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Health and Wellbeing Board

Part I (Public Committee)

1. Apologies  

To receive apologies for non-attendance by Health and Wellbeing Board Members.

2. Declarations of Interest  

The Board will be asked to make any declarations of interest in respect of items on this 
agenda.

3. Chair’s urgent business  

To receive reports on business which, in the opinion of the Chair, should be brought 
forward for urgent consideration.

4. Minutes  (Pages 1 - 8)

To confirm the minutes of the meeting held on 30 June 2016. 

5. Questions from the public  

To receive questions from the public in accordance with the Constitution.

Questions, of no longer than 50 words, can be submitted to the Democratic Support 
Unit, Plymouth City Council, Ballard House, Plymouth, PL1 3BJ, or email to 
democraticsupport@plymouth.gov.uk. Any questions must be received at least five clear 
working days before the date of the meeting.

6. Joint Strategic Needs Assessment  (Pages 9 - 16)

The Board to receive a report in relation to the Joint Strategic Needs Assessment.

7. Director of Public Health Annual Report  (Pages 17 - 76)

The Board to receive the Annual Report of the Director of Public Health.

8. Alcohol Dashboard Update  (Pages 77 - 90)

The Board will receive an Update on the Alcohol Dashboard.

9. Children and Young People's Partnership Update  

The Board will receive a verbal update on the Children and Young People's Partnership.

mailto:DEMOCRATICSUPPORT@plymouth.gov.uk


10. Safer Plymouth Governance and the Health and Wellbeing 
Board  

(Pages 91 - 98)

The Board will receive a report regarding Governance from the Safer Plymouth 
Partnership Board.

11. Work Programme  (Pages 99 - 
100)

The Board are invited to add items to the work programme.

12. Exempt Business  

To consider passing a resolution under Section 100A(4) of the Local Government Act 
1972 to exclude the press and public from the meeting for the following item(s) of 
business on the grounds that it (they) involve the likely disclosure of exempt information 
as defined in paragraph(s) of Part 1 of Schedule 12A of the Act, as amended by the 
Freedom of Information Act 2000. 

PART II (PRIVATE COMMITTEE)

AGENDA

MEMBERS OF THE PUBLIC TO NOTE
that under the law, the Panel is entitled to consider certain items in private.  Members of the 
public will be asked to leave the meeting when such items are discussed. 

NIL.
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Health and Wellbeing Board

Thursday 30 June 2016

PRESENT:

Councillor Mrs Bowyer, in the Chair.

David Bearman – Devon Local Pharmaceutical Committee, Councillor Mrs Beer, 
Lee Budge - Plymouth Hospitals NHS Trust, Carole Burgoyne, Plymouth City 
Council, John Clark – Plymouth Community Homes, Peter Edwards - Healthwatch, 
Tony Fuqua – Community and Voluntary Sector, Nicola James – NEW Devon 
CCG, Craig McArdle - Plymouth City Council, Councillor McDonald, Laura 
Nicholas – NEW Devon CCG, Dan O’Toole – Livewell Southwest.

Apologies for absence: Councillor Tuffin, Andy Boulting – Devon and Cornwall 
Police, Jerry Clough – NEW Devon CCG, Judith Harwood – Plymouth City 
Council, Alison Hernandez – Police and Crime Commissioner, Ann James – 
Plymouth Hospitals NHS Trust, Professor Patricia Livsey – Plymouth University, Jo 
Traynor – Community and Voluntary Sector, Steve Waite – Livewell Southwest  

Also in attendance: Ross Jago – Lead Officer, Kristin Barnes – Democratic Support 
Officer. 

The meeting started at 10:00 and finished at 12:10.

Note: At a future meeting, the committee will consider the accuracy of these draft minutes, 
so they may be subject to change.  Please check the minutes of that meeting to confirm 
whether these minutes have been amended.

32. Confirmation of Chair and Vice Chair  

Agreed -

1. the appointment of Councillor Lynda Bowyer as Chair for the municipal year 
2016 – 2017;

2. the appointment of Vice-Chair of the Board for the municipal year 2016-2017 
be deferred to the next meeting as a number of members were absent.

