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Executive Summary

The Shropshire Mental Health Needs Assessment seeks to identify and describe the patterns of
mental health problems for adults within Shropshire, identify inequalities in mental health (including
access to services) and to determine the priorities for the most effective use of resources to inform
whether the content and configuration of existingrsices is appropriate for our population.

Ensuring our population has good mental and emotional health is important as itimpacts on all
FallSota 2F LIS2L) SQa ftA@Sazx AyOfdzZRAYy3I fAyla 6A0GK
cope with thenormal stresses of life, developing personal relationships, education, training and

ability to fulfil potential in employment opportunities.

Managing a positive state of mental wellbeing is associated with arange of positive social outcomes
such as educational success, wealth, employmentssedfreness and acceptance of others. There

is however, no evidence that these social outcomes alandmprove mental wellbeing.

Conversely, there is evidence that negative social factors such as educational failure, poverty,
unemployment and fear of others can be both a cause and an outcome of a mental health problem.

Programmes to promote good emoh health and address mental ill health can be targeted

throughout the course of life, from pregnancy and maternity (supporting conditions such as
antenatal/postnatal depression), childhood and teenage years (where the majority of mental health
problems&NBE FANRG ARSYGAFASRO GKNRBAAK (G2 FRdzZ GK22R ¢
social circumstances) and older age.

The findings of this Health Needs Assessment suggest that in general, the population mental health
of people within Shropshire is kter that the averages reported in the West Midlands and England.
There are however, still many people across our communities where inequality creates different
abilities to access appropriate support and engage within their community as a result cSdb&il,
physical and economic environment, which can make them more susceptible to mental health
problems.

The following recommendations have been produced based on a combination of epidemiological
analysis of mental health quantitative service datd irom qualitative feedback from the
experiences of service users and service providers.

Recommendations

1. Developand implementa Mental HealthStrategy Using the findings of this Health Needs
Assessment and ensuring clear links with supporting existrategies including for
dementia, suicide prevention, children and young people and carers.

2. Better identification and recording of mental ill healttData collection across services on
issues, characteristics and demographics of clients (particul @tyamerging ethnic or
migrant populations)

3. Data sharing between organisations to improve client experienEssential information for

analysis of risks, understanding needs, service review and promoting equity for clients across
different services and fdbetter targeting of care and prevention programmes
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Timely access to mental health services based on ndezedback from service users
indicators identified access to services can be slow and complicated

Raised awareness of and access to support netvgditkat signpost servicesmproved
communication to communities and between health & social care services of the range of
mental health services and support organisations and how to access them (which may also
include links with primary care via Social saebing Advisors & Community Care Co
Ordinators)

Frequent service user consultatiofProviders to seek feedback from clients who contact or
use mental health service and support networks to review, learn & better respond to
changes in community mental B&h needs

Consistent professional training of frontline staff-or those working across health, social
care, the voluntary sector and other services that are most likely to work with people with
mental health needs to promote mental wellbeing to the piglZind among themselves. This
would include upskilling of volunteers & support for carers to empower them to have
conversations to support mental health & wellbeing.
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Preface: What is Mental Health?

The term mental health is used to describe a spectfto mental health problems, conditions,
illnesses and disorders through to mental wellbeing or positive mental hkalth

Mental or emotional wellbeing is used to define positive mental healthatitbugh is currently not
diagnosableincludes the keyamponents of;

A Feeling gooda subjective measure such as happiness and life satisfaction and;

A Functioning wellincluding a wide range of psychological wellbeing factors such as self
acceptance, personal growth, positive relations with others, autonomspqse in life and
FoAfAGe G2 FaOSNIIFAY O2y(iNBf 2@0SNI2ySQa

Managing a state of mental wellbeing is associated with a number of positive social outcomes as
summarised in the diagram belout.is notedhowever there is no evidence to suggest the
positive social outcomes haveexciprocaimpact ondeveloping mental wellbeing.

Educational success
Mental Wellbein Wealth

Employment

Acceptance of others

Compassion

Self Awareness

Converselyhe termmental health problenis used to define poor mental health and negative
mental health states which includes the components of;

A Mental disorderanidentified mental health problem which can either meet the criteria for
psychiatric diagnosis or is recognised but falls short of the diagnostic criteria threshold
A Common mental health problensuch as anxiety and depression

A Severe mental health problemwhich include schizophrenia, bipolar disorder and various
behavioural disorders

Having a mental health problem ckrad to a number of negative social outcomésiere is
evidence that these ngativesocial oenvironmental factors can al$ead to mentahealth
problemsas summarised in the diagram below.

RdzOI GA2Yy | f
2 OGS NI &

VSYLX 28 YSy
SINI 2F 20K

w»

aSyalt |

1 Faculty of Public Health (2016). Better mental health for all: a public health approach to mental health improvement.
Available at: http://www.fph.org.uk/better_mental_health_for_all
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Introduction

Ensuring our population has good meraald emotionahealth is important as itimpacts on all

FaLISOda 2F LIS2L)X SQa f APSaz doyalphrieRdtionabilitytd vy 1 a oA 0K
cope with the normal stresses of liféeveloping personaklationshipseducation, training and

ability to fulfil potential in employment opportunities. Itis alakey componentin nurturing

resilient communitiesind can therefore be seen as the responsibility of individuals, families, friends,
employers andhe wider community to enable people to develop and maintain good mental health.

Mental Healthcare pacticehas beenin a state of change for the past 30 years. It has moved from a

system of long term care and hospitalisation to one predominantly @fgrdtion and community

OFNB® /IINBE Aa LINPQOARSR o0& YdzZ GARAAOALIX Ayl NE GSI
access to specialist hospitals for acute admissions and residential units for longer term care.

Attitudes, diagnoses, treatment and carevesall changed and improved.

Despite this, the majority of mentdl health problemsstillgo unrecognised and untreated

(McManus et al, 2039. People with mental health problems are more likely to experience physical
health problems, smoke, be overight, use drugs and drink alcohol to excess, have a disrupted
education, be unemployed, take time off work, fallinto poverty and be aepresented in the

criminal justice system. Mental health is the cause of 40% of new disability benefit claimgaach y
inthe UR and70% of people with severe mental health problems are economically inactive and on
disability benefit (compared to 30% of the general population).

A recent study commissioned by the West Midlands Combined Auth@2iiyt 7) identified that poor
mental health has a financial costin the West Midlands of over £12billion peryear (equivalent to
£3,000 per person living in the regiammprised of cost of health and social care, employment costs
(through loss of output ithe local economy, sickness absence and unemployment) and estimated
adverse human costs from reduced wellbeing and quality of Tifes has significant implications for
the Shropshire economy givémat at least one if four people will experience a maltiealth

problem at some pointin their life and one in sidultshas a mental health problem at any one time
(equating tooneinfivewomen anconeineightmeny.

There is much evidence of inequality for the development of mental health problems;ylart
between people frondifferent socieeconomic groups, genders, ages and ethnicities. Althangh
recenttimes there has been greater awareness to addifesse inequalities across society, itis
recognised that there are still many groups who hdiféerent abilities to access support and to
engage within their communitgs a result of their social, physical and economic environméhis
can make some people more susceptible to mental health problems.

2 McManus, S., Meltzer, H., Brugha, T., Bebbington, P. and JenKiedsR (2009) Adult psychiatric morbidity in England,
2007. Leeds: NHS Information Centre for health and social care.

8 Singh, S. (February 2014). Mental Health and Work: United Kingdom Paris: Organisation for Econgaiai@m and
Development. Availdb at:http://www.oecd.org/els/mentathealth-andwork-united-kingdom978926420499‘€n.htm

4 Mental Health in the West Midlands Combined Authority. A repmrthe West Midlands Health Commission. January
2017. K. Newbiggingand M. Parsonage. Availabletat//www.birmingham.ac.uk/Documents/collegsociat
sciences/socigbolicy/HSMC/newsevents/2017/mentadhealth-in-the-westmidlandscombinedauthority.pdf

5 Adult Psychiatric Morbidity Survey 2014. Availabléhdip://content.digital.nhs.uk/catalogue/PUB21748/apr®14-full-

rpt.pdf
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Mental Health during thecourse ofLife

Starting Well A Mental health problems often begin early in life with over half of these
problems being established by age 14 and 75% by age 24°yeBngrefore,
there is a crucial role that family relationships can play during formative yee

A modzE R GKS Ay TlLydQa oN}YAY Ay | gl @&
A Perinatal mental health illness during pregnancy and during the first year af
birth affects up to 20% of women and covers a wide range of conditions
(including antenatal de@ssion, anxiety, perinatal obsessive compulsive
disorder, postpartum psychosis and pdastumatic stress disorder). If left
untreated it can have a significant and long lasting effects on the women ar
her family.

LivingWell A Duringadulthood, ment& S £ 6 K LINR2of Sya OFy AYlI
ﬁ ability to maintain employment, housing and secure family relationships.

AgeingWell A Depression in older people affects up to 25% of the population and up to 4C

people in Care Homes.
* A Dementiaaffectd in 5 of people over the age of 80 years, which is of even

greaterrisk in an ageing population.

Risk Factors fo€hildren and Young People

Therisk factordor poorer mental health outcomes for children and young pedpltdude having a
learning digbility, being a looked after childeling homeless or sleeping rougiarental
unemploymentandlone parenthood. An additional predictor of adult mental (and physical) health
relates to adverse childhood experiengedich includesbusiveor neglectfulparenting, drug or
alcohol misuseparental mental illness, divorce, bereavemant bullying.

Within Shropshire, thereis an estimated 4,000 children and young people with a mental health
problem with the most common being conduct disorders, emotiatiaorders and hyperkinetic
(ADHD) disorders.

A large proportion of children and young people with mental health needs are usually seenin
universal services provided by practitioners who are not mental health specialists (such as GPs,
health visitors oschool nurses). For specialist support, Shropshire children can be referred to
CAMHS (Child and Adolescent Mental Health Services) or to the range of services provided by the
recently commissioned 0to 25 year Emotional Health and Wellbeing Servicedsian 9 for

further details).

6 Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. (2005). Lifeime Pre valertfeGmzbAge
Distributions of DSMV Disorders in the National Comorbidity Survey Replication. Archives of General Psychiatry, 62 (6) pp.
593602. doi:10.1001/archpsyc.62.6.593.
"l ® DNBSys ' d aODAyyAGes I1d aStal SNE ¢ o @ag\RopleiyfR wd D2
DNXIF G . NRGFEAY HnnnZé hFFAOS F2NI bl dAazylrt {GFrGdAadadaxz
8 Bell, M.A., Ashton, K., Hughe.s, K., Ford, K., Bishop, J. and Paranjothy. (2015). Adverse Childhood Experiences
and their impact on healtitharming behaviours in the Welsldalt population. Wales: Public Health Wales.
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Risk Factors for Adults

Thereare awiderange of risk factors in adulthoarf mental ill health, which can include individual,
social and cultural factors. These are presented in the table below.

Tableal: Additional riskfactors associated with mental ill health

Individual factors

Grief and bereavement
Loneliness and isolation
Anxiety and stress
Relationship difficulties

Carer responsibilities

Alcohol and substance misuse

Social factors

Low socieeconomic status
Lack osupport networks
Homelessness

Stigma and discrimination

Community and
cultural factors

I NI T N B B D B >

Language barriers
Refugee status

Evidence haalsoidentified that people with long term chronic conditions (such as cardiovascular
disease and diabetes) are two taree times more likely than the general population to experience
mental health problems such as depression or anXielty addition, women are more likely than
men to be treated for mental health problems (29% vs £7%)

When considering specific typeémental disorder, the following risk factors were identified from

the most recent Adult Psychiatric Morbidity Survey (2014).

Tablea2: Risk factors identified from responses to the Adult Psychiatric Morbidity Survey (2014)

by type ofmentaldisorder

Common Mental
Health Disorder

Aged between 16to 24 years and between 45to 54 years (fem
Living alone and aged under 60 years

Separated of divorced

Economically inactive (receipt of employment and support
allowance), unemployed or financial difficel

Smoker

Female gender

Comorbidity with chronic physical conditions

>y > D> D> D>

Probable Psychotic
Disorder

> I

> > > >

Riskfactors identified in previous APMS survi@ao0/2007)

Economically inactive (receipt of employment and support
allowance) or Unemployed

Aged between 35and 44 years

Black ethnicity and male

Living alone

Low educational attainment

Living in rental accommodation

Livinginan urban area

Living as a single person family unit or lone parent
Separated or divorced

/ ® bl éf 2NE ao

tF NBE2ylF 3S3E 5 aO5 | AeRnzcoradi®onsayid mehtal

health: The costofc 2 ND A RAGASaxé ¢KS YAy3da CdzyRI [2YR2YyX
10 Office for National Statisticd,. S G SNJ h NJ 2-3pS#dY ©f The Meral Hed tly Of Adults In Great

CNRGFAYZE ¢KS

{dGFrGA2YI NB hFFAOSI [2YR2YZ HANNO®
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National PolicyContext

In 2011, theGovernment released its mental health strategy No Health without Mental HEgdth
crossgovernmentall agemental health outcomes strategy. The strategy set out clear, shared
objectives for mental healtmcluding improvementin the outcomes, physical lteand experience
of care of people with mental health problems, and areduction in avoidable harm and stigma
January 2014, the Governmentlaunched Closing the Gap: Priorities fotigs€fange in Mental
Health?, which identified 25 aspects of m&hhealth provision where the Government, health and
social care commissioners and providers and other organisations can work together to improve
outcomes for people living with mental ill health.

