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Cumbiria is England’s second
largest county, representing
48% of the land mass in the
North West, with an
estimated population of
495,000

51% of Cumbria’s total
population live in rural
areas. This compares to 19%
of the population of
England and Wales.

There are 73 people per Kmj
of Cumbria. Population
density is highest in Barrow
at 906 people per Km, and
lowest in Eden at 24 people
per Km,.

Since 2001 the population of
Cumbria has risen by 1.3%
compared to a 5.3% rise
nationally.

There were 5,068 live births
and 5,431 deaths in Cumbria
during 2010

31% of working age
residents in Cumbria are
qualified to NVQ level 4 or
higher.

49% of people with a
disability in Cumbria are
employed. This varies from
26% in Copeland to 70% in
Allerdale.

In early 2012 the average
house price in Cumbiria is
£167,455 compared with the
national average of
£238,205.

13% of Cumbrian children
live in poverty, which is
lower than the national
average at 21%.

There were 1584 deaths
from all causes of cancer in
2010. This gives a rate of
319 deaths per 100,000
people.

Life expectancy in Cumbria is
79.9 years which is slightly
lower than the national
average.

In Cumbria 28.5% of people
eat five or more portions of
fruit and vegetables a day
which is similar to the
national level.

31% of people in Cumbria
feel that they can influence
decisions affecting their
area.

85% of adults in Cumbria
report that they were
satisfied with their local area
as a place to live compared
to 80% for England as a
whole.

The average household
income in Cumbria is
£26,004 nearly £3000 less
than the national average.

The number of people
unemployed and claiming
Job Seekers allowance rose
by 238 between January
2012 and February 2012 to
reach 9,853 (3.2%). This is
the highest it has been since
January 2000.

13.8% of households in
Cumbria have an annual
income of less than £10,000

Out of the 149 counties in
England Cumbria is the 85t
most deprived. Barrow is the
most deprived district in
Cumbria while South
Lakeland is the least
deprived.

4.9% of Cumbria’s
population are from black,
minority and ethnic groups
compared to 16.7% in
England and Wales.

258 people were killed or
seriously injured on
Cumbria’s roads during 2010
and 2011.

In Cumbria there are 9,329
people registered with a
learning disability in 2010,
this is predicted to increase
to 10,074 by 2030.

In Cumbria there were
around 7,000 people with
Dementia, by 2030 this is
estimated to increase to
around 13,000.
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Foreword

Following the devastating events that have
touched Cumbria in recent years, my 2011 report
focused on resilience and the steps that the
public, professionals, health services and partners
can take to prepare, protect, prevent and respond
to hazards and threats to health. The report
explored the role of vaccine and screening
programmes, our performance at tackling
infection and infection prevention, emergency
planning and our emergency response to major
incidents as well as an overview of the counties
hazardous occupations and injury and violence
statistics. By bringing together an overview of our
resilience, response and health protection
strategies, | expressed the hope that we would be
in a stronger position to reduce the toll of
avoidable ill health in the coming years.

This is my fifth annual
report on the health of
the people of Cumbria.

The introduction of Public Health Annual
Reports extends back over 150 years to the first
reports produced by the Medical Officers of
Health in local government. Those reports
represented the independent assessment of the
state of health in boroughs around the country
and were presented to the annual meeting of
the borough council. Their independence from
political interference was guaranteed and the
right of the Medical Officer of Health to draw
attention to uncomfortable facts was protected.
Medical Officers of Health could not be removed
from office for being controversial, only for
incompetence.

As | draft this year’s annual report, on the cusp
of public health functions in England being
returned from the National Health Service to a
partial base in local government, it is important
that we should remind ourselves of the influence
of these important documents of record.

=

For my report this year, | have chosen to focus on
some broad areas of public health as we begin
to develop the new public health system. | will
provide an overview of the health characteristics
of each of our six localities within Cumbiria,
including the challenges that each locality is
facing, | will then describe some key public
health topics that affect people at different
stages of the life cycle:

B Adolescence and epilepsy

B Working age adults and the impact of the
economic recession

B Older adults and sensory loss

B The health of military veterans.

| then review progress made on
recommendations made in last year’s report.

Dr John R Ashton CBE

Director of Public Health
& County Medical Officer, Cumbria
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Introduction

The last 18 months has been a time of turmoil
and tension within the National Health Service,
not least for public health, as the coalition
government’s intentions for health and social
care and public health have become clearer,
culminating in the recent passage of the Health
and Social Care Bill. It has become clear that the
structure and arrangements for all these
fundamental aspects of our daily lives are to be
subject to more radical change than at any time
since the creation of the National Health Service
in 1948.

Taking the long view, we can see that the origins
of public health in the 1840s were grounded in
the immense threat to health posed by rapid
urbanisation, slum dwellings, squalor and
epidemic disease. In response, the town councils
of the day, in varying degree, took up the
gauntlet and developed a public health system
based on local government, which was to be
copied around the world, not least in those
countries that today are part of the British
Commonwealth. The emphasis of these early
efforts was initially on the separation of human
and animal waste from food and water, ensuring
sound basic provision of shelter, the paving of
the streets and removal of refuse.

In the years following the 1848 Public Health
Act, the credibility of Local Authorities was built
on their ability to create environmental and
social conditions conducive to the protection of
the health of the poorest and creating the
conditions in which trade and business could
flourish. Over time, this credibility enabled Local
Authorities to extend their reach into a wide
range of services and activities including such
matters as municipal housing, parks and
gardens, wash houses and swimming pools,
schools, social services, municipal gas works,
tramways and many other endeavours which
became synonymous with the concept of local
government.

Today, many have forgotten that the early
pioneering work of local government lay in the
mobilising of the public and of the assets of the
town through an alliance of business, church,
community leaders and early public health
pioneers, and that the development of specialist
services was secondary to that corporate,
visionary leadership.