33. Appointment of Co-opted Representatives  

Agreed the following co-opted representatives -

Statutory Co-opted Members 

 Carole Burgoyne, Strategic Director for People, Plymouth City Council;
 Kelechi Nnoaham, Director of Public Health;
 Jerry Clough, NEW Devon 
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 Dr Paul Hardy, NEW Devon Clinical Commissioning Group representative;
 Liz Thomas, NHS England.
 Nick Pennel - Healthwatch

Non-Statutory Co-opted Members 
 

 Tony Fuqua, Community and Voluntary Sector Representative;
 Jo Traynor, Community and Voluntary Sector Representative;
 John Clark, Chief Executive, Plymouth Community Homes;
 Steve Waite, Chief Executive, Plymouth Community Healthcare; 
 Ann James, Chief Executive, Plymouth NHS Hospitals Trust;
 David Bearman, Chair, Devon Local Pharmaceutical Committee; 
 Professor Patricia Livsey, Plymouth University; 
 Chief Superintendent Andy Boulting, Devon and Cornwall Police; 
 Alison Hernandez, Devon and Cornwall Police and Crime Commissioner
 Judith Harwood, Assistant Director for Learning and Communities. 

34. Declarations of Interest  

There were no declarations of interest made. 

35. Chairs urgent business  

Ross Jago, Lead Officer, has met with officers supporting the Torbay and Cornwall 
Health and Wellbeing Boards with a view to facilitating regular meetings between the 
Chairs of those boards. The intention is for the Chairs to consider strategic issues 
facing their authorities, for example issues around alcohol. Members were invited to 
come forward with any issues they would like raised at this level.
 
The Board received a letter of resignation from Peter Edwards of Healthwatch. The 
Chair expressed her regret to receive Mr Edwards’ resignation and offered thanks 
on behalf of the Board for all his hard work. Ross Jago confirmed that Nick Pennel 
will step in to replace Mr Edwards. 

36. Minutes  

Agreed  the minutes of the meeting of 28 January 2016.

37. Questions from the public  

There were no questions form members of the public.

38. Success Regime  

Nicola James, NEW Devon CCG explained that she would introduce the next 3 
items. For clarity, as there had been some amendments to the titles and 
presentations accompanying the agenda, she explained that; 
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1. Laura Nicholas, Director of Strategy for the CCG, would present on the 
Success Regime and Sustainability and Transformation Plan covering 
Plymouth, Devon and Torbay. This will provide an overall picture of the 
current situation.

2. Lee Budge, Plymouth Hospitals NHS Trust, would present what is now item 
9; “One System, One Aim” this sets out the local Plymouth and Western 
area response to the Success Regime and what is being put in place locally to 
deliver recommendations.

3. Craig McArdle, Plymouth City Council, would present item 10, the Integrated 
Commissioning System Action Plans, demonstrating how they link in and 
support what is being done in relation to the Success Regime.

Laura Nicholas provided the board with an update as to how the success regime was 
progressing. It was reported that;

a) the presentation was a high level overview of the situation at present across 
the three patches. The CCG and associated health bodies have a clear 
mandate for integration of services;

b) the overall aims of the Sustainable Transformation Plan are address health 
inequalities, improve population health, improve outcomes and meet the 
increase in demand by working in a more integrated way to provide services 
at the same or less cost than at present;

c) the STP was not intended to railroad the work that was already going on in 
Plymouth to deliver an integrated system for commissioning and delivery. The 
intention was to make sure the direction of travel was the same for all 
parties; 

d) the new care model would prioritise prevention, which had previously been 
overlooked as it did not show immediate quantifiable results. The STP had 
identified some areas, such as diabetes support, which could yield relatively 
quick positive results;

e) primary care was a key plank of the plan. It was important that the 
infrastructure was in place to support early intervention at a primary care 
level;

f) 2016/17 work will be focused on securing improvements in 5 areas;
 Bed based care
 Elective Care
 Procurement
 Continuing care 
 Agency spend

g) consultation on next steps would start at the end of July. This would look at 
the likely impact to community hospitals and the provision of ambulatory 
care;
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h) there was likely to be a secondary stage of consultation in September 
regarding acute services.

The main areas of questioning from the board related to the following;

i) translating plans into action;
 

j) keeping a local focus;

k) future proofing of plans in light of the EU referendum result;

l) preventing Plymouth’s progress from being slowed by other parts of the STP 
footprint who are not keeping up with the rate of change;

m) addressing the specific inequalities within Plymouth;

n) early intervention for children’s mental health; 

o) health inequalities for children.

