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Agenda Item No. 3 

 
DERBYSHIRE SHADOW HEALTH AND WELLBEING BOARD 

 
27 September 2012 

 
 

DRAFT HEALTH AND WELLBEING STRATEGY FOR DERBYSHIRE: 
CONSULTATION RESULTS AND DEVELOPMENT OF STRATEGY 

 
 
Purpose of the report 
To inform the Board of the responses to the three-month consultation on the draft 
Derbyshire Health and Wellbeing Strategy and to seek approval for the Strategy. 
 
Background 
The three month consultation on the draft Health and Wellbeing Strategy for 
Derbyshire closed on 2nd September 2012.  
 
Two hundred and ten questionnaires were returned. Seventy-five percent of the 
survey responses were sent in by individuals and the remainder by a range of 
partner organisations. In addition a number of organisations also sent in separate 
written responses.   
 
The questionnaire responses indicate a strong level of support for the strategy and 
the proposed actions for each high-level priority. There were also many additional 
suggestions made on how the strategy could be improved.  
 
A summary of the survey responses and comments made, along with a list of all 
responding organisations, is included at Appendix A. An explanation is also given of 
how the strategy was changed in response to the comments made. 
 
Some of the common cross-cutting themes to emerge were: 

• The need for greater recognition of the value of the contribution made by 
partners and their role in shaping and delivering the strategy.  

• The need for more detail about how inequalities will be reduced including the 
importance of balancing county- wide actions with locality-based needs 
assessments and planning. 

• More about how the strategy will make a difference and the availability of 
resources to deliver 

• The need for greater integration of services 
• More emphasis needed on preventive aspects of the strategy 

 
These have now been addressed more explicitly throughout the strategy and in 
addition a ‘Next Steps’ section has been included.  The revised strategy is now 
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presented to the Health and Wellbeing Board for comment and approval (Attached 
at Appendix B). 
In addition many of the comments made also related to a more general desire for 
the Health and Wellbeing Board to continue to develop and support partnership and 
locality working in Derbyshire. 
 
Is an Equality Impact Assessment required? Yes. Attached at Appendix C. 
 
Recommendations 

• That the HWB Board approve the strategy subject to any comments made at 
the meeting 

• That the HWB Board note the wider issues raised about the need for 
continued development of, and support for, partnership and locality working  

 
 

Alison Pritchard 
Consultant in Public Health 

County Public Health 
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Agenda Item No. 3  Appendix: A 
 

Consultation on the Derbyshire Health and Wellbeing Strategy:  

 
 

Response Summary 
 

1. Summary of questionnaire responses 
 (210 questionnaires returned as at 19/09/12.) 
 
Questions about overall strategy Yes  No  Don’t know 

Q3. Does Section 1 of the Strategy ‘What is the 
Health and Wellbeing Strategy?’ clearly explain what 
we are trying to achieve? 

85.9% 8.9% 5.2% 

Q4. Does Section 2 of the Strategy ‘About 
Derbyshire’ clearly explain the issues for 
Derbyshire? 

82.6% 12.9% 4.5% 

Q5. Is the format and layout of the Strategy easy to 
understand? 

88.5% 7.6% 3.8% 

 
Health and wellbeing in early years 
Q6. Do you think the actions are the right actions to 
be included in ‘health and wellbeing in early years’ 

86.7% 6.7% 6.7% 

Q7. Do you think any other additional actions should 
be included on 'health and wellbeing in early years' 

46.1% 34.8% 19.1% 

 
Healthy lifestyles 
Q8. Do you think the actions above are the right 
actions to be included in ‘healthy lifestyles’ 

90.4% 7.8% 1.7% 

Q9. Do you think any additional actions should be 
included on 'healthy lifestyles' 

45.9% 43.2% 10.8% 

 
Mental health and wellbeing 

   

Q10. Do you think the actions above are the right 
actions to be included in ‘mental health and 
wellbeing’ 

91.2% 5.3% 3.5% 

Q11. Do you think any additional actions should be 
included on 'mental health and wellbeing' 

45.5% 44.6% 9.8% 

 
Long term conditions and carers 
Q12. Do you think the actions above are the right 
actions to be included in ‘long term conditions and 
carers’ 

82.1% 9.4% 8.5% 

Q13. Do you think any additional actions should be 
included on 'long term conditions and carers' 

39.1% 43.6% 17.3% 

 
Older people 
Q14. Do you think the actions above are the right 
actions to be included in ‘older people’ 

90.4% 6.1% 3.5% 

Q15. Do you think any other actions should be 
included on 'older people' 

49.1% 37.7% 13.2% 
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2. Key issues raised in ‘additional suggestions’ questions: 
 
2.1 Comments made on overall strategy 

• More about how – actions and implementation, delivery mechanisms, 
explanation of available resources to deliver, investment/disinvestment plans. 

• More recognition of the value of the contribution made by partners (including 
district and borough local authorities, the voluntary sector, community groups, 
the Local Pharmaceutical Committee, secondary care) and their role in the 
strategy.  

• More about how inequalities will be reduced/ more mention of Marmot – ie 
universal action with varying scale and intensity.  

• More investment in front-line staff needed.  
• More focus on specific localities and need-based approach at local level. 
• Concern about lack of impact of strategy – feeling that strategy will be ‘all words 

and no action’. 
• Not enough emphasis on access issues especially rural access.  
• Not all comments from initial consultation have been included in strategy. 

 
Resulting changes made to the overall strategy  
A Next Steps section has been added to the strategy which covers arrangements 
for action planning, monitoring progress and reviewing outcomes, resource 
availability, the need to ensure action planning addresses local issues as well as 
county-wide ones and the important role played by all partners in delivering the 
strategy 
 
The need to address health inequalities and the importance of local needs-led 
planning has also been given more emphasis in the strategy 
 
Access issues including rural access are important and are referred to throughout 
the strategy. More emphasis has been given to this where possible. 
 
All comments made have been considered carefully and have been taken into 
account wherever possible, according to the following key issues: the number of 
comments made on a particular issue, the evidence base for effectiveness, the 
level of detail, minimising repetition across sections and availability of resources. 
 
2.2 Early Years comments 

• Work with the whole family/ more emphasis on this  
• Integration of services and sharing of information  
• Ensure sufficient front line staff levels  
• More support for teenagers on H&WB  
• Outdoor play areas/greenspace/nature  
• Poverty /social exclusion 
• More emphasis on partnership working  
• Workforce/use of volunteers/training  
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• Specialist services for substance misusing parents  
• More detail about child protection and how it will be achieved 

 
Resulting changes made to the early years section:  
Most of the above have now been referenced or given more emphasis in the 
strategy; some of these suggestions are already included in other sections 
 
Specialist services for substance misusing parents has not been specifically 
identified in the strategy but is a key part of ongoing work by the Derbyshire DAAT 
partnership 
 
The action planning process will ensure more detailed action plans for 
strengthening child protection 
 
2.3 Health lifestyles comments 

• Strengthen the preventative agenda for healthy lifestyles  
• Integration of services and sharing of information  
• Ensure accessibility for all to gyms/LC/outdoors etc  
• Target resources in areas of greatest need  
• Outdoor DIY exercise/nature/countryside – not just organised activities  
• Use of secondary care to access drug and alcohol treatment  
• Spatial planning and transport initiatives  
• More info about alcohol strategy and implications for local people 
• Sexual advice and support/ teenage pregnancy  
• Smoking not included as a priority – especially smoking in pregnancy More 

activities for teenagers  
• Feels too health focussed – needs more education/ environment/ business 

actions  
• Proactive work with supermarkets/ food outlets  

 
Resulting changes made to the healthy lifestyles section: 

• Sexual health and teenage pregnancy indicators are not an outlier for 
Derbyshire; however an action relating to provision of sexual health advice to 
alcohol misusers is included  

• Smoking prevalence not an outlier for Derbyshire however smoking in 
pregnancy is as outlier and is prioritised in early years section  

• The remainder of these comments have been addressed or given more 
emphasis in the revised strategy   

 
2.4 Mental health and wellbeing comments 

• Accessibility of services (including equity for rural areas /dementia sufferers)  
• Integration of services (including voluntary sector)  
• Ensure secondary care support available  
• More help with everyday activities such as cleaning/gardening  
• Training for non-specialist front-line staff  
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• Economic situation and links to mental ill-health  
• Wider determinants – poverty / unemployment/family breakdown 
• More networking with local organisations/vol sector e.g. Samaritans  
• Make it clear it’s all ages  
• Rural isolation 
• Benefits of volunteering especially outdoors/ physical activity / greenspace  
• Role of carers  
• More on prevention  
 

Resulting changes made to the mental health and wellbeing section: 
The importance of addressing access issues including rural access has been re-
emphasised in the actions for the mental health section, the Long Term Conditions 
section and the older peoples section) 
 
Importance of role of carers has now been referenced in this section but also 
included in Long Term Conditions section 
 
Some comments above (e.g. healthy lifestyles and importance of preventive work) 
are also included in other sections 
 
The remainder of these comments have been addressed or given more emphasis 
in the revised strategy   

 
2.5 Long term conditions and carers comments 

• More practical support/training for carers  
• Service provision must meet client/carer needs  
• Integrated services  
• Accessibility of services (especially rural areas)  
• Need one-stop-shop for carers  
• Need sufficient staff to do this 
• Help support life after caring  
• Refer to age-appropriate services e.g. LTC services very different for 

someone at 40 to someone at 70 ( 
• Improve coordination between services and carers  
• Need simple / robust systems to help carers when needed and avoid crisis 

situations  
• Telecare/health – political dogma/ must be removed/ mustn’t replace face-to-

face care  
• Health and home help provision must be properly joined up  
• End of life not included/ more robust action needed on end of life  
• Data sharing/info  

 
Resulting changes made to the long term conditions and carers section: 
Some suggested actions will depend on available resources and will be considered 
in action planning stages. 
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There is reference to end of life care in the strategy and in addition two proposed 
actions relate to end of life care. 
 
The emphasis in the strategy is on the use of evidenced-based assistive 
technologies where appropriate and where there is sufficient evidence-base. These 
includes telecare and telehealth – the evidence-base states that such technologies 
will not be effective or safe without appropriate input from health and social care 
professionals. Assistive technologies such as telehealth and telecare are also an 
important aspect of the NHS operating plan. 
 
The remainder of these comments have been addressed or given more emphasis 
in the revised strategy.   
 
2.6 Older people comments: 

• Need for integrated services  
• Accessibility of quality services for all (equitable across the county 
• Clear pathways  
• Housing affects all ages not just older people … 
• Falls prevention  
• Coordinated services is key  
• Need more resources for home help  
• Social networks/intergenerational work  
• Front-line staff suitably trained  
• Dignity for older people  
• Carers need support  
• Communication is key – all agencies need to work together   
• Hearing aids  
• Promote power of attorney  
• Derbyshire helpline needed  
• Good quality residential/nursing care/ home help/ health care  
• Promotional/preventive work on nutrition/ avoid malnutrition in care settings 
• Develop 24/7 capacity in health and social care  
• Role of districts/boroughs in housing  
• Invest more in prevention e.g. physical activity/culture/ community activities  
• Rural isolation  
• Healthy lifestyles  
• Underpinning actions need to be re-balanced – more on early identification / 

diagnosis and services for those with dementia and less on housing / 
accommodation needs  

• No in strategy of mention of dying/death  
 
Resulting changes made to the older people section: 

• Importance of the role of carers has now been referenced in this section but 
also included in Long Term Conditions section 
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• There is reference to end of life care in the strategy and in addition two 
proposed actions relate to end of life care 

• Actions relating to services for those with dementia are included in the long 
term conditions section 

• Some comments above (e.g. healthy lifestyles, social activities and 
importance of preventive work)  are also included in other sections 

• Some suggested actions will depend on available resources and will be 
considered in action planning stages 

• It is acknowledged that housing issues are important for those of all ages but 
the focus in this strategy is the housing needs of older people because the 
evidence-base and responses from stakeholders suggest that this is where 
coordinated effort is most needed at this time.  