By the end of the Second World War, many
believed that public health had completed its
task in local government, with the coming of
antibiotics and vaccines and improved social
conditions that had led to the apparent
disappearance of terrifying scourges like
tuberculosis and childhood diseases such as
whooping cough, diphtheria and polio, which
had affected large number of infants well into
the 1930s. The future was felt to be with
technology, pharmaceuticals and specialist
medical care. Family medicine increasingly took
second place to hospitals, and public health
services withered until in 1974 the post of
Medical Officer of Health was abolished and
replaced by community physicians in Health
Authorities. The sometimes huge public health
directorates were split up to create new
directorates such as social services and
environmental health. Many of the front line
health workers such as Health Visitors and
Community Nurses, together with the clinics
from which they operated, were dispatched on a
nomadic journey around the clinical world of the
National Health Service. Humpty Dumpty
certainly fell of the wall in 1974 and the silos
that were created in place soon came to be seen
to have limitations.
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For the past 38 years there has been debate and
growing consensus of the need to reintegrate
front line health and social care closer to home
and away from specialist institutional settings,
coupled with a recognition that securing future
improvements in health and wellbeing, and
protecting the health of an increasingly ageing
population, requires a whole system approach in
which the organised efforts of society can pull
together to create the conditions under which
people can thrive, realise their potential and
enjoy a long and full life.

The demographic challenge, coupled with
increasing possibilities for technical intervention
based on science and an evidence base, have
been joined by the recent global economic crisis
to create a perfect storm in which rising public
expectations have proven to be the straw that
could potentially break the camel’s back.

Successive governments have struggled to
articulate a way forward which remains true to
the founding principles of the National Health
Service; that there should be equal access to
health services to everybody, irrespective of
wealth or social position, and that it should be
free at the time of use.

Here in Cumbria, five years ago we set out to
reconfigure health services closer to home, based
on a public health model of optimising health
for the whole population through prevention as
well as treatment and care. Our model has seen
more people treated in the community and
being given the support to be experts in their
own health.

We have made significant progress in re-
orientating the health service in the county
towards a local system led by primary care, based
on public health principles and with increasingly
strong partnerships at every level.

The recent government reforms have resulted in
a loss of momentum which must now be
restored if we are to square the circle of the
increasing demands at a time of diminished
resources.

The large scale structural changes in the National
Health Service and the changing relationships
between the health service and Local
Government and other agencies is a matter of
great concern to me, from the point of view of
increasing risks, not least those involving the
safeguarding of children and adults. Other areas
of concern include the future of the robust
systems that we have been putting in place for
reporting on and learning from serious
untoward incidents, the commissioning of
reviews into matters of concern such as perinatal
mortality and related services and the ability to
intervene in matters of serious service failure
such has occurred with the breast screening
services in North Cumbria.

Transforming
Public Health

Since the launch of the NHS White Paper ‘Equity
and excellence: liberating the NHS’, in April
2010, there has been much debate about the
future of the health service and the direction of
public health. This led to many changes to the
Bill, which took a protracted path through
parliament.

Now that the Health and Social Care Bill has
passed through parliament, and the structural
changes will come into place on the 15t April
2013, the public health service will return at least
in part to the Local Authority home which it left
in 1974.

The thinking behind this is that public health,
when based in local government, should have
the opportunity to act as a catalyst for change
across the wide range of functions that make up
local government. Health in all policies is a key
theme, building on the assets and social capital
of the community. The intention is to seek
holistic solutions to health and wellbeing which
embrace the public and private sectors and all of
the partners who have a contribution to make to
health and wellbeing. We must revisit the
contribution from town planning, education,
housing, transport, employment, the
environment and those factors which build social
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capital and resilience in ensuring that we have a
unified approach to improving health.

In reality, even in 1948 it was never the case that
public health was seen as completely separate
from the National Health Service, whose
inaugural structure was described as tripartite.
The hospitals, under the direction of hospital
boards, stood side by side with family doctors
and other community health services (opticians,
pharmacies, dentists) and the third arm of the
health service was public health departments in
the town hall.

What are health and
wellbeing boards?

Health and wellbeing boards will be
established as a forum for key leaders from

health and the care system to work together to
improve the health and wellbeing of their local

population and reduce health inequalities.

Each top tier and unitary authority will have its

own Health and Wellbeing Board. Board

members will work together to understand the
needs of their local community, agree priorities

to improve health and wellbeing and
encourage the development of more
integrated commissioning of services across
health and social care. As a result, patients and
the public should experience more joined-up
services from the NHS and local councils in the
future. The boards will also help give
communities a greater say in understanding
and addressing their local health and social
care needs.

The Health and Social Care Bill mandates a
minimum membership of:

B one local elected representative

B a representative of local Healthwatch
organisation

B a representative of each local clinical
commissioning group

B the Local Authority director for adult social
services

Today, what we are about to see is a new version
of the tripartite structure, in which the local
Director of Public Health will need to straddle
the three parts of the public health functions
which will be found in Local Authorities, Public
Health England and the clinical work of the
National Health Service, especially as it relates to
General Practice led commissioning of health
and social care. Central to this new set of
arrangements will be the integrative role of
Health and Wellbeing Boards.

B the Local Authority director for children’s
services

B the director of public health for the Local
Authority.

Since April 2012, Health and Wellbeing Boards
have been established in shadow form. Boards
will take on their statutory functions from
April 2013. They will have a duty to involve
local people in preparation of key documents,
such as the Joint Strategic Needs Assessments,
and the development of joint Health and
Wellbeing Strategies and decision making.

In Cumbria, the Board of Health and Wellbeing
will take its place alongside the other
significant strategic partnership bodies
including the Adult and Child Safeguarding
Boards the Local Enterprise Partnership and the
Safer Cumbria Group. This latter one has
significant overlaps with the scope and reach
of Public Health responsibilities not least with
regard to approaches to drugs and alcohol,
and injury and violence prevention. The
election of the Police and Crime Commissioner
in November this year will raise the profile of
action on these matters. Taken together, these
different partnership bodies represent a 21st
Century reinvigoration of public service
administration and public engagement.
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As well as changes to the structure and
management of health service support systems,
the reforms point towards a larger role for the
private sector in the delivery of treatment and
care. This is not new for the National Health
Service, with some private firms already
undertaking some NHS work especially in
surgical areas and there are also some services
such as such as specialist mental health support
being provided by the independent sector.