39. Sustainable Transformation Plan  

In a change to the planned agenda, Lee Budge, Plymouth Hospitals NHS Tust, 
presented to the board regarding “One System, One Aim” this was introduced as a 
look at how the Success Regime and Sustainable Transformation Plan would impact 
at a local level;

 
a) the intention was to change behaviour to match the system. One system, 

One Aim sets out how the NHS intends delivering desirable outcomes for 
the patient population; 
 

b) One Aim was about rallying people around a single cause to act as one 
system;

c) to achieve this all organisations must follow One Plan, which consisted of 
One Standard, One Budget, One Workforce and One Infrastructure;

d) a leadership and governance structure has been agreed overseen by a 
monthly Systems Development Board with a remit to deliver one aim on 
system. 

e) One Plan identifies 7 specific priority areas for 2016/17
 Urgent care
 Children and Young People
 Elective Care
 High cost packages
 Developing Health and Wellbeing Hubs
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 Embed mental health in all priorities and align to the complex 
needs system

 Redesign of primary care

f) measures of success have been identified. There would be a singular approach 
towards a clear outcome.
 

Recommendations relevant to this item were agreed by the Board and are recorded 
under the next item at minute 40.

40. Integrated Commissioning System Action Plans  

Craig McArdle, Plymouth City Council gave the board a summary of the Integrated 
Commissioning Action Plans for the next 12 months. It was reported that;

a) a digital roadmap had been developed for submission alongside the 
Sustainable Transformation Plan. The aim of the Digital Road Map is to achieve a 
digital record of care, with all signatories paper free at the point of care by 2020. 
 

b) The previous year had been successful in terms of integrated health in 
Plymouth, a number of achievements could be evidenced;

c) focuses for the Integrated Commissioning Action Plan for Wellbeing include;
 sport and leisure: a sports facility strategy has been 

commissioned; 
 a vision for Health and Wellbeing Hubs: Testing for the model 

has begun via workshops with stakeholders;
 a focus on referral to treatment time and elective care: 

demand management ensuring sufficient capacity; 
 strengthening primary care.

d) focuses for the Integrated Commissioning Action Plan for Children and 
Young People include;

 faster integration of SEN services; 
 supporting permanency for children in care;
 strengthening in house placement offer;
 focus on CAHMS.

e) focuses for the Integrated Commissioning Action Plan for Community 
include;

 meeting complex needs: by joining up services such as those 
for alcohol and mental health;

 new urgent care systems: with a focus on managing discharge 
and avoiding admissions.

f) focuses for the Integrated Commissioning Action Plan for Enhanced and 
Specialist Care include;
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 enhanced funding:  for nursing, residential care and end of life care to reduce 
admissions; 

 driving up quality;
 managing risk.

The main areas of questioning from the board related to;

g) integrating social care and school systems to achieve better outcomes for 
care leavers;

 
h) the representation and development of primary care within the plans;

i) quantifying outcomes.

Agreed that –

1. the Health and Wellbeing Board receive regular updates on the Success 
Regime and Sustainable Transformation Plan;

2. the Board’s challenge, laid down at its inception, of a fully integrated system 
of population health and wellbeing (commissioning and delivery) is clearly 
stated as the direction of travel in proposals resulting from the work of the 
Success Regime;

3. the Success Regime process should describe how Plymouth will receive its 
fair share of funding; and a timescale for a pace of change to the fair 
distribution of resource should be provided to the board;

4. the approach of the Digital Roadmap process is aligned to the Boards 
strategy as expressed through the Plymouth Plan;

5. the local response to the Sustainable Transformation Plan and integrated 
commissioning action plans are aligned to the objectives set by the Board in 
the Plymouth Plan;

6. the lack of focus on primary care should be addressed in the Success Regime, 
Sustainable Transformation Plan and local action plans.

41. People, Communities and Institutions - Report from Plymouth Growth 
Board  

Carole Burgoyne, Strategic Director for People, Plymouth City Council, and Kelechi 
Nnoaham, Director of Public Health, Plymouth City Council, presented the People 
Communities and Institutions report from the Plymouth Growth Board the board. It 
was reported that;
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a) the report showed the links between the work of the growth board and the 
work discussed earlier in the agenda, the agendas of the two boards were 
becoming interlinked;
 

b) the Children and Young People’s Partnership has already been aligned to the  
Health and Wellbeing Board. Further consideration needed to be given to 
linking the wider partnerships across the system. The lead officer was asked 
to give consideration to how that could be actioned;

c) the People, Communities and Institutions Flagship’s primary remit was to 
recognise social inequalities and the relationship between growth and health. 