• The remainder of these comments have been addressed or given more 
emphasis in the revised strategy   

 
3. List of organisations who responded to the survey: 

 
• Alzheimer's Society 
• Amber Trust 
• Amber Valley Borough Council 
• Bolsover District Council 
• Bolsover Partnership 
• Chesterfield Borough Council 
• Chesterfield Churches Housing Association 
• Community & Voluntary Partners (CVP) 
• Community Sports Trust (CIC) 
• CVS & Action Ltd 
• Derbyshire Alcohol Advice Service 
• Derbyshire Community Health Service 
• Derbyshire Constabulary 
• Derbyshire County Council Adult Care 
• Derbyshire Dales CVS 
• Derbyshire Dales District Council 
• Derbyshire Environmental Studies Service - Derbyshire County Council 
• Derbyshire Fire and Rescue Service 
• Derbyshire Healthcare NHS Foundation Trust 
• Derbyshire Local Pharmaceutical Committee (LPC) 
• Derbyshire Wildlife Trust 
• Derbyshire Youth Council. 
• Fairplay 
• Financial Inclusion Derbyshire partnership 
• Groundwork Derby & Derbyshire 
• High Peak & Dales Community Mental Health Service 
• IDCVS, The Flamsteed Centre  
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• Links: the Chesterfield & N.E. Derbyshire  
• National Forest Company 
• Natural England  
• NHS Derby City and Derbyshire County 
• North Derbyshire and Chesterfield Deaf Society  
• North East Derbyshire District Council 
• Peak District National Park Authority 
• South Derbyshire District Council 
• South Derbyshire Partnership (LSP)     
• Sporting Futures 
• Springs Health Centre, Clowne 
• Stanton Vale School, Long Eaton, Derbyshire 
• The Council of Governors at Chesterfield Royal Hospital NHS Foundation 

Trust 
• Tier 3 Weight Reduction 

 
In addition written/email responses were received from: 

• Active Derbyshire 
• Bolsover District Council 
• Derby Hospitals NHS Foundation Trust 
• Derbyshire CAB 
• Derbyshire Community Health Services 
• Environmental Services Department Derbyshire County Council 
• Derbyshire Dales and High Peak LSP 
• Derbyshire Local Pharmaceutical Committee 
• Derbyshire Sport 
• High Peak Borough Council 
• North Derbyshire Clinical Commissioning Group (including Dronfield and NE 

Derbyshire locality groups) 
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Agenda Item No. 3  Appendix C 
 

Derbyshire County Council 

 
Equality Impact Analysis Record Form  
 
 

Department Policy & Community Safety  

(joint analysis with PCT) 

Service Area Public Health 

Title of policy/ practice/ service of function Health and Wellbeing Strategy 

Chair of Analysis Team Alison Pritchard – Consultant in Public Health 

 
Stage 1. Prioritising what is being analysed 
 
a. Why has the policy, practice, service or function been chosen?  
b. What if any proposals have been made to alter the policy, service or function? 
 
The Health and Wellbeing Strategy will set out priorities to meet the local health needs identified 
across Derbyshire through the Joint Strategic Needs Assessment, key plans, strategies and 
stakeholder engagement. This will provide the basis for commissioning plans within the reformed 
health and social care system. 
Derbyshire’s priorities are to: 

• Improve health and wellbeing in early years 
• Promote healthy lifestyles 
• Improve emotional and mental health 
• Promote the independence of people living with long-term conditions and their carers 
• Improve health and wellbeing of older people 

 
The overarching aim of the strategy is to reduce health inequalities, therefore it is essential that the 
strategy is fair and does not discriminate against any protected groups of people. 
 
c. What is the purpose of the policy, practice, service or function? 
 
To set out the priorities of the Health and Wellbeing Board to meet the health needs of local people 
and provide the basis for commissioning public health services in Derbyshire. 
 
Stage 2. The team carrying out the analysis 
 
Name Health & Wellbeing  Strategy Task and 
Finish Group 

Area of expertise/ role 

(Chair) Alison Pritchard PCT - Public Health 
Jayne Needham PCT - Public Health 
Jane Cox DCC - Policy 
John Cowings DCC - Policy 
Sabina Enback DCC - Policy 
Melanie Turvey DCC - Research & Information 
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Stage 3. The scope of the analysis 
 
The Health and Wellbeing Strategy will provide the foundations upon which Health and Wellbeing 
Boards exercise their shared leadership across the wider determinants that influence health and 
wellbeing. This will also enable commissioners to plan and commission integrated services that 
meet the needs of the local community, in particular, for the most vulnerable individuals and groups 
with the worst health outcomes.  
 
The Equality Analysis will identify whether the priorities identified in the strategy are sufficiently 
evidenced-based and take into account the needs of the protected groups and the general 
population of Derbyshire. 
 
 
 
Stage 4. Data and consultation feedback 
 
a. Sources of data and consultation used 
 
Source Reason for using 
Alcohol Concern (2010) The impact of 
alcohol on health 

Provides information on alcohol use and its 
health impacts. 

APHO (2011) Derbyshire Health Profile 
 
 

Provides a picture of health for the area to 
help local government and health services 
understand their community’s needs to 
improve health and reduce health 
inequalities. 

Bird L, Faulkner A (2000) Suicide and self-
harm 

Provides information on suicide and self-
harm. 

Blank L, Ellis L, Goyder E, Peters J (2004) 
Tackling inequalities in mental health – the 
experience of New Deal for communities 

Provides information on deprivation and 
mental health. 

Brooker C, Fox C, Barrett P, Syson-Nibbs L 
(2008)  A health needs assessment of 
offenders on probation caseloads in 
Nottinghamshire and Derbyshire 

Provides information on the health needs of 
Derbyshire offenders. 

Census 2001 Provides demographic information. 
Census 2011 Provides demographic information. 
Consultation response on the high level 
priorities of the Health and Wellbeing 
Strategy (2012) 

Quantitative and qualitative responses from 
public consultation and stakeholder event in 
regards to the proposed strategy and its 
priorities. 

Deaville J A (2003) Health-care challenges 
in rural areas: physical and sociocultural 
barriers 

Provides information on the health needs of 
rural communities. 

Department of Health (2007) Bisexual 
people’s health 

Provides information on the health needs of 
bisexual people. 

Department of Health (2007) Gay men’s 
health  

Provides information on the health needs of 
gay men. 

Department of Health (2012) Health Profiles 
2012 

Provides health information on district level. 

Department of Health (2004) The National Provides information on mental health 
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Source Reason for using 
Service Framework For Mental Health: Five 
Years On 

issues amongst offenders. 

Department of Health (2007) Reducing 
health inequalities for lesbian, gay, bisexual 
and trans people 

Provides information on LGBT people’s 
experiences of health care. 

Department of Health (2009) Religion or 
belief: a practical guide for the NHS 

Provides information on the health 
implications of belonging to various religious 
groups. 

Derbyshire Friend Provides information on LGBT groups in 
Derbyshire. 

Derbyshire Sustainable Community 
Strategy (2009-14) 

Sets out the overarching priorities for the 
Derbyshire Partnership Forum (the County-
wide LSP), based on consultation and 
evidence.  

District-based LSP Sustainable Community 
Strategy 

Sets out priorities for the area covered by 
the LSP, based on consultation and 
evidence. 

Fear N T, Jones M,  Murphy D et al (2010) 
What are the consequences of deployment 
to Iraq and Afghanistan on the mental 
health of the UK armed forces? A cohort 
study 

Provides information about the health care 
needs of army personnel. 

Fish J (2007) Reducing health inequalities 
for lesbian, gay, bisexual and trans people - 
briefings for health and social care staff 

Provides information on the health care 
needs of LGBT groups. 

House of Commons, Obesity, 2004 Provides information on the health 
implications of obesity. 

Herritty H, Hudson M, Letts M (2001) 
Health, welfare and the social needs of the 
Armed Forces community: a qualitative 
study  

Provides information about the health care 
needs of army personnel. 

http://www.alzheimers.org.uk/site/scripts/ 
download_info.php?fileID=1057 
 

Provides Alzheimer prevalence rate. 

http://observatory.derbyshire.gov.uk/IAS/ Provides population and health indicators. 
http://www.nhs.uk/Conditions 
/Stroke/Pages/Introduction.aspx 

Provides information on stroke and race. 

http://www.diabetes.org.uk/Guide-to-
diabetes/Complications/ 
 

Provides information on diabetes and 
comorbidity. 

Institute of Alcohol Studies (2010) Binge 
drinking – nature, prevalence and causes 

Provides information about alcohol use and 
harm amongst young people. 

Itzin C (2006) Tackling the health and 
mental health effects of domestic and 
sexual violence and abuse 

Provides information about the health 
impacts of domestic abuse and sexual 
violence. 

Joint Strategic Needs Assessment (JSNA) Provides a profile of the county and its 
population, communities and projections of 
need. 

Kroner Z (2009) The relationship between Provides information on the link between 

http://www.alzheimers.org.uk/site/scripts/
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Source Reason for using 
Alzheimer’s Disease and Diabetes: Type 3 
Diabetes? 

Alzheimer’s Disease and Diabetes. 

North East Public Health Observatory 
(2011) Including migrant populations in 
JSNA 

Provides information on the health needs of 
migrant populations. 

North East Public Health Observatory 
(2012) Local alcohol profiles for England 

Provides information on local alcohol related 
harm.  

Knapp M, Prince M (2007) Dementia UK, 
2007 

Provides information on dementia.  

Ministry of Justice (2010) Population in 
custody 2010 

Provides information on prisoner numbers. 

National Statistics (2012) Area of 
occurrence, type of ceremony and 
denomination  

Provides information on marriage and civil 
ceremony prevalence. 

National Statistics (2010) Cancer 
Registrations in England 

Provides information on cancer prevalence. 

National Statistics (2010) General lifestyle 
survey overview 

Provides information on people, places, 
health and wellbeing. 

National Statistics (2010) Integrated 
Household Survey 2010 

Provides information on people, places, 
health and wellbeing. 

National Statistics (2011) Statistics on drug 
misuse, England 2010 

Provides information on drug use. 

National Statistics (2010) Survey of carers 
in households 2009/10 

Provides information on carers’ health 
issues. 

Naylor C, Parsonage M, McDaid D, Knapp 
M, Fossey M, Galea A (2012) Long term 
conditions and mental health: the cost of co-
morbidities 

Provides information on mental health 
comorbidities. 

NEPHO (2012) Community mental health 
profile 2012 

Provides data on local mental health 
information. 

Opinion Research Services (2008) 
Derbyshire Gypsy and Traveller 
Accommodation Assessment 2008 

Provides information on Gypsy and 
Traveller health needs. 

Sainsbury Centre for Mental Health (2010) 
Mental health inequalities: measuring what 
counts 

Provides information on mental health and 
comorbidity. 

Sepho (2006) Excess winter mortality in the 
South East 

Provides information on excess winter 
mortality. 

Scarborough P, Bhatnagar P, 
Wickramasinghe K, Smolina K, Mitchell C, 
Rayner M (2010) Coronary heart disease 
statistics 

Provides information on heart disease 
prevalence. 

Spencer, N, Health consequences of 
poverty for children 

Provides health and child poverty 
information. 

Stakeholder Engagement Forum (2 events 
held) 

Provides views and feedback on the 
priorities for the strategy. 

Survey (on-line and paper) on priorities and 
strategy 

Provides views and feedback on the 
priorities for the strategy. 

http://www.ons.gov.uk/ons/rel/vsob1/marriages-in-england-and-wales--provisional-/2010/rtd-area-of-occurrence--type-of-ceremony-and-denomination.xls
http://www.ons.gov.uk/ons/rel/vsob1/marriages-in-england-and-wales--provisional-/2010/rtd-area-of-occurrence--type-of-ceremony-and-denomination.xls
http://www.ons.gov.uk/ons/rel/vsob1/marriages-in-england-and-wales--provisional-/2010/rtd-area-of-occurrence--type-of-ceremony-and-denomination.xls
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Source Reason for using 
The Mental Health Foundation (2007) The 
fundamental facts 

Provides information on mental health 
issues and race 

The NHS Information Centre 
(2011)Statistics on Smoking, England 2011 

Provides information on smoking 
prevalence. 

