admissions for 

schizophrenia and acute psychotic illness for every 1 female admission. 

 The Somerset and Wessex Eating Disorders Association estimates around 5,000 in 

Somerset will have a clinical eating disorder and a further 5,000 have an eating 

disorder which has a significant impact on their life and health: 90% of these will be 

women. 

Services to support those with mental illness and promote mental wellbeing are 

provided in both secondary and primary care in Somerset.  There are also over 40 

voluntary and third sector organisations who promote and/or address mental illness.  

Work in Somerset seeks to ensure that service users have a seamless experience of 

service provision regardless of provider and that transition between services is 

appropriate and effective. 

The implementation of the Child and Adolescent Mental Health Services (CAMHS) 

Service Specification has led to improvements to access the service. A series of 

“launch events” have taken place over a number of months where CAMHS 

managers and practitioners have met with groups of stakeholders (including GPs, 

                                            
4
 Local Alcohol Profiles (LAPE) 2010, NWPHO 

5
 Somerset Young People’s Substance Misuse Needs Assessment 2010, PIU on behalf of SDAP, November 2010 
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Local Service Teams, Locality Teams, Children’s Social Care managers, Special 

Educational Needs Co-ordinators (SENCOs) for primary and secondary schools, 

head teachers and pastoral leads) to share information about the service, including 

the access pathway which sets out the significant expansion of 

agencies/professionals who can now refer directly to CAMHS, rather than via 

primary care.    

Two aspects of service delivery within CAMHS have now been integrated: 

• the Additional Needs Resource has been established to meet the needs of 

children and young people with learning disabilities alongside mental health 

needs 

• the specialist substance misuse service for children and young people (formerly 

On The Level) has now been integrated into the generic community CAMHS 

teams, with effect from 1 April 2011    

Learning Disabilities (LD) 

People with learning disabilities6 have a shorter life expectancy and increased risk of 

early death when compared to the general population. Demographic estimates for 

Somerset indicates that there are currently 1,975 people aged 18 and over7,8 with a 

moderate to severe learning disability. Of these, 435 people aged between 18 and 

64 years9 are estimated to have a severe learning disability10.  The number of adults 

with LD in Somerset, with a moderate to severe learning disability, is expected to 

increase by 13% over the next twenty years.   

Although the needs of some people already in receipt of services will increase each 

year, thereby necessitating a sometimes very significant increase in the care they 

receive, the main reasons for someone who has not previously accessed any adult 

social care services to do so are: 

• transition from children’s services 

• moved into Somerset 

• carer crisis 

                                            
6
  Health Inequalities & People with Learning Disabilities in the UK: 2010  

 

7
 Projecting Adult Needs and Service Information system (PANSI) 

8
 Predicting Older People Population Information system (POPPI) 

9
 Projecting Adult Needs and Service Information system (PANSI) 

10
 Projecting Adult Needs and Service Information system (PANSI).  Figures stated do not include placements made in 

Somerset by other Local Authorities.  No estimates are currently available for people with severe learning disabilities 
who are aged over 65. 
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Of these three reasons, the largest pressure on services results from young people 

moving into adulthood as they frequently have severe and complex disabilities that 

may have made them less likely to survive into adulthood in the past.  In addition, as 

many people with LD are living longer, their carers are also ageing, resulting in 

increased demand for services among older people with learning disabilities. 

Obesity  

The Somerset Lifestyle Survey (2009) stated that 33.3% of adults self reported 

themselves as overweight and 16% reported themselves as obese11.  Modelled data 

from the National Obesity Observatory states a figure of 24.5% of the adult 

population being obese in Somerset, which is similar to the national obesity levels for 

England.   

NHS Somerset takes part in the National Child Measurement Programme where 

children in Reception and Year 6 routinely have their height and weight measured 

and their BMI calculated.  In 2009/10 9.7% of children in Reception were obese and 

15.7% of children in Year 6.   

Rising obesity levels have been brought about by behavioural and environmental 

changes, resulting in the consumption of high calorific foods and a more sedentary 

way of life. Specific priority groups have been identified within the Healthy Weight 

Healthy Lives Obesity Strategies for Somerset. The strategies focus on healthy 

weight with a particular emphasis on addressing inequalities in health.  

The Integrated Lifestyle Service began in April 2011. This service offers a high 

quality accessible Integrated Lifestyle Service (ILS) that provides information, advice 

and support, including treatment where appropriate, to people wishing to change to a 

healthier way of life. For those who are self motivated with low health risks, the ILS 

will signpost them to a wide range of lifestyle related information and opportunities 

available throughout the county. For those with specific health needs, who are 

receptive to change but need more support to make a lifestyle change, they may be 

given specific information on activities available within their community and may also 

be referred to other appropriate services. 

  

Smoking  

 

Smoking prevalence overall is lower in Somerset than for the country, but with 

around 18% of adults in Somerset still smoking, it remains the major driver of 

premature death and morbidity. Smoking related death rates are two to three times 

higher in low-income groups than in wealthier social groups.  As smoking is more 

prevalent in lower income communities, tobacco is a key driver of poverty in the 

                                            
11

 Somerset Lifestyle Survey 2009 
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more deprived areas of Somerset. The areas with higher smoking prevalence 

broadly relate to the communities where more people are classified as being within 

routine and manual working groups. This also relates to areas where people are 

likely to be living in relative deprivation.    

In 2010/11 stop smoking advisers in Somerset helped 3,661 people to stop smoking 

for at least four weeks, exceeding the Department of Health target of 3,478 by 5.3%.  

This means that about 4-5% of smokers were helped to quit in the county last year, 

but it is important to note that the majority of these will relapse, with about a quarter 

actually maintaining ex-smoker status. This is because most smokers need several 

attempts to achieve a permanent smoke-free state.  Nevertheless, if these numbers 

of quitters can be maintained, the smoking population of Somerset should decline by 

1-2% a year as a result of this service.  However, the real rate of decline will be 

much higher as only a minority of people who quit smoking currently do so through 

NHS Stop Smoking Services. 

 

Smoking cessation services have been shown to be less successful in supporting 

people from more deprived areas to quit. If these behaviours are retained in 

significant numbers then these populations will continue to live shorter, less healthy 

lives and it is likely that their economic circumstances will not improve.  

Mapping of the uptake of stop smoking services shows that uptake in some high 

prevalence areas is lower than average.  Areas of note include Taunton, Bridgwater, 

Crewkerne and much of rural Mendip.  Recently, efforts have been made by stop 

smoking services to target these localities with, for example, new clinics set up in 

Halcon, Hamp and Sydenham, and a stop smoking group in Crewkerne Aquacentre.  

A smoking health equity audit is being carried out which will identify priority areas for 

enhancing service provision.  

Diabetes 

At the time of the last JSNA, in 2005-6 18,317 people (3.6%) in Somerset had 

diagnosed diabetes; by 2010 this had already risen to 23,099 (4.3%). In 2011 this 

figure is estimated to have increased to 24,564, which is an increase of over 6,000 in 

just five years. A projection based on a model for Somerset residents shows the 

numbers are expected to continue increasing by another 8.2% by 2015. Practice 

level data shows significantly higher than average rates of diabetes in Burnham, 

Highbridge, North Taunton, Bridgwater, Chard and Yeovil.  Modelling suggests that 

there may be more undiagnosed diabetes in rural areas in comparison to town 

populations. 
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People who are overweight or obese, (and particularly if they have a family history of 

diabetes), can substantially reduce their risk of developing the condition if they lose 

some weight and adopt a more active lifestyle.  

Over the next few years the new NHS Health Checks programme will call all 40-74 

year olds for a health check that should reduce the proportion of undetected cases. 

A new integrated Model of Care for Adults with Diabetes is currently being 

introduced in Somerset. 

Cardio-vascular disease (CVD), Coronary heart disease (CHD) and stroke 

In Somerset, CVD accounts for 27.1% of all deaths for men under 75 and 19.2% for 

women. There is a relationship between CVD mortality and prevalence, and 

geographical patterns of deprivation. A higher prevalence and mortality of CVD in 

Somerset can be identified in those areas with higher deprivation.  

Although there has been a decline in CVD mortality overall, including in the deprived 

groups, the relative gap has increased between the least and most deprived.   

Somerset is engaged with a number of programmes designed to reduce an 

individual’s risk of developing CVD as well as improving the outcomes for those 

patients who have been admitted for CHD or stroke.  

Older people 

Although the older population of Somerset is relatively healthy, the percentage of 

older people is rising rapidly and we must acknowledge how this may contribute to 

health inequalities for this group.  Data suggests that there are small numbers and a 

low proportion of older people living in the most deprived areas of Somerset.  As this 

is using the national quintiles, small numbers would be expected in the most 

deprived quintile (all ages as well as older ages) as there are proportionately fewer 

people in that quintile in Somerset than nationally.   

Deprivation is not the only indicator of vulnerability in the older population. Older 

people living alone are known to be often more vulnerable.  A variety of contributing 

factors such as the lack of close, personal companionship, an increased sense of 

isolation, depression and physical fragility can indicate these older people may 

greatly benefit from the support of a broader range of health and social care 

services. 
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Health protection 

Nationally and in Somerset, there have been concerns about the resurgence of 

measles due to fall in the uptake of the measles, mumps and rubella (MMR) vaccine 

below herd immunity levels.  We have seen an increase in the number of both 

clinical and laboratory confirmed cases in Somerset during the last couple of years. 

In Somerset, rates of MMR had dropped to around 80% in the earlier half of the 

previous decade.  Although rates of MMR uptake differ across local authority and GP 

federation areas within Somerset, there are no obvious associations with deprivation. 

Rates started gradually increasing during the second half of the last decade and are 

now approximately 90%.  Although this is still below the ideal herd immunity level of 

95%, the trend is encouraging.  Initiatives such as adding MMR to the school leaver 

programme, running a catch-up campaign, targeted work with GP practices and 

raising awareness have all contributed to the increase in MMR uptake rates. The 

Somerset Immunisation Strategy identifies issues for further work and outlines an 

approach to continue to maintain and increase immunisation uptake rates across the 

county. 
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5.2 CHILDREN AND YOUNG PEOPLE 
 

Breastfeeding  

 

Breastfeeding has a major role to play in promoting health and preventing disease, 

both in the short and long-term for baby and mother, yet breastfeeding initiation and 

duration rates in the UK are the lowest in Europe. Women from disadvantaged or 

minority groups and teenage mothers are less likely to breastfeed. Whilst new 

mothers may initiate breastfeeding a large number do not continue, with a significant 

decline in the weeks following birth. This is particularly so for young mothers 

and mothers from more deprived areas, increasing health inequalities. Many mothers 

who do breastfeed, but give up early, would have liked to have continued for longer if 

they had more support.  

 

Public health evidence shows that breastfeeding saves lives, protecting the health of 

babies and mothers and increasing children’s future life chances. Babies that are not 

breastfed have an increased risk of infection and respiratory disease leading to 

hospitalisation, as well as a higher risk of obesity in childhood. Longer term there is 

an increased risk of higher blood pressure and blood cholesterol and Type 2 

diabetes in adulthood. For mothers, breastfeeding is associated with a reduction in 

the risk of breast and ovarian cancers. 

 

Breastfeeding in Somerset 

 

In 2006, the Somerset Maternity Services Liaison Committee produced the Somerset 

Breastfeeding Strategy and Implementation Framework. The aim of the strategy is to 

enable mothers to feel confident and competent to breastfeed, no matter who or 

where they are. It hopes to do this by encouraging a change in cultural norms 

regarding infant feeding and ensuring a co-ordinated network of professional and 

peer support available for mothers whenever they need it. 

 

Improvements in breastfeeding are measured by initiation rates (numbers of babies 

who commence breastfeeding regardless of how long), and prevalence rates (the 

numbers of babies who are totally and partially breastfed at the 6-8 week infant 

health check). The aim is to increase and sustain high initiation rates and to 

decrease the drop-off rate between initiation and 6-8 weeks. In Q4 2008/09 the 

initiation rate for Somerset was 79.1% (compared to just over 76% in 2006/7) and 

the prevalence rate at 6-8 weeks was 48.3% (total and partial breastfed). 
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The UNICEF Baby Friendly Initiative (BFI) provides a framework for the 

implementation of best practice in breastfeeding. BFI requires NHS Acute Trusts and 

Community Health Services to undertake a robust accreditation process with three 

assessment stages involving health and community staff and mothers. It has been 

proven that women in NHS Acute Trusts that implement BFI are 28% more likely to 

initiate breast feeding and that breastfeeding rates increase by 10%, compared to 

NHS Acute Trusts that have not achieved BFI.  

 

In 2009/10 NHS Somerset invested in improving breastfeeding initiation and 

prevalence rates. This included the recruitment of two substantive Infant Feeding 

Specialist posts in Somerset Community Health, and providing Yeovil District 

Hospital NHS Foundation Trust with funding to enable them to commence with BFI 

accreditation. In addition NHS Somerset made a successful bid to the Department of 

Health in August 2009, which attracted £89,000. This funding has been used to 

enable Taunton & Somerset NHS Foundation Trust and Somerset Community 

Health to commence with BFI accreditation and the development of peer support 

groups in Children’s Centres.  

 

Yeovil District Hospital NHS Foundation Trust have now achieved Stage 1 and Stage 

2 of BFI accreditation and are working towards the final Stage 3. Taunton and 

Somerset NHS Foundation Trust and Somerset Community Health have both 

passed Stage 1 and are working towards Stage 2.  

 

Somerset Community Health (SCH) have established Breastfeeding Peer Support 

Groups in 26 Children’s Centre’s across the county, with eight Children Centre’s in 

the most deprived areas targeted for support. SCH have developed standards for 

these groups and improvements will be measured through audits against a baseline 

audit undertaken prior to implementation of the standards.  

 

Somerset continues to have one of the highest breastfeeding initiation rates in the 

South West at over 79%. It continues to do well in data completeness, always 

achieving 100% against the 95% target. The breastfeeding prevalence rates have 

increased slightly to 49.2% for 2010/11. The prevalence figures are expected to 

continue to increase as the health providers achieve the BFI accreditation process.  

It is expected that the prevalence rate should be 52% for 2011/12, rising to 59% in 

2013/14.  
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NHS Somerset and SCH are currently developing ways to improve initiation of 

breastfeeding amongst teenage parents. This will involve an analysis of the data 

available on initiation and prevalence rates for this group and identifying ways of 

providing ante-natal and post-natal information and support and the use of young 

peer supporters. 