Commissioners for ental healthservices havbeen workng towards Payment by Results since

2011 (where providers of treatment are paid for each patient seen or treated, taking into account
the complexity of care needs)h@& currency in which it will achieve this is through Clusters. A
clusteris a global desption of a group of people with similar characteristics as identified from a
holistic assessment and rated using the mental health clustering tool (MHCT). Within the clustering
tool there is a decision tree which shows there are three main trunks efeatsi, Nonpsychotic,
psychotic and organic, from which the cluster sit underneath.

WhilstMental Health may be ahead of game in respect of moving away from acute and long term
based care antmprovements have been made in mental health provision andvelip,

inequalities persistin access to good quality servitegaddition there has not been the same level

of infrastructure to develop data collection and payment by results as physical health care. Although
government policy prioritises parity of & m between physical and mental health, there is a

general lack of progress and on some levels a misunderstanding of what will work towards achieving
parity of esteem. Physical health targets have been applied to mental health which on paperwould
supportparity of esteem but on the contrary perpetuate the lack of parity.

For example, crisis care has a four hour target to match the A&E 4 hour wait target; this grossly

misses the prioritisation process that occurs in an A&E department, so if a persvesegmediate
FGGSYyaAz2y FyR NBadzaOAGrGA2Y (GKS& R2y Qi KI @S G2
guestion this raises is whether a mental health crisis can ever be considered life threatening? To

which the answer is yes, but is a 4 hour regeoacceptable?

There is no equivalent prioritisation for urgent care in mental health. Another misunderstanding
leading to maintaining a lack of parity is the IAPT (Improving Access to Psychological Therapies)
target of 6 and 18 weeks to treatment, thatter of which is a secondary care waiting time target
although IAPT is a primary care serviltalso important that a broader supporting focus is able to
support mental health need to take into consideration the links wnittividual, social, community

and economic factorehich may not always be associated with physical health issues.

In March 2015, NHS England established an Independent Mental Health Taskforce to develop afive
year strategy for mental healtirhe Five Year Forward View for Mentalte?®) which was

published in February 2016. The strategy includes 57 recommendations which require cross
government action and multi sector collaboration with themes of;

A Commissioning for prevention and quality

N5 S NGYSyd 2F 1St GKEZ ab2 K §bvernmént mehtédl Kealdzibutcwriey O | KSI ¢
AUNY GS3e T2 N Sistndfy Sffice, Fontloh, 2011. 3Sa > ¢
25 S NGYSyd 2F ISHEGKE a/f2aAy3 GKS DFLY tNA2NRAGASa 7
London, 2014.
13 The Five Year Forward View for Mental Health. NHS England (Feb 2016). Available at:
www.england.nhs.uk/wgcontent/uploads/2016/02/MentatHealthh TaskforceFYFMinal.pdf
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Good quality care for all, seven days a kee
Innovation and research to drive change
Strengthening the workforce

Transparency and data revolution
Incentives, levers and payments

Fair regulation and inspection

o I I I I D

The Five Year Forward View for Mental Health also sets a target to reduce suicidesiatibogly

by 2020, with every local areato have a mualgjency suicide prevention planin place. Shropshire
established a Suicide Prevention Partnership Network of stakeholders who work, support or are
interested in supporting the reduction and prevemtiofselfharmand suicide across the Local
Authority areas of Shropshire and Telford & Wrekin. During 2016/17, the Network produced a Joint
Suicide Prevention Strategy which referenced local data and guidance from the Department of

| S| f G§KQa igelprévertion btfategiPazferting Suicide in EngldAdin addition, guidance
from the Local Government Associattdauggested a number of questions we should be asking to
help inform the development of alocal Action Plan

It is recognised that these pioly developmentmustbe set within a wide context of changes across
public services, the impact of austerity measures on Local Authority budgets and alterations to
eligibility criteria which are likely to impact on access to services and the range afrsapailable.

Purposeof the ShropshireAdult Mental Health Needs Assessment

The purpose of ttshealth needs assessment isdescribe the patterns of mental health problems
for adults within Shropshire, identify inequalities in mental health (includowgss to services) and
to determine the priorities for the most effective use of resources to inform whether the content
and configuration of existing services is appropriate for our population.

Itis intended that the findings from the health needsessment will serve as the building blocks in
assisting the Shropshire Mental Health Partnership Boaptiaduce a Shropshire Mental Health
Strategy.

Adultmental health has been selected as the primary focus for the needs asse ssstiesTe has
alreadybeen a great deal of wotkcallyto establish the mental health needs of children and young
people undertakerforthe commissioning of a 0 to 25 Emotional Health and Wellbeing service
which was established in 201Tt is however, recognised that thereambe some overlap in service
provision for those accessing mental health services and are aged between 18 and 25 years.

Methodology

A combination of literature reviews, desk based research, epidemiology, service user and provider
perspectives have beersad to collate evidence for the&ssessmentltis produced under guidance
from adedicated steering group comprised of representatives from Shropshire Public Health,
Shropshire CCSputh Staffordshire and Shropshire Healthcare NHS Foundation theisiarity

and voluntary sector and the Commissioning Support Unit. Propessiseeneported to and

overseen by the Shropshire Mental Health Partnership Board.

Thescingcriteriato be assessed within the needs assessment are outlined as follows;

14 Preventing suicide in England. A cross government outcomes strategy to save lives (2012). Available at:
www.gov.uk/government/uploads/gstem/uploads/attachment_data/file/430720/Preventir§uicide.pdf
15 Suicide prevention: a guide for local authorities. (2016). Available at:
www.locd .gov.uk/sites/default/files/documents/1.37_Suicide%20prevention%20WEB.pdf
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Inclusion:

Analysis of the epidemiology of adult mental hegtbblemsin Shropshire

Use of local and national qualitatiigformation related tadiagnosis and accessnwental
health services

Use of quantitative information from adult service usesso curently access or who have
accessed mental health servidgasShropshire

A Consideration of canorbidity of mental and physical health issues

A Mental healthillness due to psychoactisebstance misuse

> >

>\

Exclusion:

Children and young people aged under 18 years

People with learning disabilities

Adults where the primary diagnosis is related to autism and conditions such as ADHD
I £ T KS A Y 8ridntid asla gefenRa strategy was developed in 2017

Carers as an All Age Carers Strategy for Shropshire was devil @0ad’

> > > >

It is recommended that angutcomes as a result of this Needs Assessment meleeence to the

work area Strategies mentioned above to ensure appropriate links and consistency between
pathwayqincluding links to community sector provision, other public sector organisations and wider
economic considerations)

It is acknowledged thereis a cross overin age ranges, for example the Early Interventionsin

Psychosis team work with children fraged 14, in addition there has been a separate piece of

work regarding commissioning an Emotional and Wellbeing servicefoy@ar olds. To avoid

duplication, this document will focus on adult mental health and make reference where appropriate

to the findings and evidence already collated on mental health services with children and young

LIS2L S ASNDAOSE NIGKSNIGKEY FOGSYLIG G2 WNBAYSSY

Service user and provider perspectives

Service user and provider insight for adult mental health serviessundertaken between June and

l dzZ3dzA G WwnamT AY LI NIYSNEKAL 6AGK { KNRLIAKANB / 2dzy
involved the use ofjualitative,contextual semi-structured/unstructuredone-to-one interviews and

a separate topic guide forsers of mental health services and for providers of these services.

A request was sent out via tighropshireMental Health Forum for any providers that would be
interested in taking partin the project, both to be interviewed and to assist in recqugi@mvice
users.Nine providers were recruited who subsequently identified 19 service users.

Interviews with service users were conducted at the organisation/group they were attending. All

were fully informed about the project and all were required tgrsa Consent Form for their story to

be included in this research. Assurances were given that their contributions would remain

anonymous. Conversations lasted approximateis@sminutesAll information was then

synthesised thematically in order to anatysFull details of the final repofin Insight into Mental

| SFfdK bSSRaA Ay { KNRLJAKANSBE T2N{ KNRdnbkekdeNB / 2 dzy O
Appendix 1 of this Needs Assessment.

16 Shropshire CCG and Shropshire Council: Dementia Strategy 2020

17 Shropshire Together All Age Carers Strategy for Shropshire-20P1. Available at:
https://shropshire.gov.uk/committee

services/documents/s14383/7%20Appendix%20A%20Al1%20ages %20Carers%20strategy¥%20¥iersion%

20201721 .pdf
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Section 1: Shropshire Profile Demographics

This section pvides a summary of the populations and people within Shropshire, including the
community and environmental factors which influence mental health outcomes.

Population

Shropshire is alarge county in the West Midlands, with a population of around 3134@0ep

(ONS, 2018). It consists of mainly white British ethnicity. The population pyramids in Figures 1.1

and 1.2 highlight the fact that the county has an aging population, with alarge proportion of the

population being aged between 40 and 69 years. Mbian 40% people are aged over 50 years and

like many rural areas, Shropshire is expecting to experience an increase in the proportion of

population of people who are aged 65 and over. Based onyaat estimates from 2013, slightly

more than afifthoftls O2 dzy 1@ Qa L3R LJdzf I GA2y A& dzyRSNJ GKS | 38

Overall the county is fairly afflueghowever there are areas of deprivation and factors of rural
sparsity which create issues with access to services. Shropshire supports a low wage economy with
reliance on jobsin low paid sectors such as agriculture, tourism, and food and drink. More than 80%
of jobs are in the private sector.

{ KN2 LJAKANB Q& 352 3NJ LIK2-itdodersla Wrgelaie s dd NI syfuiare BiRs, & A RS N
of which only approximily 6% comprises suburban and rural development and continuous urban

land. The geography of Shropshire is diverse. The southern and western parts of the county are

generally more remote and setbntained.

The landscape provides the backdrop for tharket towns as key focal points for communities,

businesses, leisure and tourism. Shropshire is entirely inland and its borders also have importance

for the people living at the edges of the coutsss people may have historic, family or work

connectionsvith the bordering areas of Mid Wales, Cheshire, Staffordshire, Telford and Wrekin and
2yiG2 GKS 2Sai aARflyRasx 22NOSaiSNBRKANB FyR | SNB
borders with neighbouring authorities have been highlighted in prevatalse holder consultations

as key challenges for accessing services and treatment.

18 Labour Market Profile Shropshire. NOMIS Official labour market statistics 2016. Available at:
https ://www.nomisweb.co.uk/reports/Imp/la/1946157170/report.aspx?town=shropshire#tabrespop
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Figure 1.1. Population pyramid showing estimated population of males and females in Shropshire
by age group

85+

80-84

70-79

60-69 21,938

50-59 21,554

mFemales

Age Band

40-49 22,327 @ Male

30-39

20-29

10-19 177 323

0-9 15288 15,502

40,000 30,000 20,000 10,000 10,000 20,000 30,000 40,000

Resident Population

Source: Revisedit#Year Population Estimates, ONS, 2013

Figurel.2. Population pyramid showing proportion of population of males and females in
Shropshire by age group

85+

80-84

70-79

60-69 1 4%

50-59 14 %

BFemales
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40-49 15% 4% BMale
30-39
20-29
10-19
0-9
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Resident Population

Source: Revised Midear Population Estimates, ONS, 2013

Population Projections (2017 to 2037)

Longterm subnational population projections are ardication of the future trends in population by
age and sex over the next 25 years. They are tieaskd projections, which mean assumptions for
future levels of births, deaths and migration are based on observed levels mainly over the previous
five years They show what the population will be if recent trends continue.
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Figurel.3shows the projected populations for Shropshire County and England in 2037 compared to
populationsin 2017 It demonstrates a considerable increaseliojected populations fopeople

aged 65yearsand aboveor both Shropshire and England. It can be seen howeverSihatpshire

is projected to have surpassed growth of th@gged 75yearsand abovecompared to England,

including 135% additional residents aged over 85 year@3ia 2ompared to 2017. This has
significantimplications on the future planning of care and preventative measures related to older
age (such as increased risk of frailty and cognitive decline).