Samaritans (2004) Samaritans Information 
Resource Pack 

Provides information on offenders and 
mental health issues. 

Warner J, McKeown E, Griffin M, Johnson 
K, Ramsay A, Cort C, King M (2004) Rates 
and predictors of mental illness in gay men, 
lesbians and bisexual men and women: 
results from a survey based in England and 
Wales 

Provides information on LGB groups and 
mental health. 

Whittle S, Turner L, Al-Alami M (2007) 
Engendered Penalties: Transgender and 
Transsexual people’s experiences of 
inequality and discrimination 

Provides information on transgender 
people’s experiences of health care. 

Wilson C M, Oswald A J (2005) How Does 
Marriage Affect Physical and Psychological 
Health? A Survey of the Longitudinal 
Evidence 

Provides information on how marriage 
affects health and wellbeing. 

Wood J (2004) Rural health and healthcare Provides information on the health needs of 
rural communities. 
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Stage 5. Analysing the impact or effects 
 
a. What does the data tell you? 
Protected Group Findings 
Age • According to the 2011 Census the number of people aged 65+ in 

the county has grown, representing 18.6% of Derbyshire's 
population. The average for England and Wales is 16.4%. 

• According to the 2011 Census, Derbyshire Dales has the highest 
number of those over the age of 65 at 22.2% followed by North 
East Derbyshire (21.2%), Chesterfield (18.7%) and Amber Valley 
(18.7%). South Derbyshire has the lowest number of those aged 
65 and over at 15.4% followed by High Peak (17.3%) and Erewash 
(17.8%) and Bolsover (18.2%). 

• The highest number of young people (0-19 years) in the County 
live in South Derbyshire (24.6%) followed by High Peak (23.2%), 
Bolsover (22.9%), Erewash (22.8%), Chesterfield (22.5%), Amber 
Valley (22.3%), North East Derbyshire (21.3%) and Derbyshire 
Dales (21%). 
Young people 

• 31,169 people under the age of 20 in Derbyshire suffer a long-
standing illness or disability. This equates to 4% of Derbyshire’s 
population. 

• Chesterfield and Bolsover have significantly higher levels of obese 
children in year 6 compared to the England average. Bolsover also 
has significantly higher numbers of children living in poverty 
compared to the England average. Child poverty increases the risk 
of health problems such as respiratory problems, cerebral palsy, 
learning difficulties, anaemia, ADHA and teenage pregnancy. 

• North East Derbyshire, Bolsover, South Derbyshire, Chesterfield, 
Derbyshire Dales and Amber Valley all have higher than average 
levels of alcohol-specific hospital stays for those under the age of 
18.  

• High Peak suffers from significantly higher numbers of alcohol-
related hospital stays for those aged under 18. 

How the findings align with the Strategy: The strategy targets obesity, 
poverty and alcohol use amongst young people.  
Older people 

• Dementia is more prevalent amongst older age groups. Derbyshire 
has significantly higher levels of dementia sufferers and 
emergency hospital admissions for dementia compared to the 
England average. Derbyshire Dales has the highest predicted rate 
of Dementia followed by North East Derbyshire and High Peak. 
South Derbyshire, Bolsover and Erewash have the lowest 
predicted rate of dementia. 

• Amber Valley has significantly higher numbers of excess winter 
deaths compared to that of the England average. Most excess 
winter deaths involve older people and most of winter deaths can 
be attributed to either respiratory or cardiovascular conditions – 
primarily ischaemic heart disease and stroke. 

How the findings align with the Strategy: The strategy directly targets 
dementia and excess winter deaths are taken into account in the ‘Older 
People’ priority’s underpinning actions relating to the Handy Van Scheme 
and housing support. 
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Disability • Chesterfield, Amber Valley, Erewash and Bolsover have 
significantly higher levels of people diagnosed with diabetes. 
Those suffering from diabetes type 1 and 2 are more likely to suffer 
from foot ulcers, Alzheimer ’s disease, diminished sight, kidney 
problems, Mastopathy, Polycystic Ovary Syndrome, Coeliac 
Disease, dental problems, musculoskeletal conditions and 
cardiovascular disease. People living with diabetes are also two to 
three times more likely to suffer from depression than the general 
population. Locally, Chesterfield followed by Bolsover and North 
East Derbyshire have significantly worse access to screening 
programmes for diabetic retinopathy.  

• High Peak has significantly higher incidents of malignant 
melanoma compared to the England average.  

• Amber Valley followed by Bolsover and Chesterfield had the 
highest proportion of hospital admissions for circulatory diseases 
between 2003 and 2007.  

• In 2009/10, significantly higher than Derbyshire average levels of 
hospital admissions for stroke were reported in Bolsover and South 
Derbyshire. Stroke sufferers are more likely to suffer other health 
problems such as loss of vision, epilepsy, depression and 
continence problems. 

• Between 2006 and 2009 the number of hospital admissions for 
myocardial infarction (heart attack) where highest in Bolsover, 
Amber Valley and Erewash. All Derbyshire districts had higher 
levels of admissions compared to the England average.  

• In 2010, Chesterfield held the highest prevalence of people 
diagnosed with HIV (83 people) followed by Bolsover and High 
Peak. 

• In 2010, Bolsover followed by South Derbyshire and Chesterfield 
held the highest mortality rate from chronic obstructive pulmonary 
disease (lung disease). The rates of these districts were also 
higher than the England average. Mental health problems are 
around three times more prevalent among people with respiratory 
disease than in the general population.  

How the findings align with the Strategy: Long-term conditions and 
preventative approaches to these are covered in the Strategy. 
Preventative approaches to sexual ill health such as HIV have not 
specifically been covered in the strategy but form a key part of the work 
undertaken by the Sexual Health Commissioning Group. The above 
average rate of malignant melanoma in High Peak will be taken account of 
during health promotion planning in regards to sun safety. 
 
Mental health 

• Derbyshire has significantly higher levels of people aged 18 and 
above on the learning disabilities register compared to the England 
average.  

• Derbyshire has significantly higher levels of residents above the 
age of 18 suffering depression compared to the England average. 
Individuals with depressive disorders are about twice as likely to 
develop coronary artery disease, twice as likely to have a stroke 
and four times as likely to have a myocardial infarction as people 
who are not depressed, even when other risk factors like smoking 
are controlled for.  

• Overall, Derbyshire has significantly higher levels of emergency 
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hospital admissions for self-harm compared to the England 
average. On a district level both Chesterfield and Bolsover have 
significantly higher levels of emergency hospital admissions for 
self-harm. There is a high correlation between self-harming 
behaviour and mental health problems. Most of those who attend 
an emergency department after self-harming would meet the 
criteria for one or more psychiatric diagnoses. More than two thirds 
would meet the criteria for depression. People who have self-
harmed are at significant risk of suicide.  

• Prevalence rates for other mental health disorders are currently 
unavailable however it is worth noting that 30% of those suffering a 
long-term physical health condition also experience mental health 
problems. There is particularly strong evidence for a close 
association with cardiovascular diseases, diabetes, chronic 
obstructive pulmonary disease (COPD) and musculoskeletal 
disorders. There is also evidence for higher than usual levels of 
mental health problems among people with other conditions, 
including asthma, arthritis, cancer and HIV/AIDS. 

How the findings align with the Strategy: The “Mental health and 
wellbeing” priority covers a range of mental health conditions and 
recognises that some groups may experience poorer access to support 
and that focus needs to be placed on these groups. The Strategy states 
that improved access to mental health support is needed and that 
awareness of mental health conditions needs to be raised with all 
partners. It also recognises that people with mental health problems might 
have to access other support services such as employment advice to 
increase their mental wellbeing.  
 

Gender (Sex) • 44.7% of women under the age of 20 and 55.3% of men in the 
same age group suffer from a long-standing illness or disability in 
Derbyshire.  

• Young men between the ages of 0 and 19 in Derbyshire are more 
likely to suffer a severe disability (68%) than women in the same 
age group are (32%). 

• Chesterfield, North East Derbyshire and Bolsover have significantly 
higher than average numbers of hospital stays for self-harm; 
nationally women are three to four times more likely to self-harm 
than men. Additionally, men are over 3 times as likely to commit 
suicide compared to women. Those aged 25-34 are four times as 
likely to commit suicide as women in this age group. 

• Life expectancy for men in Chesterfield is significantly lower than 
the England average.  

• Men are more likely than women to die from smoking related 
diseases. Adult smoking and smoking related deaths in 
Chesterfield and Bolsover are significantly higher than the average 
for England.  

• Nationally, more men than women die from coronary heart 
disease. Chesterfield, Bolsover and Amber Valley have 
significantly higher than average numbers of early deaths related 
to heart disease and stroke.  

• Chesterfield has significantly higher levels of drug misuse than the 
England average; it is believed that men are more likely to figure in 
this category as nationally, men are twice as likely as women to 
use illicit drugs. 
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• Chesterfield and Bolsover have significantly higher levels than 
average of alcohol related harm and High Peak has significantly 
higher than average levels of alcohol-specific hospital stays for 
under-18s. Nationally, men (6%) are more likely than women (3%) 
to be heavy drinkers (heavy drinking for men is drinking 50 or more 
units per week, for women it is 35 units per week). Men are less 
likely than women to seek medical help which poses a problem as 
heavy drinkers are more likely to suffer health problems such as 
cancer, liver disease and heart problems. Bolsover has 
significantly higher than average numbers of women with alcohol 
specific hospital admissions. The same measure for men in 
Bolsover is not above average.  

• Men are more likely than women to suffer from cancer; Bolsover 
experiences significantly higher number of early deaths from 
cancer than the national average.  

• Derbyshire has significantly higher levels of residents above the 
age of 18 suffering depression compared to the England average. 
Depression is more common in women than in men. 1 in 4 women 
will require treatment for depression at some time, compared with 
1 in 10 men. The reasons for this are unclear, but are thought to be 
due to both social and biological factors.  

• For men in Derbyshire between 2007 and 2009, the most common 
form of cancer was skin cancer. Chesterfield during this period 
held the highest overall male cancer rate as well as the highest 
rate for colorectal cancer. Bolsover suffered the highest rate of 
lung and stomach cancer whilst North East Derbyshire held the 
highest rate of prostrate and skin cancer other than malignant 
melanoma. For women, breast cancer had the highest incidence 
rate of all cancers. Erewash had the highest overall cancer 
incidence amongst women as well as the highest rates of breast 
cancer. Lung cancer was most common in Bolsover, colorectal 
cancer levels were highest in High Peak and the largest proportion 
of skin cancer other than malignant melanoma was found in North 
East Derbyshire. For all cancers, Chesterfield had the highest rate 
followed by Bolsover and North East Derbyshire; all districts apart 
from Derbyshire Dale and South Derbyshire had higher incident 
rates than the England average.  

How the findings align with the Strategy: Whilst the Strategy does not 
directly address gender differences in various health problems, the 
Strategy does set out to improve services in regards to the mental and 
physical conditions outlined above. Gender differences will be considered 
during the service planning stage. 
 

Gender 
reassignment 

• Estimated figures for Derbyshire indicate that there are between 
150-200 people who have undergone gender reassignment in the 
county (including Derby City) but there may be many more that 
experience gender dysphoria. Nearest clinics are in Nottingham 
and Sheffield. 

• National data states that 1/5 of transgender people find their GP 
unhelpful in regards to gender reassignment issues. Barriers to 
accessing general GP treatment included a lack of sensitivity by 
service providers, which served to exclude transgender people.  