Currently around £1 out of every £20 spent
nationally goes to non-NHS providers, yet the
proposed reforms are likely to open this much
wider. This has proved extremely controversial
and exposed the government to claims that the
ultimate aim is the privatisation of health care
based on private health insurance. If this does
turn out to be the case, the experience from
other countries is that cost containment of
health services will become much more
problematic and there is likely to be a significant
increase in administrative costs, an effective levy
of the health budget through the need to pay
profits to shareholders and increased
inefficiencies through duplication of services.
Experience shows that the private sector is
interested in some parts of medical care which
are readily profitable such as certain surgical
specialities but avoids others such as obstetrics,
traumas care, mental health and geriatrics where
costs are must less predictable in relation to
need.

It has also been assumed that the introduction of
more private providers into health care provision
is essentially benign, yet we must not forget the
behaviour of many private cosmetic clinics who
have turned their backs on their responsibility to
provide aftercare to their patients following the
breast implant safety scare of December 2011.
Clinicians, whether based in the community or in
hospital, have important opportunities to
contribute to public health, as our experience in
Cumbria over the past five years has
demonstrated. We need to build on this through
our local GP Consortia in the years ahead.

‘Equity and excellence: liberating the NHS’ states
that “the vision builds on the core values and
principles of the NHS - a comprehensive service,
available to all, free at the point of use, based
on need, not ability to pay”. Asthe changes to
health and social policy progress, it remains to
be seen if this will prove accurate.
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Section 1

District
profiles:

The demographic and health
inequality challenges

Having a good understanding of the people of
Cumbria, their wellbeing, lifestyles and health
needs, as well as their use of health and social
care and trends in disease and illness rates is vital
to help to plan and target services appropriately,
tackle inequalities and fulfil the health and
wellbeing needs of the people of Cumbria,
including those of vulnerable and hard to reach
groups.

This section looks at each of the six localities
within Cumbria (Carlisle, Allerdale, Copeland,
Eden, Furness and South Lakeland), giving an
overview of health and demographic statistics,
and case studies on initiatives to improve health
in each area.

The Cumbiria Joint Strategic Needs Assessment
(JSNA) provides a more in-depth strategic
overview of the needs of the people in Cumbria.
The JSNA is the basis for the Health and
Wellbeing Strategy. Reviewed annually, the JSNA
will, overtime, develop to include an enhanced
focus on the human and physical assets for
health — other than just financial — which will
have to be mobilised to optimise wellbeing in
the world we now find ourselves.
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Carlisle

Domain

Social and Place
Wellbeing

Lifestyles and
Health
Improvements

Health and
Wellbeing Status

Service
Utilisation

Measure

1. % working age adults with level 4 or greater education

2. Fuel poverty

3. Excess winter deaths

4. All benefit claimants

5. % children living in poverty

6. % who feel that they belong to their immediate neighbourhood
7. % people who agree they can influence decisions in their area

8. Estimated smoking prevalence

9. % of mothers smoking during pregnancy
10. Hospital admissions due to alcohol (per 100,000)
11. % reporting drunk and rowdy behaviour as a problem

12. Estimated prevalence of drug misuse (crack and opiates) per 1000
13. % of physically active adults (30 minutes, 5 times a week)

14. % children participating in PE (3 hours of PE a week)

15. % Healthy eating among adults (5 portions of fruit and veg a day)
16. % of year six children obese

17. Mortality from all cancers <75 (per 100,000)

18. Mortality from all circulatory disease <75 (per 100,000)

19. Hospital admissions for neuroses (per 100,000)

20. Admissions for deliberate self-harm (per 100,000)

21. Mortality from suicide and injuries undetermined (per 100,000)
22. Infant mortality per 1000 births

23. % born with low birth weight (<2.5kg)

24. Teenage pregnancy rate (aged 15-17) per 1000

25. % working age population with a disability

26. % working age adults with disabilities in employment

27. % of 0-15 entitled to disability living allowance

Hospital emergency admissions per 1000 of the publication
Calls to CHOC (Cumbria Health on Call) per 1000 of the population
Calls to ambulance service per 1000 of the population

Adult Social Care Service users per 1000 pop aged 18+
Adults predicted to have Dementia per 1000 of the pop aged 18+
Number of cared for known to ASC per 1000 of the pop aged 18+

Children's Social Care Service users per 1000 pop aged 0-17
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_Statistical Summary of Carlisle

Trend Comparisons
Carlisle Compared to previous data Cumbria North West England
Improving 30.9% 28.7% 31.3%
Deteriorating 28.1% 22.1% 18.4%
Deteriorating 17 17.6 18.1
Similar to 13.8 18 14.4
Similar to 15.4% 23.1% 21.3%
Similar to 70% no data 59%
Improving 39.7% no data 29%
no data 21.5 234 21.2
no data 15.3 no data no data
Deteriorating 1896 2295 1743
Improving 20% no data no data
Similar to 7.5 11.5 9.4
Improving 14.7% 11.2% 11.7%
no data 59.8% 57.9% 55.1%
Improving 28.5% 26.2% 28.7%
Similar to 20.8% 19.7% 19%
Similar to 111 123 110
Improving 72 86 70
Deteriorating 18.8 30.1 16.4
no data 234.5 263.2 198.3
Improving 9.1 9 7.9
Deteriorating 3.4 4.9 4.6
Improving 6.8% 7.2% 7.3%
Similar to 37.4 43.5 38.1
Improving 20.6% 22.5% 20.5%
Improving 49.3% 44% 49.2%
Similar to 2.6% 2.9% 2.8%
Actual

12,578
31,965
11,941
3,679

1,395
4,122

= Better than

*Note: The colours denote Carlisle’s comparative performance against Cumbria, the North West
Region and England.
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The district of Carlisle is in the north east corner
of the county. The historic city of Carlisle is the
largest in Cumbria and acts as service centre and
transportation hub for the north of the county
and the south west of Scotland. The district
includes the market towns of Brampton, Dalston
and Longtown. Carlisle district contains two
Areas of Outstanding Natural Beauty and the
western part of Hadrian’s Wall which is classified
as a World Heritage Site by UNESCO.