In contrast, the projections indicatedecrease in the Shpshire population agednder64years
with lowergrowth compared to England.

Figure 1.3: Projected Shropshire County populations by age 2037

148%

135%
128% -

12%
108% -

:

:

58% 5o

27%

28% -

8% -

Estimated percentage population change In 2037 from 2017

3

16-24 75-84 8o

‘ @Shropshire County  mEngland ‘

Source: Population Projections Unit, ONS. Crown copyright 2014.

Ethnicity

Shropshire has a small ethmninority population compared to the national average, with a
relatively even distribution residing between urban and rural areas.

Table 1.1 identifies that white British residents represent 95.4% of the Shropshire population. Itis
Y2USR URISEH UCNYK QMINR LIST Y€ YR G20KSNJ9FauaSNYy 9dzN
ethnicity category.

Table 1.1: Ethnicity profile in Shropshire

Black/African/
White White Mixed/Multiple | Asian/Asian| Caribbean/

British Other Ethnic Group British Black British | Other
Number| 292,119 3,892 2,595 1,183 735 5,605
% 95.4% 1.3% 0.8% 0.4% 0.2% 1.8%

Source: NOMIS official labour market statisti€g 0010 Ethnic group (writdn responses). ONS 2011 Census
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Economy and Employment

Shropshire has a high economic activity rate amongst thé4lgopulation, and given comparatively
low levels of unemployment as well, employment levels are high for this age group. However, given
the high proportion of the population past retirement agke economic activity rate dhose aged
16years and ovepopulation is much closer to the national rate.

Between July 2016 and June 2017, 80.5% of working age people in Shropshire were economically
active (n= 155,900 people) in employment or satfiployed. This is higher than the West Midlands
average d 76% and for Great Britain at 78% There were a greater proportion of economically

active males during this time period in Shropshire (85%) compared to females (76%).

The Shropshire labour force isaparatively well qualified, at least compared to the West Midlands,
but supports fewer professionals, whilst more work in elementary occupations or as process, plant
and machine operatives. Shropshire also supports an above average number of people working
skilled trades occupations.

Shropshire supports a primarily smhlisiness economy, with more than nine out of ten enterprises
employing fewer than ten people. S&fmploymentis high, and significant numbers work from
home/run businesses from homé&here are comparatively few large employers, and employmentis
largely concentrated in the county town of Shrewsbury, and the main market towns of Oswestry,
Market Drayton, Whitchurch, Bridgnorth and Ludlow.

Key sectors include health, education, retatlananufacturing. Shropshire is undepresented in

private sector services such as professional, scientific and technical, and finance and insurance. The
mix of sectors in Shropshire contributes to comparatively low workplace wages and to low levels of
productivity (GVA generation).

Despite comparatively low workplace wages, resident wages are closer to the national average, with
many high earners commuting out of the county for work. Generally, Shropshire is an affluent
location, with low levels of depration and minimal unemployment. However, like other places,

there are pockets of deprivation in Shropshire, where unemploymentis higher and incomes lower.

Deprivation

The Index of Multiple Deprivation 20{IMD 205) is a nationally recognised measufedeprivation

at the small area leveThe IMI2015 combines a number of indicators, chosen to cover a range of
economic, social and housing issues, into a single deprivation score for each small areain England.
This allows each area to be ranked relatig one another according to their level of deprivation. It

is an important tool for identifying the most disadvantaged areas in England and can be used locally
to help prioritise services and resources to help tackle health inequalities and social@xclus

The IMD 2015s based on small geographic areas knowomgerSuper Output Areat$OAS)The
Office for National Statistics defines a LSOA as a small geographiomat@aing between 1000 and
3000 people and between 400 to 1200 households. Theze32,844 §OASs in England.

The IMD 201%ombines all seven broatbmains:

A Income deprivation

A Employment deprivation

A Health deprivation and disability

A Education, skills and training deprivation
A Barriers to housing and services

19 Labour Market Profile. NOMIS (2018). Available at:
https://www.nomisweb.co.uk/reports/Imp/la/1946157170/report.aspx?town=shropshire#tabrespop
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A Living environment depration
A Crime

Overall, Shropshire is arelatively affluent area and is ranked@fth most deprivedaunty out of
152 upper-tier local authorities ifengland.

There are 193 LSOAs in Shropshire which are based on the boundaries from the most recent 2011
Census. There are nine LSOAs in Shropshire which fall within the 20% most deprived in England and
these are located with urban areas of the county. The five most deprived areas are located within
the electoral divisions dflarlescott (Shrewsbury), Monkmo@hrewsbury), Ludlow East (Ludlow),
Oswestry South (Oswestry) and Meole/Bayston Hill, Column and Sutton (the LSOA crosses two
electoral divisions in the wider Shrewsbury area).

To get a more accurate picture of local deprivation, Shropshire has bee mspfitve quintiles This
has been done by ranking the IMD score foL&IDAs in Shropshifeom one (most deprived) to 193
(least deprived) and then equally dividing the number®®AS to provide five categories.

Figurel.4shows deprivatioms distrbuted in locabuintiles in Shropshire. TH&OAs displayed in
the darkest shade are the areas with the highest de privat@orkand those displayed in the lightest
shadeare the least deprived. The most deprived areas are generally situated around tbe maj
settlements in Shropshire, including Shrewsbury and Market Drayton
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Figure 1.4. Index of Multiple Deprivation 2015 in Shropshire County: Local Quintiles
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Source: IMD 2015, Community & Local Government and S0OA Boundaries, Office of National Statistics 2011
© Crown copyright 2015 05100049049

Anotherfactor associated with deprivation is that of fuel poverty where a household is defged a
unable to afford to keep the home adequately heated due to;

A required fuel costs above the national average and
A ifthey to spend that amount, the household would be left with a residual income below the

poverty line
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The following geographic place planpidentifies that the areas with the greatest proportion of
reported fuel poverty in 2015 were Bishops Castle, Ellesmere, Whitchurch, Craven Arms and Church

Stretton.

Figure 1.5. Proportion of households in fuel poverty (2015) in Shropshire County

Proportion of households by Lower Super Output Area that were fuel poor in 2015

Broseley

Proportion of households by LSOA
[ ] a%-11%

[ ]12%-15%

[ ] 16%-20%

. . © Crown copyright and database

L 21%-27% rights 2017 OS 100049049

- 28% - 40% Data Source:Department for Business, Energyl &
Industrial Strategy [2017]

:l Place Plan Area Boundary LLSOA Office for National Statistics

Scale1:365,000 Information, Intelligence & Insight Team, Shropshire Council
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Office for National Statistics: Measuring Wellbeing and Life Satisfaction

The ONS statistical bullefirersonal welbeing in the UK: July 2016 to June 20%tovides
estimates of personal wellbeing in the UK, based on findings frorA g 2012 to Marct2015,
Annual Population Survey Personal Wellbekygar National Statistics dataset

ONS uses four survey questions to measure personabegely. People are asked to respond to the

jdzSaiAzya 2y | a0FtS FTNRBY n2YilIH MhS O&KSNE K S aF g7l
are:
1. ah@SNIff3X K2g &l GAAFASR I NB e2dz gA0K @2dzNJ £ A
2. h@SNIffs (2 oKIG SEGSYlH R2 é&2dz F8§Sf (G(KS (KA
3. h@SNY ffX K2g KILIL® RAR &82dz FSStf &SaiSNRIeé&Ke
4. ah @SN} f f 5 K2 & SISy E R Bdrdi SRRR ez dz

ONS first added these questions to the Annual Population Survey (APS), in Apil@didre
recently within arange of other population survéys

Table 1.2 identifies that although people in the West Midlands felt less satisfiedheithives in
England overall, Shropshire people reported greater life satisfaction than both regional and national
averages.

Tablel2zwS adzZ Ga 2F |jdzSadAz2y al 26 &l GAApHIRE2Ro | NB @& 2dz
March 2015

Percentin each cate gory
on 11 point scale:
Lower Higher
Satisfaction Satisfaction Average
(mean)
Area names Scale: 0-6 Scale: 7-10 rating
England 21.53 78.48 7.52
West Midlands 22.37 77.63 7.48
Shropshire 19.65 80.35 7.67

Source: April 2012 to March 20¥&nnual Population Survey Personal \Wbeling 3year National Statistics dataset, ONS.
For more information on the-gear

A similar patternis show in table 1.3 for the answers to the question around how worthwhile people
feltthe things they did in thelives were as with overall life satisfaction. Overall in the West
Midlands a lower proportion of people felt the things they did in their lives were worthwhile,
compared to Shropshire which had a higher reported worthwhile average compared to both tegiona
and national responses.

20 Available at:

https ://www.ons.gov.uk/peopleppulationandcommunity/wellbeing/bulletins/measuringnationalwellbeing/ju
ly2016tojune2017

21 Surveys using the 4 ONS personal wellbeing questions as of Feb 2015 (ONS, 2016). Available at:
http://webarchive.nationalarchives.gov.uk/20160105170340/http://www.ons.gov.uk/ons/guide
method/method-quality/specific/socialand-welfaremethodology/subjectivevellbeingsurveyuser
quide/index.html
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Tablel3wS adzZ Ga 27

 dzS&iGA2y Gh@BSNIEE 3

I NB ¢ 2 NIAKrid 20172 to $M&réh 2015
Per centin each category on
11 point scale:
Lower Higher
Worthwhile Worthwhile
Average (mean)
Area names 0-6 7-10 rating
England 18.23 81.77 7.75
West Midlands 19.23 80.77 7.68
Shropshire 15.18 84.82 7.88

Source: April 2012 to March 2015, Annual Population Survey Personabéhejl3year National Statisticdataset, ONS.

For more information on the-gear
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A higher proportion of people in Shropshire rated their feeling of happiness higher than in England
and the West Midlands overall.

TablelawS adzZ Ga 27

jdzSadA2y ah@SNI { Apll2M2tesMaich LILIR

2015
Per centin each category on
11 point scale:
Lower Higher
Happiness Happiness
Average (mean)

Area names 0-6 7-10 rating
England 27.15 72.85 7.37
West Midlands 27.66 72.35 7.35
Shropshire 24.18 75.81 7.54

Source: April 2012 to March 2015, Annual Population Survey PersongbeielByear National Statistics dataset, ONS.
For more information on the-gear

The fourth question identifies a more positive response to have alower point on the scale, witha

g

lower proportion having experience anxiety. Again Shropshire shows a better overall average scale
score of 2.79 compared to 2.93 average for England.

Tale 1.5 Results of questiot h @S NJ dnticusRB Rg & 2 dz F S Rpril 2813 t& M&BNR | & K £

2015
Per cent in each category on
11 point scale:
Lower Higher
Anxiety Anxiety
Average (mean)

Area names 0-5 6-10 rating
England 79.93 20.08 2.93
West Midlands 81.84 18.17 2.70
Shropshire 82.66 17.34 2.79

Source: April 2012 to March 2015, Annual Population Survey PersongbéMeljByear National Statistics dataset, ONS.
For more information on the-gear
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Wider Determinants of Health andVellbeing

As identified within the Adult Psychiatric Morbidity Survey, there are a number of wider factors
associated with increased risk of mental ill health. In addition to the factors already discussed
above, these include;

Social housing/rented aCCOMMOAALON. ..........iiiiiiiiii e eee e e e e eaes 21
[V gL =1 o 1= S PP UPPRPN 24
Single Parent Faily HOUSENOIAS........ oo e 26
EdUCAtION (@11 OE)..... . ieei e 27
AACCESS 10 SEIVICES ... .ttt ettt eme ettt oottt e ettt e e n e e et et et e et et e e e s e et e e e e e naan s 28

It is useful to consider these wider determinants whichlsaused as proxids identify the
GKARRSY LJ2 Llzt | (A 2 (ite. tibFe whdrd dldreYitfy ylotiih contakt ®ith healk
services for a mental health conditionjhe place plan maps over the next few pages highlight the
density of locations whereach ofthesefactors are most prevalent across Shropshire.

Summary of Wider Determinant Mapping

When the various risk maps are overlaid, teare 7 locations which commonly display the highest
proportions of risk factors. As such it may be assumed these locatiay be at a greater risk of
hiddenmental health problems;

Highley
Ludlow

Market Drayton
Shrewsbury
Oswestry
Wem
Whitchurch

v Iy B B

It is noted however, as proxy measugge being considereid does not necessarily mean that living
in these locations increaseisk of developing a mental health problem roan it be established if
the social circumstance/wider determinansk factorsare experienceds a result of a mental health
condition.