 

Mothers often cite a return to work as the reason they stop breastfeeding.   Guidance 

published in 2008 recommended that workplaces should have policies in place to 

support breastfeeding mothers. A recent audit undertaken on behalf of the Somerset  

Children’s Trust demonstrated that whilst some of the statutory partners had 

arrangements for breastfeeding mothers, these were often limited and it has been 

recommended that improvements are needed to promote a Breastfeeding Welcome 

culture. 

 

Dental health  
 
The dental health of children and young people has improved over the past 30 years 

but research shows that the levels of decay in Somerset’s five year olds are 

increasing.  Oral health is an integral element of general health. Good oral health 

enables individuals to communicate, eat and is important to overall quality of life, 

self-esteem and social confidence. Pain, discomfort, sleepless nights, functional 

limitation leading to poor nutrition and time off work and school are common impacts 

of oral disease. Most oral disease is preventable.  

 

Analysis of dental attendance rates across Somerset in 2011 identified the surprising 

finding that rates were declining in children. This finding, coupled with an apparent 

increase in dental decay rates in Somerset, is a cause for concern. Frequency of 

attendance at the dentist should be based on an estimate of individual oral health 

risk. Dental disease tends to progress more rapidly in children so it is very important 

that all children should be seen by a dentist to identify risk factors and implement 

appropriate prevention. Considerable work over the past 10 years has ensured that 

NHS dentists are widely available in all areas in Somerset. Further work is now 

required to encourage the people in Somerset to use the services, particularly for 

children. 

 

The results of the 2008/09 dental survey of 12 year old children provides the most 

recent data for dental health in Somerset. The survey covers the whole of Somerset 

with results for each district. This survey, in contrast to previous practice, required 

positive consent from participants. For this reason the proportion of the sampled 

population who consented to examination was lower than previous years and an 
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element of bias was introduced due to lower than expected participation from more 

disadvantaged children.  

 

To compensate for the bias the results have been adjusted by the North West Public 

Health Observatory12 to estimate a more accurate figure for the population. 

 

The Somerset figures reveal a deteriorating picture from the 2000 (unadjusted) 

figures. Only 37% of 12 year old children have any teeth affected by dental decay. 

On average these children have 2.28 teeth either with active decay, fillings or 

extracted due to dental decay. This is slightly worse that the England average of 

2.21 teeth affected by decay. The breakdown by district reveal that West Somerset, 

Taunton and Sedgemoor are the areas with the poorest dental health.  

 

The challenge for the future is to improve the level of dental health in children. The 

survey figures reported here are already three years old. During this period the 

Primary Care Trust has funded several initiatives to increase exposure to fluoride 

through free toothpaste distribution and fluoride varnish schemes. In the absence of 

water fluoridation efforts will need to continue to extend the exposure to fluoride 

through work with schools, dentists and at home.  

 
The impact of fluoride schemes should improve dental health in the future but it will 

take several years for improvements to be confirmed by survey results. 

 
Children Looked After (CLA) 

 

Figures for 2010/11 reveal that there are 110,539 children under 18 living in 

Somerset.  Of these, 3,512 children are classed as ‘in need’, 451 are children looked 

after and 301 children are subject to a child protection plan (as of 31 March 2011).  

Approximately 200 CLA in Somerset are placed here by other local authorities. 

There are 201 foster care households caring for just under 70% of CLA and nine 

Children's residential centres.  

 

86.6% of CLA who had been in care continuously for at least 12 months have had 

their teeth checked by a dentist and have had an annual health assessment during 

the previous 12 months. 90.9% of CLA cases were reviewed on time.  

                                            
12

 http://www.nwph.net/nwpho/  
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Health, wellbeing and educational achievement in schools 

 

The national Healthy Schools Programme ceased as of 1 April 2011. Central 

Government funding for healthy schools work ended in March 2011.  While the 

Healthy Schools Team no longer exists, a new health-related post has been created 

- the Health and Wellbeing Officer works directly with schools to support them in 

promoting the health and wellbeing of children and young people, with a specific 

focus on teenage pregnancy prevention and sex and relationships education.  

Continued work to support health improvement in Somerset schools is being 

explored by NHS Somerset Children & Young People's Public Health Team. This 

includes the Healthy Schools Plus programme which will run until August 2012. 

 

The implementation of Healthy Schools Plus (HS+) is in three cohorts spread across 

three financial Comprehensive Spending Review (CSR) years.  The overall South 

West target was for 50% of all schools to be working at HS+ level.  As of March 2011 

this target has been exceeded and 51% of schools are engaged in HS+ as follows: 

 

• 29% of targeted schools have gained HS+ recognition 

• 22% of targeted schools have developed their actions plans for HS+ and are 

implementing the process 

 

The key educational attainment results for 2010 are: 

 

• the Early Years Foundation Stage (EYFS) measures attainment of children at 

the end of reception year in primary schools.  The headline indicator measures 

the number achieving 78 points across all aspects of the EYFS with a minimum 

score of six in each of the main areas. In 2010 55% of children achieved this 

level, up from 53% in 2009 and in line with the national average of 56% 

 

• at KS2 (end of primary school), the headline measure is the percentage 

attaining level 4+ in English and Maths.  In 2010 75% achieved this level, up 

from 71% in 2009 and slightly higher than the national average of 73% 

 

• at KS4 (GCSE) the main measure is the percentage achieving 5 GCSEs at A*-

C including English and Maths.  Performance in 2010 rose to 54% up from 49% 

in 2009 and slightly above the national average of 53.4% 
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 Ofsted 
 

• Primary schools judged good or better: 66.5% compared to 68.2% nationally13 

• Secondary schools judged good or better: 48.4% compared to 62.6% nationally 
 

Sport 
 

• 87% of 5-16 year olds in Somerset take part in two hours of PE/Sport a week   
   compared to 86% nationally 
 

Not in Education Employment or Training (NEET)  
 

• in Somerset, 4.3% of 16 – 18 year olds are not in education, employment or  

   training which approximates to 650 young people 

 

                                            
13

 Figures as at June 2010 
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5.3 TEENAGE PREGNANCY AND SEXUAL HEALTH 
 

Introduction 

 

Teenage pregnancy is strongly associated with the most deprived and socially 

excluded young people.  Difficulties in young people’s lives such as poor family 

relationships, low self-esteem and unhappiness at school also put them at greater 

risk. Rates of teenage pregnancy are far higher among deprived communities, so the 

negative consequences of teenage pregnancy are disproportionately concentrated 

among those that are already disadvantaged. 

 

 The poorer outcomes associated with teenage motherhood also mean the effects of 

deprivation and social exclusion are passed from one generation to the next. 

Evidence shows that having children at a young age can damage young women’s 

health and wellbeing and severely limit their education and career prospects. Whilst 

young people can be competent parents, longitudinal studies show that children born 

to teenagers are more likely to experience a range of negative outcomes in later life  

and are up to three times more likely to become a teenage parent themselves.  

 

 At age 30, women who are teenage mothers are 22% more likely to be living in 

poverty than mothers giving birth aged 24 or over, much less likely to be employed 

or living with a partner and 20% are more likely to have no qualifications. Teenage 

mothers have three times the rate of post-natal depression of older mothers and a 

higher risk of poor mental health for three years after the birth. The infant mortality 

rate for babies born to teenage mothers is 60% higher than for babies born to older 

mothers. Teenage mothers are more likely to smoke during pregnancy and less 

likely to breastfeed, both of which can affect the health outcomes of their babies.  

 

Teenage pregnancy in Somerset 

 

Somerset has made considerable progress in reducing teenage conceptions, with an 

overall reduction of 22.7% in 2009 since the baseline year 1998, higher than both the 

regional and national reduction (17.8% in the South West and 18.1% in England). 

The most recent provisional data shows that the teenage conception rate for 

Somerset stands at 30.01 per 1000 15-17 year olds.  
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Table 5.1: Under 18 conception data for LAD114 and LAD215 (LA and County 
Districts), 2005-2007 to 2007-2009 

 
 

1998-
2000 

2001-
2003 

2004-
2006 

2005-
2007 

2006-
2008 

2007-
2009 

1998-
2000 to 
2007-
2009 

Area of usual 
residence Rate Rate Rate Rate Rate Rate 

% 
change in 

rate 
England 45.0 41.9 41.4 42.1 41.0 40.2 -12.0% 
Somerset 37.9 31.7 32.4 34.7 34.1 33.2 -12.5% 
Mendip 30.1 23.9 27.0 31.0 29.5 29.9 -0.7% 

Sedgemoor 47.9 36.3 34.0 36.4 37.0 35.6 -34.6% 
South Somerset 35.7 30.9 32.3 35.2 36.1 34.5 -3.5% 
Taunton Deane 40.1 36.7 39.1 36.9 34.8 34.3 -16.9% 
West Somerset 36.5 32.4 24.3 31.4 29.6 27.0 -35.2% 
Source: ONS and DFE Teenage pregnancy unit (TPU) 

 
Figure 5.2: Teenage conceptions aged <18, Somerset quarterly rate per 1,000 
females aged 15 – 17 and Rolling 4 quarter average rate (plotted at 4th quarter 
in the average) 2009 and 2010 data provisional 

 

             

 

 

 
                       

 

 

 

 

 

 

 

 

                 

 

 

 

 
Source: TPU 

                                            
14

 LAD1 – higher level local authority in a two tier system or a Unitary authority, as in Somerset 
15

 LAD2 – lower level local authorities where there is a two tier system, in Somerset – Mendip, Sedgemoor, South Somerset, 

Taunton Deane and West Somerset 
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Figure 5.3: Rolling four quarter average rate (plotted at fourth quarter in the 
average) of conception rate in girls under 18 1998 – 2009  

 

 Source: TPU 

 

As with elsewhere in England, the number of teenage conceptions that end in 
abortion is approximately 50%. 

  

Figure 5.4: Abortion rates for women <18 

 

 Source: TPU 
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Partnership working for teenage working and sexual health 

 

There is strong partnership working between Somerset County Council and NHS 

Somerset with a recent focus on six priority action areas. These actions were 

identified following the initial downward trend in teenage conceptions reversing in 

2006. The six priority actions covered: 

 

• developing school based health services in all secondary schools, starting with 

those with the most conceptions over an identified time period. The majority of 

secondary schools now have school based clinics 

 

• a co-ordinated approach to sex and relationship curriculum and policy and 

sexual health services in schools 

 

• improving information collection and sharing of data. This included the 

development of a teenage pregnancy dashboard to enable effective targeting of 

resources in hotspot areas, and case studies from young parents 

 

• development of a young parents peer education programme 

 

• a marketing and communications strategy including the development of a 

strong branded identity for sexual health information and a website for young 

people, and a professionally produced film made by Somerset young people 

‘Looking for Sarah’ 

 

• the promotion of Long Acting Reversible Contraception (LARC), including 

training GPs and health practitioners in implant fitting, LARC as part of service 

at termination of pregnancy, and information for young people 

 

Ongoing work – teenage pregnancy  
 
Whilst Somerset has made significant progress in reducing teenage conceptions, it 

will be essential to continue with a co-ordinated approach to maintain and improve 

on progress. The future focus should be on reducing any inequalities in relation to 

teenage conceptions, as it is known that whilst teenage conceptions have reduced 

overall, the reduction is often less in the areas of highest need. In addition, whilst 

some districts have made significant reductions e.g. Sedgemoor has reduced by 

34.6%, there are other districts where the reduction has been far less (e.g. South 

Somerset and Mendip). 
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The reconfiguration of children and young people’s services and consequences of 

cost savings provide some challenges to maintaining progress. The future focus of 

reducing teenage pregnancy will include: 

 

• maintaining the school-based health services and implementing them in those 

secondary schools currently without a service. The multi-agency best practice 

model for school-based services is under threat due to reductions in the 

children and young people’s workforce and solutions will need to be identified 

to ensure their continuity 

 

• maintaining a co-ordinated approach to relationship and sex education in 

schools as part of the new Health and Wellbeing in Learning programme 

 

• rolling out Long-Acting Reversible Contraception (LARC) training to all GPs and 

practice nurses with the aim of 70% of practices offering all methods 

 

• sustaining the C-card condom distribution scheme as part of the development 

of integrated sexual health services 

 

• ensuring effective protocols are in place for information sharing to co-ordinate 

targeted support for young parents 

 

• targeting early intervention initiatives with high risk groups, including Children in 

Care 

 

• continuing the Young People Friendly Health Services accreditation scheme 

 

• improving further education based contraceptive and sexual health services 

 

• continuing the multi-agency sexual health training programme 

 

• developing a communications strategy for young people’s sexual health 
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Sexual health 

 

Promoting good sexual health is an important public health priority. Poor sexual 

health is linked to discrimination, poverty and deprivation. The most vulnerable 

groups in society experience the poorest sexual health, with particular population 

groups experiencing disproportionately high levels of poor sexual health. In 

Somerset as elsewhere there are certain groups at high risk of poor sexual health 

including women, young people, men who have sex with men and people from some 

African and Eastern European communities. In addition, people living with Human 

Immunodeficiency Virus (HIV), sex workers, victims of sexual and domestic violence 

and abuse and other marginalised or vulnerable groups are more at risk.  

 

It is important therefore that appropriate settings are used to ensure that information 

and services are delivered to meet the needs of these vulnerable groups, as they are 

less likely to receive adequate information regarding sexual health and services, and 

the stigma surrounding sexual health can be a barrier to access. The aim is to 

support people to have positive sexual relationships, which are mutual and 

pleasurable and free from harm, disease and unwanted pregnancy. This requires 

people to be informed about all aspects of sex and relationships and to have access 

to all forms of contraception and testing and treatment for sexually transmitted 

infections, including partner notification.  

 

Education 

 

Poor educational achievement and low expectations have all been identified as key 

factors contributing to high rates of teenage pregnancy. If teenage pregnancy rates 

are to be reduced there must be an open and accepting attitude towards teenage 

sexuality, appropriate relationships and sex education, widely available information 

and easy access to confidential contraceptive and sexual health services. 

International research has found these factors to be present in countries with low 

rates of teenage pregnancy.  