Carlisle is the most populated district in Cumbria
with a current population of 104,500 people and
a geographical area of 1,040 km2. While
primarily urban, the district still contains notable
rural areas with 29.5% of residents in Carlisle
district living in rural areas. This rurality can have
a significant impact on some residents’ ability to
access essential services including schools, post
offices, and GPs. A Lower Super Output Area in
Lyne ward is the 18" most deprived ward in
England in terms of geographical barriers to
services.

The story of health and wellbeing in Carlisle
district is mixed.

Carlisle district has the lowest proportion of
households living in fuel poverty yet has a high
rate of excess winter deaths.

Negative lifestyle choices and behaviours have
heightened health inequalities within the
district. Levels of smoking, alcohol related harm
and serious drug misuse are high while rates of
participation in physical activity are amongst the
lowest in the county.

The impact of major diseases on the residents of
Carlisle district is high. The district has the
highest premature mortality rate from cancer in
Cumbria and a mortality rate from circulatory
disease above the county average.

There are significant issues relating to the health
of children and young people in the district with
evidence of risk taking behaviour. The rate of
teenage pregnancy is the highest in the county.
Carlisle district also has some of the highest rates
of alcohol related harm among children and
young people in England and a high number of

hospital admissions for deliberate self harm.

In terms of infant health the picture is positive.
Carlisle district has the second lowest rate of
infant mortality in the county and a lower
percentage of babies born with a low birth
weight than the county and national average.

The district has the lowest percentage of
working age adults with a disability in Cumbria.

The district’s overall performance in a range of
health and wellbeing indicators disguises
significant inequalities in health outcomes with a
9.7 year gap between the highest and lowest life
expectancies in Carlisle district.

Carlisle: A Healthy City

In 2009 Carlisle was designated a World Health
Organisation Healthy City. The programme has
three key themes: caring and supportive
environments, healthy living and healthy urban
planning and design.

The first Carlisle Healthy City week took place
from 17t - 23 October 2011 and was an
opportunity to involve a wide range of agencies
and individuals in celebrating the Healthy City
work. It also provided a focus for developing
the Healthy City work with key partners and to
encourage individuals and families from across
the district to participate in a range of activities
designed to promote healthy living.

During the week local leisure providers opened
their doors to offer substantially discounted or
free sessions including outdoor gym sessions and
exercise to music classes. There was also an
opportunity to visit the ‘Fit to Grow’ allotment
projects, which was followed by a cooking
demonstration. The Youth Zone in Carlisle also
supported the event by consulting with young
people and developing their own Health
Manifesto.

During the week there were a series of core
events including ‘Get into Reading’, ‘Growing a
Healthy Carlisle’, ‘Preventing Young People
Smoking’ and a healthy urban planning



conference. These events aimed to bring
together key stakeholders and individuals such
as elected members and GPs to discuss
opportunities to improve collaboration between
partners and to progress Carlisle’s Healthy City
agenda.

For more information about Carlisle Healthy City,
visit www.carlisle.gov.uk.

Lung Cancer Awareness
Campaign

Carlisle GPs supported the ‘Cough, Cough’
campaign which was designed to raise
awareness of lung cancer signs and symptoms.
One key aim of the campaign was to encourage
people to see their GP if they had had a cough
for more than three weeks. During the
campaign those presenting with a cough
increased by 61% in the target areas. Campaign
materials featuring real Cumbrian people
who've been diagnosed with lung cancer were
distributed widely across the district and this
included door drops in targeted areas and using
bus shelters, and bus sides to promote the
campaign message.

Lung cancer is one of the biggest cancer killers
and in 2007, the latest year for which figures are
available, 321 people in Cumbria died from the
disease.

The earlier someone is diagnosed with lung
cancer, the better their chances of treatment and
survival. Symptoms of lung cancer include:

B persistent coughing for several weeks
B unexplained weight loss

B shortness of breath

B chest pain

B blood in phlegm.
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Allerdale

Domain Measure

1. % working age adults with level 4 or greater education
2. Fuel poverty

: 3. Excess winter deaths
Social and Place

. 4. All benefit claimants
Wellbeing

5. % children living in poverty
6. % who feel that they belong to their immediate neighbourhood
7. % people who agree they can influence decisions in their area

8. Estimated smoking prevalence

9. % of mothers smoking during pregnancy
10. Hospital admissions due to alcohol (per 100,000)
Lifestyles and 11. % reporting drunk and rowdy behaviour as a problem

Health 12. Estimated prevalence of drug misuse (crack and opiates) per 1000
Improvements 13. % of physically active adults (30 minutes, 5 times a week)
14. % children participating in PE (3 hours of PE a week)
15. % Healthy eating among adults (5 portions of fruit and veg a day)
16. % of year six children obese
17. Mortality from all cancers <75 (per 100,000)
18. Mortality from all circulatory disease <75 (per 100,000)

19. Hospital admissions for neuroses (per 100,000)

20. Admissions for deliberate self-harm (per 100,000)

21. Mortality from suicide and injuries undetermined (per 100,000)
22. Infant mortality per 1000 births

23. % born with low birth weight (<2.5kg)

24. Teenage pregnancy rate (aged 15-17) per 1000

Health and
Wellbeing Status

25. % working age population with a disability
26. % working age adults with disabilities in employment
27. % of 0-15 entitled to disability living allowance

Hospital emergency admissions per 1000 of the publication
Calls to CHOC (Cumbria Health on Call) per 1000 of the population
Calls to ambulance service per 1000 of the population

Service

Utilisation Adult Social Care Service users per 1000 pop aged 18+

Adults predicted to have Dementia per 1000 of the pop aged 18+
Number of cared for known to ASC per 1000 of the pop aged 18+

Children's Social Care Service users per 1000 pop aged 0-17
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_Statistical Summary of Allerdale