• 22% of transgendered people feel that being transgendered affect 
the way they can access routine treatment that is not related to 
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being transgendered.  
• 35% of transgender people report having attempted suicide or self-

harm. 
• Nationally, drug misuse is a concern among transgender 

communities. 
How the findings align with the Strategy: The Strategy sets out to 
develop healthy lifestyle initiatives especially designed to suit the needs of 
particular groups and to raise awareness across partners to reduce 
discrimination in terms of mental and emotional wellbeing. Service 
planning will need to be sensitive to the needs of transgender people. 
 

Marriage and civil 
partnership 

• Marriages in Derbyshire between 2008 (3583) and 2009 (3427) 
decreased by 4% however the number of civil partnerships has 
increased from 52 in 2010 to 66 in 2011. Married people’s physical 
and mental health tends to be better than that of single people’s. 
Single people’s health is however better than widowed, separated 
and divorced individuals’ health.  

How the findings align with the Strategy: The Strategy recognises that 
isolation, particularly amongst older residents needs to be addressed.  
 

Pregnancy and 
maternity 

• Amber Valley and High Peak have significantly higher than 
average levels of residents smoking during pregnancy. 

• Chesterfield has higher levels of teenage pregnancies (under 18) 
than the England average. All other districts have below average 
levels.  

• Mortality in infancy (under 1 year of age) between 2008 and 2010 
was highest in Amber Valley and South Derbyshire - these levels 
were higher than the England average.     

• Currently there is no local data available in regards to post-natal 
depression but it is believed to affect between 8 and 15% of 
women nationally.  

• Chesterfield has significantly higher than Derbyshire average 
levels of children in need, children with a child protection plan, 
school absences due to illness, A&E admissions for gastroenteritis 
for children under 1, children living in workless households and 
obesity amongst 10-11 year olds. Chesterfield also has low 
vaccination levels of children age 2 and 5.  

How the findings align with the Strategy: The Strategy recognises that 
smoking levels during pregnancy as well as teenage pregnancies need to 
be reduced. A variety of targeted family support, especially to vulnerable 
people, will continue to be provided. 
 

Race • According to the 2001 Census, 2.8% of residents in Derbyshire 
describe themselves as coming from a black or ethnic minority 
background. South Derbyshire has the highest numbers of 
residents from these groups (4.1%) followed by South Derbyshire 
(4.1%) and Erewash (3.4%). Bolsover has the fewest numbers of 
residents with a black or ethnic minority background at 1.7%.  

• Chesterfield and Derbyshire Dales have higher than England 
average levels of hospital emergency admissions by ethnic groups 
(particularly Asian and Black) which might be a reflection of some 
of these patients not accessing or receiving the care most suited to 
managing their health. Amber Valley, North East Derbyshire, High 
Peak, South Derbyshire and Bolsover have similar issues for 
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patients of mixed ethnicity.  
• In general, rates of mental health problems are thought to be 

higher in minority ethnic groups in the UK than in the white 
population, but they are less likely to have their mental health 
problems detected by a GP. Depression in ethnic minority groups 
has been found to be up to 60% higher than in the white 
population. 

• Black people are more likely than white people to be given physical 
treatments, such as medication and ECT, and are likely to be 
prescribed higher doses of medication. They are less likely to be 
offered psychotherapy, counselling and other non-medical 
interventions. 

• South Asian, African or Caribbean people’s risk of stroke is higher 
than that of the general population. This is partly because of 
a predisposition to developing diabetes and heart disease, which 
are two conditions that can cause strokes. 

• 71% of respondents interviewed in a Derbyshire Gypsy and 
Traveller Accommodation Assessment reported that their 
household contained at least one member with a long-term health 
problem. The major problems reported were with stress or 
depression, walking and other mobility problems and diabetes. Of 
those households which contained someone with a health 
problem, 61% reported that the person with the health problem can 
support themselves. This implies that 39% require some form of 
care or support. Stress was identified as being a serious problem 
with the issue of temporary planning permission and security of 
tenure being raised. However, all of this group were at the time, 
receiving the care or support they required.  

• Data on the number of refugees, asylum seekers and migrants 
who reside in Derbyshire is not available at the time of writing. 
Recent figures suggest a fivefold increase in the number of UK 
residents born in Poland since the 2001 Census. It is difficult to 
estimate the size of the Eastern European migrant population as it 
tends to shrink, expand and move quite quickly however by looking 
at the number of National Insurance Number registrations from the 
Department for Work and Pensions one can get an overview of 
which district in the county hosts the largest migrant populations. 
Bolsover (240), Chesterfield (210) and Erewash (190) have the 
highest concentration of National Insurance Number registrations 
by overseas residents (2010/11). North East Derbyshire and 
Derbyshire Dales have the lowest number of registrations at 100. A 
quarter of these migrants were of Polish origin. These registrations 
however do not recognise migrants in the region who have not 
applied for a National Insurance Number such as students, 
unemployed or those working illegally. Nor do these figures cover 
migrants who obtained National Insurance Numbers previous to 
2010. A study commissioned by DCC found that the majority of 
respondents were in low-paid employment, 40% had children living 
with them and 80% had registered with a GP. Nationally it has 
been found that the smoking prevalence amongst this group is 
higher to that of the general population (32%) and this group also 
tend to misuse alcohol to a greater extent than the general public. 

How the findings align with the Strategy: The Strategy sets out to 
promote a more co-ordinated approach to the provision of healthy lifestyle 
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support by strengthening links between different settings and services 
such as stop smoking referrals. The Strategy also sets out to develop 
healthy lifestyle initiatives especially designed to suit the needs of 
particular groups. 

Religion and belief 
including non-belief 

• Overall, Derbyshire has relatively low numbers of residents 
adhering to faith groups other than Christianity and non-belief 
(0.88%). After Christianity and those of no religion, “other religions” 
is the biggest religious group in Derbyshire subsequented by 
Islam. Chesterfield followed by High Peak and South Derbyshire 
have higher numbers of Muslim residents than the Derbyshire 
average. High Peak and Derbyshire Dales have relatively high 
numbers of Buddhist residents. Erewash has higher than average 
numbers of residents of the Hindu and Sikh faiths. South 
Derbyshire has higher than average number of residents of the 
Sikh faith.   

• The British Muslim community has nationally, the poorest reported 
health, followed by the Sikh population. For both groups, as well as 
for Hindus, women are more likely to report ill health, whereas for 
Christians and Jews there is only minimal gender difference. This 
is not necessarily because of religion but more likely an effect of 
socio-economic factors. However religious and cultural views can 
influence attitudes towards reproductive medicine, abortion, 
contraception and neonatal care. Views on dying and the afterlife 
can influence attitudes towards pain relief for terminally ill people, 
means of determining the moment of death, brain death, organ 
donations and care for the corpse. Religious beliefs can also 
impact on the types of treatment and drugs used: for instance, the 
prohibition of eating pork in Judaism and Islam means that 
porcine-or alcohol-based drugs might be forbidden in these 
communities.  

How the findings align with the Strategy: The Strategy sets out to 
develop healthy lifestyle initiatives especially designed to suit the needs of 
particular groups. Various religious and non-belief requirements need to 
be taken into account during service planning and provision. 

 
Sexual orientation • The Department for Trade and Industry estimate that 5-7% of the 

population belongs to LBG groups. Derbyshire Library Service 
monitoring shows 1-2% so the actual figure may be somewhere 
between these two figures. 

• Results from a national survey reported that 42% of gay men, 43% 
of lesbians and 49% of bisexual men and women have planned or 
committed acts of self-harm. 

• Gay men are more susceptible to eating disorders and have higher 
rates of mental health problems. Anal cancer is 20 times more 
common in gay men than in the general population. 

• 80% of all domestically acquired HIV infections occur as a 
consequence of sex between men. Because HIV suppresses the 
immune system the disease can increase gay men’s risk of other 
diseases such as anal cancer. 50% of gay men have never had a 
HIV test. Gay men are also at higher risk of contracting sexually 
transmitted infection. Compared to white gay men, African-
Caribbean gay men are twice as likely to be diagnosed with HIV.  

• Bisexual men are less educated about STIs and how to prevent 
these compared to exclusively gay men. 
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• Many LGBT people socialise in venues where alcohol and drugs 
are commonly consumed. Therefore, their opportunities for 
choosing healthier options are compromised in comparison with 
their heterosexual peers. In comparison with young heterosexual 
people, young LGB people are three times more likely to have 
used MDMA/ecstasy, 8 times more likely to have used ketamine 
and 26 times more likely to use crystal methamphetamine. In 
comparison with lesbian and heterosexual women, bisexual 
women are two-and-a-half times more likely to misuse alcohol;

 

bisexual men and women are approximately two-and-a-half times 
more likely to be smokers and

 
bisexual men are more likely to have 

recently used recreational drugs 
• BME lesbian and gay women are more likely than heterosexual 

women to be overweight. 
• Lesbian women have a slightly increased risk of developing breast 

cancer as they are more likely to delay childbirth, less likely to have 
children, less likely to seek regular gynaecological care, more likely 
to be overweight and more likely to drink alcohol than heterosexual 
women. Lesbian women also tend to be neglected in breast cancer 
awareness campaigns.  

• Older LGB people may have greater need for health and social 
care services as compared with heterosexual counterparts they 
are 2.5 times more likely to live on their own, twice as likely to be 
single and 4.5 times as likely to have no children to rely upon in 
times of crisis. 14% of older LGB people are open about their 
sexuality to health care providers and only 25% believe health care 
professionals were positive towards older LGB people.  

• Lesbian and bi-sexual women are less likely to attend 
mammograms and cervical smears, making them less likely to 
benefit from early detection of cancers.  A national survey found 
that a third of gay men, a quarter of bisexual men and over 40% of 
lesbians reported negative or mixed reactions from mental health 
professionals when they disclosed their sexual orientation which 
might be a reason for why these women are less likely to attend 
such screenings.  

How the findings align with the Strategy: The Strategy sets out to 
develop healthy lifestyle initiatives especially designed to suit the needs of 
particular groups and to raise awareness across partners to reduce 
discrimination in terms of mental and emotional wellbeing. Future service 
planning needs to be sensitive to the needs of LGBT groups. 
 

Non-statutory 
 
Socio-economic • Earning a low wage, being unemployed, living in poor housing, 

having low levels of education and membership of social classes 
IV (partly skilled people) and V (individuals with no skills) are all 
associated with a greater risk of experiencing physical and mental 
health problems. The Index of Multiple Deprivation combines a 
number of indicators, chosen to cover a range of economic, social 
and housing issues, into a single deprivation score for each district. 
Bolsover has the highest level of deprivation of all districts in 
Derbyshire (27.24) followed by Chesterfield (24.30), Erewash 
(19.19), Amber Valley (17.89), NE Derbyshire (16.94), High Peak 
(15.81), South Derbyshire (13.64) and Derbyshire Dales (12.56). 
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• Chesterfield and Erewash have significantly higher rates than 
average of long-term unemployed people; nationally it has been 
found that 1 in 4 unemployed people suffer a common mental 
health problem. 

• Chesterfield has significantly higher levels than average of violent 
crime. Bolsover has also considerable higher than average levels 
of child poverty and low levels of GCSE attainment making its 
residents more susceptible to suffering ill mental health.  

• Areas with high deprivation are also more likely to have high 
numbers of obese residents; both Chesterfield and Bolsover have 
significantly higher levels than Derbyshire average of adults with 
excessive weight and obese children between the ages of 10 and 
11. Erewash also has significantly high levels of adults with excess 
weight. This is a worry as obesity can lead to a range of health 
problems such as diabetes type 2, cancer, respiratory problems 
and heart conditions. Obesity can also reduce life expectancy by 
an average of 9 years and may lead to mental health problems 
such as depression and suicide.  

• Children of single-parent families are twice as likely to have a 
mental health problem as children of two-parent families (16%, 
compared with 8%). Also at higher risk are children in large 
families, children of poor and poorly-educated parents and those 
living in social sector housing. 

How the findings align with the Strategy: The Strategy recognises that 
socio-economic factors can have a detrimental effect on wellbeing and it 
sets out to reduce poverty and health inequalities, particularly amongst 
vulnerable people.  
 