 

Sexually transmitted infections 

 

If left untreated, sexually transmitted infections (STIs) will continue to spread, 

increasing the pool of people infected. With the most common STI, Chlamydia, there 

are often no symptoms and if left untreated this can lead to sub-fertility.  Whilst 

improvements have been made in the management of HIV, it remains a life-changing 

long-term health condition, with high costs for the individual, family and friends and 

for the NHS and Local Authority in terms of treatment costs and social support. 

Unwanted pregnancy is costly at both a human and economic level. 
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Chlamydia screening 

 

Somerset has established a sustainable Chlamydia Screening Programme for 15-24 

year olds in the county. The screening coverage has increased from 4.4% in 2007/8 

to 20.9% in 2010/11. However, this is against a current target to screen 35% of all 

15-24 year olds. The number of positive cases identified in 2010/11 was 5.5%, and 

Somerset continues to have one of the best responses to the treatment of positive 

cases in the country (the 2010/11 screening coverage for the South West was 

20.9%, with a 6.2% positivity rate, and for England this was 25.2% and 5.2% 

respectively). The focus in the future will be to reduce the prevalence of chlamydia 

by targeting the high risk groups of young people and identifying positive cases, 

rather than mass screening. The core services of General Practice, Contraceptive 

and Sexual Health, Pharmacies and Termination of Pregnancy Providers will 

continue to be essential in providing Chlamydia screening. The expectation for the 

future will be that Chlamydia prevalence and treatment will be measured through 

both the National Chlamydia Screening Programme and Genito-urinary Medicine 

(GUM) so that a more accurate picture of prevalence and positivity amongst 15-24 

year olds in Somerset can be measured and tackled. 

 

Human Immunodeficiency Virus (HIV) services 

 

The rate of new diagnoses in Somerset remains low, but numbers of people living 

with HIV in the county continues to rise year on year. There are now 167 people 

living with HIV in Somerset, nearly double the number from 2005. Of these 76% 

where of White ethnicity, with 17% of Black/African ethnicity. The main route of 

transmission in Somerset remains men who have sex with men, although 

heterosexual transmission continues to increase. Of particular concern is the level of 

late diagnoses which in 2009 was 67% (53% in South West and 52% in England). 

Late diagnoses lead to poorer health outcomes and considerably higher treatment 

costs. Somerset Gay Health is currently commissioned by NHS Somerset to provide 

HIV prevention services, and this organisation will be merging with Terrence Higgins 

Trust in August 2011. Eddystone Trust is commissioned by Somerset County 

Council and NHS Somerset to provide health and social care support to people living 

with HIV in the county. NHS Somerset are leading an HIV needs assessment in 

2011/12 which will inform future commissioning intentions for HIV prevention and 

health and social care for NHS Somerset and Somerset County Council.  
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Abortion services 

 

Somerset has made improvements in the numbers of abortions carried out within 

nine weeks gestation, at 67.5% in 2009 compared with less than 50% a few years 

ago. This has been largely due to the commissioning of third sector providers and 

opening access. However, this remains one of the lowest levels in the South West 

and nationally (73.5% in South West and 75.1% in England). In addition, the number 

of medical versus surgical abortions is one of the lowest with only 20% medical 

abortions in Somerset in 2009 (33% in South West and 39% in England). These 

figures suggest that women in Somerset find it hard to access services, and when 

they do they may experience unnecessary wait times. In response to this, NHS 

Somerset have commissioned a Central Booking Service from August 2011 to 

provide pregnancy advisory services and bookings for terminations for all NHS and 

private providers through one telephone number. Women will be able to self refer for 

terminations, or be referred by a health professional. In addition, NHS Somerset are 

revising service level agreements with all service providers to reduce unnecessary 

wait times and increase the provision of contraception, including long-acting 

reversible contraception, at time of procedure. The repeat abortion rate for Somerset 

stands at 28.4%, which is lower than the South West and England averages (28.7% 

in South West and 34.8% in England). 

 

Ongoing work – sexual health 

 

NHS Somerset aims to implement an Integrated Sexual Health Service, delivering 

more tier 2 sexual health services in the community. This will increase the capacity 

for more identification and treatment of sexually transmitted infections in community 

settings, alongside contraceptive services and information and advice. Such a 

service would enable better access to services for more marginalised and vulnerable 

groups, particularly young people, and men who don’t traditionally use Contraceptive 

and Sexual Health services.  

 

Access to GUM services within 48 hours in Somerset is good, but currently not 

meeting the NHS South West ambition of access within 48 hours seven days a 

week, which requires a weekly Saturday clinic. The Taunton GUM service is 

reviewing the current fortnightly Saturday provision in Bridgwater with the aim of a 

weekly service in future. 
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5.4 SUBSTANCE MISUSE 
 
Introduction 
 
In Somerset the work to tackle the harm associated with drugs and alcohol is co-

ordinated through Somerset Drug and Alcohol Partnership (SDAP).  This is a 

strategic group of public sector organisations who work together to implement, in 

Somerset, the national drugs and alcohol strategies. 

 

It is made up of representatives from: 

 

• Somerset Primary Care Trust 

• Somerset County Council – both the Community Directorate  and the Children 

& Young People’s Directorate 

• Avon and Somerset Constabulary 

• Avon and Somerset Probation Trust  

 

It aims to ensure that effective partnership responses are developed and delivered to 

tackle drugs and alcohol issues for people resident within the county boundary of 

Somerset. As a strategic group it has links to other strategic groups such as the 

Somerset Children’s Trust, Local Safeguarding Children Board, and Safer Somerset 

Partnership.  By making these links it ensures that drugs and alcohol are part of 

“everyone’s business”. 

 

As part of its work, SDAP commissions a range of services and initiatives - from 

treatment services for local people, whatever their age, to help them with drug and 

alcohol problems, to training programmes so that anyone working in Somerset can 

respond to drugs and alcohol issues with confidence in their day to day work.  

Further information on the Partnership and the services it commissions can be found 

on its website http://somersetdaat.org.uk/  

 

This is underpinned by a rolling programme of needs assessments which seek to 

identify patterns, trends and gaps in both the use and impact of drugs and alcohol in 

Somerset and the services to respond to them.  

 

The Partnership work programme to tackle drugs and alcohol is set out in the annual 

plans of Somerset Drug & Alcohol Partnership.  The documents can found on 

http://somersetdaat.org.uk.  It is also embedded within Somerset’s Local Area 

Agreement (LAA), two indicators within the LAA focus on substance misuse 

specifically: 
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• NI 39: Reducing alcohol related admissions to hospital 

• NI 40: Increasing the number of drug users in effective treatment.  

 

Somerset’s performance is ‘good’ (on target and up to 10% above target) in respect 

to both of these indicators. 

 

Further information can be found on the Somerset Strategic Partnership’s Website 

http://www.somersetstrategicpartnership.org.uk/home/.  

 

Through the needs assessment process Somerset Drug & Alcohol Partnership are 

increasingly looking to explore the links between drugs and alcohol and inequality.  

From the data available so far there is no local evidence to suggest the need to 

develop specific services/work streams for identified equalities groups (e.g. BME, 

LGBT, gender, age).  However all drug and alcohol staff need a highly developed 

awareness of how to work with different groups and of the possible interlinking 

factors affecting substance misuse (supportive and/or hindering factors).   

 

Somerset – adult drug misuse 

 

The 2010 British Crime Survey16 estimates that 24,622 16-59 year olds in Somerset 

have used an illegal drug in the last year. The majority of this use can be attributed 

to cannabis (18,896 16-59 year olds). 

 

Research carried out by Centre for Drug Misuse Research at the University of 

Glasgow17 estimates that there are 1,811 heroin and crack cocaine users in 

Somerset, about 90% of which are using heroin or other opiates (1,600).  

 
Table 5.2: 2008/9 Prevalence estimates, aged 15-64 years  

Rate per thousand of the population 
Area 

Problem drug users* Opiate users Crack users 

1,811 1,636 954 
Somerset 

5.52 4.99 2.91 

South West 8.20 7.10 4.63 

England 9.41 7.69 5.53 

*Opiate and/or Crack users   (Source: NTA) 

                                            
16

 The BCS drug misuse estimates are produced from responses to a self-completion module which was completed by 25,000 

households in England and Wales in 2009/10.  
17

 National and Regional Estimates of the Prevalence of Opiate and/or Crack Cocaine Use 2008/9: A Summary of Key 
Findings’; Gordon Hay, Jane Casey, The Centre for Drug Misuse Research, University of Glasgow. 
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Whilst this compares reasonably well to other parts of the South West as a 

percentage of the population, it is still a significant number of people who may at 

some point seek help with their drug misuse. 

 

47% of this estimated number of heroin and crack cocaine users are in treatment, 

and a further 18% have accessed Somerset treatment services in the past. Of this 

“known” population, it is emerging they: 

 

• are slightly older with a proportional increase in those over 35 years old 

• are less likely to be injecting drugs (more likely to have stopped injecting or 

never injected) 

• show an increased likelihood of acute housing problems – particularly those 

younger drug users in the 18-24 year old age bracket 

 

LSOA level data provided by Turning Point (Somerset’s adult drug & alcohol 

treatment service) indicates that clients in treatment during 2009/10 were more likely 

to live in deprived areas. Table 5.3 shows that in the case of Needle Exchange and 

tier 3 clients, they are nearly twice as likely to live in a deprived area18.  

 
Table 5.3: Average number of clients per LSOA, split by deprivation (Source: 
Turning Point) 

 

Number of 

clients 

with 

Postcodes 

Deprived LSOA 

Average 

Somerset LSOA 

Average 

Needle Exchange 427 5.4 2.6 

Tier 3 1005 11.9 6.1 

Tier 2 202 1.8 1.2 

 

Of those adults leaving treatment, 30% of treatment exits were planned, lower than 

the national and regional averages and lower than the previous year. Unplanned 

exits are usually because the client has ‘dropped out’ of treatment. Total numbers 

leaving treatment are very low, consistent with the picture of larger numbers staying 

in prescribing treatment for a very long time.  This is a priority for SDAP to increase 

the numbers of people leaving treatment in a planned way as part of its strategic 

approach to the ‘recovery agenda’. 

                                            
18

 Somerset Adult Drugs Treatment Needs Assessment 2010, PIU on behalf of SDAP, March 2010 
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Somerset – adult alcohol misuse 

The prevalence of alcohol misuse in Somerset is markedly different to drug misuse19. 

Applying a range of national and regional prevalence estimates to Somerset’s 16-64 

population reveals that there are approximately 29,000 to 48,000 abstinent, 87,000 

to 155,000 lower risk drinkers, 60,000 to 83,000 increasing-risk drinkers; 13,000 to 

17,000 higher-risk drinkers; 50,000 to 60,000 binge drinkers and 13,000 to 19,000 

dependent drinkers in Somerset.  The diagram shows the Somerset profile of 

drinking behaviour20  and although the numbers are much bigger in relation to 

alcohol misuse compared to illegal drugs, there is still a significant proportion of 

Somerset’s population that use alcohol in a sensible/responsible way that does not 

cause harm either to themselves, others or the communities in which they live. 

Figure 5.5: Somerset profile of drinking behaviour

                                            
19

 DRAFT Adult Alcohol Needs Assessment 2011, PIU on behalf of SDAP 
20

 *Estimated number of 18 to 65 year olds in Somerset in each Department of Health alcohol use category 

** Dependent drinking is identified in some Increasing Risk drinkers but is more prevalent in Higher Risk drinkers. 

*** Binge drinking spans the Increasing and Higher Risk drinking groups. 
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The ANARP (Alcohol Needs Assessment Research Project) and the Adult 

Psychiatric Morbidity in England report estimated that 7% of dependent drinkers (870 

to 1309 people) would be expected to access treatment each year. 

Data from Turning Point indicates that that the service received 931 new referrals in 

2010, an increase of 8% on 2009.  This increase is in part a response to the 

changed service structure in that Somerset, as of April 2008, commissions to an 

integrated drug and alcohol treatment service.  What is important to consider is that 

the planned exit rate for adults from alcohol treatment is much higher than for drugs 

at 64% for tier 2 clients and 73% for tier 3. 

Treatment Outcome Profile data indicates that as the treatment journey progresses 

the average number of days that alcohol is used by the client falls.  Generally, 

clients’ health and social functioning also improves during the treatment journey, with 

the exception of paid work and education attendance. 

Data from the Accident and Emergency Alcohol Pilot Project at Musgrove Park 

Hospital shows that alcohol brief intervention work can reduce alcohol-related harm. 

On average people who received brief advice and/or were referred to a specialist 

alcohol worker attended A&E 2.44 times in the six months prior to contact and 0.84 

times in the six months after contact. 

Somerset – young people drug and alcohol misuse 

In relation to young people, the results from TellUs 421 indicated that 52% of students 

in Somerset (school years 6, 8 and 10) claim to have had an alcoholic drink at some 

point. This is above the national average. At all ages boys are more likely to have 

had an alcoholic drink than girls although the gap closes by Year 10, so boys appear 

to be starting to drink at a younger age than girls. However, 9% of young people (12-

15 years) self-report they have used drugs at least once, in line with the picture 

nationally. The percentage of young people who have used drugs increases with age 

with 15% of Year 10s reporting to have used drugs compared to 3% of Year 8s.  

 

Data22 on the rate of hospital admissions amongst young people for alcohol-specific 

conditions in Somerset indicate that it is rising: in 2006/7 the rate was 52.9 per 

100,000 population, in 2007/8 it had risen to 65.5 and by 2009/10 it stood at 72.0.  

                                            
21

 TellUs 4 National Report, Ofsted, 2010 
22

 Local Alcohol Profiles (LAPE) 2010, NWPHO 
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Referral data from local young people’s drug and alcohol services shows few 

referrals of young people from the five most deprived areas in Somerset, which does 

not correlate with what should be expected in line with national research about the 

links between deprivation and drug/alcohol misuse23.  As noted earlier, this is 

opposite to the situation of adults in treatment, reflecting the national picture. Data 

from NDTMS24 shows that in 2009/10 there were a total of 105 young people (aged 

under 18 years at referral date) in treatment in Somerset, of which 55 were referred 

within the year. 