Trend Comparisons
Allerdale Compared to previous data Cumbria North West England
30.2% Improving 30.9% 28.7% 31.3%
27.7% Deteriorating 28.1% 22.1% 18.4%
Improving 17 17.6 18.1
Similar to 13.8 18 14.4
Similar to 15.4% 23.1% 21.3%
Improving 70% no data 59%
Improving 39.7% no data 29%
no data 21.5 234 21.2
no data 15.3 no data no data
Similar to 1896 2295 1743
Improving 20% no data no data
Deteriorating 7.5 11.5 9.4
Similar to 14.7% 11.2% 11.7%
no data 59.8% 57.9% 55.1%
Improving 28.5% 26.2% 28.7%
Deteriorating 20.8% 19.7% 19%
Similar to 111 123 110
Similar to 72 86 70
Deteriorating 18.8 30.1 16.4
no data 234.5 263.2 198.3
Deteriorating 9.1 9 7.9
Improving 3.4 4.9 4.6
Deteriorating 6.8% 7.2% 7.3%
Deteriorating 37.4 43.5 38.1
Deteriorating 20.6% 22.5% 20.5%
Improving 49.3% 44% 49.2%
Deteriorating 2.6% 2.9% 2.8%
Actual

10,913
22,355
9,780
3,161

1,336
2,401
= Better than

*Note: The colours denote Allerdale’s comparative performance against Cumbria, the North West
Region and England.
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The district of Allerdale is in West Cumbria.
Allerdale includes the Solway Coast Area of
Natural Beauty, northern parts of the Lake

District National Park including the tourist centre

of Keswick, and the West Coast urban centres of
Workington and Maryport. Other major towns
in the district include the historic Cockermouth,
the market town of Wigton and the seaside
resort of Silloth.

Allerdale is the third most populated district in
Cumbria with a current population of 94,100
people and a geographical area of 1,242 km?.
Despite notable urban centres, 69% of
Allerdale’s population live in rural areas.
Allerdale’s rural nature has a significant impact
on some residents’ ability to access essential
services including schools, post offices, and GPs.
A Lower Super Output Area in Crummock ward
in Allerdale is the 9" most deprived in England
in terms of geographical barriers to services.

Suicide is a significant and increasing issue in
Allerdale. The district has the highest mortality
rate from suicide and injuries undetermined in
Cumbria.

There are significant issues relating to the health

of children and young people in Allerdale with
evidence of risk taking behaviour. The rate of
teenage pregnancies in Allerdale is rising and is
the second highest in Cumbria. The district has
the fourth highest rate of alcohol related harm
among children and young people in England.
The percentage of year 6 children classified as
obese is above county average and rising.

Allerdale has the second lowest percentage of
disabled adults in Cumbria and the highest rate
of those with a disability that are currently in
employment.

The district’s overall performance in a range of
health and wellbeing indicators disguises
significant inequalities in health outcomes.
Within Allerdale there is a 12.4 year gap
between the highest and lowest life
expectancies, with life expectancies in some
areas 8.4 years lower than the national average.

The ageing nature of Allerdale’s population
presents significant health challenges for the
district in terms of future demand on health and
social care services

Sexual Health Services

Allerdale was the first locality to provide sexual
and reproductive health service at a local level
for patients who are symptomatic as well as
asymptomatic. Maryport and Keswick practices
have been the pathfinders in this development
and have supported other practices across
Cumbria in the delivery of sexual health services
in the community.

Anyone requiring sexual health advice,
treatment or testing can now ring Sexual

Healthline Cumbria to be directed to the
nearest local service.

Sexual
Healthline

Cumbria
0845 658 3131

In the know, about where to go...
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Asset Based Community
Development (ABCD)
Community Regeneration

An asset based community development (ABCD)
programme has been explored in Northside in
partnership with Derwent and Solway Housing
Association, The Big Life Company and the
Residents Association.

On 19th November 2009, following a long spell
of wet weather, there were major floods
affecting several parts of Cumbria, wiping out
local medical services for over 15,000 people in
Cockermouth, as well as cutting off services for a
whole community in Workington. Other towns
including Keswick, Kendal, Ulverston, Egremont
and Crosby-on-Eden were also affected.

NHS Cumbria worked closely with the police and
Local Authorities to ensure a swift response to
the Cumbria floods, quickly re-establishing
services and identifying at risk patients.

The immediate response from a wide range of
agencies was impressive, with a temporary
footbridge and railway station being erected
within weeks of the disaster. However, what was
even more impressive was the response from the
local community. They demonstrated the
capacity and ability to do things differently
when the previously taken for granted services
such as GPs, banking and shopping were no
longer readily available.

The community response led to the
consideration of developing an Asset Based
Community Development (ABCD) approach,
considering local assets as the primary building
blocks of sustainable community development.
The aim was to build on the skills of local
residents, the power of local associations, and
the supportive functions of local institutions
towards a new and more sustainable future for
Northside.

In establishing the project, the project team have
taken inspiration from examples of other
community regeneration projects such as the
Kath Locke Centre in Manchester, which focused
on partnership working to address the issues of
deprivation.

It is hoped that a shift towards asset based
community development in Northside can help
to build on community involvement work
delivered to date and help build a lasting legacy
from the floods.

The main objectives of the Community
Development work are:

B To help the people of Northside identify and
build on the skills and abilities available in the
area.

B Develop a holistic approach to wellbeing in
Northside.

B Empower local people to take control of their
own health and wellbeing.

B To create a hub at the heart of the local
community that is accessible to local people
which helps to deliver services appropriate to
their needs.

Working with local people, a steering group has
been established to review the operation and
services delivered through the existing Northside
Community centre and help to steer its future
direction as a hub for the local community.
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Exercise on Referral
Programme

Allerdale Locality has recently commissioned a
new exercise on referral scheme which is
provided by Carlisle Leisure Ltd. The scheme
helps patients who have medical problems but
struggle to start being active. This scheme is
available across Wigton, Maryport, Keswick,
Cockermouth and Workington.