Social housing/rented accommodation

The following map§igures 16 and 1.7jdentify that the greatest proportion of social housing with
registered social landlord properties are located in Shifnal, Broseley, Highley, Ludlow and Oswestry.
The highest proportion of rental properties are within Shifnal, Albrighton, Beys&luch Wenlock

and Craven Arms.
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Figure 1.6. Registered social landlord properties per 1,000 dwelling by Place Plan Area in
Shropshire County

Registered Social Landlord properties per 1,000 dwellings
by Place Plan Area
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- 109 -125 © Crown copyright and database
- 126 - 151 rights 2017 OS 100049049

D Place Plan Area Boundary Data Source:Shropshire Council 2017
Scale1:365,000 Information, Intelligence & Insight Team, Shropshire Council
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Figure 17. Proportion of rented accommodatiomn Shropshire Countipased on 2011 Census
findings

Rented Accommodation
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- 29% © Crown copyright and database
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Data Source: Census 2011 - best fit LLSOA to Place Plan| Arec
D Place Plan Area Boundary LLSOA Office for National Statistics
Scalel:365,000 Information, Intelligence & Insight Team, Shropshire Council
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Living alone
The locations with the highest densities of people aged over 65 years living alone are Albrighton,
Much Wenlock, Church Stretton, Ludlow, Ellesmere and Weanpeople aged under 65 years,
the greatestlensity of people living alone are in Sherwsbury, Ludlow and Whitchurch.

Figure 19. Proportion of one person households with a person aged 65+ yeaiShropshire
Countybased on 2011 Census findings

One Person Households - Aged 65 Plus
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o © Crown copyright and database
D 5% rights 2017 OS 100049049
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Data Source: Census 2011 - best fit LLSOA to Place Plan|Aree
D Place Plan Area Boundary LLSOA Office for National Statistics

Scale1:365,000 Information, Intelligence & Insight Team, Shropshire Council
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Figure 110 Proportion of one person householdsith a person aged less than 65 years in
Shropshire Countpased on 2011 Census findings

One Person Households - Under 65
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0 © Crown copyright and database
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[ Piace Pian Area Boundary LLSOA Office for National Statistics

Scalel:365,000 Information, Intelligence & Insight Team, Shropshire Council
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Single Parent Family Households
The highest density of single parent family households are located in Shrewsbury, Shifnal, Market
Drayton, Whitchurch and Highley.

Figure 111 Proportion of one parent family households iBhropshire Countypased on 2011
Census findings
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D Place Plan Area Boundary LLSOA Office for National Statistics

Scale1:365,000 Information, Intelligence & Insight Team, Shropshire Council
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Education (all age)

The following map identifies the locations where the greatest deprivation of education attainmentis
recorded (based okey sages2 and4 outcomessecondary school absence, postysarsin
education, entry tdurther education adult skillandEnglish language proficienclt is seen that

Market Drayton and Highley have the greatest density of poorer education outcomesighhhere
are smallerlevel ward level localities also.

Figure 112 Education deprivation based on Indices of Multiple Deprivation (20155hropshire
County

Education Deprivation
Indices of Multiple Deprivation 2015

Education Deprivation 2015 National Decile

© Crown copyright and database

I 1 Most deprived [ | 6 rights 2017 OS 100049049
Data Source: Communities & Local Governmertt,

|:| 2 |:| 7 Indices of Multiple Deprivation, 2015
|:| 3 |:| 8 LLSOA Office for National Statistics
|:| 4 |:| 9 The Education, Skills and Training Deprivation Domgin

. measures the lack of attainment and skills in the locql
|:| 5 - 10 Least deprived population. The indicators fall into two sub-domains:

D Place Plan Area Boundary one relating to children and young people and one

relating to adult skills.

Scale1:365,000 Information, Intelligence & Insight Team, Shropshire Council
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Access to Services

Although currently it has not been possible to produce a singlewntpall health and social care
services plotted, the following map provides an overview of GP locations across Shropshire. Thisis
important (particularly in larger rural areas) as demonstrates a combination of population size
against need but also higghts where some of the rural challenges of accessing primary care
services will be.

Figure 113 Location of GP practices ®hropshire County
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Section 2: Common mental health disorders

Common mental health problems relate to care clusters 1 to 7

Comnon mental health conditions (CMDs) comprise of different types of depression, anxiety and
specific phobias which cause emotional distress, interfere with daily function and are often
associated with physical and social problems (Goldberg and Huxley[l89#) not usually affect
insight or cognition.

1 Depressive Episodd®w mood and loss of interest and enjoymentin ordinary things and
experiences

1 Anxiety disorderpanic disorders, phobias, obsessive compulsive disorder and generalised
anxiety disorde(GAD)

CMDs can resultin physical impairment and both anxiety and depression often remain undiagnosed
(Kessleretal, 2002) where individuals may not seek nor receive treatment. If left untreated, CMDs
are more likely to lead to longer term physical, isband occupational disability and premature
mortality (Zivin etal, 2015). Although, CMDs are less disabling compared to major psychiatric
disorders, there is a higher prevalence of CMDs which in turn leads to a greater cumulative cost to
society.

Chager Summary

Generally, the mental health of people in Shropshire is better than the England average in terms of
comparable rates of anxiety, depression, phobias, obsessive compulsive disorder and eating
disorders.

The rates of CMD in Shropshire are sigantly higher for women in comparison to men with a peak
rate in the 25 to 44 yearoldrange. Thisisin contrastto the younger peak age for CMD in men of 15
to 24 years.Deprivation in a common association with the localities with highest prevalehce

CMDs (however, it cannot be ascertained if this directly cause or effect of a mental health problem).

It is often challenging to identify the true rate of mental health problems in the wider population

and as such the findings of the latest Adult Psgtric Morbidity Survey (2014) have been applied to

the Shropshire population demographics (by age and gender). When thisis applied, the highest

NI G§S& 2F /2YY2y aSyilf 5Aa2NRSN) 6/ a5Qa0 Ay { KNP
diagnosis.

Referral rates and the rate of people who enter into the Shropshire IAPT sareicensistently

lower compared to the England average which potentially could cause a gap between the numbers
of those requiring an intervention and those receiving treatme@nce people have accessed the
IAPT service however, a higher proportion of people complete treatment and move onto recovery
compared to the England average and a similar proportion as to the national average achieve
reliable improvement.

Findings from theAdult Psychiatric Morbidity Surve{2014

National surveys of adult psychiatric morbidity were carried outin 1993, 2000, 2007 arrd 014
monitor mental illness and treatment with alarge representative sample of the household
population interviewed (including 7,500 aged 16 years or more and those who do not access

22 Adult Psychiatric Morbidity Survey: Survey of Mental Health and Wellbeing, Englaaidable at:
http://content.digital.nhs.uk/catalogue/PUB21748
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services). Evidence from the Adult Psychiatric Morbidity Survey 2014 identifies a range of known
associations with CMDs including;

Poverty

Unemployment

Being female

Social istation (adults under 60 years who live alone)
Ethnicity (particularly black women)

People inreceipt of benefits

People who smoke cigarettes

T D > D D >

Key messages from the survey;

A Nationally there has been a slight but steady increase in the proportion of womerGMD
symptoms since 2000, however this proportion has been stable amongst men. The increase
in prevalence has been mostly seen at the more severe end of the CMD scale.

There have been increases in CMD amongst late midlifdifaichen and women aged 56t

64 years since the previous survey in 2007 and increases in young women aged 16to 24
years.

CMD symptoms are about three times more common in women aged 16 to 24 years (26.0%)
compared to men (9.1%).

Most people with an identified CMD reported by thertal Interview Schedule Revised

(CISR) also perceived themselves to have a CMD. This is different to most of the other
disorders assessed by the Adult Psychiatric Morbidity Survey.

>\

>\

>\

CMD prevalence in Shropshire

Chart 2.1 displays the England rates fmnenon mental disorders as identified within tielult
Psychiatric Morbidity Surveg014) for males and females by age group. Chart 2.2 applies these
rates to the mid year population estimates in Shropshire to provide estimated local prevalence.

Chart 22 suggests that prevalence of aggregated CMDs is consistently higher across all age groups
F2NI FSYItSa O2YLINBR G2 YIFIHfSad ¢KS INBIGSad LINB
and 55 to 54 years. Shropshire male prevalence remains at a simméarietween the ages of 25

to 64 years where itis almost double that of males aged 16 to 24 years and males aged over 65

years. It estimated that in total there are 42,673 people with acommon mental disorderin

Shropshire (26,324 females and 16,348 &sal

Chart 2.1: CMD reported in the past week by age and sex (APMS, 2014)

H Men Any CMD ®Women Any CMD

JlHIH

16-24 45-54 55-64 65-74

30

25

20

%

15

10
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Chart 2.2: Estimated number of Common Mental Disorders for Shropshire
males and females by age band, based on 2016 mid year population and
rates identified in the APMS Survey

m Men Any CMD m Women Any CMD

6,000 5,713
5,000
4,379

3,917
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3,229 32 3.2 3,127
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1,000 80

16-24 25-34 35-44 45-54 55-64 65-74 75+

Chart 2.3 outlines the rates of specific CMDs for females as identified in the APMS (2014), where
mixed anxiety/depression and general anxiety disorders are the most reported. When applied to the
Shropshire 2016 mid year population (CHaa), it can be seen that mixed anxiety and depression
have the greatest reported prevalence across each group, with the highest seenin women aged 45
to 54 years.

Chart 2.3: CMD reported by Women the past week by age (APMS, 2014)

Mixed anxiety/depression Generalised anxiety disorder
Depressive episode H Phobias
B Obsessive compulsive disorder B Panic disorder
40
35
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. =

20 . .

%
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6.7 —
10 5.8 —
3.6
5 11.3 10.2 10.3 11.8 94 |
6.9 57
O T T T T T T 1
16-24 25-34 35-44 45-54 55-64 65-74 75+
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Chart 2.4: Estimated number of CMDs reported by Females the past week by
age, based on mid year population rates (2016)

Mixed anxiety/depression Generalised anxiety disorder Depressive episode
m Phobias m Obsessive compulsive disordePanic disorder

8,000
7,000 .
6,000

.
5,000 -
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3,000 . i
2,000 1,250 983 ’ 1,234 S—
1,000 S 2,038 o8t
: 1,792 :
1,570 1,591 1,468 1,078
16-24 25-34 35-44 45-54 55-64 65-74 75+

When the same process is applied to males, Chart 2.5 suggests the rates of mixatylamXi
depression are relatively consistent for those aged under 65 years. Chart 2.6 shows the estimated
numbers of Shropshire males with specific CMDs and identifies confirms that mixed anxiety and
depression are the most prevalent conditions.

Chart 2.5: CMD reported by Males the past week by age (APMS, 2014)

Mixed anxiety/depression Generalised anxiety disorder
Depressive episode B Phobias
B Obsessive compulsive disorder B Panic disorder
40
35
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16-24 25-34 35-44 45-54 55-64 65-74 75+
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Chart 2.6: Estimated number of CMDs reported by Males the past week by
age, based on mid year population rates (2016)

Mixed anxiety/depression Generalised anxiety disorder Depressive episode
m Phobias m Obsessive compulsive disordePanic disorder
8,000
7,000
6,000
5,000
]
4,000 e S

3,000 -

2,000 — 1,427 1,301
— 1,049 . —
1,000 o 1,382 1,332 1,427 395 129
874 ' 1,042 ’ ’ 691 545
16-24 25-34 35-44 45-54 55-64 65-74 75+

Gomparison of Shropshire male and female CMD prevalence

When comparing the male and female prevalence in the following Charts (Charts 2.7a to f), itcan

also be seenthat across all conditions there is a difference in prevalence across the ages and gender.
For anxiety and depressive conditions, the greatest prevalence for both males and females is for
those aged between 45 and 54 years, however males aged 25 to 34 years and 55 to 64 years have a
higher prevalence of mixed anxiety/depression compared tadtiher male age groups for this

condition.

Females aged 16 to 24 years have the highest prevalence of panic disorders with a secondary peak at
45 to 54 years and over 65 years. In comparison males have a peak of panic disorders at 55 to 64
years.

Femaleobsessive compulsive disorders peak between 45 and 64 years wheras males peak at 45 to

54 years.
Chart 2.7a: Mixed anxiety/depression Chart 2.7bGeneralised anxiety disorder
== \lale Mixed anxiety/depression —@— Male Generalised anxiety disorder
—0=—[emale Mixed anxiety/depression —8=—[emale Generalised anxiety disorder
3,000 2,500
2,500 2,000
2,000 1,500
Z 1,500 z
1,000 1,000
500 500
16-24 25-34 35-44 45-54 55-64 65-74 75+ 16-24 25-34 35-44 45-54 55-64 65-74 75+
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Chart 2.7cDepressive episode Chart 2.7dPanic Disorder
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Chart 2.7ePhobias Chart 2.7fObsessive compulsive disorder
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PublicHealth England Fingertips Data

The Public Health EnglatHEhealth profiles utilise data provided from across health and social care
services in England to provide summary indicators on a wide rartgeimies to support commissioining,
production of Jint Strategic Needs Assessments, improve health and wellbeing and reduce inequalities.
The profiles provide ability to browse indicators at different geographical levels and benchmark against
the England average.