Table 5.4: Profile of young people in treatment in Somerset (under 18 years at 
start of treatment)  

 Somerset 
2008/9 

% 

Somerset 
2009/10 

% 

South West 
2009/10 

% 

Gender    

Male 53 54 61 

Female 47 46 39 

Age at Triage    

12 and under 0 0 1 

13 2 1 5 

14 11 9 13 

15 23 15 25 

16 35 34 24 

17 30 41 31 

Substance*    

Class A (Heroin & 
Crack) 

7 4 

Other Class A 30 24 

Cannabis and Alcohol 16 37 

Cannabis only 29 17 

Alcohol only 10 15 

Other substance 

* captured 
differently in 

2008/9 

8 3 

Injecting Status    

Current 5 8 2 

Previous 3 1 2 

Never 92 85 84 

Total (n= ) 133 105 2140 
Source: NDTMS 

 

                                            
23

 Somerset Young People’s Substance Misuse Needs Assessment 2010, PIU on behalf of SDAP, November 2010 
24

 National Drug Treatment Monitoring System (NDTMS) 2010 
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Ongoing work 

A priority over the last year has been developing the SDAP strategic response to 

alcohol misuse. This seeks to improve the outcomes for individuals and communities 

affected by the misuse of alcohol in Somerset. It recognises that alcohol misuse 

affects everyone in one way or another and that for the harm caused by alcohol to be 

minimised, tackling alcohol misuse is everyone’s business. The work programmes 

will be broken down into key themes which cover all ages: 

• better prevention through education, planning and design 

• identification and treatment/intervention (criminal justice, health and social care) 

• working with the licensed trade and licensing authorities 

 

The existing structure of SDAP will be the primary mechanism for the development, 

commissioning and monitoring of work programmes. However, associated 

partnerships and teams will be instrumental in supporting this; for example, 

Somerset Safer Partnership.  

More specifically: 

• a pathway has been agreed to respond to people’s needs according to their 

level of drinking  

• a programme of alcohol brief interventions training is now in its third year of 

being rolled out. This training is for anyone working in Somerset in a paid or 

unpaid capacity - to date 462 people have completed the training.  This is 

based on evidence25 which shows that for every eight people who receive 

simple alcohol advice, one will reduce their drinking to within lower-risk levels 

• there has been investment in alcohol treatment to support more dependent 

drinkers who need specialist services to access that help 

• there are also some targeted brief interventions workers in particular settings: 

A&E and custody; and in the pipeline is specific community-focused work 

through health trainers, pharmacies, GP services linked to community hospitals 

and supported housing projects for the homeless) 

• there is a focus on information to help people make changes to their drinking,  

especially 16-24 year olds building on the Look Out For Your Mates campaign 

http://www.lookoutforyourmates.co.uk/ 

 

                                            
25

 Brief Interventions for alcohol problems – a meta-analytic review of controlled investigations in treatment-seeking and non-

treatment seeking populations, Addiction (Moyer et al., 2002) 
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Housing  

(link to housing section) Housing continues to be a priority area, in recognition that a 

safe place to live is important for someone trying to address their drug and/or alcohol 

misuse.   Through a joint approach with a number of agencies, work is in underway 

to create an effective and efficient commissioning strategy for social exclusion in 

Somerset.  This will require all the relevant agencies – local authorities, police, 

probation, treatment (drug/alcohol/mental health) agencies – to have a jointly agreed 

and combined focus on a pathway from prevention, through gate-keeping, to 

assessment, and into resettlement/rehabilitation interventions. 

Data quality 

It is recognised, however, that data quality in relation to some protected 

characteristics and drug/alcohol misuse needs to be improved.  One of the areas of 

work is to ensure all future service provision is required to collect as a routine part of 

the assessment process, all equalities data and provide data analysis on 

access/outcomes against equalities groups routinely as part of contract review 

process. 

 

This will also support future needs assessment work to enhance understanding of 

patterns, trends and gaps in both the use and impact of drugs and alcohol in 

Somerset and the services to respond to them in relation to the equalities agenda. 

National work has reinforced the importance of this.26 

 

Work has begun to look at drug and alcohol at LSOA levels.  Further details of this 

can be found in the SDAP Adult Drugs Needs Assessment 2010 and the Young 

People’s Substance Misuse Needs Assessment 2010 – both are available at 

http://somersetdaat.org.uk. Work in 2010 has also focused on substance misusing 

parents and the impact on children27. This is an important area of work both from an 

analytical perspective and strategically to improve services and safeguard children. 

 

                                            
26

 The Impact of Drugs on Different Minority Groups: Ethnicity and Drug Treatment, July 2010, UK Drug Policy Commission 
27

 Evaluation of the pilot HHYPE Groups in Somerset: Helping young people who are affected by parental substance misuse, 
October 2010, Lorna Templeton; and Hidden Harm in Somerset, December 2010, PIU on behalf of SDAP 
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5.5 MENTAL HEALTH 
 

Introduction 

 

It is estimated up to 70,000 people have or have had a mental health problem in 

Somerset.  However, prevalence of mental illness and of risk factors which make 

people vulnerable to mental illness is not evenly distributed across the county, 

according to available data. 

 

Over 4,000 people had a new diagnosis of depression from their GP in 2009/10 

(Quality Outcome Framework data).  The number of patients who have a history of 

depression is 10.4% for Somerset as a whole, varying by practice from 2.6% to 

26.8%.  The variation may reflect local GP interest as well as actual prevalence, 

however, both in terms of GPs identifying cases but also patients more likely to 

approach a GP known to be sympathetic. 

 

In the GHQ-12 set of questions in the Somerset Lifestyle Survey, a score of four or 

more was used as a threshold to identify respondents with high levels of 

psychological distress.  17.5% of people in Somerset scored four or more compared 

to 12.5% across England when the same questions were used in the Health Survey 

for England.  Sedgemoor had the highest proportion of those scoring four or higher 

at 19.6%.  West Somerset, despite being the most rural part of Somerset, scored 

highest for people feeling well connected and not isolated.   

 

There appears to be a relationship between deprivation (as measured by the Index 

of Deprivation) and prevalence of poor mental health and dementia in Somerset, with 

an apparent gradient of higher levels of mental illness in the most deprived practices 

and lower levels in the least deprived.  There is much debate nationally as to the 

direction of this relationship – for instance, whether people living in more deprived 

areas are more vulnerable to poorer mental health or whether people with poor 

mental end up living in more deprived areas.   Local initiatives which take a holistic 

approach to addressing issues in deprived areas incorporate a focus on mental 

wellbeing as well as addressing physical health and lifestyle issues. 

 

Mental illness also affects men and women differently – depression is twice as 

common in women and lifetime prevalence rates of alcohol dependence more than 

twice as high in men.  In Somerset there are about 2.5 male hospital admissions for 

schizophrenia and acute psychotic illness for every one female admission. The 

Somerset & Wessex Eating Disorders Association estimates around 5,000 in 

Somerset will have a clinical eating disorder and a further 5,000 have an eating 
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disorder which has a significant impact on their life and health: 90% of these will be 

women. 

 

Ongoing work 

 

The National Mental Health Strategy identifies a number of groups for whom Primary 

Care Trusts are required to provide services, many of which highlight potential 

inequality via increased vulnerability, difficulties with accessing services and barriers 

through lifestyle.  These include: 

 

• carers 

• veterans and service personnel 

• prisoners 

• alcohol and drug users 

• people with long-term conditions 

 

All of these will be included in the Somerset Mental Health Commissioning Strategy,  

which is being developed. 

 

Services to support those with mental illness and promote mental wellbeing are 

provided in both secondary and primary care in Somerset.  There are also over 40 

voluntary and third sector organisations who promote and/or address mental illness.  

Work in Somerset, including development of the Dementia Strategy, Maternal Mental 

Health Strategy and Mental Health Promotion Strategy, seeks to ensure that service 

users have a seamless experience of service provision regardless of provider and 

that transition between services is appropriate and effective. 

 

More information is needed on: 

 

• the equality and diversity breakdown of clients, particularly in advocacy 

services 

• medically unexplained symptoms in Somerset 

• how mental health is addressed for people with long-term conditions 

• inpatient services for people with personality disorders 

• the need for severe maternal mental health issues and the appropriateness and 

gaps in current services to better suit needs of young mothers and mothers-to-

be 

• need and benefits of Crisis House facilities as part of the acute care pathway 
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• the size and nature of mental health problems by people with different 

protected characteristics  

• whether and how carers in general, access mental health services, and in 

particular, the needs of young carers. 

• exploring appropriate services in line with the increasing elderly population’s 
mental health needs 

• developing primary care  Children’s & Young People’s services – further work is 

required to identify what is needed and how it should be delivered taking into 

account the No Health Without Mental Health evidence for early intervention 

and commitment to increase Health Visitor numbers.  There  also needs to be a 

smoother transition between Children’s & Young People’s services and adult 

services in secondary care 

• to work  with GP practices to develop a more consistent approach to identifying 

and recording mental illness prevalence such as depression 

• the Dual Diagnosis protocol for substance misuse and mental health services 

needs re-defining 

• services to address mild to moderate eating disorders 

• the care pathway between primary and secondary care services needs to be 

developed to ensure people are seen as soon as possible at an appropriate 

level for their needs 

• defining mental health outcomes and performance indicators across all sectors 

and level of interventions ie community, primary to secondary care 

• a more joined up approach is needed across different departments in NHS 

Somerset in terms of funding streams for third sector organisations 

• to develop strategies that adopt the No Health Without Mental Health life 

course approach which includes; starting well, developing well, living well, 

working well and ageing well 

 

Children and adolescent mental health services (CAMHS) update 

 

Equality and diversity 

 

All service areas within Somerset Partnership NHS Foundation Trust are required to 

ascertain and record ethnicity as part of the initial assessment process and this is 

monitored on a monthly basis.  Currently in CAMHS the rate of recording stands at 

96.9% of all new referrals.  Reports indicate that 2.9% of the current CAMHS 

caseload who give a stated ethnicity is of an ethnic group which is not “white British”.  

The largest groups are “White – Any other background” and mixed ethnicities. 
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The role of the Trust Equality and Diversity Lead is to ensure that all policies and 

protocols are impact assessed to meet the national legislation.  Equality and diversity 

training is mandatory for all staff across the Trust, and take up of training is closely 

monitored through the Learning and Development Team using Electronic Staff 

Records (ESR).  This is currently reported at 87% of all staff.  Access to interpreting 

services is available to all practitioners, if required.   

 

Child and Adult Mental Health Services (CAMHS) is part of the You’re Welcome 

Steering Group.  In order to achieve accreditation within this initiative, the Trust will 

need to demonstrate that diversity issues are comprehensively and routinely taken 

into account.  

 

Opportunities to improve in this area could be included in the ongoing work with 

Young Minds as part of the participation project.   

 

Training, consultation and advice 

 

The implementation of the CAMHS Service Specification has led to improvements to 

access these aspects of the service in a number of ways. 

 

A series of “launch events” have taken place over a number of months where 

CAMHS managers and practitioners have met with groups of stakeholders (including 

GPs, Local Service Teams, Locality Teams, Children’s Social Care managers, 

SENCOs for primary and secondary schools, head teachers and pastoral leads) to 

share information about the service, including the access pathway which sets out the 

significant expansion of agencies/professionals who can now refer directly to 

CAMHS, rather than via primary care.    

 

The Information for Professionals leaflet, which has been widely circulated to 

stakeholders, actively encourages colleagues to seek informal advice and 

consultation from their local CAMHS teams (contacting the Referral and Assessment 

Clinicians) about potential cases they might be considering referring.   

 

More formal or structured training continues to be available from the Primary Mental 

Health Linkworkers, based in each CAMHS teams.  A review of the role and 

provision of Primary Mental Health Linkworkers is ongoing, to ensure the most 

effective and equitable use of the resources available across the county.  Clearly this 

aspect of the service has been significantly affected by the changes to the Local 

Service Teams, and in particular the reduction of Emotional Health and Wellbeing 

Workers.     
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CAMHS managers and staff have contributed to the TAMHS pilot project in West 

Somerset.   

 

Integrated services  

Two aspects of service delivery within CAMHS have now been integrated: 

• the Additional Needs Resource has been established to meet the needs of 

children and young people with learning disabilities alongside mental health 

needs. This is an integrated county-wide model, with a lead clinical 

psychologist and input from a consultant psychiatrist, working alongside 

specialist LD/MH nurses (one whole time equivalent on each side of the 

county).  This model has had very positive feedback from the Autism Strategy 

Steering Group 

• the specialist substance misuse service for children and young people (formerly 

On The Level) has now been integrated into the generic community CAMHS 

teams, with effect from 1 April 2011.   This will enable greater flexibility and 

access to the full range of CAMHS interventions for young people who may 

have complex mental health or family issues alongside their drug or alcohol 

problems 

DH guidance for Autism  

Health and social care commissioners are working with partner agencies to establish 

the level of need for adults with autism in Somerset and to develop clear pathways 

for diagnosis.  DH guidance on the strategy for Adults with Autism can be found at: 

http://www.dh.dov.uk/en/ublicationsndstatistics/publications/publicationspolicyandgui

dance/DH 113369  

 

Reference: supporting documents Mental Health Needs Assessment, MH strategy 

and DAAT strategy 
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5.6 LEARNING DISABILITIES 
 

Introduction 

 

People with learning disabilities28 have a shorter life expectancy and increased risk 

of early death when compared to the general population. Life expectancy is 

increasing, in particular for people with Down’s syndrome, with some evidence to 

suggest that for people with mild learning disabilities it may be approaching that of 

the general population. All cause mortality rates among people with moderate to 

severe learning disabilities are three times higher than in the general population, with 

mortality being particularly high for young adults, women and people with Down’s 

syndrome. 

  

The risk of children being reported by their main carer (usually their mother) to have 

fair/poor general health is 2.5-4.5 times greater for children with learning disabilities 

when compared to their non-disabled peers.  One in seven adults with learning 

disabilities rate their general health as not good.  These may be underestimates of 

the poorer health of people with learning disabilities as carers of people with learning 

disabilities tend to perceive the person they care for to be healthier than suggested 

by the results of medical examination.  Health screening of adults with learning 

disabilities registered with GPs reveals high levels of unmet physical and mental 

health needs. 

 

As stated in Valuing People Now (DH, 2009), key issues for the NHS are to achieve 

full inclusion of people with learning disabilities in mainstream work, to reduce health 

inequalities and to ensure high-quality specialist health services where these are 

needed. 