42. Change of Political Administration - Impact  

Ross Jago, Lead Officer to the Health and Wellbeing Board, gave the Board an 
update as the impact of the change in political administration;

a) programme of work had begun to look at a move to a committee system of 
governance;
 

b) members were told they may be approached for their input as part of the 
consultation process.

43. Work Programme  

The Board noted the work programme and the following items were added;

a) the Board will receive regular updates from the Success Regime and the 
Sustainable Transformation Plan;

b) the Board will consider the Plan for Sport;

c) the Board will receive updates regarding Health and Wellbeing Hubs;

d) the Board will consider Special Educational Needs provision;

e) the Board will consider Supported Living provision;

f) the Board to receive Performance Score Cards for Integrated 
Commissioning;

g) the Board will  consider proposals for the future direction of Mental Health 
Services;

h) the Board to receive regular reports form the Adults’ and Children’s 
Safeguarding Boards;

i) NHS England to be invited to present to the board following the publication 
of the GP Forward View in January.



Health and Wellbeing Board Thursday 30 June 2016

Members were advised to contact Ross Jago with any further suggestions.

Members agreed to move to next meeting of 22 September 2016 to the end of 
October when the Plymouth Report will be available.
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1. Background

Statutory guidance on Joint Strategic Needs Assessments (JSNAs) and Joint Health and Wellbeing 
Strategies (JHWSs) was published in March 2013 by the Department of Health.  The guidance is 
intended to support Health and Wellbeing Boards (H&WBs) and their partners in understanding 
their duties and powers in relation to JSNAs and JHWSs.

Local Authorities and Clinical Commissioning Groups (CCGs) have equal and joint duties to 
prepare a JSNA.  JSNAs are assessments of the current and future health and social care needs of 
the local community.  These are needs that could be met by the local authority, CCGs, or by NHS 
England.  

JSNAs are produced by H&WBs and are unique to each local area.  As such local areas are free to 
undertake JSNAs in a way best suited to their local circumstances.  A range of quantitative and 
qualitative evidence should be included in JSNAs.  JSNAs can also be informed by more detailed 
local needs assessments, looking at specific groups, or on wider issues that affect health.  Evidence 
of service outcomes, collected from local commissioners, providers or service users could also 
inform JSNAs.  JSNAs must cover the whole population and ensure that mental health receives 
equal priority to physical health (including health protection, and upstream prevention of ill 
health).

In overseeing the production of the JSNA, H&WBs need to consider:

 Demographics of the area, and needs of people of all ages of the life course including how 
needs vary for people at different ages,

 How needs may be harder to meet for those in disadvantaged areas or vulnerable groups 
who experience inequalities,

 Wider social, environmental and economic factors that impact on health and wellbeing 
such as access to green space, the impact of climate change, air quality, housing, community 
safety, transport, economic circumstances, employment, 

 What health and social care information the local community needs, including how they 
access it and what support they may need to understand it.

When undertaking JSNAs, H&WBs should also consider what assets local communities can offer in 
terms of skills, experience, expertise and resources that could help local authorities and the NHS 
to address the identified needs and impact on the wider determinants of health.

2. Responsibility for producing the JSNA

2.1 The JSNA Steering Group (April 2013 - May 2015)

On behalf of the H&WB, production of the JSNA was (until May 2015) the responsibility of the 
JSNA Steering Group (SG).  The JSNA SG was responsible for the overall management and 
development of the JSNA and via its Chair, or nominated officer, reported to the H&WB in 
Plymouth.  This was (predominantly) a meeting of information/intelligence professionals.  The last 
meeting of the JSNA SG took place in May 2015 when responsibility for the production of the 
JSNA was passed to the Integrated System Performance and Intelligence Group (ISPIG).



2.2 ISPIG (May 2015 - May 2016)

On behalf of the H&WB, production of the JSNA was (until May 2016) the responsibility of the 
ISPIG.  The aim of the ISPIG was to consider system performance and intelligence in its widest 
sense and to focus on system (rather than operational) performance.  The focus of the group was 
to generate actionable intelligence to explain variation.  The ISPIG’s membership included 
Commissioners, Providers (Primary Care, Community and Acute), Local Authority (Public Health 
and Social Care), the Academic Health Sciences Network and South Western Ambulance Services 
Trust.  This was (predominantly) a meeting of strategic leads.  The last meeting of the ISPIG took 
place in May 2016 when responsibility for the production of the JSNA was passed to Plymouth 
City Council’s Intelligent Organisation Working Group.