The table on the following page providesummary of the key themes relevant to Mental Health taken
from the PHE Fingertips data and compares how Shropshire is performing in comparison to the West
Midlands and England averages (based on latest data available).

The PHE Fingertips data can beessed viahttps://fingertips.phe.org.uk
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CMD outcomes for Shropshir@(blic Health England Fingertips Data

The following table outlines ho@hropshire compares to the England average benchmarks for a number of factors related to common mental disorders.

Table 2.1;

Shropshire performing better than the England
average

Shropshire performing worse than the

England average

Shropshire performingimilar to the England
average

Mixed anxiety and depressive disorder: estimat
% of population aged 184

§ 2012: Shropshire at6.6% (n=14,809) was 1 Increasingrevalence of depressiol 1 201516 the Shropshire percentage,
below the England (8.9%) and West Midlan inthose aged 18between 2012/13 was similar to both the England ang
averages (8.8%) (6.0%) ta2016/17 (9.9%, n=24,470 West Midlands averages with an

1 Shropshire was significantly highe overalldecreasing trend

Generalised anxiety disorderstimated % of

population aged 144

1 2012: Shropshire at 2.8% (n=6,242) was be
the England (4.5%) and West Midlands (3.4
averages

Depressive episodestimated % of population {1 Shropshirénas an increasing f There was a significantincrease in
aged 1674 incidence of depression in those the Shropshire percentage betwee
1 2012: Shropshire at 1.28% (n=2,894) was aged 18+each year from 2012/13 201415 to 201516 indicatingan
below the England (2.5%) and \}Vede'nds (1.1%) to 2016/17 (1.6%, n=3,965) improving trend
(1.7%) averages ' thisis above the England average
7P g however, follows a similar time 3. Estimated prevalence of common mental
. . . trendline health disorders % of population aged 16
All ph % of I - : : . .
phobiasestimated % of population aged-78 1 Anoverallincreasing trend 91 Shropshire estimated percentage

1 2012: Shropshire at 1.08% (n=2,437) was
below the England (1.8%) and West Midlan
averages (1.5%)

Obsessive compulsive disordestimated % of

population aged 164

Depression recorded prevalence (QO
% of practice regter aged 18+

Depression recordeishcidence (QOF): ¢
of practice register aged 18+

than both the England average of
9.1% and similar to the West
Midlands at 9.8

indicating a growing local issue

1. Selfreported weltbeing: % of people with a
low happiness score

2. lf-reported weltbeing: % of people with a
high anxiety score

I 201516 the Shropshire percentage

was similar to both the England ang

West Midlands averages

was 10.3% and below the estimate
England average of 15.6%.

4. Depression and anxiety among social care
users: % of sociahre users
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1 2012: Shropshire was below the England ar
West Midlands averages at 0.12% (n=263)

Panidisorder. estimated % of population aged

1674

9 2012: Shropshire at 0.65% (n=1,454) was
below the England (1.1%) and West Midlan
averages (0.9%)

Eatingdisorder. estimatead % of population aged

16 or more

1 2012: Shropshire at 6.5% (n=14,755) was
below the England (6.7%) and West Midlan
averages (6.5%)

Admissions for depression: directly standardisd

rate per 100,000 population aged 15+

200910 and 201412 indicate that Bropshire
was significantly lower (20.9%) than either {
England average of 32.1% or test
Midland average of 32.5%.

Longterm mental health problems (GP patient

survey): % of respondents aged 18+

1 Shropshire CCGrespondents aged 18+ wa
significantly lower (4.1%) than the England
average of 5.2% or the West Midlands
average of 5.4%

1 Anoverallincreasing trend indicating a

growing local issue

9 2013/14 the Shropshire percentagq
was higherthan England 59.7%
compared to 52.8%
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Improving Access to Psychological Therapies (IAPT)

Improving Access to Psychological Therapies (IAPT) is an NHS programme thiaitefienstions
approved by the National Institute for Health and Care Excellence (NICE) for treating people with
depression and anxiety disorders. Patients can eithefreddf to the depression and anxiety

service or can be referred via their GP/othensees.

Chart 2.8elow plots the proportion of people estimated to have anxiety/depression who entered
IAPT servicesin the recorded month. Itcan be seenthere is variation around the national average
however, there has been an increasing trend of asdestween April 2013 and June 2017 whichis
similar to the national trend

Chart 2.8

Access to IAPT services: people entering IAPT (in month) as % of
those estimated to have anxiety/depression - NHS Shropshire CCG
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Referralsinto the IAPT service for adults over 18 years have been consistently lower in Shropshire
compared to the national average since 2013/14 Q2 (latestlocabfat®4 per 100,000 population
compared to 807 per 100,000 in England)

It is recognised that not everyone who is referred to IAPT enters treatment however, since 2013/14

Q2, the Shropshire rate of people entering treatment has been consistently lowettitedngland
average (as per Ch&t9below).
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Chart 2.9

IAPT referrals: rate (quarterly) per 100,000 population aged 18+ -
NHS Shropshire CCG
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Chart 2.1(plots the proportion of referrals that have finished a course of treatment that waited less
than 6 weeks for their first treatment (a standard measure of waiting tilteanbe seen that since
May 2015, there has been a higher proportion of people who waited less than 6 weeks for treatment

compared to the national average (indicating less waiting time on average in Shropshire compared
to the national average)

Chart 2.10

Waiting < 6 weeks for IAPT treatment (standard measure): % of
referrals that have finished course of treatment waiting <6 weeks for
first treatment - NHS Shropshire CCG
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Chart 2.11 identifies tha26 per 100,000 population over 18 years (n=575) completed IAPT
treatment during 2017/18 Q1. This is lowerthan the national average rate of 320 per 100,000
population and has been consistently below the England average for eactegbetween 2013/14
to 2017/18 (with the exception of 2015/16 Q4 where a similar rate was recorded)
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Chart 2.11

Completion of IAPT treatment: rate (quarterly) per 100,000
population aged 18+ - NHS Shropshire CCG
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Since June 2015 the proportion of people who have completed their treatment and are moving to
recovery has been similar or higher compéte the national average (see chari2below).

Chart 2.12

IAPT recovery: % of people (in month) who have completed IAPT
treatment who are "moving to recovery" - NHS Shropshire CCG
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Chart 2.13 shows th&9.6% (n=400) of people who have completed their course of treatment and
I OKASGBSR GNBfAIOES AYLNROASYSY(Gé AY HAMTK My I
can also be seethat since 2015/16 Q2, this proportion has been similar or higher than the national
average.
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Chart 2.13

IAPT reliable improvement: % of people (in quarter) who have
completed IAPT treatment who achieved "reliable improvement" -
NHS Shropshire CCG
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Demographics by Cluster
The following sectioprovides a summary @&MD themes for Shropshire based on data from the

South Staffordshire and Shropshire Healthcare NHS Foundatior(Felstiary 2016 to February
2017).

Non Psychotidllness- mild, moderate, severe

Age and Gender:

1 There were significantly higher rates forwomen compared to men in this group.

1 Betweenthe genders, there were significantly higher rates for females in the age badd 25
but no significant difference across all the other age bands.

1 Although there were higher rates for females agee425this was similar to age band-28
but significantlyjhigher than age bands 45+.

1 There were significantly higher rates of males in th&€45ge band compared to all the
other age bands.

Chart 2.14: Non-psychotic 1 mild, moderate, severe: by age and gender
Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Deprivation:
1 Chart 2.1%verleafshows that for all age, all gender there were significantly higher rates of
people from the most deprived areas; quintile 1 and 2, compé#oeal| the other quintiles
1 The most deprived quintile is significantly higher than the least.
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Chart 2.15: Non -psychotic i mild, moderate, severe: all age, all gender by deprivation
Age standardised rates per 100,000 population
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Source: South Staffdshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Chart 2.16hows the comparison between the genders across all the deprivation quintiles.

1 There were significantly higher rates of females compared to males in the more deprived
quintiles SCand SC3, but the remaining quintiles were similar.

1 Female rates were similar between the most deprived quintilesSC3; with the highest
rate in SC2 but were significantly higher than the least deprived quintileS864

1 The pattern was similar fenales with the highest rates from SC1and SC2 being similar but
SC1 being significantly higher than the least deprived quirBiGaSC5.

Chart 2.16: Non-psychotic i mild, moderate, severe: all age by gender by deprivation
Age standardised ratesper 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)
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Rurality:
There were similar rate of people from rural and town areas but significantly lower rates of people

from urban areas for all age all gender.

Place Plan:
Highlighted in dark blue are the place plan areas that were significantly higher than the Shropshire

average for norpsychotia; mild, moderate and severe cases and these were: Oswestry Town,
Wem, Whitchuch and Market Drayton.

Map 1. Non-psychotic 1 mild, moderate, severe: all age all gender by place plan
Age standardised rates per 100,000 population

i

Whitchurch

Market Drayton

Oswestry Town

Place Plan Areas
Significance to Shropshiree Avg

- Higher
| © Crown copyright 2017 OS 100049043 | [ Lower
- Similar
Shropshire Council
The Shirehall, Abbey Foregate,
‘ @ Shropgbulrg Shrewsbury, Shropshire, SY2 6ND
Scale : 1:421,920

Source: South Staffordshire and Shropshire Healthcare NHS FoundatioBSBES) (
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Section 3: Severe and endurimgental illness

A mental health crisis often means an individual feels unable to cope or be in control of a situation.
There may be feelings of emotional distress and high levels of anxiety where some individuals
cannot cope with dayyo-day life or work ad could include thoughts about suicide, sle#rm or
hallucinations and hearing voices.

Chapter Summary

Rates of severe mental illness are lower compared to Common Mental Disorders however, the
impact can be more complex. This chapter focuses othtmes of severe but non psychotic
mental ill health, psychotic mental illness and psychotic crisis.

In Shropshire there are significantly higher rates of women with non psychotic but severe and
complex mental ill health, with a peak identified in thet@®4 year group. Shropshire GP registers
have a lower prevalence of recorded severe mental illness compared to the England average.

There are similar rates of men and women with ongoing psychotic episodes, however, the peak
female rate is for those ag45 to 64 years compared to males with ayounger range between 15to
44 years. The incidence of new cases of psychosis is significantly lower than the England average.

Men have a higher rate of psychotic crisis with no significant differences betweeagtbands.

There are strong associations between the areas with the highest rates of severe mental illness and
living in the most deprived locations (except for those who had experienced a first episode of
psychosis where the least deprived areas haigher association).

3.1%vere and complex mental iliness

The PHE Health Profiles identify the following trends for people with severe mental iliness.

1. The estimated prevalence of psychotic disorder in people aged over 16 years in Shropshire is
0.36%(n=1,409) based on 2012 data

2. The rate of GP prescriptions of drugs for psychoses and related disorders has been consistently
lower in Shropshire compared to the national average between 2014/15 Q1 and 2017/18 Q1 (as
seeninChart 3.1.1 below). Latestalé2017/18 Q1) indicates 42.6 per 1,000 population
(n=12,931) in Shropshire have been prescribed psychoses drugs compared to 48.9 per 1,000 in
England.
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Chart 3.1.1

GP prescribing of drugs for psychoses and related disorders: items
(quarterly) per 1,000 population - NHS Shropshire CCG
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Severe and complex mental health outcomes for Shropshire (Phigertips Data

The following table outlines how Shropshire compares to the England average benchmarks for a
number of factors related to severe and complex mental health outcomes.
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Table 3.1.1: Severe and complex mental health outcomes

Shropshire perbrming better than the England average

Shropshire performing worse than
the England average

Shropshire performing similar to thg
England average

1. The proportion of practice registers with recorded severe mentj

iliness prevalence (QoF) for all agespissistently lower in
Shropshire compared to the England average (shown in Chart
below).

Chart 3.1.2

GP prescribing of drugs for psychoses and related disorders: items
(quarterly) per 1,000 population - NHS Shropshire CCG
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Shropshire Bsasignificantly higheproportion of people with long
term conditions who feel they have had enough support from lo
services inte last 6 months (65.5%) compared to taegland
average of 63.1%ndthe West Midlandswverageof 63.8%.