Exercise on referral schemes are designed to help
people with conditions such as type 2 diabetes,
stroke and coronary heart disease. They provide
support to help people become more active to
improve their health. Patients are referred to the
scheme by their GP onto a 12 week programme
to help them develop their activity levels to
improve their health in the longer term and give
them tips to carry on being more active.

Dr Fayyaz Chaudhri is the Lead Commissioning
GP for Allerdale. He said: “This service is all
about providing that little bit extra support to
people who struggle to be active, but whose
long-term health would benefit from some short
term support to help them on the road to a
more active lifestyle. We already know that this
form of programme supports people in this type
of situation by providing professional
knowledge, to help boost confidence and also
help people plan realistic targets which they can
aim for to continue with after their programme
ends.”

It is hoped the long-term outcomes will be that
patients participating on this programme will
take more responsibility for their own physical
fitness in relation to their health, that it will
reduce the number of admissions to hospital for
chronic illnesses and reduce the number of
repeat admissions for cardiac and pulmonary
episodes.
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Copeland_

Domain Measure

1. % working age adults with level 4 or greater education
2. Fuel poverty

: 3. Excess winter deaths
Social and Place

. 4. All benefit claimants
Wellbeing

5. % children living in poverty
6. % who feel that they belong to their immediate neighbourhood
7. % people who agree they can influence decisions in their area

8. Estimated smoking prevalence

9. % of mothers smoking during pregnancy
10. Hospital admissions due to alcohol (per 100,000)
Lifestyles and 11. % reporting drunk and rowdy behaviour as a problem

Health 12. Estimated prevalence of drug misuse (crack and opiates) per 1000
Improvements 13. % of physically active adults (30 minutes, 5 times a week)
14. % children participating in PE (3 hours of PE a week)
15. % Healthy eating among adults (5 portions of fruit and veg a day)
16. % of year six children obese
17. Mortality from all cancers <75 (per 100,000)
18. Mortality from all circulatory disease <75 (per 100,000)

19. Hospital admissions for neuroses (per 100,000)

20. Admissions for deliberate self-harm (per 100,000)

21. Mortality from suicide and injuries undetermined (per 100,000)
22. Infant mortality per 1000 births

23. % born with low birth weight (<2.5kg)

24. Teenage pregnancy rate (aged 15-17) per 1000

Health and
Wellbeing Status

25. % working age population with a disability
26. % working age adults with disabilities in employment
27. % of 0-15 entitled to disability living allowance

Hospital emergency admissions per 1000 of the publication
Calls to CHOC (Cumbria Health on Call) per 1000 of the population
Calls to ambulance service per 1000 of the population

Service

Utilisation Adult Social Care Service users per 1000 pop aged 18+

Adults predicted to have Dementia per 1000 of the pop aged 18+
Number of cared for known to ASC per 1000 of the pop aged 18+

Children's Social Care Service users per 1000 pop aged 0-17



_Section 1

_23

_Statistical Summary of Copeland

Trend Comparisons
Copeland Compared to previous data Cumbria North West England
Deteriorating 30.9% 28.7% 31.3%
Deteriorating 28.1% 22.1% 18.4%
Similar to 17 17.6 18.1
Similar to 13.8 18 14.4
Improving 15.4% PER V) 21.3%
Similar to 70% no data 59%
Improving 39.7% no data 29%
no data 21.5 23.4 21.2
no data 15.3 no data no data
Similar to 1896 2295 1743
Improving 20% no data no data
Improving 7.5 11.5 9.4
Improving 14.7% 11.2% 11.7%
no data 59.8% 57.9% 55.1%
Improving 28.5% 26.2% 28.7%
Deteriorating 20.8% 19.7% 19%
Improving 111 123 110
Improving 72 86 70
Similar to 19 30.1 16.4
no data 234.5 263.2 198.3
Improving 9.1 9 7.9
Deteriorating 3.4 4.9 4.6
Deteriorating 6.8% 7.2% 7.3%
Improving 37.4 43.5 38.1
Deteriorating 20.6% 22.5% 20.5%
Deteriorating 49.3% 44% 49.2%
Similar to 2.6% 2.9% 2.8%
Actual

8,887
21,471
7,182
2,020

859
1,983

403 = Better than

*Note: The colours denote Copeland’s comparative performance against Cumbria, the North West
Region and England.
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The district of Copeland is in West Cumbria. The
administrative centre is the coastal town of
Whitehaven. The other towns in Copeland are
Egremont and Cleator Moor in the north of the
district and Millom in the south. Copeland has a
rich natural landscape, including 56 miles of
coastline. Two thirds of the district falls into the
western Lake District National Park an area that
includes England’s highest mountain Scafell Pike.

Copeland is the second least populated district in
Cumbria after Eden with a current population of
69,500 people and a geographical area of 732
km2. Despite notable urban centres, 59.2% of
Copeland’s population live in rural areas. The
district’s rural nature has a significant impact on
some residents’ ability to access essential services
including schools, post offices, and GPs. A Lower
Super Output Area in Seascale ward in the south
of Copeland is the 14t most deprived ward in
England in terms of geographical barriers to
services.

Copeland has relatively low levels of social and
place wellbeing. The district has the lowest levels
of education attainment in the county and high
levels of unemployment. Levels of perceived
influence in decision making are also the lowest
in Cumbria.

There are significant issues with alcohol misuse
in Copeland, including some of the highest rates
of alcohol related harm among children and
young people in England.

There is evidence of unhealthy lifestyles among
children and young people in the district.
Copeland has the lowest proportion of children
participating in quality PE in Cumbria and the
highest levels of childhood obesity in the county.

While the impact of major diseases on the
residents of Copeland has lessened over time,
the mortality rate from both cancer and
circulatory disease are both above the county
and national average.

The picture is also negative and deteriorating in
terms of infant health. Copeland has the highest
rate of babies born with a low birth weight in
Cumbria and the second highest rate of infant
mortality in the county.

The district has the lowest proportion of
disabled adults in employment in Cumbria at
nearly half the county average. The number of
disabled people overall is above the county
average and rising.