Rural • Compared to the national picture, more people in Derbyshire live in 
rural areas or on the edge of towns with less people residing in 
urban areas. Derbyshire Dales has the highest concentration of 
residents living in rural areas followed by High Peak and North 
East Derbyshire whilst a large proportion of residents in Erewash 
and Chesterfield live in urban areas. 

• Health deprivation tends to be higher in rural areas and there is a 
concern that some patients will have to travel far in order to obtain 
specialist services, especially if these patients will have to rely on 
public transport. Practitioners themselves might have to travel 
greater distances in rural areas meaning that they are not able to 
treat as many patients as their urban counterparts. 

• In farming areas like High Peak there are certain conditions that 
might be more common as farmers have an increased incidence of 
osteoarthritis and may suffer from dust diseases such as farmer’s 
lung, organophosphate poisoning and psittacosis.   

How the findings align with the Strategy: The Strategy recognises that 
the varied communities in Derbyshire might require different approaches 
to health and wellbeing depending on local health requirements. During 
the service planning stage these need to be evidenced and taken into 
account. 
 

People addicted to 
drugs and alcohol 

• Significantly higher than average numbers of those under the age 
of 18 in High Peak have experienced alcohol-related hospital 
stays. 

• Drug misuse in Chesterfield is significantly above average to that 
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of England and both Chesterfield and Bolsover suffer from 
significantly higher than average levels of hospital stays for 
alcohol-related harm.  

• 30% of people who are dependent on alcohol and 45% of people 
dependent on drugs also have another psychiatric disorder. This 
dual diagnosis is associated with increased use of institutional 
services, poor medication adherence, homelessness, increased 
risk of HIV infection and contact with the criminal justice system. 
This group can be hard to reach in regards to treatment with 
approximately 40% of drug users with a psychiatric disorder 
receive no treatment for their mental health problem. 

How the findings align with the Strategy: Alcohol misuse forms part of 
the Strategy whilst drug misuse issues are continuing to be dealt with by 
the DAAT (drug and alcohol action team). 

Offenders and ex-
offenders 

• Little data exists in regards to numbers of Derbyshire prisoners 
and offenders; there are 2 prisons in Derbyshire; Foston Hall which 
holds 310 prisoners and Sudbury Prison whose population is 581. 
In 2007, Derbyshire Probation Service supervised 2,764 offenders 
in the community. 

• Findings from a study of Nottinghamshire and Derbyshire 
offenders on probation suggest that offenders’ health is 
significantly worse compared to the general population. Female 
offenders’ health is worse than their male counterparts’. For many 
offenders, the use of cigarettes, alcohol and drugs were deemed a 
priority which meant that a good diet and a healthy lifestyle were 
often over-looked. 

• 81.6% of Derbyshire offenders reported to be smokers. This group 
reported more ill health than the non-smoking offending group.  

• 32.3% of Derbyshire offenders have had formal contact with 
mental health services. The most common disorder reported was 
depression. 

• 49% of Derbyshire offenders have been assessed as being at risk 
of misusing alcohol. 35% were assessed as being at risk of drug 
misuse. 

• 39% of Derbyshire offenders have used A&E/Walk in Centres in 
the last 12 months however quite a large amount (83%) had 
accessed a GP during the same period suggesting that Derbyshire 
offenders do have adequate GP access. 

• The physical health problems that cause most difficulties amongst 
Derbyshire offenders are skin problems and respiratory disorders.  

• Another study found that 90% of prisoners have at least one 
mental health disorder. Male prisoners are 14 times more likely to 
have two or more mental health disorders than men in general, 
and female prisoners are 35 times more likely to suffer such 
disorders than women in general.  

• The suicide rate in prisons is almost 15 times higher than in the 
general population: in 2002 the rate was 143 per 100,000 
compared to 9 per 100,000 in the general population. 

• Male offenders on probation are 4 times more likely to die than the 
general population with almost half of all offender deaths occurring 
within 12 months of release.  

How the findings align with the Strategy: The Strategy sets out to 
reduce alcohol misuse as well as mental and physical health issues whilst 
drug misuse issues are continuing to be dealt with by the DAAT (Drug and 

http://www.mentalhealth.org.uk/help-information/mental-health-a-z/S/suicide/
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Alcohol Action Team). During the service planning stage the needs of 
offenders and ex-offenders will have to be taken into consideration.  

Veterans and army 
personnel 

• The number of veterans and army personnel residing in Derbyshire 
is unknown however Chetwynd Barracks in Nottinghamshire is in 
close proximity of Derbyshire. The most common health problems 
among veterans and army personnel are depression, anxiety, 
stress, cognitive impairments, physical limitations and pain. 
Various social problems such as isolation and difficulties adjusting 
to civilian life can also be common. Additionally, those injured 
during their service often display more traumatic causes of 
injury/illness related to combat/explosion activity to that of the 
general population.  

• Alcohol misuse is common amongst army veterans and personnel 
with one study reporting 13% of such groups misusing alcohol. 
19.7% of the sample reported common mental health issues. 
Another study found that 10.5% of UK veterans had attempted 
suicide or had self-harmed. 

How the findings align with the Strategy: The Strategy sets out to 
prioritise problems common in this group, such as, mental health issues 
and alcohol misuse. Further understanding of the specific needs of this 
group would be beneficial to help with service planning. 

Homeless people • Chesterfield and South Derbyshire followed by Bolsover host the 
largest proportions of homeless people in the county. 

• 1 in 4 homeless people will die by suicide.  
• 30-50% of homeless rough sleepers experience mental health 

problems. Around 70% misuse drugs. 
• Less than a third of homeless people with mental health problems 

receive treatment. 
• Behavioural problems have been found to be higher among 

homeless children living in temporary accommodation, and mental 
health problems are significantly higher among homeless mothers 
and children. 

• People with mental health issues are more likely to experience 
accommodation problems (48%) compared to those without such 
disorders (33%) 

How the findings align with the Strategy: The Strategy sets out to 
reduce alcohol misuse as well as mental and physical health issues, whilst 
drug misuse issues are continuing to be dealt with by the DAAT. Future 
service planning needs to be sensitive to the requirements of homeless 
people. 

Carers • Both Bolsover (1.8%) and Chesterfield (1.5%) have higher levels 
than the Derbyshire average (1.2%) of people claiming carers’ 
allowance. There are of course informal carers and one national 
study found that around 12% of those over the age of 16 in 
England act as a carer. 11% of all carers reported receiving 
Carer’s Allowance and 27% received Disability Living 
Allowance/Attendance Allowance. Almost half of all carers provide 
care for 20 or more hours per week.  

• Carers are less likely than the general population to describe their 
health as good. To a certain extent this can be because the 
majority of carers belong to the older age groups. 52% of carers 
stated that their health had suffered as a consequence of their 
caring responsibilities.  

• The most common effects on carers’ health were feeling tired or 
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stressed, having disturbed sleep and feeling irritable. Almost 1/5 
reported feeling depressed.  

How the findings align with the Strategy: The Strategy sets out to 
ensure that carers’ needs are met. 

Other groups • Erewash, Chesterfield and Bolsover have higher than average 
numbers of children in care. Children in care are 4 to 5 times as 
likely to suffer a mental health problem as other children. 

• Chesterfield has significantly higher levels of domestic abuse 
compared to the Derbyshire average whilst Bolsover has 
significantly higher levels of violent crime, including sexual 
violence, compared to the Derbyshire average. The impact on 
victims of such assaults will not just be the physical injuries they 
sustained during the attacks but survivors of domestic and sexual 
abuse are more likely to self-harm, attempt suicide, experience 
depression, suffer eating disorders, smoke, misuse drugs and 
alcohol. There is also an increased risk for the prevalence of STIs, 
poor pregnancy outcomes and chronic gynecological problems. 

How the findings align with the Strategy: The Strategy prioritises 
vulnerable children and adults and will work to improve access to Child 
and Adolescent Mental Health Services. Victims of crime, such as, 
domestic abuse and sexual violence are supported through Safer 
Communities and partners using resources like the Sexual Assault 
Referral Centre.  

 
 
b. What does customer feedback, complaints or discussions with stakeholder groups tell you 

about the impact of the policy, practice, service or function on the protected characteristic 
groups?  
Note: Findings are summarised responses from members of the public obtained during various 
public consultation exercises. 

 
Protected Group Findings  
Age • Young carers need to be a focus in terms of health and 

wellbeing in early years.  
• Resources available within the community such as 

Children’s Centres could be utilised as an outlet for 
children’s primary health care. 

• Loneliness amongst older people is common in Derbyshire 
and efforts should be taken to reduce this. The older person 
should have one person responsible for them to ensure they 
are visited daily and to co-ordinate health and wellbeing for 
them.  

• Increased community cohesion (between older and younger 
groups) could increase wellbeing such as by encouraging 
younger people to help older people with transport. 

• It must be recognised that older people might not have the 
IT skills to access information and support online so this 
must be provided through other forms of communication. Flu 
jab clinics could provide an opportunity to inform patients 
about other services. 

• Promotion and strengthening of the First Contact signposting 
system to older people is needed. 

• Many older people misuse alcohol and this can negatively 
impact the medications they take. Alcohol use can contribute 
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to more falls, poor diet and low nutritional uptake; alcohol 
also has a detrimental impact on dementia.   

• Young people should be educated further in regards to 
eating disorders, sexual health and self-harm. 

• There needs to be a specific child and adolescent mental 
health unit. 

• Past provision of mental health support for young people has 
been flawed and there is a worry that this area will not be 
given enough attention. 

• There is a lack of adequate housing for the elderly. 
• Increased health screenings for those over the age of 50 

could work as a preventative mechanism. 
• There is a worry that Telecare will replace face to face 

contact with health care professionals resulting in increased 
isolation amongst older people. 

How the findings align with the Strategy: Although the Strategy 
does not specifically mention young carers, one of the strategy aims 
is to help carers take greater control of their own health; 
additionally, improved access to Child and Adolescent Mental 
Health Services are being developed. The Strategy recognises that 
appropriate housing for older people can be an issue and 
Derbyshire County Council is leading the development of Extra 
Care housing. Patients’ housing situations will also be taken into 
account when care and support is being planned. The Strategy sets 
out to explore more integrated models of working and commits to 
strengthening joint commissioning of services. 
The Strategy aims to both increase the health and wellbeing of older 
people as well as reduce alcohol misuse. The service planning 
stage will need to consider the health requirements of older drug 
and alcohol misusers.  
Mental health issues such as eating disorders, sexual health and 
self-harm are prioritised by the Strategy with further action plan 
initiatives requiring consideration.  
Telecare and Telehealth will need to be implemented to best suit 
the user.  

Disability • Communications need to appeal and be appropriate to 
different audiences such as those with low literacy levels, 
mental health issues and learning difficulties. 

• Dying well across all stages of life needs to be addressed.   
• Health and Wellbeing initiatives must not lose focus on drug 

misuse and smoking problems.  
• Focus needs to be on prevention, and community support 

services should be in place to promote self-management of 
long-term conditions. 

• There is a lack of access to mental health services and a 
mental health accident & emergency service is needed. 
Mental health interventions should be long-term and 
preventative measures should be put in place. GPs need 
further training in regards to mental health issues.    

• Must ensure good transition between hospital and 
community, especially for patients with long-term conditions. 

• Accommodation and support needs of patients with long-
term conditions must be considered and planned ahead for. 

• The impact of raising social care access criteria for services 
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and incapacity benefit changes on long-term condition 
patients and their carers can result in those needing support 
might now fall below the threshold. 

• Social isolation affects long-term condition patients and their 
carers disproportionally so community support capacity 
needs to be ensured.   

• Long-term condition patients need emotional and practical 
support as well as benefit advice.  

• Services need to work in partnership as for instance there is 
strong links between alcohol misuse, smoking and a poor 
diet. 

• Some patients are unable to use phones and therefore lack 
access to particular health services. 