 

Learning Disabilities in Somerset 

 

It is estimated that approximately 2,250 people with a learning disability live in 

Somerset.  There are approximately 1,650 adults with learning disabilities supported 

by the Somerset County Council’s Adult Learning Disability Service each year. Of 

these, about 950 people live independently from their families in either residential 

cares homes or sheltered housing. This includes a small number of former long-stay 

hospital patients and a small group of people who receive care outside of Somerset 

as a result of their exceptional health needs and behavioural problems. The 

remaining 700 people live at home with parents or carers. 

                                            
28

  Health Inequalities & People with Learning Disabilities in the UK: 2010  
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In addition, approximately 600 people with learning disabilities are estimated to be 

resident in Somerset-based independent sector care homes, placed either privately 

by other local authorities or by Primary Care Trusts. Some are placed with 

independent special needs colleges such as the Mencap facility at Lufton Manor. 

Anecdotally, proximity to these facilities can have an impact on primary health care 

services.   

 

National estimates29 of prevalence of severe learning disabilities in the general adult 

population range from 0.28% to 0.5%. Valuing People estimates prevalence of 

mild/moderate learning disabilities as 25 per 1,000 population. 

 

Demographic estimates for Somerset indicate that there are currently 1,975 people 

aged 18 and over30,31 with a moderate to severe learning disability. Of these, 435 

people aged between 18 and 64 years32 are estimated to have a severe learning 

disability33.  The number of adults in Somerset with a moderate to severe learning 

disability is expected to increase by 13% over the next twenty years. 

 

Table 5.5: Forecasted numbers for people with LD 

 

Somerset 2010 2015 2020 2025 2030 

Learning Difficulties 
(18+) 

        
1,975  

        
2,037  

        
2,096  

        
2,163  

        
2,232  

Source: POPPI and PANSI 

Over the next five years the number of people with a moderate to severe learning 

disability living in Somerset is projected to increase for all age groups and 14% for 

those aged 65 and over.  The number of people with LD over 85 is expected to more 

than double over the next 20 years. 

 

Table 5.6: Forecasted numbers for people with LD over 85 

 

Somerset 2010 2015 2020 2025 2030 

Learning Difficulties  
(85+) 30 36 42 52 66 

 

 

                                            
29

 Harker report to the Valuing People Support Team 
30

 PANSI 
31

 POPPI 
32

 PANSI 
33

 PANSI.  Figures do not include placements made in Somerset by other local authorities.  No estimates are currently available 
for people with severe learning disabilities who are aged over 65 
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Within these figures, public and voluntary sector services are likely to be working 

with increased numbers of young people with profound and multiple learning 

disabilities (PMLD) who are surviving into adulthood and an increasing number of 

people with diagnosed Autistic Spectrum Condition (ASC).  Approximately 55% of 

people with a LD also have ASC and challenging behaviour. 

 

Although the needs of some people already in receipt of services will increase each 

year, thereby necessitating a sometimes very significant increase in the care they 

receive, the main reasons for someone who has not previously accessed any adult 

social care services to do so are: 

 

• transition from Children’s Services 

• moved into Somerset 

• carer crisis 

 

Of these three reasons, the largest pressure on services results from young people 

moving into adulthood, as they frequently have severe and complex disabilities that 

may have made them less likely to survive into adulthood in the past. In addition, as 

many people with LD are living longer, their carers are also ageing, resulting in 

increased demand for services among older people with LD. 

 

Increases in need are likely to be associated with even greater changes in demand 

for support due to a range of social factors that will act to reduce the capacity of 

informal support networks to provide care, networks that have in the past primarily 

relied on the unpaid labour of women34. These include: 

 

• increases in lone parent families 

• increasing rates of maternal employment 

• increases in older people with learning disabilities, whose parents are likely to 

have died or be very frail themselves 

• changing expectations among families regarding the person’s right to an 

independent life 

 

Demand for services is exacerbated by the fact that a higher proportion of service 

users now live away from the family home, supported by health and social care 

services.  This now approaches 60% of Somerset adults with LD.   

                                            
34

 Emerson, E and Hatton, C Estimating Future Need for Adult Social Care Services for People with Learning Disabilities in 
England, Centre for Disability Research (CeDR) Research Report 2008:6, Lancaster University, UK. 



SOMERSET JSNA 2011 
Section 5 

HEALTH INEQUALITIES 
 LEARNING DISABILITIES 
 

45 

Particularly important is the need for services for those young people who are 

moving into adulthood. Table 5.7 following shows the numbers of young people who 

moved through the transitions pathway to adult services or are predicted to do so in 

future years.   Numbers for future years include people with Aspergers Syndrome 

and ASC, as well as physical disability and mental health needs.   

 
Table 5.7:   Learning Disability Transition Numbers from Area Transition Panels 

Young People aged 17.5 during transition year 

 2012 2013 2014 2015 

2 with 

profound and 

multiple LD 

2 with autistic 

spectrum 

condition 

2 with 

profound and 

multiple LD 

2 with severe 

LD 

2 with severe 

LD 

1 looked after 

child with 

severe LD 

1 with severe 

autism 

1 with 

multiple LD 

1 with 

moderate LD 

 1 with 

moderate LD 

 

Taunton 

(probably 

underestimate, 

waiting final 

figures) 

1 with severe 

autism 

   

     

4 with severe 

LD 

3 with severe 

LD 

3 with severe 

LD 

6 with severe 

LD 

1 with 

moderate LD 

1 with 

moderate LD 

2 with 

moderate LD 

2 with 

profound LD 

Bridgwater 

1 with severe 

autism 

1 with severe 

autism 

1 with autism 2 with 

moderate LD 

     

2 severe LD 5 severe LD 1 with autism None 

1 PMLD 12 moderate 

LD 

1 severe 

epilepsy & LD 

 

South 

Somerset 

1 challenging 1 with autism   
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behaviour 

     

2 PMLD 9 moderate 

LD 

3 moderate 

LD 

5 severe LD 

8 moderate 

LD 

1 moderate 

LD & forensic 

3 PMLD 2 moderate 

LD 

1 severe 

challenging 

behaviour 

4 severe LD 2 autism 2 autism 

1 autism 1 autism  1 severe 

challenging 

behaviour 

Mendip 

   1 severe 

epilepsy & LD 

     

Total 28 29 20 24 

 

Apart from the increase in PMLD and ASC, notice will need to be taken of the 

implications of ageing for people with Down’s syndrome. Research shows an 

increased risk for the development of early onset dementia for people with Down’s 

syndrome. It is estimated that about 100 people with LD living in Somerset are living 

with dementia at any one time, although only a proportion of them will have Down’s 

syndrome. 

  

Health issues for people with learning disabilities  

• up to one third of people with LD have an associated physical disability, most 

often cerebral palsy. This may put them at risk of postural deformities, hip 

dislocation, chest infections, eating and swallowing problems, gastro-

oesophageal reflux, constipation and incontinence 

 

• people with LD experience a high rate of under-detection of visual and hearing 

problems. About one third of people with LD have poor eyesight. Over 40% 
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have a problem with hearing and the prevalence of both visual and hearing loss 

increases with age 

 

• epilepsy occurs in about one third of people with LD and the likelihood of 

seizures increases with the severity of the learning disability.  Often seizures 

are complex and difficult to control and specialist input is required. Anti-epileptic 

drugs often have side effects, particularly with long-term use, and require 

regular review 

 

• autistic disorders also occur very frequently with learning disability and this 

additional disability will have a considerable effect on the functioning and needs 

of the individual. People with autism have impairments in communication, social 

behaviour and imagination 

 

• mental health problems, including challenging behaviour, occur in up to 50% of 

people with LD. Depression and withdrawal are frequently not diagnosed or 

treated. The prescription of psychotropic medication should be based on the 

advice of a psychiatrist with special knowledge of learning disabilities 

 

• particular conditions, such as Down’s syndrome, carry an increased risk of 

certain health complications such as cardiac disorders, respiratory problems, 

thyroid disorders and hearing impairment 

 

• older people with LD are particularly at risk of dementia, especially of 

Alzheimer’s disease if they have Down’s syndrome, and also of other 

undetected health problems such as sensory impairments 

 

Ongoing work 

 

Public agencies in Somerset work in partnership to plan and deliver health and social 

support to people with LD. The work programme is monitored by at the Learning 

Disability Board which has extensive user involvement and influence. 

 

In 2007 a review of the health needs of people with learning disabilities was carried 

out. The review identified several areas where services could be improved: 

 

• improved access to hearing and vision screening; despite high need, access to 

routine hearing and vision testing is limited.  A one-off testing programme was 

offered to all known service clients in 2010/11 but take up was limited.  There is 

a need to ensure that in future primary care services provide adequate 

assessment during annual health checks and appropriate follow up 
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• promotion of oral health; there is scope for more preventative support to reduce 

the need for potentially hazardous general anaesthetics for simple dental 

procedures 

 

• improved access to cervical screening and Quality Assure both cervical and 

breast screening services 

 

• the encouragement of use of personal health action plans in conjunction with 

annual health checks, as a number of people with LD do not yet have access to 

these 

 

• the introduction of ‘hospital passports’ to assist with the patient journey through 

healthcare services; arrangements for accessing mainstream primary medical 

service need to be strengthed, including the need for service providers to 

implement appropriate, reasonable adjustments to ensure services are fully 

accessible to people with LD 

 

• equitable access to cancer screening services for people with LD 

 

• the establishment of wider health promotion groups throughout the county, to 

encourage better nutrition and diet, increased physical exercise, improved 

personal hygiene and raising self-esteem 

 

• ongoing education of front-line healthcare staff, in GP practices and other 

healthcare environments, in terms of the communication needs of people with  

LD and the recognition of healthcare needs of family carers 
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5.7 OBESITY 
 
Introduction 
 
Levels of obesity are rising rapidly.  If the current increases continue at the same 

rate, it is estimated that by 2020 one third of adults, one third of girls and one fifth of 

boys will be obese.  Overweight and obesity are conditions whereby weight gain 

(which is predominantly fat) has reached the point of endangering an individual’s 

health.  Overweight and obesity can have serious health consequences for children 

and adults.   

 

Inequalities in overweight and obesity exist between men and women and between 

social groups, with obesity being more common in semi-routine households as 

compared to professional households; this association is particularly true for women 

and children. 

 

The most common measurement of obesity is the Body Mass Index (BMI).  It is 

defined as a person’s weight in kilograms divided by the square of their height in 

metres (kg/m2). Table 5.8 shows the classification of overweight and obesity using 

BMI according to the World Health Organisation. 

 

Table 5.8: World Health Organisation BMI definitions 

 
 
 

 

 

 

 

 

 

Source: WHO 

BMI score category definition 

18.4 or lower underweight 

18.5 – 24.9 normal 

25.0 – 29.9 overweight 

30.0 – 39.9 obese 

40 or above severe (morbid) obesity 
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Obesity in Somerset 

 

The Somerset Lifestyle Survey (2009) reported that 33.3% of adults self-reported 

themselves as overweight and 16% reported themselves as obese35.  Modelled data 

from the National Obesity Observatory states a figure of 24.5% of the adult 

population being obese in Somerset, which is similar to the national obesity levels for 

England.   

 

The PCT takes part in the National Child Measurement Programme where children 

in Reception and Year 6 routinely have their height and weight measured and their 

BMI calculated.  The BMI for children takes into consideration their age and 

predicted eventual height.  Using the values for all children, the Department of 

Health (DH) assesses the heaviest 5% as ‘obese’ and the heaviest 15% as 

‘overweight’.  In 2009/10 9.7% of children in Reception were obese and 15.7% of 

Year 6.   

 

Rising obesity levels have been brought about by behavioural and environmental 

changes, resulting in the consumption of high calorific foods and a more sedentary 

way of life.  Specific priority groups have been identified within the Healthy Weight 

Healthy Lives Obesity Strategies for Somerset.  

 

Table 5.9: Priority groups identified within Obesity Strategy 

Priority Populations for Adults Reason for prioritisation 

People who live in areas of high 
health and social need 

Greater prevalence of obesity and 
conditions relating to obesity 

Men Under represented in services currently in 
relation to prevalence  

People aged 16 - 34 There is a significant increase in obesity 
after the age of 35 therefore a greater focus 
on prevention and maintenance of healthy 
behaviours is required for this age group. 

People at increased risk of 
developing Type 2 diabetes 

Good evidence to show that a diagnosis can 
be prevented following weight loss 

People with learning difficulties Higher risk of developing obesity and 
specific support may be needed to lead a 
healthier lifestyle 

Primary school age boys Greater prevalence of obesity compared to 
girls particularly in Year 6 

Teenage girls Lower physical activity levels that drop off 
by the end of Year 11 

                                            
35

 Somerset Lifestyle Survey 2009 
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Priority Populations for Adults Reason for prioritisation 

Young children under 5 To set good eating and activity patterns in 
place at an early age 

Children and young people with 
learning difficulties 

Higher risk of developing obesity in later life 
and specific support may be needed to lead 
a healthier lifestyle 

 
The strategies focus on healthy weight with a particular emphasis on addressing 

inequalities in health.  

 

The Active People’s Survey (2009/10) showed that in Somerset 20.6% of adults 

took part in at least three sessions of activity per week. This has reduced from 

22.2% in 2005/06.  The majority (49.2%) of Somerset adults surveyed stated that 

they participated in no regular activity; this has reduced from 51.9% in 2006.  Figure 

5.6 illustrates participation in three x 30 minutes of moderate activity by household 

income from the Active People Survey. It clearly demonstrates a greater probability 

of meeting the three x 30 minutes per week of activity when the household income 

is higher.  

 
Figure 5.6: Participation in moderate activity by household 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Active People Survey 2009/10 

 
 
Table 5.10 sets out the current performance for obesity prevalence and recording 
levels in relation to the targets for 2009/10.   
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Table 5.10: Performance targets  
 

 
 
 
 
 
 
 
 

Source: National Child Measurement Programme (NCMP) 2009/10 

 

The target for the number of children being measured through the programme has 

been exceeded with good participation rates. However, obesity levels exceed the 

targets for both Reception and Year 6 children. Obesity levels in Reception-aged  

children have increased by 1%. Year 6 levels have decreased 1% on the 2009 

figures (these figures do not show a statistically significant difference).   Both figures 

are below the England average of 9.8% and 18.7% respectively. 