Copeland Public Health
Quality and Outcomes

Framework

The Copeland Public Health Quality and
Outcomes Framework is a locality extension of
the national Quality and Outcomes Framework,
developed in partnership with Public Health
Cumbria, Cumbria PRIMIS and the Copeland
locality. It is a primary care quality improvement
initiative that aims to address key areas of health
inequality in the locality and focus upon the
priorities set out in the Copeland Strategic Plan.

The indictors were developed to increase the
public health role of GPs and improve health
outcomes for patients. The indicators have
covered areas such as increasing long acting
reversible contraception, addressing alcohol
consumption, obesity, smoking and hard to
reach groups. This has helped provide us with a
comprehensive picture of the health of people
within Copeland. As a result the locality has
been able to put in place an Exercise
Rehabilitation programme and one study
showing that of those in the hard to reach
groups who attended the practice 40% needed
preventative treatment to avoid sudden or
chronic health issues later in life.
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FitdMe

The Copeland ‘Fit4Me’ programme for young
people was developed out of a need for young
people in Copeland to have access to a regular
programme of physical activity that was
enjoyable and low impact. A steering group
with representatives from NHS Cumbria,
Copeland Borough Council, Connexions Cumbria
and North Country Leisure worked together to
develop a programme that met the needs and
expectations of the young people involved.

It was decided that a programme based around
self esteem and confidence building would be
more appropriate than trying to develop a
weight loss programme. The main measure of
success was for young people to attend regularly
and enjoy participating in new forms of exercise.

North Country Leisure and Connexions Cumbria
were instrumental in the delivery of the sessions
and the transport of the young people to and
from the venue. The tutors and co-workers
remained the same throughout the programme
allowing the young people to develop
relationships and feel more comfortable and
express themselves during the sessions.

At the beginning of the programme the young
people were asked to complete an emotions
questionnaire rating themselves on a 1-10 score
chart which focused on how they felt about
themselves, what their confidence was like. This
was repeated at the end of the programme and
showed a marked improvement with the young
people scoring themselves on average 34 points
higher than they had at the beginning of the
programme.

Referrals were an area of concern and work is
still on going to try and ensure that the correct
procedures are followed during the referral
process into the scheme. The programme is
aimed at young people who are overweight. The
steering group feels that it is essential that the
first point of contact with the young people and
their families comes from a medical professional
who can explain why the Fit4Me programme

would be beneficial. Another area that the
group are working on is to engage with parents
and guardians to try and deliver some
educational sessions as part of the programme
that will target both the young people and also
educate parents on healthy foods and lifestyle
choices to support their child.

More and more Cumbrian
parents protect their
children from measles,
mumps and rubella

Over 95% of parents in Cumbria are taking the
opportunity to protect their children from
measles, mumps and rubella by taking them to
have the MMR vaccine, some of the highest rates
in the country.

Children are invited to get their first MMR
vaccination at around 13 months of age, when
the immunity the baby got from its mother
begins to fade. They are then given a booster
dose before they start school.

Measles, mumps and rubella are highly
infectious, common conditions that can have
serious health complications, such as meningitis,
swelling of the brain (encephalitis) and deafness.
Cumbria’s excellent vaccine rates are helping
protect our residents against illness.
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Eden_

Domain

Social and Place
Wellbeing

Lifestyles and
Health
Improvements

Health and
Wellbeing Status

Service
Utilisation

Measure

1. % working age adults with level 4 or greater education

2. Fuel poverty

3. Excess winter deaths

4. All benefit claimants

5. % children living in poverty

6. % who feel that they belong to their immediate neighbourhood
7. % people who agree they can influence decisions in their area

8. Estimated smoking prevalence

9. % of mothers smoking during pregnancy
10. Hospital admissions due to alcohol (per 100,000)
11. % reporting drunk and rowdy behaviour as a problem

12. Estimated prevalence of drug misuse (crack and opiates) per 1000
13. % of physically active adults (30 minutes, 5 times a week)

14. % children participating in PE (3 hours of PE a week)

15. % Healthy eating among adults (5 portions of fruit and veg a day)
16. % of year six children obese

17. Mortality from all cancers <75 (per 100,000)

18. Mortality from all circulatory disease <75 (per 100,000)

19. Hospital admissions for neuroses (per 100,000)

20. Admissions for deliberate self-harm (per 100,000)

21. Mortality from suicide and injuries undetermined (per 100,000)
22. Infant mortality per 1000 births

23. % born with low birth weight (<2.5kg)

24. Teenage pregnancy rate (aged 15-17) per 1000

25. % working age population with a disability

26. % working age adults with disabilities in employment

27. % of 0-15 entitled to disability living allowance

Hospital emergency admissions per 1000 of the publication
Calls to CHOC (Cumbria Health on Call) per 1000 of the population
Calls to ambulance service per 1000 of the population

Adult Social Care Service users per 1000 pop aged 18+
Adults predicted to have Dementia per 1000 of the pop aged 18+
Number of cared for known to ASC per 1000 of the pop aged 18+

Children's Social Care Service users per 1000 pop aged 0-17
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_Statistical Summary of Eden

Trend Comparisons
Compared to previous data Cumbria North West England
Deteriorating 30.9% 28.7% 31.3%
Deteriorating 28.1% 22.1% 18.4%
Deteriorating 17 17.6 18.1
Similar to 13.8 18 14.4
Similar to 15.4% 23.1% 21.3%
Similar to 70% no data 59%
Improving 39.7% no data 29%
no data 21.5 23.4 21.2
no data 15.3 no data no data
Deteriorating 1896 2295 1743
Improving 20% no data no data
Improving 7.5 11.5 9.4
Improving 14.7% 11.2% 11.7%
no data 59.8% 57.9% 55.1%
Improving 28.5% 26.2% 28.7%
Deteriorating 20.8% 19.7% 19%
Deteriorating 111 123 110
Improving 72 86 70
no data 19 30.1 16.4
no data 234.5 263.2 198.3
Deteriorating 9.1 9 7.9
Improving 3.4 4.9 4.6
Improving 6.8% 7.2% 7.3%
Deteriorating 37.4 43.5 38.1
Deteriorating 20.6% 22.5% 20.5%
Deteriorating 49.3% 44% 49.2%
Similar to 2.6% 2.9% 2.8%
Actual