2.3 The Intelligent Organisation Working Group

The objective of this programme of work is to ensure that the data and intelligence required by 
the Council to inform decision making, set strategic direction, drive service improvements, align 
resources, generate efficiencies and monitor achievement is easily available, comprehensive and 
quality assured.  There are four specific projects being taken forward by the Intelligent 
Organisation Working Group:

(i) Data repository
The repository will physically host and/or have direct links to specific electronic data, 
analysis, research and intelligence in a structured and dynamic format – ensuring that the 
most up to date, relevant data and intelligence is available to meet the needs of decision 
makers and those officers who support them.

(ii) Presentation layer
This is a Web based front facing part of the intelligence and data repository. It will allow 
the user to access a range of relevant/useful intelligence and data products organised under 
themes - along with key council documents such as the Plymouth Report or JSNA and 
policy briefings/updates.

(iii) Community of practice
This is a mechanism through which an Intelligent Organisation can emerge whilst co-
producing ‘intelligence’ products using the combined analytical skills, knowledge and 
experience across the Council.

(iv) The Plymouth Report 2016-17
This is an analytical document that will help to determine progress against the policies in 
the Plymouth Plan and will provide an analysis of the key areas for improvement and 
challenges faced by the Council and city.  The Plymouth Report will amalgamate other 
reporting requirements to reduce duplication.  The JSNA will form the ‘Healthy Plymouth’ 
chapter.  The relationship between the Plymouth Report and the JSNA is described in 
more detail in section 4.



4. JSNA outputs

The JSNA outputs produced in Plymouth fall into three broad categories, (1) Area Profiles and 
Census 2011 Profiles, (2) topic-based reports (see Annex A) and (3) a single summary JSNA 
narrative report.  This information is made available via the JSNA website: 

http://www.plymouth.gov.uk/homepage/jsna.htm

As well as the Area Profiles and Census 2011profiles, the topic-based reports and the single 
summary narrative JSNA report, there are a large number of non-JSNA-badged local outputs and 
reports produced by the Council to inform commissioning decisions (examples include the Public 
Health Outcomes Framework performance tool, the Crime and Disorder Strategic Assessment, 
the Economic Profiles and the Sustainable Neighbourhood Assessments).

In addition, as well as these locally produced outputs and reports, there are a large number (100+) 
of nationally produced profiles and dashboards (see Annex B) containing information at LA and 
CCG level (examples include the general health profiles, the learning disability profiles, the 
cardiovascular disease profiles, the alcohol profiles, the child health profiles and the liver disease 
profile).  These nationally produced profiles can be accessed via Public Health England’s data and 
knowledge gateway: 

http://datagateway.phe.org.uk/

5. The Plymouth Report 2016-17

The Plymouth Report 2016-17 will:

 Present key analytical findings in one document to increase ease of access to information.  It 
will not be a ‘data dump’ but will instead be a comprehensive qualitative and quantitative 
analysis that is enhanced by practitioners experience and on-the-ground knowledge.

 Be a comprehensive evidence base for policy and decision makers.  It will enable partners to 
work to the same narrative and headline data for the Council and the city when, for example,  
working on needs assessments, commissioning plans, awards submissions, bids, etc.

 Provide analysis of the key areas for improvement and challenges faced by the Council and city 
that makes connections across the organisation and as such identifies issues for the City and 
Council that may require commissioned pieces of work to investigate.

 Adhere to the themes of the Plymouth Plan (Strategic, Healthy, Growing and International) 
and makes connections across thematic areas (utilising the Intelligent Organisation’s 
Community of Practice).

 Contain the narrative JSNA in the form of the ‘Healthy Plymouth’ chapter.