 

Map 5.1: Proportion of Reception Year children who were obese in the three 
years 2007/8 to 2009/10 by middle super output area 

 

 
 
Source: National Child Measurement Programme (NCMP) 2007/8 to 2009/10 Ordnance Survey data ©Crown copyright and 
database right 2011.  Licensed to NHS Somerset 100051001 
 

 

 Performance 
2009/10 

Target 
 2011/12 

Reception 
Year 

Obesity:  9.7% 
Recording:  93.2% 

Obesity:  8.67% 
Recording: 91.05% 

Year 6 Obesity:   15.7% 
Recording:   88.5% 

Obesity:   14.86% 
Recording:   85.75% 
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Map 5.2: Proportion of Year 6 children who were obese in the three years 
2007/8 to 2009/10 by middle super output area 

 Source: National Child Measurement Programme (NCMP) 2007/8 to 2009/10  
 Ordnance Survey data ©Crown copyright and database right 2011.  Licensed to NHS Somerset 100051001 
 

 
Breastfeeding also has an impact on obesity levels in children in later life and 

therefore the current targets are included in Table 5.11. 

 
Table 5.11: Breastfeeding – current targets 
 
 Baseline 

2007/08 
2008/9 2009/10 2010/11 Target 

2011/12 
Target 
by 
2013/14 

Prevalence of 
breastfeeding at 6 -8 
weeks 

34.6% 48.3% 48.4% 49.2% 52% 59% 

Coverage: the 
percentage of children 
with a breastfeeding 
status recorded  as a 
percentage of all 
instances due for a six 
to eight week check 

68.4% 99.4% 99.7% 98% 95% 95% 

Source: Somerset Patient and Practitioner System 
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Somerset has good data coverage, consistently above the 95% target. 
 

Prevention and support 

 

NHS Somerset has recently devised a care pathway for pregnant women which 

dovetails with the weight management care pathways for both adults and children 

and young people in line with NICE (National Institute for Health and Clinical 

Excellence) guidance; public health maps provide a framework for action at a local 

level.  

 

Ongoing work 

 

‘Move Play Achieve, a Strategic Framework for Sport and Physical Activity’ has 

recently been written for Somerset. It provides the framework for the development 

and coordination of sport and physical activity and provides guidance and direction 

for sport and activity providers. It is the first time in Somerset that Sport and Physical 

Activity providers have worked together to develop one overarching document.  

 

Work in Early Years settings is a key priority area for the PCT and HENRY training  

(Health Exercise Nutrition for the Really Young) has been delivered across the 

county. HENRY is a health promotion, prevention and early intervention scheme that 

aims to tackle child obesity by enhancing the skills of practitioners working with 

parents of very young children.  

 

DASH  (Do Activity Stay Healthy) is a partnership project between Somerset Activity 

and Sports Partnership, individual primary schools and NHS Somerset aimed at 

primary aged children who are overweight or at risk of becoming overweight. The 

programme is focused on providing regular weekly activity sessions for children 

(before or after school), nutrition advice and family liaison to provide more individual 

support to families. 

  

In Phase 2 of the programme, which commenced in September 2010,  11 schools 

are involved. Each of these schools has increased their commitment to DASH by 

providing a volunteer or member of staff to take on some of the sessions that SASP 

would normally fulfil. This aids sustainability and continuity for the children involved. 

  

Initial data collection is showing positive results in terms of family weight 

management as well as distinct positive changes in children's self-esteem and 

enjoyment of being active.  Weight management in primary care is supported by the 

Nutrition and Dietetics department who employ two staff to run weight management 

groups in selected localities.   
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The Integrated Lifestyle Service began in April 2011. This service offers a high 

quality accessible Integrated Lifestyle Service (ILS) that provides information, advice 

and support, including treatment where appropriate, to people wishing to change to a 

healthier way of life. For those who are self-motivated with low health risks, the ILS 

will signpost them to a wide range of lifestyle-related information and opportunities 

available throughout the county. 

 

Those with specific health needs, who are receptive to change but need more 

support to make a lifestyle change, may be given specific information on activities 

available within their community and may also be referred to one of the following 

services: 

  

• the Somerset NHS Stop Smoking Service offers support and advice from 

specialist advisors and provides training for front line health professionals to 

support patients to stop smoking 

 

• ‘Fresh Steps’ NHS Health Trainer Service.  These fifteen part-time posts, based 

in communities with the highest health need, can offer one-to-one support to 

individuals who are ready to make a lifestyle change or signpost them to the 

most relevant agency, activity or health professional.  Referral into the service 

is currently via community groups, children’s centres or by self referral 

 

• the Exercise Physical Activity Referral Scheme is a countywide scheme 

designed to provide a safe introduction to physical activity for people who have 

specific health problems and have previously led an active lifestyle. People are 

able to join the scheme through a referral from a health professional. Currently 

the scheme receives approximately 2,000 referrals a year, 50% of which are for 

obesity 

 

• multi-disciplinary weight management programmes for Tier 3 patients continue 

to be delivered across the county.  ‘New Start’ is specifically for people who 

have failed to lose and maintain 10Kg or 10% of their body weight through 

other services already mentioned. Services are specifically for those with a BMI 

above 40 or above 30 with co-morbidities. Referral to the six month programme 

is through an endocrinologist 

 

• Somerset received reward funding for reaching Local Area Agreement targets. 

A number of projects are being delivered or are about to be delivered which 

have a specific focus on reducing inequalities in Coronary Heart Disease and 
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Diabetes. Obesity is a powerful indicator for both of these diseases. The 

projects being delivered include: 

 

-  12 week physical activity programmes are being developed and delivered 

across the county. A total of approximately 60 programmes will have been 

delivered by March 2012 

 

-  a pilot Community Pounds Project is working with two communities 

whereby members of the community have pledged to lose weight over a 

six month period. For every 1lb lost the community will receive £1 to be 

spent on health promoting projects within their community 

 

-  Research is underway exploring the barriers adults with learning 

disabilities face when accessing mainstream sport and leisure 

opportunities. The research will also explore ways to reduce the barriers. 

Funding has been specifically allocated to develop opportunities for adults 

with learning disabilities who are at increased risk of obesity 

 

NHS Somerset has been represented at local stakeholder meetings for the Local 

Transport Plan (LTP3) to raise awareness regarding cycling and walking 

opportunities.   

 

Support for community food projects, including food growing and cooking skills that 

increase access to affordable healthy food is ongoing at a local level. These 

sessions are primarily delivered through organisations such as children’s centres, 

church groups and voluntary groups such as MIND and Somerset Community Food 

(SCF).  Funding has been gained through Neighbourhood in Deprived Communities 

(NLDC) as well as local authority and the PCT.   

 

A three-year Somerset Land and Food project is being carried out across Somerset 

by the local educational food charity Somerset Community Food (SCF). It aims to:  

 

• undertake the mapping of land available for increased food growing around 10 

key towns in Somerset with 25 volunteers in total, train 100 volunteers in total 

and involve a further 400 in total in sharing skills and resources in 10 market 

towns by 2012.  The interactive website Food Mapper has been developed in 

partnership with interested agencies and pinpoints land available for food 

growing, allotments, food activities, food co-ops  
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• run six, twice-yearly local food conferences from 2009 to 2012, each attended 

by between 50 and 80 people.  The most recent conference in South Somerset 

held at Magdalen farm was attended by 75 people and has led to co-operation 

on several growing projects 

 

‘Get Set Grow’ and ‘Get Set Cook’ courses continue to be delivered in various 

localities across Somerset.  There have been 109 participants undertaking the 

workshops, which have contributed to increased skills and knowledge in a range of 

key areas.  Further evaluation into the longer term impact will be conducted during 

2011/12. 

 

Workplace health is seen as a key priority for the PCT. NHS Somerset is leading on 

the National NHS 2012 Physical Activity Challenge whereby the aim is to have 2012 

NHS employees undertaking regular physical activity by the 2012 Olympic Games. 

Weight management for NHS staff forms a key part of this work.   
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5.8 SMOKING 
 

Introduction 

 

In the UK, there are about 10 million adults (22% men, 21% women) who smoke 

cigarettes, accounting for a sixth of the total population. Smoking is the largest single 

contributor to health inequalities, accounting for up to half the difference in life 

expectancy between the most and least deprived communities. Reducing smoking 

prevalence is fundamental to tackling health inequalities.  

 

Prevalence of smoking in Somerset 

 

The Health Profile for Somerset 2011 reports 883 deaths per year due to smoking. 

That is 173.6 deaths per 100,000 population, compared to the national death rate of 

216.0 deaths per 100,000. These figures suggest that smoking has less impact in 

Somerset that for the country overall. Smoking prevalence overall is lower in 

Somerset than for the country, but with around 18% of adults in Somerset still 

smoking, it remains the major driver of premature death and morbidity.  

 

Smoking-related death rates are two to three times higher in low-income groups than 

in wealthier social groups.  A two adult family, each smoking 20 legal cigarettes a 

day, will typically spend £4,600 a year on tobacco.  As smoking is more prevalent in 

lower income communities, tobacco is a key driver of poverty in the more deprived 

areas of Somerset. Somerset people spend over £108 million on tobacco each year 

(including illegal tobacco), most of which leaves the local economy.  Diverting some 

of this spending to other goods and services would improve local economies, 

especially in poorer areas where smoking prevalence is much higher. There are still 

over 80,000 people who smoke in Somerset, leading to an extra £53 million of costs 

to NHS Somerset. 

 

The map following indicates the variation in prevalence of smokers across Somerset. 

The areas with higher smoking prevalence broadly relate to the communities where 

more people are classified as being within routine and manual working groups. This 

also relates to areas where people are likely to be living in relative deprivation.    
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Map 5.3: Prevalence of smokers across Somerset 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Source: MOSAIC and Exeter system download of GP registered patients and ONS 2008 based population projections 2010 

Ordnance Survey data ©Crown copyright and database right 2011.  Licensed to NHS Somerset 100051001 
 

Smoking in pregnancy 

In Somerset, 954* women are still smoking at the time of delivery of their babies.  

Smoking during pregnancy can cause serious pregnancy-related health problems. 

These include: 

 

• complications during labour and an increased risk of miscarriage 

• premature birth 

• still birth 

• low birth-weight 

• sudden unexpected death in infancy 

• smoking during pregnancy also increases the risk of infant mortality by an 

estimated 40 per cent 

 

*Data collection issues have been identified and are under review 
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Stop smoking services 

 

Stop smoking services are set up to be as convenient for people as possible. 

Behavioural change studies recommend that people should be supported when they 

are ready to quit. The most effective evidence-based route to quitting is regular 

structured support by a trained professional with pharmacotherapy as appropriate. 

Support is available at the vast majority of the 76 general practices across the 

county, in some dentists and pharmacies and in some work-based support groups. 

There is also a central team of specialists who support people to quit in group 

settings or with individual support, in community settings.  These specialists also 

work with more difficult clients, or those requiring more intensive support such as 

pregnant women and people with mental health problems. 

 

In 2010/11 stop smoking advisers in Somerset helped 3,661 people to stop smoking 

for at least four weeks, exceeding the Department of Health target of 3,478 by 5.3%.  

This means that approximately 4-5% of smokers were helped to quit in the county 

last year, but it is important to note that the majority of these will relapse, with about 

a quarter actually maintaining ex-smoker status. This is because most smokers need 

several attempts to achieve a permanent smoke-free state.  Nevertheless, if these 

numbers of quitters can be maintained the smoking population of Somerset should 

decline by 1-2% a year as a result of this service.  However, the real rate of decline 

will be much higher as only a minority of people who quit smoking currently do so 

through NHS Stop Smoking Services. 

 

Prevention 

 

International evidence has clearly demonstrated that effectively reducing smoking 

prevalence requires a comprehensive tobacco control programme.  NHS Somerset, 

along with 13 other PCTs in the region, funds Smokefree Southwest to run such a 

programme in the region. Recent campaigns have been run on illegal tobacco, hand-

rolling tobacco and smokefree homes. In addition at a local level, the Smokefree 

Somerset Alliance brings together a range of organisations to tackle tobacco in the 

county. The Alliance has run a successful Smokefree Homes and Cars campaign 

over the last two years. 

 

As well as helping people to quit, preventing young people taking up smoking is 

important.  Most people who start smoking do so in their teens.  The most effective 

method is to help adults quit, as children growing up with non-smoking parents are 

much less likely to smoke themselves.  However, peer influence is also very 

important, so a new programme of peer-led education has recently been launched in 

Somerset called ASSIST.  Initially being offered in ten schools to Year 8 students,  
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ASSIST educates and trains students selected by their peers to influence their year 

group not to take up smoking. 

 

There is marked geographical variation in smoking prevalence, with a strong 

association between high prevalence and deprivation.  36It is likely to be the case 

that for many people living in these areas, smoking is an ingrained behaviour where 

habits held by parents are passed on to children and where breaking the habit is 

particularly challenging. Stop smoking services have been shown to be less 

successful in supporting people from more deprived areas to quit (see figures 

below). If these behaviours are retained in significant numbers then these 

populations will continue to live shorter, less healthy lives and it is likely that their 

economic circumstances will not improve.  

 

Mapping of the uptake of stop smoking services (below) shows that uptake in some 

high prevalence areas is lower than average (shown in red).  Areas of note include 

Taunton, Bridgwater, Crewkerne and much of rural Mendip.  Recently, efforts have 

been made by stop smoking services to target these localities with, for example, new 

clinics set up in Halcon, Hamp and Sydenham, and a stop smoking group in 

Crewkerne Aquacentre.  

 
Map 5.4:  Uptake of stop smoking services 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: Somerset NHS Stop Smoking Service 2008-2-1-, ID 2010, Exeter system download of GP registered patients and ONS 
2009 population estimates. Ordnance Survey data ©Crown copyright and database right 2011.  Licensed to NHS Somerset 
100051001 

                                            
36

 Healthy Live, Healthy People: A Tobacco Control Pplan for England DH 2011, gateway ref: 15513, para 2.17, 2.24 
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Figure 5.7: Percentage quitting by deprivation quintile (all ages) 

 

 

 

 

 

 

 

 

 

 

 

 

 
Source: Somerset Stop Smoking Service 2008-2010, ID 2010 Exeter system download of GP registered patients and ONS 

2009 population estimates 

 

Ongoing work 

 

At the time of writing, a smoking health equity audit is being carried out which will 

identify priority areas for enhancing service provision. The smoking health equity 

audit will identify localities where stop smoking services need improvement.  Nearly 

all GP practices provide a smoking cessation service, but quality of service varies 

substantially.  Practices where uptake is poor or quit rates are low need to be worked 

with to identify if there are service quality issues or there are additional support 

options that can be put in place to make services more effective. The engagement of 

secondary care providers in both acute and mental health settings has been limited 

to date. These settings offer tremendous opportunities to engage with smokers.  