5,304
14,742
5,200
1,549

739
1,635

170 = Better than

*Note: The colours denote Eden’s comparative performance against Cumbria, the North West Region
and England.
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Eden sits in the East of the county. The
administrative centre of the district is the market
town of Penrith. Eden contains a number of
other historic market towns including Kirkby
Stephen, Appleby-in-Westmorland and Britain’s
highest market town Alston which can be
reached by the scenic Hartside pass. Eden has a
rich and varied natural landscape, which includes
sections of the Lake District National Park
including Ullswater, the countryside of the Eden
Valley and the moorlands that make up the
North Pennines, an Area of Outstanding Natural
Beauty.

Eden is the least populated district in Cumbria
with a current population 51,800 people. Eden
has a geographical area of 2,142 km? and by far
the lowest population density of all the districts
in Cumbria with only 24 people per km?. Eden is
also the most rural district in the county with
71.3% of the population living in rural areas.
The district’s rural nature has a significant impact
on some residents’ ability to access essential
services including schools, post offices, and GPs.
Eden is the most deprived district in England in
terms of geographical barriers to services.

The story of health and wellbeing in Eden is a
positive one.

Levels of social and place wellbeing are high.
The district has high levels of educational
attainment, low levels of unemployment and a
strong sense of satisfaction among residents.

Yet the district has significant issues around fuel
poverty. The proportion of households that are
fuel poor is the highest in Cumbria and over
double the national average.

People living in Eden tend to make positive
lifestyle choices. Levels of smoking, alcohol
related harm and drug misuse are low, while the
numbers who eat healthily and participate in
sport are high. Despite this there is an issue
around the level of childhood obesity which is
the second highest in Cumbria.

The impact of major diseases on the residents of
Eden is low. The district has the lowest
premature mortality rates from cancer and
circulatory diseases in Cumbria.

In terms of infant health the district’s
performance is positive and improving. Eden has
the lowest rate of infant mortality and the
lowest percentage of babies born with a low
birth weight in Cumbria.

Eden Homeshare

Homeshare is a new and innovative scheme for
Eden district. A Homeshare is simple: it's all
about two people sharing a home. The first is
the householder — usually they are an older
person who could use some help and support
around their home. The benefits for the
householder are things like company, security,
peace of mind and help around the home with
tasks they may find difficult. The second person
is the Homesharer, usually a younger person who
needs somewhere to live and is willing to give
some help and friendship in exchange.

A Homeshare is very much a two-way
relationship; both people gain equally from the
arrangement. The homeowner is given the help,
support and security they need; the homesharer
finds a place to call home, usually at reduced or
no rent.

The process for interested parties is carefully
managed by a Homeshare Coordinator who
introduces compatible homesharers and
householders to one another. Successful matches
are based upon mutual interests and common
values.

The project is hosted by Carlisle and Eden Age
UK and a Homeshare Coordinator was appointed
in September 2010. An advisory group, including
representation from Public Health Cumbria, has
been established and the first year of the project
has concentrated on promoting the scheme and
finding suitable matches. Recently a decision was
taken to extend the scheme into Carlisle and at
the time of writing several matches have now
been established in both Eden and Carlisle.
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Cumbrians get advice on
how to ‘Choose Well’

As the colder weather started to arrive, people
across Cumbria were reminded of the
importance of using the right NHS service for
their needs during winter.

‘Choose Well" is a national NHS campaign to help
educate people of the importance of choosing
the right NHS service for their needs as NHS
services face added pressure over the winter
months due to increased infections. The
campaign also aims to remind people that A&E is
for accident and emergencies only.

Flyers explaining the importance of ‘Choose
Well’ landed on doormats across parts of
Cumbria as a handy guide of health services that
are available across the county.

As part of a winter health campaign, NHS
Cumbria also sent letters, leaflets and room
thermometers to the homes of people with the
lung conditions collectively known as COPD
(chronic obstructive pulmonary disease) to help
them stay healthy this winter, did an extensive
flu campaign to remind at-risk groups that they
should have the seasonal flu vaccine to protect
themselves from the complications which flu can
cause, and launched ‘Think Pharmacy’ — a
campaign to remind people across Cumbria of
the free and confidential health services
available at local pharmacies.
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Furness

Domain

Social and Place
Wellbeing

Lifestyles and
Health
Improvements

Health and
Wellbeing Status

Service
Utilisation

Measure

1. % working age adults with level 4 or greater education

2. Fuel poverty

3. Excess winter deaths

4. All benefit claimants

5. % children living in poverty

6. % who feel that they belong to their immediate neighbourhood
7. % people who agree they can influence decisions in their area

8. Estimated smoking prevalence

9. % of mothers smoking during pregnancy
10. Hospital admissions due to alcohol (per 100,000)
11. % reporting drunk and rowdy behaviour as a problem

12. Estimated prevalence of drug misuse (crack and opiates) per 1000
13. % of physically active adults (30 minutes, 5 times a week)

14. % children participating in PE (3 hours of PE a week)

15. % Healthy eating among adults (5 portions of fruit and veg a day)
16. % of year six children obese

17. Mortality from all cancers <75 (per 100,000)

18. Mortality from all circulatory disease <75 (per 100,000)

19. Hospital admissions for neuroses (per 100,000)

20. Admissions for deliberate self-harm (per 100,000)

21. Mortality from suicide and injuries undetermined (per 100,000)
22. Infant mortality per 1000 births

23. % born with low birth weight (<2.5kg)

24. Teenage pregnancy rate (aged 15-17) per 1000

25. % working age population with a disability

26. % working age adults with disabilities in employment

27. % of 0-15 entitled to disability living allowance

Hospital emergency admissions per 1000 of the publication
Calls to CHOC (Cumbria Health on Call) per 1000 of the population
Calls to ambulance s