Since 2016/17 Q4, the rate of people in Shropshire subject to th
Mental Health Act has been lower than the national average. I
2017/18 Q1 the lodarate was 9.8 per 100,000 (n=25) populatior

compared 38.4 per 100,000 for England.

Latest data from 2011 identifies
that Shropshire had significantly
higher percentage of the
population (18.6%) with aloRg
term health problem or disability
compared to he England average
of 17.6% Shropshire is however
lower thanthe West Midlands
average of 19%

1. 16.3 per 100,000 population
(n=911) estimated incidence for
new cases of psychosisin
Shropshire which is statistically
similar to the England average @
18.1per 100,000 population

2. The proportion of mental health
service users who were
inpatients in a psychiatric
hospital in Shropshire has been|
consistently similar to the
national average between
2016/17 Q2 and 2017/18 Q1.
The latest reporting period
indicates 1.7% (n=25) of mental
health service users are in
hospital in Shropshire compare
to 1.8 nationally
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Findings from South Staffordshire and Shropshire Healthcare NHS Foundation Trust Intelligence
Report (2017):

Non psychotic very severe and complex disorders

Age and Gender:

o0 There were significantly higher rates of women compared to menmotikpsychotic but
severe and complex mental health illness.

0 Betweenthe genders, there were significantly higher rates of females compared to males
across all the age bands with the highest rate in th45ge band, which was similar to the
2544 age band but was significantly higher than the 45+ age bands.

o Thehighest rates of males was in the-2% age band which was similar to the-2% age
band but significantly higher than those in the 45+ age bands.

Chart 3.2.1: Non -psychotic i very severe and complex: by age and gender:
Age standardised rates per 100 ,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Deprivation:
Chart 3.2.5hows the rate of deprivation for all age all gender is significantly higher for those from
the most deprived quintile compared to all the other quintiles.
1 The rates were similar between the genders across all the quintiles except SC3, which had a
signficantly higher rate of females to males.
1 Female rates were highest from the most deprived area but similar to quintile 3and
significantly higher than those from the least deprived areas.
1 Male rates were significantly higher for those from the most de@d quintile compared to
all the other quintilesChart 3.2.3.
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Chart 3.2.2: Non-psychotic i very severe and complex: all age all gender by deprivation:
Age standardised rates per 100,000 population
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Chart 3.2.3: Non-psychotic T very severe and complex: all age and gender by deprivation:
Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Rurality:
There were significantly higher ratebpeople from town areas compared to either rural or urban

area, which were similar for all age and gender.

Place Plan:

Highlighted in the map overleaf, the dark purple are the place plan areas that were significantly
higher than the Shropshire averafgr non-psychotia; very severe and complex cases and these
were: Wem, West & Central Shrewsbury and South Shrewsbury.
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Map 3.2.1: Non-psychotic 1 very severe and complex: all age all gender by place plan
Age standardised rates per 100,000 population
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3.3Psychotic Disorders

Psychotic disorders produce disturbances in thinking and perception that are severe enough to
distort perceptions of reality. They include schpheenia and affective psychosis.

Although psychoticillness is relatively uncommon there is aresulting high level of service and
societal cost. The World Health Organisation calculates that the burden and human suffering
associated with psychosis at theamily level is only exceeded by dementia and quadriplegia.
Research undertaken within the Adult Morbidity Survey identifies that people with a psychotic
illness who live in the community have low rates of employment and when employed, are oftenin
poorlypaid and less secure jobs.

Adult Psychiatric Morbidity Survey: Survey of Mental Health and Wellbeing, England, 2014

The key findings from the Adult Morbidity Survey 2014 (AMS) found the following common
characteristic associations for people with a@sgtic disorder;

Higherrates in black men compared to men from other ethnic groups
Economically inactive

Receipt of benefits (claimants of Employment and Support Allowance)
People who live alone (social isolation)

v I

Key messages from the APMS on a natitenzel include;
A Prevalence of psychotic disorder in the past year: less than 1 adultin 100 was identified with
a psychoticdisorder (0.7% in 2014)

A Prevalence of psychotic disorder in the past year by age and sex: No difference in rate was
found between nen and women (0.5% men and 0.6% women).

A In both men and women the highest prevalence was in those aged 35 to 44 years

Chart 33.1identifies the estimated numbers of diagnosed psychotic disorders by age group, based
on the application of national rates from respondents of the APMS (2014) and applied to the
Shropshire mid year population estimates.

The numbers are small compareddmmmon mental disorders with an estimated 1,299 psychotic
disorders in Shropshire (548 for males and 742 for females). Chart 3.1 shows the peaks for both
males and females are for ages 35 to 44 years and 55 to 64 years, with female numbers being slightly
higher than males forthose aged 16 to 35 years and aged 55 or more.

Due to the difficulties often associated with missing data where confirmation through SCAN
interview was not undertaken in assessment. (SCAN&s of instruments and manuals aimed at
assessing, measuring and classifying psychopathology and behaviour associated with the major
psydiatric disorders in adult lifg

Chart 33.2identifies the estimated numbers of Shropshire people by age who are classified as
having a probable psychoticsbrder. This has been calculated in the same manner as Chart 3.1
using mid year population estimates and APMS rates. The Chart shows that although male
prevalence peaks are the same as in Chart 3.1, the female peak s clearly defined for the 45 to 54
year old group.

Pages0 of 103



Chart 3.3.1: Estimated number of Psychotic disorders in the past year based
on mid year populations (2016) for Shropshire males and females by age and
rates in the APMS (2014)

® Males B Females
250
200
150
100
0 - l
16-24 55-64 65-74

Chart 3.3.2: Estimated number of Probable Psychotic disorders in the past
year based on mid year populations (2016) for Shropshire males and females
by age and rates in the APMS (2014)
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Public Health England Health Profile for Shropshire

Key messages from the Health Profiles indicate the following trends. Note there were no areas on
the Profile where Shropshire was recorded as performing worse than the nationageier

Shropshire performing similar to the England average
1. Social care mental health clients receiving services: rate per 100,000 population
A 201213 to 201314 Shropshire rates were significantly below both the England aver
and the West Midlands average.
A Shropshire rate in 20134 was 108 compared to the England average of 384 and thé
West Midlands rate of 247.
A Both the Shropshire Coupaind England trends were decreasing

2. Schizophrenia emergency admissions: rate per 100,000 population aged 18+:
A 201112 were significantly lower than either the England or West Midlands average

A 200910-201112 the England rate (57) increased &igher rate compared to
Shropshire at 37

3. New cases of psychosis: estimated incidence rate per 10@0pQlation aged 1®4
A 2011 synthetic datsBhropshire rates (16.3) were significantly lower than either the
England average of 24.2 or the West Midlaadsrage of 25

Findings from Shropshire County Mental Health Services Intelligence Report (Fel;Zodie 2017)

Inthis section 4 groups of psychosis were defined;

A Group 1: psychosistepisode

A Group 2: psychosis ongoing or recurrent
A Group 3:psychotic crisis

A Group 4: very severe engagement

Group 1: psychosis’lepisode

Age and Gender:
A There were similar rates between males and females for all ages and across all the age bands
except forthose aged 464 where there were significantly higheattes of females to males.
A For both males and females, rates were higher k24%ge band but were similar to those
aged 2544 but significantly higher than those aged 45+.
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Chart 3.3.3: Psychosis - 1st episode: by age and gender:
Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Deprivation:
A Chart 3.3.4hows that by all age all gender there were higher rates of people from the least
deprived quintile but that the rates were statistically similar across all the deprivation
quintiles.

A Chart 3.3.5hows that where arate was recorded, rates were highefdmales from the
least deprived area but were statistically similar across all the deprivation quintiles

A Rates were higherfor males from both the second and fourth quintiles but were again
statistically similar across all the quintiles.

Chart 3.3.4: Psychosis - 1st episode: All age all gender by deprivation:

Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)
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Chart 3.3.5: Psychosis - 1st episode: All age and gender by de privation:

Age standardised rates per 100,000 population
sC3 sca 5C5 - Least deprived

mFemale All Age  m Male All Age
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Rurality:
For all age all genders, there were similar rates from rural and town areas but significantly lower

rates from urban areas.

Place Plan
Highlighted in dark green are the place plan areas that were significantly higher than the Shropshire

average foPsychosislst episodeases and these were: Ellesmere, West & Central Shrewsbury and
South Shrewsbury.
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Map 2.3.1: Psychosis - 1st episode: all age all gender by place plan
Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)
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Group 2:psychosis ongoing or recurrent

Age and Gender:
Overall, there were higher rates of females to males but this was not significant.
There were similar rates between the genders across all the age bands except for those aged
45-64 which had significantlyigher rates of females compared to males.
Figure 12 shows that there were higher rates for females in thé4age band, which was
similarto those aged 284 but significantly higher than those from the remaining age
bands.
A There were significantly gher rates for males aged-28l compared to all the other age
bands.

>

>\

Chart 3.3.6 Psychosis - ongoing or recurrent: by age and gender:
Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foulldasto{S8SFT)

Deprivation:
A For all age all genders, the highest rates were from the most deprived quintile and were
similar to quintile 3 but was significantly higher than the remaining quintiles.
Chart 3.3.5hows higher rates of females from the most di#gd quintile but was similar to
all the remaining quintiles except quintile 3, which is significantly lower.
There were significantly higher rates for males from the most deprived quintile compared to

all the other quintiles.

>\

>\
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Chart 3.3.7: Psychosis - ongoing or recurrent:  all age all gender by deprivation:
Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Chart 3.3.8: Psychosis - ongoing or recurrent:  all ag e and gender by deprivation:
Age standardised rates per 100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Rurality:
There were higher rates of people from towns but there was no significant diffe tesiweeen the
areas.

Place Plan:
Highlighted in dark mauve are the place plan areas that were significantly higher than the Shropshire
average foPsychosisongoing or recurrentases and these were: Oswestry Town, West & Central

Shrewsbury and South Shvsbury.
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Map 3.3.2: Psychosis - ongoing or recurrent:  all age all gender by place plan:
Age standardised rates per 100,000 population
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Group 3:Psychaotic crisis

Age andGender:

Overall, there were higher rates of males to females but this was not significant.
Chart 3.3.%hows that where arate was recorded, the rates were similar between the
genders across all the age bands and rates were similar between each agebaach

gender.

A
A

Chart 3.3.9: Psychosis - psychotic crisis:. by age and gender: Age standardised rates per
100,000 population
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Source: South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Deprivation:

A Chart 3.3.1Ghows that where @ate was recorded, a higher rate of people from the most
deprived quintile; however, this was not significant.

Chart 3.3.1khows that ates were similar between the genders across all the quintiles
There were higher rates of females from the ledsfprived quintile but this was not
significant whilst there were higher rates of males from the most deprived quintile but this
was similar to all the other quintiles.

>\ >\
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Chart 3.3.10: Psychotic crisis:  all age all gender: by deprivation
Age standardised rates per 100,000 population
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Chart 3.3.11: Psychotic crisis: all age and gender by deprivation
Age standardised rates per 100,000 population
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Source: Sout8taffordshire and Shropshire Healthcare NHS Foundation Trust (SSFT)

Rurality:
Rates for urban areas were nil but were similar between rural and town areas.

Place Plan:
Highlighted in dark blue are the place plan areas that were significantly higher than the Shropshire
average foPsychotic crisisases and these were: Ellesmere Town and West & Central Shrewsbury.
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Map 3.3.3: Psychotic crisis: all age all gender: by pla ce plan
Age standardised rates per 100,000 population
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Group 4:Psychosis witlvery severe engagement

Age and Gender:

A For all age all gender, there were higher rates for males compared to females but this was

not significant.

A Rates between the genders across all the age bands were similar excepBby&ar olds
where there was a nil count for females.
Figure 18 showthat where a rate was recorded, the highest rate for females was in the 25
44 age band and was similar to the @3 year age band but was significantly higher than the
65+age band.
A There was a similar pattern for males: the highest rate being in3h&2age band and

similar to those aged 134 but significantly higher than those aged 45+.

>\

Chart 3.3.12: Psychosis - very severe engagement: by age and gender
Age standardised rates per 100,000 population
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Deprivation:

A For all age, all gender there was a significantly higher rate of people from the most deprived
quintile compared to all the other quintiles (figure 19).

A Chart 3.3.13hows that where a rate was recorded, tieevas no significant difference
between the genders; however there were higher female rates from the most deprived
quintile which was similar to SC2 butwas significantly higher than the lesser deprived area
SCA4.