• Diabetes is becoming an increasing problem in Derbyshire 
and therefore special provisions need to be made.  

How the findings align with the Strategy: A targeted 
communications approach need to be developed during the service 
planning stage. End of life care will be further developed an 
individual and holistic service. A smoking cessation strategy for 
Derbyshire is being developed and the Strategy sets out to improve 
access to advice and support for young people with substance 
misuse problems whilst adult substance misuse issues are 
continuing to be dealt with by the DAAT. Community- based support 
and self-management form part of the Strategy priorities. The 
Strategy states that improved access to mental health support is 
needed and that awareness of mental health conditions need to be 
raised with all partners. The specific issue of mental health accident 
and emergency provision is not addressed but will be considered as 
part of the action planning process as will the transition between 
hospital and community needs to be developed. The Strategy 
recognises the risk of isolation amongst older age groups and there 
is a need to develop initiatives to prevent and reduce isolation. 
Local strategies and programmes will be developed to reduce 
barriers, such as poverty, to promote healthy lifestyles. Links to 
partners who can provide benefit advice and other services will be 
strengthened.  

Gender (Sex) • Focus needs to be placed on how to engage fathers in 
improving outcomes for children. 

How the findings align with the Strategy: The Strategy refers to 
“parents”, meaning mothers and fathers and does not distinguish a 
specific parent type.   

Gender reassignment  
 
 

Marriage and civil 
partnership 

 
 
 

Pregnancy and maternity • Effective sex education in secondary schools is important in 
order to reduce teenage pregnancies. 

• Family centred approach is needed to instil healthy lifestyles 
throughout a person’s life course.  

• Accommodation advice needs to be provided as inadequate 
housing can lead to a range of health issues. 

How the findings align with the Strategy: The Strategy outlines 
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the need to ensure that accommodation issues are taken into 
account when assessing social and health care needs and 
strengthened links with partners should ensure that accommodation 
issues can be dealt with in the most effective way. The Strategy 
also states that families will be supported to improve the health and 
wellbeing of children. 

Race • Cultural barriers/requirements need to be taken into account 
(e.g. gypsies and travellers, homeless people, ethnic 
groups).   

How the findings align with the Strategy: The Strategy sets out 
to develop healthy lifestyle initiatives, especially designed to suit the 
needs of particular groups and to remove any barriers to healthy 
lifestyles. 

Religion and belief, 
including non-belief 

 
 
 

Sexual orientation • LGBT people are more likely to live on their own and can 
feel isolated and fearful when accessing services. Care 
homes are not designed to meet the needs of LGBT people. 

• Young LGBT people are more likely to smoke and use 
alcohol/drugs so a targeted prevention strategy needs to be 
in place.  

How the findings align with the Strategy: The Strategy 
recognises the need for making a range of housing available for 
older people in order to suit individual needs. The needs of 
protected groups will be furthered considered during service 
planning.  

 
Non-statutory 
 
Socio-economic • It is important to engage people for other reasons (where 

health is secondary) such as economic motivation (saving 
money by eating healthier) or entertainment (sports and 
games). 

• Middle class drinkers having several units of alcohol per 
night might not consider having a drinking problem. 

• Socio-economic factors such as financial exclusion can 
increase or bring on physical or mental health problems so 
wider issues such as unemployment and poverty need to be 
considered. Likewise the provision of affordable leisure 
activities. 

How the findings align with the Strategy: A broader approach to 
engagement as the one outlined above need to be incorporated in 
service planning. Reducing alcohol misuse is part of the Strategy 
however; during the service planning stage needs to consider how 
different groups of users will be engaged through targeted 
approaches. Socio-economic factors as instigators to ill health are 
considered by the Strategy and it recognises the need for a targeted 
approach to poor health in deprived areas.     

Rural • People must have appropriate transport to access services 
and alternatives to ambulances, especially if living in rural 
areas. 

• A community based approach needs to be taken in order to 
find out about why particular health problems exist in certain 
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communities. 
• Support services for parents in a rural setting need to be 

provided. 
How the findings align with the Strategy: Improved access to 
services for those living in rural locations need to be taken into 
consideration during the development of services. The varying 
health needs across the different districts of Derbyshire will be 
considered during the action planning stage. 

 
c. Gaps in data 
 
What are your main gaps in information and understanding of the impact of your policy and 
services? Please indicate whether you have identified ways of filling these gaps. 
 
Gaps in data Action to deal with this 
The availability and quality of service user data 
needs to be reviewed to ensure that it reflects 
the needs and experiences of protected groups 
such as that of transgendered people and 
veterans. 
 

Further plans for data sharing between partners 
are being developed.  

 
Stage 6.  Ways of mitigating unlawful prohibited conduct or unwanted adverse impact, or to 
promote improved equality of opportunity or good relations 
 
Long-term plans need to be in place for information sharing of service user and non-user 
information between all partners in order to continually improve services and meet local need. 
  
Carrying out a health needs assessment in order to determine the local prevalence of protected 
groups and related health issues would support effective and efficient service planning.  
 
Consultation feedback should be forwarded to service delivery planners and providers to ensure 
that views of service users and communities are taken into consideration. 
 
The local variations of Derbyshire will need to be taken into account when devising actions plans.  
 
Telecare and Telehealth will need to be implemented as to best suit the user.  
 
 
 
Stage 7.  Do stakeholders agree with your findings and proposed response? 
 
 
Overall, data and consultation feedback support the Strategy. The majority of feedback received 
concerned service delivery issues which need to be taken into account during the action planning 
stage, service planning and implementation.  
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Stage 8 and 9. Objectives setting/ implementation 
 
Objective Planned action Who When How will this be 

monitored? 
Information Sharing 
Agreements will be 
developed to 
ensure that there 
are clear processes 
in place to share 
information 
between agencies 
to support effective 
planning both at an 
individual and 
service level. 

Development of 
Information Sharing 
Agreements. 

Strategic 
Director, 
Policy and 
Community 
Safety 

In 
progress 

Reports to the 
HWB 

Gaps in data 
regarding the local 
prevalence and 
experiences of 
protected groups 
need to be filled as 
much as possible. 

To be incorporated 
into the HWB 
Strategy Action 
Plan. 

Director of 
Public Health 

March 
2013 

Reports to the 
HWB 

The Strategy 
needs to be 
monitored through 
the delivery of 
programmes and 
experiences of 
service users. 

An annual review 
will be produced and 
made publicly 
available. 

Strategic 
Director, 
Policy and 
Community 
Safety 

Sept 2013 Reports to the 
HWB and 
Annual Review 
Report. 

Consultation 
feedback needs to 
be forwarded to 
service delivery 
planners and 
providers.  

A summary report 
will be presented to 
the HWB and 
subsequently 
published online. 

Alison 
Pritchard 

In 
progress 

Reports to the 
HWB 

 
 
 
Stage 10. Monitoring and review/ mainstreaming into business plans 
 
 
Please indicate whether any of your objectives have been added to service or business 
plans and your arrangements for monitoring and reviewing progress/ future impact? 
 
 
The objectives will be incorporated into the service/action planning stage and a robust 
monitoring and review process will be implemented by the Health and Wellbeing Board. 
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Agenda Item No. 4 

DERBYSHIRE SHADOW HEALTH AND WELLBEING BOARD 
 

27 September 2012 
 
 

WORKING TOGETHER EFFECTIVELY: 
 INTEROPERABILTY IN HEALTH AND SOCIAL CARE 

 (INFORMATION GOVERNANCE WORKSHOP REPORT) 
 

Purpose of the report 
To update the Board about the Information Sharing Workshop held on 4 July 
2012, the outcomes of the discussion and the way forward.  
 
1. Introduction 
The continuing drive for delivery of integrated care for the people of 
Derbyshire, with pathways crossing organisational boundaries, has highlighted 
the challenges of sharing patient identifiable and sensitive information 
between organisations contributing to delivery of health and social care. 
 
Whilst some areas are clearly defined, for example, sharing of information 
where it is required to safeguard a vulnerable individual, the majority of 
incidences are complex and careful consideration to ensure a legal basis for 
sharing is essential.  To support both Derbyshire County Council and NHS 
staff involved in taking decisions on information sharing it was agreed to hold 
a workshop event, led by Information Governance experts Dilys Jones 
Associates Ltd.  The purpose of the workshop would be to update attendees 
on relevant aspects of the law and then spend time in discussion and 
considering case studies to apply the law to real situations. 
 
This paper provides a brief report on the workshop together with some 
recommendations that attendees agreed would help us continue to work 
together in the future. 
 
2. Information Sharing Workshop 
 
The full day workshop was held on 4 July 2012 and representatives from DCC 
Adult Social Care and Children and Younger Adults and the NHS attended.  
Dilys Jones led the workshop.  The agenda for the day covered the following: 
 
• Interagency working and Information Sharing – the Legal Basis 

 
 Information Sharing 
 Myths and Barriers 
 Data Protection, Privacy and Confidentiality 
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 The Information Commissioner’s Data Sharing Code of Practice 
 Benefits of Information Sharing 
 Information Sharing Protocols and the Three Tier Structure 
 
• Considerations in Information Sharing 
 
 Principles in sharing 
 Privacy Impact Assessment 
 Information Risk Assessment 
 Data Flow Mapping and Safe Havens (secure centre for receipt and 

handling of person-identifiable data) 
 Pseudonymisation (encryption/removal of person-identifiers but which 

can be reversed if appropriate) and Secondary Uses  
 Importance of Continuing Care 

In the afternoon participants split into groups to discuss a case study in detail 
with groups feeding back their assessments and strategy for addressing the 
challenge. 
 
Throughout the day there was opportunity for wider discussion and this was 
particularly useful in helping each of us understand the other organisation’s 
perspectives, processes and standards.  Myths were challenged, that data 
can or can’t be shared in certain circumstances, and a legal, methodical 
framework given to assess each case in turn.  The workshop brought 
additional benefits to the participants in building relationships between groups 
of staff in different organisations but facing similar challenges, bringing insight 
as to the processes that DCC and the NHS have in place and the standards 
both organisations meet in ensuring that personal data is handled securely 
and appropriately within the law. 
 
3. Outcome of discussions 
 
A number of areas emerged during the day as participants explored scenarios 
and case studies.  This is a brief summary of areas which would benefit from 
more detailed discussion and further joint work. 
 
Consent 
Gathering the right level of consent from an individual is fundamental to 
sharing information.   Where a patient / service user consents to share their 
data it is usually relatively easy to do so with appropriate safeguards.  
However, the generic consent a patient gives, e.g. when registering with a 
practice or service, is usually not specific enough for the circumstances we 
experience.  In particular, a patient giving consent in a health setting would not 
reasonably expect their data to be shared outside of the NHS and so this 
requires additional consent and the same is generally true for consent 
gathered within social care.  We have faced this problem for many years and 
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will continue to do so unless robust and jointly agreed consent models and a 
process for collection of consent is implemented.  No model will meet all 
circumstances, but for well-established pathways of care it would present a 
solution to current difficulties in sharing.  This will take considerable time to 
build but starting now would at least mean in 10 years’ time we are not talking 
about the same challenges. 
 
Information Sharing Protocol / Agreement 
Derbyshire Information Access Group led a piece of work in 2008 to establish 
an overarching Information Sharing Protocol between a range of services from 
within the Derbyshire Partnership including Local Authority, NHS and partner 
organisations including the PCT.  This work requires a refresh to take into 
account changes from the Health and Social Care Bill and changes in status 
to some NHS organisations e.g. Foundation Trusts.  Availability of this 
agreement supports all signed up organisations by providing a framework for 
secure and appropriate exchange of a range of data which reduces the 
requirement for individual sharing agreements. 
 