Developing whole hospital approaches (integrated working across all departments) 

in the acute sector and in particular embedding smoking cessation in all relevant 

care pathways, should be a priority. 

 

Work is underway with Musgrove Park and Yeovil District Hospitals to substantially 

improve their engagement with smoking.  People who smoke are on average more 

likely to be admitted to hospital, or to be attending as an outpatient, than non-

smokers.  For example around 90% of Chronic Obstructive Pulmonary Disease 

(COPD) and lung cancer cases are caused by smoking.  This work programme will 

seek to embed a whole hospital approach to smoking, including ensuring smoking  

cessation is part of all relevant care pathways, such as all surgery and cardiac 

rehabilitation. 
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5.9 DIABETES 
 

Introduction 

 

Diabetes does not impact upon everyone in our society equally. Significant 

inequalities exist in the risk of developing diabetes, in access to health services and 

the quality of those services, and in health outcomes, particularly with regard to 

people with Type 2 diabetes. Those who are overweight, physically inactive or have 

a family history of diabetes are at increased risk of developing diabetes.  

 

People of South Asian, African, and African-Caribbean descent have a higher than 

average risk of developing Type 2 diabetes, as do less affluent individuals and 

populations. Socially excluded people, including prisoners, refugees and asylum 

seekers, and people with learning difficulties or mental health problems may receive 

poorer quality care. More than one of these risk factors may apply to some 

individuals.  The knowledge that people have about their diabetes also varies 

considerably. 

 

The prevalence of diabetes rises steeply with age: one in twenty people over the age 

of 65 in the UK have diabetes and this rises to one in five people over the age of 85 

years. The diagnosis of diabetes may be delayed in older people, with symptoms of 

diabetes being wrongly attributed to ageing. Older people may experience 

discrimination in the degree of active management offered compared with younger 

people. 

 

Type 2 diabetes is more prevalent among less affluent populations. Those in the 

most deprived one-fifth of the population are one-and-a-half times more likely than 

average to have diabetes at any given age. 

 

Both mortality and morbidity are increased by socio-economic deprivation. Morbidity 

resulting from diabetes complications is three-and-a-half times higher in people in 

social class V37 compared with those in social class I38. This inequality in outcome 

has many causes. Whilst deprivation is strongly associated with higher levels of 

overweight and obesity, physical inactivity, smoking and poor blood pressure control, 

other factors include poorer blood glucose control; lower education, employment and 

housing status; worse access to services; and referral bias. In addition, those who 

are socially excluded may experience a sense of hopelessness that will militate 

                                            
37

 Most deprived class (Registrar General’s classification) 
38

 Least deprived class 
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against them developing confidence to manage their diabetes and any 

complications. 

 

Prevalence of diabetes in Somerset 

 

At the time of the last JSNA in 2005-6, 18,317 people (3.6%) in Somerset had 

diagnosed diabetes; by 2010 this had already risen to 23,099 (4.3%). In 2011 this 

figure is estimated to have increased to 24,564, which is an increase of over 6,000 in 

just five years. A projection based on a model for Somerset residents shows the 

numbers are expected to continue increasing by another 8.2% by 2015. 

 
Table 5.12: Projections of increase in cases of all diabetes across population 
 

Predicted numbers 

 

Estimated 

rate per 

1000 in 

2011 2011 2015 2020 2025 2030 

Increase 

from 

2011 to 

2015 

Increase 

year on 

year 

from 

2011 to 

2015 

Males 18+ 70 14,261 15,507 16,724 17,875 19,049 8.7% 2.1% 

Females 18+ 52 11,382 12,237 13,224 14,213 15,214 7.5% 1.8% 

Persons 18+ 60 25,643 27,745 29,949 32,089 34,263 8.2% 2.0% 

Source: Yorkshire and Humberside Public Health Observatory 

 
These are substantial increases reflecting both an ageing population and increasing 

obesity.  The table below shows that the rate of increase in those people aged 85+ is 

expected to be double that of the general population over the next four years. 

 
Table 5.13: Projections of increase in cases of all diabetes (aged over 85) 
 

Predicted numbers 

 

Estimated 

rate per 1000 

in 2011 2011 2015 2020 2025 2030 

Increase 

from 

2011 to 

2015 

Increase 

year on 

year from 

2011 to 

2015 

Males 85+ 135 770 972 1,215 1,593 2,039 26.3% 6.0% 

Females 85+ 106 1,240 1,367 1,537 1,802 2,258 10.3% 2.5% 

Persons 85+ 116 2,010 2,339 2,752 3,395 4,296 16.4% 3.9% 

Source: Local MIQUEST searches 2011 and ONS 2008 based population projections 
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In addition to the diagnosed cases there is also a substantial estimated number of 

undiagnosed cases of diabetes, estimated at some 9,536.  These cases are often 

only identified when they present with complications or conditions caused or 

exacerbated by diabetes. Underlying data indicates where in the county these cases 

are likely to be and enables the identification of general practices where higher 

numbers of people with diabetes would be expected to be identified. These modelled 

estimates should be verified locally. 

 

Practice level data shows significantly higher than average rates of diabetes in 

Burnham, Highbridge, North Taunton, Bridgwater, Chard and Yeovil.  Modelling 

suggests that there may be more undiagnosed diabetes in rural areas in comparison 

to town populations. 

 

Over the next few years the new NHS Health Checks Programme will call all 40-74 

year olds for a health check that should reduce the proportion of undetected cases. 

 

Mortality 

 

Across England people with diabetes are twice as likely as people without the 

condition to die between the ages of 20 and 79 years. It is estimated that during 

2005 in Somerset PCT there were 251 deaths in this age group that would have 

been avoided if people with diabetes had the same mortality rates as those without 

the condition. If diabetes had not had this impact there would have been 10.9% 

fewer deaths between the ages of 20 and 79 years. 

 

The comparative position 
 
In Somerset PCT, 50.3% of all people with diabetes aged 17 years and older have a 

HbA1c of 7% or less.  This is statistically significantly lower than PCTs with 

populations with similar diabetes risk factors and likewise lower than England as a 

whole. 

 

The prevalence of diagnosed diabetes among people aged 17 years and older in 

Somerset PCT is 5.4% compared to 5.3% in all PCTs with similar diabetes risk 

factors.   

 

The emergency admission rate for diabetic ketoacidosis and coma in Somerset PCT 

is 5.1 per 1000 people with diabetes compared to 4.7 per 1000 for all PCTs in its 

cluster group. In Somerset PCT there were 3.8 lower limb amputations per 1000 

people with diabetes between 2007/08 and 2009/10 compared to 2.5 per 1000 

across England. 
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Analysis of total spending on diabetes care compared to HbA1c outcomes shows 

that Somerset PCT is not statistically different from England in spending and not 

statistically different from England in terms of outcomes. 

 
Hospitalisation 
 
The incidence of complications is higher in Somerset than in comparator areas and 

England.  Of particular note is the markedly higher rate of major and minor lower 

limb amputations. 

 
Figure 5.8: Incidence of complications  

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Figure 5.9: Complication trends 

 

 

 

 

 

 

 

 

 

 

 
 

Source: National Diabetes Audit 2010 

 



SOMERSET JSNA 2011 
Section 5 
   HEALTH INEQUALITIES 

DIABETES 
 

67 

Diabetic patients typically require a longer stay (LOS-days) than non-diabetic 

patients when admitted for surgery or major health problems such as a heart attack 

(myocardial infarction – MI) as shown in the following table: 

 

Table 5.14: Length of stay in hospital 

 
Average 

Diabetic LOS 
Average Non-
diabetic LOS Ratio 

Number of 
diabetic 
patient 

admissions 

Emergency – MI 8.0 6.2 1.3 79 

Emergency – fractured 
neck of femur 18.2 16.1 1.1 99 

Elective – hip 
replacement 5.5 5.1 1.1 107 

Elective – CABG 12.9 8.0 1.6 22 

Source: SUS hospital activity 2010/11 

 

Diabetic retinopathy screening 
 
Diabetic retinopathy is a complication of diabetes and a leading cause of blindness. 

It occurs when diabetes damages the tiny blood vessels inside the retina, and 

usually affects both eyes. All individuals diagnosed with diabetes are invited for an 

annual screening appointment for diabetic retinopathy.  A diabetic with early 

retinopathy may not experience any initial change to their vision but any changes to 

the blood vessels in the retina will be detected during screening. During 2010/11 all 

individuals diagnosed with diabetes were offered a screening appointment and 

16,903 people (92%) were screened which exceeded the Local Screening Target of 

90%, and the National Screening Target of 80%.  

 

Prevention 
 
It is important to note that Type 2 diabetes is to a degree preventable by lifestyle 

interventions:   

• diabetes is approximately three times more common in people who have 

gained around 10kg in weight during adulthood than in those who maintain their 

weight 

• the risk of developing Type 2 diabetes is increased by 30-40% in sedentary 

people, compared with people who are regularly physically active. 

• lifestyle interventions (such as exercise combined with dietary advice) have 

been found to reduce the incidence of diabetes by 58% 
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• for people who are obese, losing a fairly modest amount of weight (up to 10kg) 

has been shown to reduce diabetes-related mortality by 30-40% 

 

People who are overweight or obese (and particularly if they have a family history of 

diabetes) can substantially reduce their risk of developing the condition if they lose 

some weight and adopt a more active lifestyle. There is also emerging evidence 

which suggests that Type 2 diabetes may be reversible by gastric surgery or by a 

very low calorie diet under medical supervision. 

 

Ongoing work – the new model of care 
 
A new integrated Model of Care for Adults with Diabetes is currently being 

introduced in Somerset. 

 

This model is the outcome of a consultation undertaken in 2008 with a wide range of 

stakeholders, including people with diabetes, carers and clinicians, and has the sign 

up of all the main providers that contribute to the care of people with diabetes in 

Somerset. 

 

Key drivers for developing the Model of Care were: 

 

• health outcomes variable across county and HbA1c control worsening 

• levels of undiagnosed variable across county 

• high risk of complications, especially for undiagnosed 

• services variable across county 

• predicted growth in prevalence 

 

The aim of the Model of Care is to increase the capacity and capability of the 

healthcare system as a whole to meet the needs of growing numbers of people with 

diabetes, ensuring equity of access and the highest possible standards of care. 

 

Link to the Diabetes Strategy information 

http://www.wyvernhealth.com/pathways.htm 
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5.10 CORONARY HEART DISEASE AND STROKE 
 

Introduction 

 

Coronary heart disease (CHD) and stroke are the two major conditions within 

cardiovascular disease (CVD).  CVD is the biggest cause of preventable death in the 

UK. It accounts for nearly 198,000 deaths each year, which equates to over a third of 

all deaths annually. Of these deaths approximately half are from CHD and over a 

quarter are from strokes. 

 

However, whilst mortality from CVD has been falling during recent years both locally 

and across the UK as a whole, CVD remains: 

 

• the main cause of premature death (under 75 years) 

• more common in deprived communities 

• the most important contributor to the inequality gap in life expectancy 

 

Apart from the mortality and morbidity from CVD, the economic costs to the UK is 

significant. In 2006, CHD and stroke cost the health and social care services £3.2 

billion and £2.5 billion respectively.  

 

In addition to the above, it is estimated that the non-health care costs in 2006 were 

£3.9 billion for CHD.  

 

Somerset position 

 

The projected increase in the older population has significant implications for 

Somerset given that the prevalence of CVD increases significantly in individuals over 

40 years old. 

 

In Somerset CVD accounts for 27.1% of all deaths for men under 75 and 19.2% for 

women. Coronary heart disease makes up the biggest proportion of deaths within 

cardiovascular disease for both males (15.9%) and females (7.4%) in Somerset. 

Approximately 21,000 individuals are registered for CHD with GP Practices. 

 

The CHD mortality rate for individuals aged under 75 has significantly reduced over 

the past 10 years with the figures for Somerset halved. Somerset continues to have 

a lower mortality rate compared to the South West and England (Figure 5.10). 
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Figure 5.10: Directly standardised mortality rate from CHD, persons aged 
under 75 

 

 

 

 

 

 

 

 

        

Source: National Centre for Health Outcomes Development (NCHOD) 

The mortality rate from stroke for persons aged under 75 has declined and overall 

Somerset continues to perform well regionally and in England. 

 

During 2009/10 Somerset’s stroke mortality for those under the age of 75 was 10.9 

stroke deaths (DSR per 100,000) which compares favourably to the average for 

England of 12.8 stroke deaths (figure 5.11). 

 
Figure 5.11: Directly standardised mortality rate from stroke, persons aged 
under 75 

 

 

 

 

 

 

 

 Source: National Centre for Health Outcomes Development (NCHOD) 
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The rate of emergency admission for CHD in persons under 75 in Somerset has 

steadily declined since 2000 and continues to remain below the CHD admission 

rates for the South West and for England.  Between 2003/04 and 2009/10 the rate 

for Somerset has decreased by 28.4% compared to the South West, which 

decreased by 29.6% and England which decreased by 24.2%. 

Figure 5.12: Emergency hospital admission rate for CHD, persons under 75 

 
 Source: National Centre for Health Outcomes Development (NCHOD) 

The number of individuals registered in Somerset as having had a stroke or TIA 

(minor stroke) has increased by 7% in the past three years to 11,731 in 2009/10. In 

Somerset each year, over 900 people are admitted to hospital following a stroke.  

 

There have been some modest improvements in the number of emergency 

admissions for stroke as well as stroke mortality rates, however this is an area where 

significant improvements can still be made (Figure 5.13). 
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Somerset has seen a slight overall decline in emergency admissions for those aged 

under 75 from 62.6 (DSR per 100,000) in 2000 to 56.3 in 2008.  

 

This modest decline is similar to the trend also seen for the South West and 

England, though Somerset continues to maintain a lower rate of emergency 

admission. 