A There were higher rates of males frohletmost deprived quintile, which was similar to SC3
but significantly higher than the lesser deprived quintiles-SC5.
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Chart 3.3.13: Psychosis - very severe engagement: all age all gender by deprivation
Age standardised rates per 100,000 population
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Chart 3.3.14: Psychosis - very severe engagement: all age and gender by deprivation
Age standardised rates per 100,000 population
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Rurality:
There was a higher rate of people from town areas but this was similar to both rural and urban

areas.
Place Plan:

Highlighted in dark blue are the place plan areas that are significantly higher than the Shropshire
average foPsychosisvery severe engagemecases and these are: South Shrewsbury and Shifnal.
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Map 3.3.4: Psychosis - very severe engagement: all age all gender by place plan
Age standardised rates per 100,000 population
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Section 4Crisis SelfHarm and Suicide

Crisis

A mental health crisis is where a person feeiable to cope or be in control of a situation and
associated with extreme emotional distress or anxiety, inability to cope witktdalay life or has
thoughts about suicide, selfarm or experience hallucinations.

Section 136

A section 136 refers to aamergency power within the Mental Health Act which allows an individual

to be takento a place of safety from a public place, if a police officer considers that individual to be
suffering from mental iliness and in need of immediate care. Aplace ofsaféd2 dzf R 6 S I LIS N.
home, a hospital or a police station. Rates of Section 136 in Shropshire have been reported locally as
being high.

Within Shropshire therbas beerl Section 136 Suitgith another opening recently in 2018Chart
4.1 below shows th&ndings of an audit of activity during July and August 2016 identified the
following reasons why people were identifiadder a Section 136 and whether they were admitted
to the suite or not.

It can be seen that;

A 47 people were identified under a Sectid®6 during July and August 2016 with 13 being
admitted to the Suite

A Suicidal thoughts were the most frequent reason for use of Section 136 but most likely to
not be admitted to the Suite

A The primary reason for admittance to the Suite is where there wasem for the safety of
the individual or for others
Chart 4.1 Section 136 Reasons for risk and admissior 2ulg 2016
B Admitted B Not admitted
20
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g 12
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>
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4
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0 Il e
Expressmg Concern for Suicide Hlstory ofMH CTO recal Thret to self
suicidal safety or attempt problems, harm
thoughts safety of acting un-
others well, e.g.
stopped
taking meds/
responding to
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Shropshire Sanctuary

During 2016/17Shropshire MIND and Shropshire CCG (and in partnership with West Mercia police

and a range of other mental health providers) developed a sanctuary model of caieirto

provide an alternative location to Section 136 for people in crisis/mental distress duringaftes.

The Shropshire Sanctuary is based at Observer House in Shrewsbury and provides a safe, calm,
welcoming and reassuring environment that is respive to support individuals to relieve mental

distress, anxiety and associated issues. Following avisitto the Shropshire Sanctuary, a follow up

O2y GO0 Aa FGAOSYLIISR gKSNB FLIWNBLINAIFGS (2 LINRJA

Use of the Shropshire Sanctuary hasreased significantly since January 2018 and is helping to
manage demand on the Section 136 Suite. In March 2018, there were 10 attendance for Section 136
and 48 for the Shropshire Sanctuatyleast half of the reason for visits were related to suatid

thoughts.

Shropshire Sanctuary and S136 Oct17 to Mar 18
&0

a0
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20

I In ol B

D [] |

Ccrober MNowember December January February March

L=

B Indwidualstaken to Shropshire Sanctuary

B Indwiduals detained under 3136 in Shropshire

The latest qualitative feedback from the Shropshire Sanctuary indicates there has been increasing
footfall, with more people being supported by the Sanctuary in the first seven days of January 2018
than the whole of the previous monthlhis equates to an average of 2 people per shift, with an
average of 3 to 5 hours stay.
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Suicide
Research has found evidence for risk of suicide increases with history of suicidel@rseémong

close friends or famifj?4, alcohol or substance misudgunemployment®, male gender and
schizophrenia spectrum disordéfs

Every day in England around 13 people take their own lives and the effects can reach into every
community and have a devastating impact on families, friends, colleagues and othetbelt i

leading cause of premature mortality in men younger than 50 years and those who are bereaved by
suicide are at three times the risk of making a suicide attempt themselves.

Suicide risk reflects the wider inequalities as there are marked differencscide rates according
G2 LIS2LX SQa az20Atf IyR SO2y2YAO0 OANDdzvaidl yoSax
affected.

National data on suicide identifies the following key themes;

In 2014 in England there were 4,882 deaths registeredasidt of suicide.

The rate has remained similar since 2001 and is currently at 10.1 per 100,000 people

(2013¢ 15).

Men are significantly higher risk with 3 outé4uicides being completed by men, with

the greatestrisk in those aged 45 to yi®ars.

There is a secondary peak in suicides for men aged over 75 years which is attributed to

those affected by bereavement, loneliness and chronicillness

There has been an increasing trend in recent years of female suicides

Greater risk of suicide isssciated for people with a history eélf-harm, mental ill

health, substance misuse and time spentin prison.

Additional key risks include access to means, chronicillness and occupation (particularly

medical, vets, farmers and those in lowest skilledupations such as malesin labourer

or construction roles).

A Suicide rates for children and young people are low in England, with a total of 145
suicides between 2014 and 2015. Those in their late teens are at greatest risk, with 70%
being male in this peod.

A Reasons identified for the young people that committed suicide include bereavement by

the suicide of a friend or family member, a chronic health problem such as asthma or

acne, academic stress, bullying and social isolation.

> > > > >
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Chart 4.2: Suicide agstandardised rate: per 100,000
(3 year average) England average
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Application toShropshire

Between 2013 and 2015 there were 131 deaths recorded as suicide across Shropshire and Telford
and Wrekin (both LA areas which share a Coroner service). Of these, 100 were men and 31 were
female.

Chart 4.3 lpelow) compares the age standardiseate of suicide for Shropshire compared to the
England average, based on 3 year average data (due to small numbers). It can be seen that following
an increase above the England rate in 2020 the local suicide rate has consistently been reducing
to the latest data point for 20135 where itis now significantly lower compared to the national
average.
Chart 4.3

Suicide: age-standardised rate per 100,000 population (3 year
average) (Persons) - Shropshire
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Data from the Public Health England Health Profile identified the following trends afjine
standardiseduiciderate for Shropshire;

A Quicide ate in Shropshire declined in the period 2013 to 201315.

A The Shropshire rate (9p&r 100,000 peoplpwas similar in 20235 to both the England rate of
10.2per 100,000and the West Midlands rate of 108 r 100,000

An audit of Coroner inquests fdeaths by suicide or expected suicide between 2014 and 2016
identified the following themes;

95 suicides across Shropshire and Telford and Wrekin

54 (57%) of these suicides took place within a Shropshire postcode

72% of suicides were male (n=69) and 28%ale (n=27). The table below provides a
summary of suicide by gender by location of death.

> >

Suicide by gender 20142015 for T&W and Shropshire

Grand
Row Labels | Shropshire| T&W Total
Female 16 11 27
Male 38 30 68
Grand Total 54 41 95

Suicide Preventionin Shropshire

A Shropshire and Telford and Wrekin joint Suicide Prevention Strategy (2017 to 2020) was ratified in
May 2017 andis currently being implemented through the creation of a Shropshire Partnership
Action Group (witlstakeholders representing health, social care, the voluntary and community
sector as well as organisations that have regular interaction with high risk groups). The Strategy
seeksto;

Reduce suicide in Shropshire through early identification and int¢i@for people at risk
Provide the best support for people affected by suicide and ensure they are connected to
the services which can most meet their needs

Promote clear pathways and signposting to the various sources of support for people
experiencinggsis and who may be eitheelfharming or considering suicide

Equip all services who may interact with people at greater risketfharmor suicide with

the knowledge and confidence to recognise systems of risk and approaches to intervention.

> >

>\

As of Deember 2017, the Shropshire Suicide Prevention Action Group (a-ag#ticy partnership)
agreed the formation of 6 work streams with dedicated operational teams to be established and
progress actions to achieve the outcomes of the Strategy. The work stra@nas follows;

Work-streams Purpose
Communications A To develop and implement a Communications Strategy for the Shropshire Action P14
and Media order to raise awareness across the county and encourage participation with the agg

A To work with themedia to reduce stigma, reduce the risk of imitation following a suic
death andinformation as to how to access local supportservices if writing a related

Access to support, | A To reduce the risk of suicidein high rigkups through the use of targeted programme:

Prevention and A To identify and promote the access points/services thatcan provide supportfor peoy

Care Plans who selfharm/are atrisk of suicide/arein crisis or bereaved by suicide.

A To ensure clear pathways existand are comioated between different agencies
(including education, primary care, probation etc).
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To ensure continuity for access to appropriate supportis builtinto other care pathwa
(such as depression) following discharge.

To establish pathways that monitor p&r of care between mental, physical health and
long term conditions.

To review support available and communication pathways for Carers of vulnerable
people that are at risk of suicide.

To ensure Care Plans are used and provided for people identifiedlaitrran
appropriately timed manner for the situation (e.g. immediate plans for those presenti
incrisis). Specific links to be made with perinatal mental health and older people.

Using Information

To identify what types of data will bestform impact of activity and how the partnershi

and Data group can sharerelevant information.
To consider whether the group can influence the collection of information that may
better inform our actions (e.g. coding systems for deliberate-Balimin A&E).
Sef-Harm To identify how we can best work with partners to identify people who deliberagel§

harm, appropriate sharing of information and how to ensure they can access suppor|

Engaging post
Suicide

To provide a package of care for people who havenbefected by a suicide death whic
establishes a consistent message as to the different types of supportavailable, wha
be happening as part of the post suicide process and can provide a link into/betweer
these services.

Training

To provide suicide awareness aselfharmtraining for all staff with a public facing roleg
in order to identify warning signs and understand how to refer to appropriate suppor
agencies.

Suicide postvention training to be provided to all people who arest likely to interact
with bereaved people following a suicide death.

To promote good emotional wellbeing and mental health firstaid within workplaces ¢
organisations across Shropshire.

SelfHarm

Seltharm, whether involving intentional seffoisoning or selinjury, is the mostimportant risk
factor for death by suicide, even though many people walitharmdo notintend to take their own
life. Peoplewho frequently present to hospital followsgtharmare a particularly vulnerable

group.

While most people wheeltharmdo not die by suicide, the strong link betwesel-harmand
suicide make this a matter of concern. Evidence as reported by Public Health England has found

that;

j>\

>

There are aroun@00,000 episodes sklf-harmthat presentto hospital services each year
nationally
The true scale of the problem is not known as many peoplesetiharmdo not attend

A&E or seek help from health or other services

>\

Roughly 50% of people who die by suicide have a hist@gléharm, in many cases with an

episode shortly before death

>\

Around 15% of those who die by suicide have carried out an agléharmleading to

presentation at hospital in the year before theeath

Data from the PHE Health Profiles for Shropshire has identified for Emergency hospital Admissions
for intentional selfharm;

A Therate has increased in they@ar period 201213 to 201415
A Shropshire rates in 201%5 (176) are similar to both thHengland rate of 191.4 aritle
West Midlands rate of 191
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Shropshiredemographicof seli-harm

Local analysis from the Shropshire Emerg&wifgharmAdmissions 20245 & 201516 report
(Shropshire Council, 2017) identified the following trends;

1. The top 1Gselfharmhospital admissions by diagnosis in the reporting time period (which
comprised over 85% of all diagnosssifharmadmissions) were;

Open wound of forearm

Open wound of wristand hand

Poisoning by hormones and their synthetic substitutes andgmtasts, not
elsewhere classified

iv.  Poisoning by nonopioid analgesics, antipyretics and antirheumatics
v. Poisoning by narcotics and psychodysleptics [hallucinogens]
vi.  Poisoning by antiepileptic, sedatigpnotic and antiparkinsonism drugs
vii.  Poisoning bypsychotropic drugs, not elsewhere classified
viii.  Poisoning by drugs primarily affecting the autonomic nervous system
ix. Poisoning by primarily systemic and haematological agents, not elsewhere classified
X.  Poisoning by diuretics and other and unspecified drugs,icalents and biological

substances

2. There were no significant differences between ireportionsof people admitted foself-
harmbetween 201415 (437 admissions, 53%) and 2015 (387 admissions, 46.9%).

3. Inbothyearsthere was a higher rate of femademitted forselfharm(a rate of 203 per
100,000 peoplein 14/15 and 191 per 100,000 people in 15/16) compared to males (rate of
134 per 100,000 people in 14/15 and 117 per 100,000 in 15/16). There were no significant
differences between the years for elagender.

4. Chart 4.4shows the rate of admissions by year and age band. There were significantly higher
rates of admissions in both years for those age@45ollowed by those aged 284 both of
which were significantly higher than the Shropshire aver&ges were similar between
the yearsin all age bands.