Joint working on information sharing – operational group 
We are currently addressing challenges within our organisational boundaries, 
passing requests between us as they arise.  To optimise use of shared 
learning and bring consistency of approach it would be useful to establish a 
joint operational IG group with representatives from both social care and 
health to tackle areas which require a joint approach.  The first task of this 
group would be to update the Information Sharing Agreement.  The Group 
would require accountability arrangements back to both the DCC and PCT 
Information Governance Committees to maintain compliance with each 
organisational governance arrangements and arrangements will need to be 
 made to include wider partner agencies going forward.  
 
4. Recommendations 
 
The Board is asked to:  

• receive this report and note its content for information. 
• approve the establishment of a Joint Health and Local Authority 

Information Governance Operational Group. 

 
 

Theresa Jennison 
Assistant Director - Informatics 

NHS Derbyshire County / NHS Derby City 
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Agenda Item No. 5 
 

DERBYSHIRE SHADOW HEALTH AND WELLBEING BOARD 
 

27 September 2012 
 

IMPROVEMENT AND SCRUTINY REVIEW OF NUTRITION OF OLDER 
ADULTS IN DERBYSHIRE – UPDATE REPORT 

 
Purpose of the report 
 
To inform the Shadow Board of progress made on the recommendations from 
the Review of Nutrition of Older Adults in Derbyshire and to seek approval for 
the Shadow Board to take responsibility for implementing these 
recommendations across the health and social care services of Derbyshire. 
 
Background 
 
A review into the nutrition of older people was agreed by the former Adult 
Health and Care Improvement and Scrutiny Committee in March 2010 and 
concluded in May 2011. 
 
The review highlighted four areas for improvement that cover all health and 
social care services: communication, screening, training and development, 
and data and information 
 
A multi-disciplinary steering group was established to coordinate the 
implementation of the review’s recommendations in June 2011. The group’s 
primary focus over the past year has been planning and delivering a screening 
survey across health and social care settings in Derbyshire. The results of this 
survey are attached at Appendix 1, with an update of progress against the 
recommendations at Appendix 2. 
 
Information and Analysis  
 
The screening survey showed that malnutrition in people aged 65 and over 
affected: 
 24% of people in an acute setting  
 26% of people in a care home setting (20% for the County Council, 30% 

for Private); 
 32% of people in a community hospital; 
 No-one in a mental health setting. 

 
These results are broadly in line with the results of the 2011 National Nutrition 
Screening Week undertaken by the British Association for Parenteral and 
Enteral Nutrition (BAPEN). 
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The survey was a data collection exercise and was not designed to answer 
questions about malnutrition amongst older people such as eating habits, 
underlying medical conditions, personal circumstances etc. 
 
The progress report, Appendix 2, provides the latest update in respect of the 
recommendations made by the original scrutiny review. The report highlights 
improvements made and areas where work is still required across the four 
recommendations. 
 
In terms of ‘communication’, more work is required to promote the use of 
existing patient held records, although there have been improvements in the 
promotion of food choice for patients/clients. The ‘screening’ theme has seen 
a number of improvements reported with all organisations using the 
Malnutrition Universal Screening Tool (MUST) on a patient within 24 hours of 
their admission. The monitoring of food not eaten by individuals is improving in 
most organisations and Chesterfield Royal Hospital has stated more needs to 
be done within their Trust on this. With regards to ‘training’, assurances have 
been provided that appropriate training on use of equipment and the MUST 
assessment tool is taking place. More work does, however, need to be 
undertaken on exploring volunteering opportunities and the training that could 
be given to volunteers. The final series of recommendations related to ‘data 
and information’ which included the screening survey (see Appendix 1) and 
inclusion of malnutrition in the Joint Strategic Needs Assessment. The final 
recommendation on openness of information is being implemented well but it 
is not clear as to how often this information is accessed and by whom. 
 
Next Steps/Way Forward 
 
At the steering group’s last meeting in July 2012, it was noted that despite the 
experience and willingness of the steering group members to effect change, 
they did not have the seniority within their organisations to make the 
necessary changes. It was also noted that there is no co-ordinated approach 
to tackling malnutrition and that no organisation is taking the lead, although 
the promotional work that Derbyshire County Council is doing was noted. The 
steering group requested the Improvement and Scrutiny Committee - People 
make representations to the Shadow Health and Wellbeing Board on this 
matter. The Improvement and Scrutiny Committee resolved to undertake this 
at its meeting on 12 September 2012. 
 
Is an Equality Impact Assessment required? No 
 
Recommendations 
 

1. That the Shadow Health and Wellbeing Board receives and notes the 
audit screening report from the Nutrition Steering Group (Appendix 1); 
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2. That the Shadow Health and Wellbeing Board receives and notes the 

progress report from the Nutrition Steering Group (Appendix 2); 
 

3. That the Shadow Health and Wellbeing Board take on the 
responsibilities of the Nutrition Steering Group in implementing the 
recommendations of the Improvement and Scrutiny Review. 
 
 

 
John McElvaney 

Director of Legal Services 
Derbyshire County Council 
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Agenda Item No. 7 

DERBYSHIRE SHADOW HEALTH & WELLBEING BOARD 
 

27 September 2012 
 

JOINT COMMISSIONING UPDATE – ADULT CARE 

1. Purpose of the Report 
 

To update the Shadow Health & Wellbeing Board about the delivery of the 
Joint Commissioning Priorities. 
 
Information and Analysis 
 
At its meeting on 29th March 2012, the Shadow Health and Wellbeing Board 
endorsed the Joint Commissioning priorities for 2012/13 that had been agreed 
by the Adult Care Board at its meeting on 15th March 2012. 
 
Since the July Health & Wellbeing Board meeting, the following actions have 
been completed: 
 
Joint Commissioning 
 
• Steering/Co-ordination Group 

o Following discussion between the Clinical Commissioning Groups, Adult 
Care and Children and Younger Adults Departments at the County 
Council, a regular meeting will be held to ensure progress on identifying 
and delivering joint commissioning priorities.  The first meeting will be 
held in October. 

• Stroke: 
 
o Progress has been made in agreeing the inclusion of Early Supported 

Discharges within Adult Care existing resources and services, building 
on the re-ablement service.  
 

• Young Onset Dementia:  
 
o Local research has been completed and will be the subject of a 

separate report initially to the Adult Care Board. 
 

• Community Lives 
 
o The approach is being developed together with the Community Lives 

Communication and Engagement Sub-Group, which includes clients 
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and family carers.  This will run in parallel to, and be informed by, the 
on-going implementation of personalisation and Self Directed Support. 

o This programme is focussed on delivering improved and equitable 
personalised care and support for people with learning disabilities.  
Following agreement at the County Council Cabinet on 24th July 2012, a 
plan for up to 12 months engagement with key stakeholders is starting.  
This will focus particularly on day opportunities, short breaks and 
accommodation and support.   

o Following the 12 previous Working Together for Change workshops we 
are developing and delivering a service improvement plan focussed on 
day opportunities. 

 
• Intermediate Care 

 
o These services, aimed at promoting older people’s independence, are 

included in the development work on Integrated Care. 
 

• Employment 
 
o A revised approach is being developed to meet national and local 

intentions particularly for people with mental ill health, learning 
disabilities and physical or sensory impairment.  It will include existing 
services funded by local and national statutory agencies. 
 

• Dignity in Care 
 
o The local approach is based on delivering the Department of Health’s 

10 Point Dignity Challenge.  
o There have now been 115 applications for the bronze award, with 78 

successful applicants. 
o A workshop outlining the silver award criteria and process is planned for 

national dignity in care day on 1st February 2013, with Silver awards 
starting from 1st April 2013. 
 

• Advocacy Services 
 
o A joint review of local advocacy services has been agreed.  This will 

consider equity across Derbyshire and between client groups.  As part 
of the review we will include the expected impact of HealthWatch 
Derbyshire on local advocacy services. 

 
• Lead Commissioning  

 
o Development work is well underway on proposals for Adult Care to lead 

commission services for carers and people with learning disabilities.  
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The proposals will be considered by the Adult Care Board in November 
2012. 
 

• Carers  
 
o The current Joint Commissioning Strategy for Carers is being updated.  

In addition a network event has taken place with carers from BME 
communities.  Following from the broader event, a specific further event 
is taking place with the Chinese community. 
 

CONCLUSION 
The developments set out in this report relate to agreed joint priorities which 
are consistent with the emergent Health and Wellbeing Strategy for 
Derbyshire. 
 
They are tangible achievements reflecting good joint working between the 
developing clinical commissioning groups, adult care and district and borough 
councils.  This joint working will be further strengthened as joint 
commissioning structures and relationships are consolidated in the coming 
period. 

OFFICER RECOMMENDATION 
That the progress on delivering the Joint Commissioning system and priorities 
for 2012/13 is noted. 
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Agenda Item No. 8 

 
DERBYSHIRE SHADOW HEALTH AND WELLBEING BOARD  

 
27 September 2012 

 
DERBYSHIRE CLINICAL COMMISSIONING GROUPS’ 

 COMMISSIONING STRATEGIES 
 
 
Purpose of the report 
 
To inform the Shadow Board about the commissioning strategies that are 
currently being developed by the Clinical Commissioning Groups’ (CCGs) in 
Derbyshire. 
 
Background 
The Board received the commissioning intentions 2012/13 of the Derbyshire 
CCGs at its meeting in January this year. They were developed in response to 
the publication of the NHS Operating Framework which is published in 
December each year and sets out expectations and requirements for the 
following year. The Framework covers commissioners and providers although 
the commissioners are expected to enact all of the requirements and are held 
to account for delivery. The commissioning intentions are issued to the main 
providers of NHS services by the end of September each year and set out the 
local intentions for significant service changes and changes to contracts. The 
commissioning intentions will never cover everything the commissioners will 
do in a year as they are directed at NHS providers to signal contractual 
changes.   
 
The NHS system is changing so this year a national Mandate for the NHS will 
be issued which will be followed by planning guidance due sometime around 
Christmas. Following this the CCGs go into detail contract negotiations with 
providers for changes to take effect from 1 April 2013.    
 
Information and Analysis 
 
As well as this the CCGs in Derbyshire are currently developing 
commissioning strategies that will cover a 3-5 year period to enable longer 
term planning. There is no specific guidance for the strategies, however it is 
intended that they will: 

• support the implementation of the Derbyshire Health and Wellbeing 
Strategy and the JSNA; 

• set out how the requirements of the new Mandate, the Outcomes 
Framework and planning guidance will be met; 



 42 

• ensure the delivery of high quality services and good value for money in 
Derbyshire; 

• identify local changes identified by GPs and other health and care 
professionals; 

• support the delivery and national and regional policy.  
 
Next Steps 
The CCGs will complete their strategies by January 2013, when they will be 
presented to the Health and Wellbeing Board. 

 
 

Is an Equality Impact Assessment required?  
 
No, this will be carried out at individual service change level.  
 
Recommendations  
 
The Shadow Health and Wellbeing Board is asked to: 
 

• Note the development of the commissioning strategies 
• Receive the CCG Commissioning Strategies in January. 

 
  

Jackie Pendleton 
Chief Operating Officer 
North Derbyshire CCG  

On behalf of all Derbyshire CCGs. 
 