The final version of the Plymouth Report 2016-17 will be presented to the H&WB on 26th January 
2017.

http://www.plymouth.gov.uk/homepage/jsna.htm
http://datagateway.phe.org.uk/


6. The ‘Healthy Plymouth’ chapter of the Plymouth Report 2016-17



Key sources of information
City Overview

Population and population projections

Plymouth Plan
IC Needs Assessments

Deprivation

Wellbeing & Public Health
Health deprivation
Health inequalities evidenced by Key Public Health priorities
Life expectancy
Premature Mortality
Obesity
Mental and Emotional Health
Preventing Premature Mortality
Substance Misuse

Carers
ASCOF
IC Needs Assessments

Welfare / Child Poverty/ Fuel Poverty

Plymouth Plan
IC Needs Assessment
Child Poverty Action Plan
Child Poverty Needs Assessment

Medicines Optimisation

Plan for Sport
Plymouth Plan 

Community Safety Crime Needs Assessment
Inclusion

Children and Young People 

Children Social Care
IC Needs Assessments
Early Help Gateway

Child Health Inequalities (including Mental Health)
IC Needs Assessments
Early Help Gateway

Child Safeguarding
IC Needs Assessments
Early Help Gateway

Best start in life – Early Help (Early Years) Early Help Gateway
Education/ Employment/ Skills IC Needs Assessments 
Young Carers

Community
Domiciliary Care/ Supported Living IC Needs Assessments
Reablement and Hospital Discharge IC Needs Assessments
Avoiding Unplanned Paediatric Admissions IC Needs Assessments

Dementia
IC Needs Assessments
Dementia Friendly City

Frail older people IC Needs Assessments
Adult Safeguarding Safeguarding Report 

Housing Conditions
Housing Plans/ IC Needs 
Assessments/ Housing Charter

Enhanced and Specialised

Residential and Nursing Care IC Needs Assessments/ ASCOF

Bed capacity/ Cost IC Needs Assessments/ ASCOF

Demand/ Future Demand IC Needs Assessments/ ASCOF

Mental Health IC Needs Assessments/ ASCOF

End of Life IC Needs Assessments/ ASCOF

Planned Care IC Needs Assessments/ ASCOF

Appendix A: Locally produced JSNA profiles and reports



 2011 Census profiles
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna/ce
nsus2011profiles.htm

 Area profiles, 2014
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna/ar
eaprofiles.htm

 Alcohol harm mapping: Plymouth neighbourhood profiles 2016
http://www.plymouth.gov.uk/alcohol_harm_mapping_neighbourhood_profiles.pdf

 Dental extractions under general anaestethic in Plymouth children 2013/14
http://www.plymouth.gov.uk/chil_dental_extraction_report.pdf

 Health related behaviour survey analysis: secondary education providers in Plymouth 2014
http://www.plymouth.gov.uk/healthrelatedbehavioursurvey_plymouthgeographies_finalv1.0_-_secure.pdf

 Index of Multiple Deprivation (IMD) 2015: Plymouth summary analysis
http://www.plymouth.gov.uk/index_of_multiple_depravation.pdf

 Life expectancy in Plymouth, 2001-03 to 2012-14
http://www.plymouth.gov.uk/jsnalifeexpectancyreport.pdf

 Mental health review 2014 (Pledge 90)
http://www.plymouth.gov.uk/pledge_90_mental_health_review.pdf

 National Child Measurement Programme Report 2014/15
http://www.plymouth.gov.uk/plymouths_national_child_measurement_programme.pdf

 Ophthalmic public health statistics for Plymouth, 2014
http://www.plymouth.gov.uk/ophthalmic_public_health_factsheet_for_plymouth.pdf

 Pharmaceutical needs assessment for Plymouth 2015 to 2018
http://www.plymouth.gov.uk/pharmaceutical_needs_assessment.pdf

 Physical activity needs assessment for Plymouth 2015 to 2018
http://www.plymouth.gov.uk/physical_activity_needs_assessment_2015_to_2018.pdf

 Prevalence of smoking, obesity, and high blood pressure in Plymouth, 2010/11 to 2012/13
http://www.plymouth.gov.uk/smoking_obesity_high_blood_pressure_in_plymouth.pdf

 Survey of health visitor caseloads, 2002 to 2016
http://www.plymouth.gov.uk/healthvisitorsurveyreport_2016_final_v1.0_-_secure.pdf

The full list can be found here: 
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/j
sna.htm