Chart 4.4: Age standardised rate (per 100,000 population) of all self
and age band

-harm admissions by year

600

500

B
8

ASR per 100,000 population
w
8

g

o

100

I.

00-04 05-14 15-24 25-44 45-64 65+

Al 2014-15  EssAll 2015-16 Shropshire Avg 2014-15  sss=Shropshire Avg 2015-16

Pagerlof 103



Source: SUS Hospital admissions data extracted by CSU2¢02@1516

5. A significantly lgher rate of females compared to males was admitted from age bands 05
14 and 1524 in both years; however rates were similar for each gender, across both years in
each age band (table 1).

Table 4.1: Age standardised rate (per 100,000 population) of all self-harm admissions
2014-15 i 2015-16 by age band and gender
95% confidence interval

Male Female Male Female
Age [2014-15|LLC [UCL|2014-15|LLC [UCL2015-|LLC |UCL |2015-16|LCL [UCL
00-04 0 0 0 of 0o O 0 0 0 0 0 0
05-14 35 7] 64 28 209 3671 36 7| 64 262 185 34Q

15-24 273 198 348 580 465 694 192 128 256 593 475 710

25-44 224 175 274 213 164 2620 226 176 276 221 171 272

45-64 119 87 151 141] 105 176 83 56| 110 101 71] 13(Q

65+ 421 20| 64 55 31 79 49 24 74 421 21 63
Source: SUS Hospital admissions data extracted by CSU2¢2@1516

6. There were significantly higher admissions rates of people from the most deprived quintile
compared to the leastin both years and were above the Shropshire average in both years.

Chart 4.5: Age standardised rate (per 100,000 population) of deprivation by year 1 all
age all gender 2014 -15 i 2015-16
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s All 2014-15 B All 2015-16  ====Shropshire Avg 2014-15  sss=Shropshire Avg 2015-16

Source: SUS Hospital admissions data extracted by CSU2¢2@1516

7. In 201415 there were similar rates between the genders across all the quintiles except for
quintile 2which had a significantly higrate of admissions for females compared to males.
This pattern was similar in 2015 except for a significantly higher rate of admissions for
females compared to males from the least deprived quintile.
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8.

In both years a significantly higher rate of sedrm admissions was for people from urban
areas compared to rural areas, but both were similar to town areas.

Whitchurch, was significantly higher than the Shropshire average for all age, gender and
diagnosiselfharm(as shown in Map 1 and table 3)n individual years: Shrewsbury North
East and Oswestry Town were significantly higher than the Shropshire average in beth 2014
15 and 201516 and Whitchurch was also significantly higher in 2084 Rates between the

years across all the place plan ar@ae all similar.

Table 4.2: All age, gender and diagnosis significance to Shropshire average : Age
standardised rate by place planmap i 2014-15 & 2015-16

= - = = | B & = =
£l | Elsl.clzE e .= =58 2z |3 Bl _|3 |5z 8 p_3$ =
Place Flam Area £ |8=| S| B|EE|SE|E.| E| B| E|ER|cElcEl=-8¥c|8 EZ| E|E_|=BlcEl 528 =
: |2%| B E|5%|85|2E| 8| 5| S5 E|SEEEcElzE|EE| E|EE|Sz5E| EEEE| 2
|28 B alGaD=cgax] = x| I|=za|l=zF=z5=3B 2| f5= S| S2R3|R5| =SS =
ifa - =
| el o 150 248 | 145 55 155 250 106 | 187 167 202 [167 208
Similan Source: SUS Hospital admissions data extractedby CSU2014  -15& 2015-16

Map 4.3: All age, gender and diagnosis sig nificance to Shropshire average :Age
standardised rate by place planmap i 2014-15 & 2015-16

Shropshire County Place Plan Areas

Significance to Shropshire Avg
- Higher

‘@Crown copyright 2016 OS 100049049 ‘ - Lower

I:l Similar

Shropshire Council
Public Health Intelligence Team

Y - Shro pShire The Shirehall, Abbey Foregate,

Council Shrewsbury, Shropshire, SY2 BND
Scale © 1:375 225

Source: SUS Hospital admissions data extracted by CSU281201516
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ASR per 100,000 population

10. There were significantly higher rates of shdrm admissions were f@oisoning by
nonopioid analgesics, antipyretics and antirheumaitidsoth years and rates between the
years were similar across the diagnosis headings (as s€drai4. .

11. In 201415 there were significantly higher rates of s@drm admissions for females
compared to males fgoisoning by nonopioid analgesics, antipyretics and antirheumatics
andopen wound forearnthe remaining diagnosis headings were all similar. In-261the
pattern was similar between the genders across all the diagnosis headings except fora
significantly higher rate of females admitted fmwisoning by nonopioid analgesics,
antipyretics and antirheumatig¢$able 4). Rates were similar across all the diaggo
headings between each year for each gender.

Figure 4.6: Age standardised rate (per 100,000 population) of all self ~ -harm admissions
2014-15 7 2015-16 by diagnosis by year
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Source: SUS Hospital admissions data extracted by CSU2¢2@1516
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Table 1.3 Age standardised rate (per 100,000 population) of all self
2015-16 by diagnosis by year and gender

-harm admissions 2014 -15 i

95% Confidence Interval

Male Female Male Female
ICD10 Description Heading 2014-15 [LLC [UCL[2014-15 |LLC|{UCL{2015-16|LLC |UCL|2015-16|LLC{UCL
Poisoning by nonopioid analgesics,
antipyretics and antirheumatics 41 31 51 78 64 92 46| 35 57 84 69 100
Poisoning by psychotropic drugs, not
elsewhere classified 25 17| 33| 33 23 42 171 11 24 3y 22 41
Poisoning by antiepileptic, sedative-
hypnotic and antiparkinsonism drugs 200 12| 27 23 15 31 13 71 19 200 13 27
Poisoning by narcotics and psychodyslep
[hallucinogens] 18| 11 25 15 9 22 100 5| 16 11 6] 17
Poisoning by diuretics and other and
unspecified drugs, medicaments and
biological substances 5 2 9 9 4| 14 3 O 6 5 1 9
Open wound of forearm 1 0 2 9 4| 14 2 o 4 8 3 12
Open wound of wrist and hand 3 0 6 a 1 7 0 o O o O 0
Poisoning by primarily systemic and
haematological agents, not elsewhere 3 0 5 1] 0 2 1 o 2 3 O 5
Poisoning by hormones and their syntheti
substitutes and antagonists, not elsewhel 1 0 2 2l 0O 5 1 o 3 3 O 5
Poisoning by drugs primarily affecting the
autonomic nervous system 1 0 4 1] 0 3 5 1 8 1 O 3

Source: SUS Hospital admissions data extracted b@315¢201516

The followingnapshowsthe usual residence of attenders feel-harmadmissions (diagnosed as

deliberateselfharm) at a rate per 1,000 population. The anonymised postcodes were then mapped

in order to assess links with deprivation. The findings indicate that the highe stfregéf-harm

hospital attendances (8.1 per 1,000) came from the 10% most deprived communities and displays a

step reduction as deprivation reduces.
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Map 4.2 A&E attendances from deliberate selfarm in Shropshire

A&E attendances diagnosed as deliberate self harm by LSOA
April - December 2016
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2015 IMD Decile

10% most deprived
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Section 5Mental Health and Substance Misugdual Diagnosis

Substance misusgan often be seen assualkather than theexceptioramong people with severe
mental health problems and the relationship between the two is comgRerple with mental

health problemsan bemore sensitive to the effects of modest amounts of substances due to the
psychaobiological vulnerability that undeids their psychiatric disorder.

The combination of substance misuse and mental health issues in an individual is commonly referred ;
U2 Fa aRdzl ¢ RAIFIdy2aAraézr 0UK2z2dzaK Ay Y2z2aud OANDdzyad

The majority of people in substance misuse services are likely to experience problems with their
mental health. National research found 70% of drug users and 86% of alcohol users in treatment
have mental health problems. In suicides of people experigmuiantal health problems, 54% also
have a history of problems with drugs and alcohol.

Research has also found people with drug/alcohol dependency who demonstrate mental health
conditions are not always able to access the help they need. Reasonsfeaiij from the level of
mental health distress not great enough to warrant specialist services, to exclusion of support from
mental health services due to their substance misuse. A number of reports and guidance, including
clinical guidance from the Niatnal Institute of Clinical Excellence (NICE) promote better care co
ordination and support for this client group. Despite this, dual diagnosis aodcarring

drug/alcohol and mental health conditions has remained a challenging area, with many people
falling through the delivery gaps.

Public Health England (PHE) have published guidance to complimentthe NHS Five Year Forward
View for Mental Health to supportimproved care for those witheodsting mental health and
drug/alcohol dependency issueBeter care for people with coccurring mental health and
alcohol/drug use conditions: A guide for commissioners and service providers (PHRr@d8s a
framework to support implementing change to support better careocdination. The guidance
coversall age groups, all substances and all types of mental health conditions. ptaisotes
commissioners and providers of mental health and substance misuse services to have joint
responsibility for meeting the needs of people with@ocurring conditions Experts by experience
and their carers should also be involved in the commissioning of evidea®ed services.

Theprinciples of this guidance are;

A 9 @S NE 2 & Alkservicé/graviders (including homeless and wider social care teams) and
commissiones have responsibility to work together to achieve shared solutions to meet the
needs of this cohort.

A No Wrong Doorg Treatment for any caccurring condition is available through every
contact point, all services have an open door policy feocourringconditions.

A Understanding local need All partnerships should have a good understanding of need and
be able to project likely future demands.

A Usingthe evidence basgAll services should be commissioned using the evidence base

PHE have also developedata tool Ceoccurring substance misuse and mental health issues
profiling tool to support this area of work. The tool supports an intelligence driven approach to
supporting need, benchmarking areas against both regional and national trend against amafmbe
indicators. The tool also measures the quality of the data used and whether there is any significant
change in the direction of travel from previous years.
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Alcohol Consumption

Alcohol misuse drazardous drinkings a pattern of alcohol consumptia@arrying risks of physical
and psychological harm to the individual and may include alcohol dependence.

The Adult Psychiatric Morbidity Survey (2014) identified the prevalence of harmful drinking in

England for adults to be 16.6%. Levels of hazardaokidig have declined in men over the past 15

years (36.8% in 2000 among 16 to 74 year olds to 27.9% in 2014) and has remained stable in women.
However, although hazardous drinking has become less common in 16 to 24 year olds (reducing

from 6.2% in 2007 td.2% in 2014) it has become more common in 55 to 64 year olds (increasing

from 1.4% in 2007 to 2.8% in 2014).

The survey identifies higher risk factors for alcohol misuse as;

A White British men and women
A Adults under 60 years of age living alone
A People irreceipt of Employment and Support Allowance (ESA)

In addition to the above, a quarter of adults with probable alcohol dependence (an AUDIT score of
over 20) were receiving treatment and services for a mental or emotional problem. Of this group,
6.1% werdaking medication to treat substance misuse and 6.3% were in substance misuse
counselling.

Chart 5.1 uses the mid year population estimates (2016) against the APMS (2014) rates for harmful
and hazardous drinking. Itcan be seenthat if Shropshire rates similar to the national rates,

there would be consistently more males at each group who misuse alcohol. The peak age for males
in Shropshire is 55 to 64 years compared to females who peak at 16 to 24 years.

Chart 5.1: Estimated population in Shropshire with reported
hazardous or harmful drinking behaviour in the past year
(numbers)

H Male Hazardous or harmful drinking m Female Hazardous or harmful drinking
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- |
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The Charts below display the ratehafspital admissions per 100,000 for mental and behaviour
disorders due to the use of alcohol for males and females (PHE Local Alcohol Profiles for England,
2018). Although the male admission rates both locally and nationally are higher than female
admissons, the Shropshire rates are significantly lower compared to the England averages;
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45.5 per 100,000 for Shropshire males comparedto 111.6 per 100,000 England average in
2015/16

29.9 per 100,000 for Shropshire females compared to 49.7 per 100,000 fanBrayerage

in 2015/16

)>\

Chart 5.2

Drug misuse

Chart 5.3 uses the mid year population estimates (2016) against the APMS (2014) rates for drug
dependence in the past year by age and gender. Intotal there is an estimated 9,705 Shropshire
people whahave any drug dependence. It can also be seen thatif Shropshire rates were similar to
the national rates, cannabis is reported to be the highest used dependent drug for males at each age
group, followed by cocaine (highest usage in the 16 to 34 yearpyand heroin/methadone (most
commonin the 25 to 44 year group). Male drug dependence reduces with increasing age from
11.8% inages 16 to 24 years compared to 0.3% in males aged over 75 years.

Chart 5.3: Estimated male population in Shropshire with reported
drug dependence
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