 
Figure 5.13: Emergency hospital admission rate for stroke, persons aged 
under 75 

 
Source: National Centre for Health Outcomes Development (NCHOD) 

Inequalities in Cardio Vascular Disease (CVD) 

 

Activity in 2008 to map deaths from all diseases (including CVD) across the UK 

highlighted a clear relationship between CVD mortality and geographical patterns of 

deprivation. Within Somerset, 4% of the population live in the most deprived national 

quintile, while 20% reside in the least deprived quintile. 

 

Somerset is close to the national average in terms of overall levels of deprivation.  

However, since 2004 there has been a slight shift towards higher deprivation relative 

to the rest of England: 

 

• West Somerset ranks amongst the 15% most deprived local authority 
 

• 22,000 people (4%) in Somerset live in an area amongst the 20% most 
deprived in England 
 

• five  of Somerset’s LSOA’s (home to 3,300 people) are listed in the 10% most 
deprived areas nationally and are located in areas of the following wards: 
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- Taunton Halcon Ward (two areas) 

- Taunton Lyngford Ward 

- Bridgwater Sydenham Ward  

- Highbridge Ward 

 

Map 5.5: Map of Index of Multiple Deprivation (IMD) in Somerset LSOAs in 2010 

 
 © Crown Copyright. All right reserved. 100038382. Somerset County Council (2011) 

 

A higher prevalence of CVD in Somerset can be identified in those areas with higher 

deprivation.  

 

The emergency admission rate for CHD in 2009/10 for Somerset was 155.0 per 

100,000. This is significantly lower than England (205.3 per 100,000) and 

significantly lower than South West (167.3 per 100,000). Somerset has seen an 

overall decrease in emergency admissions for CHD of 28.4% between 2003/04 and 

2009/10. 

 

Unlike CHD, the number of emergency admissions for stroke, which had remained 

below the national average up to 2007/09, reached 117.7 (DSR per 100,000) in 

2009/10 which exceeded the admission rates for the South West (100.0) and 

England (104.2). 
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In terms of deprivation, emergency admissions for stroke in Somerset were 147.6 

(DSR per 100,000) for the most deprived areas compared to 105.8 for the least 

deprived areas in Somerset. 

 

Between 2003/04 and 2009/10, the rate of stroke emergency admissions for 

Somerset increased by 25.6% compared to the South West (11.3% increase) and 

England which decreased by 2.8% 

 

However, the emergency admission rate for CHD in 2009/10 for persons who live in 

the most deprived areas of Somerset was 198.8. This is 1.3 times greater than the 

emergency admission rates for those in the least deprived areas of Somerset. 

 
Figure 5.14: Directly standardised mortality rate from CHD, aged under 75, 
2007-2009 

 
Source: National Centre for Health Outcomes Development (NCHOD) 
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Figure 5.15: Directly standardised mortality rate from stroke, aged under 75, 
2007-2009 

        
Source: National Centre for Health Outcomes Development (NCHOD) 

Although the absolute gap has decreased, the overall downward trend in CVD 

mortality means that deprived areas still have a higher mortality rate than the more 

affluent areas. In 1995-7, the mortality rate in the most deprived areas was 26% 

higher than the national rate. In 2007/09 it was 30.6% higher. The South East Public 

Health Observatory is forecasting a continued reduction in the absolute inequity gap 

for CVD but a further increase in the relative gap.  

 

Ongoing work 

 

Somerset is engaged with a number of programmes designed to reduce an 

individual’s risk of developing CVD as well as improving the outcomes for those 

patients who have been admitted for CHD or stroke. Significant activities include: 

 

• NHS Health Checks: Individuals aged between 40 to 74 will be invited every 

five years to receive a free health assessment of their risk of developing CVD. 

Those individuals with potential risk factors will be offered support to reduce 

their risk or be referred to their GP if medical intervention is required 
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• South Petherton Community Hospital: Re-opened in June 2011, the new 

hospital is a purpose built, state of the art facility providing a centre of 

excellence for stroke patients who require on-going multi-disciplinary therapy 

services in a community hospital. The hospital provides inpatient and outpatient 

services 

 

• Early Supported Discharge (ESD): One of the key markers of quality care in the 

National Stroke Strategy, ESD was launched in Somerset in November 2010. 

The programme enables those stroke patients who no longer require hospital 

care but still require on-going specialist therapy to be discharged home to 

receive their rehabilitation in their own home. Eligible stroke patients receiving 

ESD are shown to make a better overall recovery (both physically and 

psychologically) when they are able to receive specialist therapy in their homes 

 

• Personal Health Budgets (PHB): As part of the Avon, Gloucester, Wiltshire and 

Somerset Cardiac and Stroke (AGWSCS) Network’s participation in the 

national PHB pilot for stroke patients, Somerset has identified a small group of 

individuals, who have had a stroke, to participate in the pilot. Through similar 

pilots across the country, the national PHB programme aims to develop a 

model that is responsive to the support needs of people who have had a stroke 

or living with a long-term condition 

 

• Atrial Fibrillation (AF): An arrhythmia of the heart, AF is a strong, independent 

risk factor for stroke accounting for approximately one in five ischaemic strokes. 

Pulse checking to identify AF is included in NHS Health Checks. Additionally, a 

risk-assessment tool, GRASP-AF, is now available to all GP practices to help 

them easily identify any patients with AF and who are potentially at high risk of 

developing a stroke 
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5.11 OLDER PEOPLE 

Introduction 

 

Although the older population of Somerset is relatively healthy, the percentage of 

older people is rising rapidly and acknowledgement must be given to how this may 

contribute to health inequalities for this group.  

 

Maps 5.6 and 5.7 show the percentage of the population aged 65+ in 2011 and in 

2021, clearly indicating a rise in the proportion of those over 65, particularly in rural 

areas. 

 

Map 5.6: Proportion of Population aged 65 and over - 2011 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 

Contains Ordnance Survey data ©Crown copyright and database right 2011.  Licensed to NHS Somerset 100051001 
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Map 5.7: Projected proportion of population aged 65 and over - 2021 

 

 

 

 

 

 

 

 

 
 
 
 
 

Contains Ordnance Survey data ©Crown copyright and database right 2011.  Licensed to NHS Somerset 100051001 

 

In addition numbers of people over the age of 85 are projected to increase by 40% 

over the next 10 years across Somerset (shown by Maps 5.8 and 5.9).   

 
Map 5.8: Proportion of population aged 85 and over - 2011 

 

 

 

 

 

 

 

 

 

 
Contains Ordnance Survey data ©Crown copyright and database right 2011.  
Licensed to NHS Somerset 100051001 
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Map 5.9: Proportion of population aged 85 and over - 2021 

Contains Ordnance Survey data ©Crown copyright and database right 2011.   
Licensed to NHS Somerset 100051001 

 

People over the age of 85 are more likely to experience difficulty with mobility, self-

care and have a higher proportion of health problems.  For example, it is estimated  

that the numbers of people over 85 years with a limiting long-term illness will 

increase by almost 40% by 2021.  It is very important that acknowledgement is given 

to the higher rate of health inequality people over the age of 85 are liable to 

experience, to ensure services are appropriate to their needs.    

 

Tables 5.15 and 5.16 clearly show that there are small numbers and a low proportion 

of older people living in the most deprived areas of Somerset.  As this is using the 

national quintiles then small numbers would be expected in the most deprived 

quintile (all ages as well as older ages) as there are proportionately fewer areas in 

that quintile in Somerset than nationally.  Only 4% of Somerset’s population live in 

the nationally most deprived quintile.   
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Table 5.15: Estimated numbers of older people by (national) deprivation 

quintile (in thousands) - 2011 

Age Q1 most deprived Q2 Q3 Q4 Q5 least deprived Total 

65+ 3.4 21.3 37.1 37.8 16.6 116.1 

75+ 1.8 10.9 17.8 17.7 8.1 56.2 

85+ 0.6 3.5 5.6 5.3 2.3 17.3 

All ages 21.9 103.2 165.7 164.2 78.4 533.4 

       

 

Table 5.16: Estimated proportion of older people by (national) deprivation 
quintile - 2011 

Age Q1 most deprived Q2 Q3 Q4 Q5 least deprived Total 

65+ 2.9% 18.3% 32.0% 32.5% 14.3% 100.0% 

75+ 3.2% 19.4% 31.7% 31.4% 14.3% 100.0% 

85+ 3.4% 20.4% 32.2% 30.9% 13.1% 100.0% 

All ages 4.1% 19.3% 31.1% 30.8% 14.7% 100.0% 

 

The proportion of people who are older is better shown in Table 5.17.  The fraction of 

the population in a quintile who are old (whether defined as 65+, 75+ or 85+) is 

smallest in the most deprived quintile. 

 
Table 5.17: Estimated proportion of people in each (national) deprivation 
quintile who are aged 65 or more - 2011 

Age 

Q1 most 

deprived Q2 Q3 Q4 

Q5 least 

deprived Total 

65+ 15.6% 20.6% 22.4% 23.0% 21.1% 21.8% 

75+ 8.1% 10.6% 10.7% 10.8% 10.3% 10.5% 

85+ 2.7% 3.4% 3.4% 3.3% 2.9% 3.2% 
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All ages 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
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Deprivation is not the only indicator of vulnerability in the older population; three 

other contributors are present here. Older people living alone are known to be often 

more vulnerable.  A variety of contributing factors such as the lack of close, personal 

companionship, an increased sense of isolation, depression and physical fragility 

can indicate these older people may greatly benefit from the support of a broader 

range of health and social care services. 

 

The percentage of single pensioners who are claiming pension credit due to having a 

low income is illustrated in Map 5.10.  The most common definition of low income is 

households earning 60% or less of the average UK household income in a year.  

West Somerset clearly has the greatest proportion of people as indicated by the 

darker coloured areas.   

 

Map 5.10: Percentage of population who are single pensioners claiming 
pension credit as at May 2010 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Source: NOMIS/DWP  Ordnance Survey data ©Crown copyright and database right 2011.   
Licensed to NHS Somerset 100051001 
 

In addition there will be many other older people who are eligible for pension credit 

and who will not be claiming it.  Across the UK up to one third of eligible older people 

do not claim pension credit (DWP, 2010) 39. 

                                            
39

 http://research.dwp.gov.uk/asd/income_analysis/jun_2010/0809_Summary.pdf   
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Map 5.11 shows older people’s income deprivation. The darker the shading, the 

greater the proportion of older people likely to be living with financial difficulty.  Map 

5.11 shows a close correlation with Map 5.10. Areas of Bridgwater, Highbridge, 

Taunton, Yeovil, Frome and Chard that stand out could indicate that income 

deprivation correlates to life expectancy in our older population and that higher 

numbers in urban areas are likely to be single pensioners. 

 
Map 5.11: Older People’s Income Deprivation – IMD 2010 

 

 

 

 

 

 

 

 

 

 

 
 

Source: DCLG 2010 Ordnance Survey data ©Crown copyright and database right 2011.   
Licensed to NHS Somerset 100051001 
 

Map 5.12 following indicates where there are large numbers of people who are 

experiencing fuel poverty. There has been a significant increase in these figures 

since 2008. This measure is not specific to older people; however there is a close 

correlation with high proportions of older people and it is well known that poorly 

heated property contributes to poor health in the older population. It is recognised 

that in Somerset there are large numbers of older people who are ‘asset rich but 

cash poor’. This may result in numbers of people who do not register as being 

among the more deprived population.  They own their own properties but in fact are 

unable to adequately heat them, with the corresponding impact on health that is 

associated with such conditions. This has been compounded by the economic 

situation, the rise in fuel prices and low returns on savings. 
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Map 5.12: Fuel Poverty - 2008 

 

 

 

 

 

 

 

 

 

 

 

 
Source: Department of Energy and Climate Change report February 2011 Ordnance Survey data  
©Crown copyright and database right 2011.  Licensed to NHS Somerset 100051001 
 

Across the county and in partnership with older people, agencies from the public, 

private and voluntary sectors are working together to increase the health and 

wellbeing of older people living in Somerset.  As the recent Marmot review states, 

“health Inequalities result from social inequalities and action on health inequalities 

requires action across all the social determinants of health” (Fair Society, Healthy 

Lives (2010) 40.  

                                            
40 http://www.marmotreview.org/AssetLibrary/pdfs/Reports/FairSocietyHealthyLivesExecSummary.pdf 
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5.12 HEALTH PROTECTION 
 

Introduction 

 

Immunisation is an example of primary prevention and is one of the most effective 

public health interventions. The UK has a national childhood immunisation 

programme which covers a number of vaccine-preventable diseases. Immunisation 

not only offers protection to those who are vaccinated against a disease but may 

also offer protection to those who are unvaccinated; this occurs by the process of 

immunisation reducing the likelihood of transmission of infection. This concept is 

referred to as herd immunity - an individual who is susceptible to an infection may 

still be protected against that infection if sufficient numbers of people in the 

community are immune to it. The concept only applies to infections transmitted solely 

by person to person spread. The proportion of the population needing to be immune 

in order to confer protection on the remaining susceptible individuals is referred to as 

the herd immunity threshold.  

 

There are obvious public health and ethical implications related to mass vaccination 

programmes. If overall vaccination rates are adequate, then an individual refusing 

vaccination may still be protected because of the herd immunity effect. However, 

when herd immunity is affected, it will have an impact and particularly so for those 

who cannot be vaccinated for medical reasons (and who may have otherwise been 

protected due to herd immunity). Although some vaccine preventable diseases may 

cause milder illness in some individuals, they can all cause serious illness and 

immunisation is therefore important at both individual and population level. 

 

Health protection in Somerset  

 

Nationally and in Somerset, there have been concerns about the resurgence of 

measles due to fall in the uptake of the MMR vaccine below herd immunity levels. 

There has been an increase in the number of both clinical and laboratory confirmed 

cases in Somerset during the last couple of years.  

 

In Somerset, rates of MMR had dropped to around 80% in the earlier half of the 

previous decade. Although rates of MMR uptake differ across local authority and GP 

federation areas within Somerset, there are no obvious associations with deprivation. 

Rates started gradually increasing during the second half of the last decade and are 

now approximately 90%. Although this is still below the ideal herd immunity level of 

95%, the trend is encouraging. Initiatives such as adding MMR to the school leaver 

programme, running a catch-up campaign, targeted work with GP practices and 
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raising awareness have all contributed to the increase in MMR uptake rates. The 

Somerset Immunisation Strategy identifies issues for further work and outlines an 

approach to continue to maintain and increase immunisation uptake rates across the 

county. 