More information from: Jackie.Pendleton@northderbyshireccg.nhs.uk 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

mailto:Jackie.Pendleton@northderbyshireccg.nhs.uk
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Agenda Item No: 9 
 

NHS Erewash CCG Priorities 2012/13 

 
 

  

Improve 
Health and 
Wellbeing 
in early 
years 

Promote 
healthy 
lifestyles 

Mental 
Health and 
Wellbeing 

Long term 
conditions 
and carers 

Older 
people 

Reducing premature 
Deaths 

Fewer hospital 
admissions 

Care is planned around 
individuals’ needs 

Improved quality of 
service 

People receive right care 
and support sooner 

People supported to 
manage their conditions 

Better continuity of care 

More support to stay 
independent at home 

Reduction in Inequalities 

People live longer and 
healthier lives 

People supported to live 
healthier lives 

Better Patient Experience CCG that is driven by 
clinicians and 

authorised as a CCG 

Improved quality of 
care to deliver better 

outcomes and 
improved efficiencies 

Improved 
Management of 
people with long 
term conditions 

Reducing Health 
Inequalities 

Integration of care 
for frail older people 

Prevention 

Improving 
Quality 

Co-ordinated 
Care 

Better Care 

Better Health  

Better Value 

Derbyshire Health 
and Wellbeing Board 
Priorities 

CCG Mission CCG Focus CCG Priorities 
2012/13 

Outcomes 

Improving Quality in 
Primary Care 

Improving access to 
Mental Health 
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NHS Erewash CCG Priorities 2012/15 Draft 
 
 

Improve 
Health and 
Wellbeing 
in early 
years 

Promote 
healthy 
lifestyles 

Mental 
Health and 
Wellbeing 

Long term 
conditions 
and carers 

Older 
people 

Reducing premature 
Deaths 

Fewer hospital 
admissions 

Care is planned around 
individuals’ needs 

Improved quality of 
service 

People receive right care 
and support sooner 

People supported to 
manage their conditions 

Better continuity of care 

More support to stay 
independent at home 

Reduction in Inequalities 

People live longer and 
healthier lives 

People supported to live 
healthier lives 

Better Patient Experience 

Improving the Mental 
Health of the 

Population and 
services for people 

with dementia 

Supporting People 
with Long Term 

Conditions 

Integration of Care 

Providing the Best 
Start in Life – 

Improving Outcomes 
for Children 

Reducing 
Inequalities across 
the CCG Population 

Prevention 

Improving 
Quality 

Co-ordinated 
Care 

Better Care 

Better Health  

Better Value 

Derbyshire Health 
and Wellbeing Board 
Priorities CCG Mission CCG Focus Draft CCG 

Priorities 2012/15 
Outcomes 

Improving Quality of 
Primary Care 

Improving End of 
Life Care 

Improved support for people 
at end of life and increase 

proportion of deaths 
occurring at home 

Improved Health and 
Wellbeing of children and 

young people 
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Supporting Enablers 2013/16 Draft 
 

  

Delivering  Quality, Innovation, Productivity and Prevention in all we do 

Public and Patient Voice being at the centre in decision making 

Delivering financial stability 

Continuity of Care to patients 

CCG continues to be truly driven by clinicians 

Continuously improving all parts of the organisation and system we work in to 
benefit the population 
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Agenda Item No. 10 
 

DERBYSHIRE SHADOW HEALTH AND WELLBEING BOARD 
 

27 September 2012 
 

HEALTH & WELLBEING ROUND-UP REPORT 
 
 

Purpose of the report 
To provide the Board with a round-up of key progress in relation to Health and 
Wellbeing issues and projects not covered elsewhere on the agenda. 
 
Round-Up 
 
Board Development 
The first of four bespoke development sessions was held with the LGA on 13 
July 2012, with most Board Members in attendance, and was a successful 
start. The Board identified the following six priorities as areas that should be 
focused on through this process:  
 

1. How to have serious conversations about difficulties and changes 
ahead e.g. day care 

2. Moving from “trust” to “shared responsibility” 
3. Developing a meaningful commissioning role as a board, including the 

development of a commissioning framework 
4. How to make things happen – for example, how to work effectively 

together to achieve outcomes / make a difference, including learning 
lessons from Safeguarding Board and other HWBs/councils 

5. Understanding how money flows through the system 
6. Building Board Member skills  

 
A provisional date of 10 December 2012 (from 1pm) for the next Board 
Development has been set. It will focus on the first point listed ie. How to have 
serious conversations about difficulties changes ahead e.g. day care, and one 
other topic from the list above. 
 
Further details will be distributed prior to the workshop. 
 
For further information please contact Jane Cox, Policy Manager, DCC: 
jane.cox@derbyshire.gov.uk 
 
CCG Authorisation 
The authorisation process continues for each of the CCGs with the application 
submission date of Monday 1 October for Wave three for Erewash, North 
Derbyshire, Southern Derbyshire and Tameside and Glossop and 1 
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November for Wave four for Hardwick.  Each CCG has to demonstrate its 
competence against 119 key criteria which include such things as a financial 
plan for the next few years, safeguarding arrangements, joint commissioning 
arrangements between CCGs and between CCGs and the local authorities, 
what is happening with commissioning support services and what part the 
CCG is playing in local Health and Wellbeing Boards including contribution to 
JSNA and Health and Wellbeing strategies.  The evidence submitted will be 
assessed and any of the 119 criteria that are not fully met by the documentary 
evidence review will be probed on a site visit which for wave three is 
happening in November and wave four a month later.  It is anticipated that the 
outcome will be known at the end of December for wave three and again a 
month later for wave four.    
 
However business is continuing as usual within the CCGs as contracts are 
being managed with providers to ensure quality and financial targets are 
delivered; winter planning is being coordinated across all sectors through the 
North and South Urgent Care operational groups; the work on more integrated 
ways of working are being progressed; NHS 111 has been rolled out to the 
whole of Derbyshire and the tender for the permanent service to start from 
October 2013 has been released and a joint commissioning coordination 
group for adult and children’s service between the CCGs and the County 
Council has been established.  
   
For further information please contact Jackie Pendleton, Chief Operating 
Officer, North Derbyshire CCG: 
Jackie.Pendleton@derbyshirecountypct.nhs.uk 
 
Accommodation Strategy 
The revised plan to deliver the strategy for accommodation care and support 
continues to progress.   
 
The Community Care Centre and Extra Care scheme in Swadlincote is 
expected to be handed over from the constructors in mid November, with a 
view to tenants moving in, and other services starting over the coming few 
months.  The scheme will provide 88 apartments, 16 long term beds for 
people with dementia, 16 short term beds for respite or intermediate care, and 
day services for up to 20 people.  Additionally the scheme will have a range of 
community facilities and a health and wellbeing zone. 
 
Planning submissions have been submitted for two further community care 
centres at Darley Dale (adjacent to the Whitworth Hospital) and at Heanor (on 
the site currently occupied by the  Florence Shipley home for older people).  A 
contractor is being sought through an OJEU procurement process to build the 
two centres, and it is expected that work will start on site in early 2013, with a 
view to the centres being operational in 2014.  Each centre will have 16 long 
term beds for people with dementia, 16 short term beds for respite or 
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intermediate care, and day services for up to 20 people.  Additionally the 
scheme will have a range of community facilities and a health and wellbeing 
zone. 
 
Chevin Housing, part of the Together Housing Group, in partnership with the 
Council, are moving three initial extra care schemes through planning to start 
construction at Foolow Court Chesterfield (45 apartments), Cressy Fields 
Alfreton (60 apartments), and Market Street Clay Cross (90 
apartments).  These schemes will all have community facilities and Market 
Street will have a day service facility for 20 people.  It is anticipated these will 
be ready for handover from the constructor in late 2014 early 2015. 

 
District and Borough colleagues continue to be involved in local discussions 
about rent levels, service charges, affordability for local people, and planning 
issues. 
 
Discussion is taking place at locality levels with Local Clinical Commissioning 
Groups to explore opportunities for integrated service provision. 
 
For further information please contact James Matthews, Assistant Director 
(Adult Care), DCC: james.matthews@derbyshire.gov.uk 
 
Local HealthWatch Update 
Planning for the development of the Local HealthWatch service is on course.  
Derbyshire County Council’s Cabinet recently approved the facilitation of the 
procurement exercise to set up HealthWatch. 
 
The Health and Social Care Act has been clear that HealthWatch should have 
its own identity and be a corporate body in its own right and be able to recruit 
its own staff.  The emphasis has been to move away from having a Host 
organisation. To enable this to happen the procurement exercise includes a 
short term contract with an organisation to help develop a new corporate 
body. The successful provider will need to demonstrate experience of setting 
up a new social enterprise/corporate body and describe a method for securing 
a representative board of trustees. 
Derbyshire, like many other Authorities, is facilitating the development of a 
new independent organisation with an independent board of 
trustees.  Potential members of the board will have to apply against a job 
description; they will have to highlight their skills and demonstrate the benefit 
they will bring to HealthWatch.  The detail of the job descriptions for board 
members and the application process are to be still to be determined. 
   
Once a new organisation is established as Healthwatch, the County Council 
will then look to grant aid this new corporate body to fulfil the role of 
Derbyshire Healthwatch. 
 

mailto:james.matthews@derbyshire.gov.uk


 49 

Work is also underway to engage the public in helping us determine what 
Derbyshire Healthwatch should look like.  The recent Health and Well Being 
Stakeholder Engagement Forum held on the 21st September focused on 
gaining people’s feedback on how Healthwatch should be inclusive and 
represent the views of people.  We have also been grateful for the support 
and interest of a number of young people from the Youth Council who have 
actively assisted with development of documentation which will inform the 
development of Derbyshire Healthwatch. 
 
For further information please contact James Matthews, Assistant Director 
(Adult Care), DCC: james.matthews@derbyshire.gov.uk 
 
The Local Education and Training Council: - “Let’s see about the LET-C” 
The first meeting of the Derbyshire Local Education and Training Council 
(LET-C) took place in September, chaired by Sue James, head of Derby 
Hospitals. These councils sit under regional Local Education and Training 
Boards (LET-Bs), which themselves report to Health Education England which 
is: “The new national leadership organisation responsible for ensuring that 
education, training, and workforce development drives the highest quality 
public health and patient outcomes.” With that mandate and ambition it is 
surely an organization destined for great things. 
 
The LET-C brings together the main providers and commissioners of health 
care as well as representatives of training institutions such as Derby 
University. The board is there to oversee all aspects of health training and will 
spend the next few months working out exactly what its remit is, how it will 
fulfil it, and what its initial priorities will be. The term “provider led” features 
prominently in the new literature. These are important to local authorities and 
all health and wellbeing stakeholders too, as part of their task will be to obtain 
benefits from joint approaches to workforce planning and training between 
different agencies, and also to promote appropriate health related 
development in the wider workforce, including in social care. Derbyshire 
Health and Wellbeing board and DCC is represented on the board through the 
Directors of public health. The main discussions in this meeting were about 
the board and its development but there was also an item on “Making Every 
Contact Count” which is an initiative begun in Derbyshire and now taken up as 
a region-wide NHS priority, to ensure that all relevant workers in any 
professional group can help promote healthy lifestyles in patients and clients. 
 
It is early days for this group but further information can be found about the 
general perspective on the DoH website:  
http://healtheducationengland.dh.gov.uk/ or 
http://www.dh.gov.uk/health/tag/local-education-and-training-boards/ or 
contact bruce.laurence@derbyshire.gov.uk for a local perspective. 
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Health Protection in Local Government 
The Department of Health (DoH) has published a document that describes the 
arrangements for preventing, planning for and responding to health protection 
incidents and outbreaks within the new system. It also gives further details 
about the nature of the local authorities’ planned new duty to protect the 
health of the population. It outlines what Local Authorities’ responsibilities will 
be but it is clearer in some areas than others and further clarification is 
required. A more detailed report will be presented to the Shadow Health and 
Wellbeing Board when more comprehensive information is published by the 
DoH. 
 
The full document can be viewed on the DOH website: 
http://www.dh.gov.uk/health/2012/08/health-protection-guidance/ 
 
For further information please contact Bruce Laurence, Acting Director of 
Public Health bruce.laurence@derbyshire.gov.uk 
  
‘Improving population health through primary care’ Event 
An event organised by PCC is being held on Tuesday 27 November 2012. 
The event is aimed at director-level staff and commissioners from local 
authorities, Public Health England and health and wellbeing boards 
responsible for public health within the primary care setting. It will explain how 
they can work with their CCGs and primary care including GP practices, 
community pharmaceutical services, dental and eye care providers, to secure 
the necessary services and relationships to improve the public's health. 

A number of free places are available if booked before the end of September. 

Please see link for further information: 
http://www.networks.nhs.uk/networks/news/improving-population-health-through-primary-care-1 
or contact Trish Thompson, Cluster Director of External Directions, NHS 
Derby City trish.thompson@derbycitypct.nhs.uk  
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