Appendix B: Public Health England data and analysis tools

http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna/census2011profiles.htm
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna/census2011profiles.htm
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna/areaprofiles.htm
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna/areaprofiles.htm
http://www.plymouth.gov.uk/alcohol_harm_mapping_neighbourhood_profiles.pdf
http://www.plymouth.gov.uk/chil_dental_extraction_report.pdf
http://www.plymouth.gov.uk/healthrelatedbehavioursurvey_plymouthgeographies_finalv1.0_-_secure.pdf
http://www.plymouth.gov.uk/index_of_multiple_depravation.pdf
http://www.plymouth.gov.uk/jsnalifeexpectancyreport.pdf
http://www.plymouth.gov.uk/pledge_90_mental_health_review.pdf
http://www.plymouth.gov.uk/plymouths_national_child_measurement_programme.pdf
http://www.plymouth.gov.uk/ophthalmic_public_health_factsheet_for_plymouth.pdf
http://www.plymouth.gov.uk/pharmaceutical_needs_assessment.pdf
http://www.plymouth.gov.uk/physical_activity_needs_assessment_2015_to_2018.pdf
http://www.plymouth.gov.uk/smoking_obesity_high_blood_pressure_in_plymouth.pdf
http://www.plymouth.gov.uk/healthvisitorsurveyreport_2016_final_v1.0_-_secure.pdf
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna.htm
http://www.plymouth.gov.uk/homepage/socialcareandhealth/publichealth/healthandwellbeingboard/jsna.htm


A single point of access to all nationally produced Public Health England data profiles and tools, 
and other high quality resources can be accessed via the link: https://www.gov.uk/guidance/phe-
data-and-analysis-tools. 

The resources cover a range of public health topics including:

 specific health conditions – such as cancer, mental health, cardiovascular disease, diabetes
 lifestyle risk factors – such as smoking, alcohol, and obesity
 wider determinants of health – such as environment, housing, and deprivation
 health protection

The interactive tools require one or more steps to select the desired geography. Often the option 
to download a PDF is then available.

*************************

https://www.gov.uk/guidance/phe-data-and-analysis-tools
https://www.gov.uk/guidance/phe-data-and-analysis-tools


1

D
ire

c
to

r o
f P

u
b

lic
 H

e
alth

 A
n

n
u

al R
e
p

o
rt 2

0
15

/16

The changing causes 
of poverty and health 
inequalities in Plymouth:  
a public health perspective
Director of Public Health Annual Report 2015/16



2

D
ir
e
c
to

r 
o

f 
P

u
b

lic
 H

e
al

th
 A

n
n

u
al

 R
e
p

o
rt

 2
0

15
/1

6

Public Health
Office of the Director of Public Health
Plymouth City Council
Windsor House
Plymouth PL6 5UF
 
Tel: 01752 307 346
odph@plymouth.gov.uk
Date: July 2016 (v1.1)

Editorial Team
Matt Edmunds, Robert Nelder, Sarah Macleod,  
Simon Hoad, Katrina Houghton

Contributors
Public Health Team, Housing Services Team,  
Learning and Communities Team, Economic 
Development Team, Policy, Performance and 
Partnerships Team, Neighbourhood and  
Communities Team 
 
For queries relating to this document,  
please contact: odph@plymouth.gov.uk

Acknowledgements
We acknowledge the contribution of Chris Gomm from 
the Communications Team and Mike Jane  
from the Design Studio at Plymouth City Council

Front cover image courtesy of 

Lewis Wickes Hine/Library of Congress

Monochrome internal images: 

© Plymouth City Council (Arts and Heritage) / 

Images courtesy of  Western Morning News



3

D
ire

c
to

r o
f P

u
b

lic
 H

e
alth

 A
n

n
u

al R
e
p

o
rt 2

0
15

/16

I am pleased to present this Director of Public Health 
annual report, my second since being appointed as 
Plymouth’s DPH. It has been a privilege to live and 
work in this beautiful, ambitious city where the growth 
agenda provides a well-understood opportunity for 
transformation across many aspects of Plymouth’s life, 
including health and wellbeing. 

A growing city needs to ensure that it secures the 
kind of growth that does not systematically leave 
behind any members of its population. Given that 
examples of developments that have compromised 
social balance in society are not hard to find, 
Plymouth’s unwavering commitment to the right 
type of growth is very pleasing. Our award-winning 
Plymouth Plan presents a clear outline of our rationale 
and approach to this kind of growth.   

Evidence suggests that growth produces perverse 
consequences when it fails to address the systemic 
drivers of socio-economic disadvantage. Securing 
positive growth that delivers an outstanding quality of 
life for every resident of Plymouth therefore demands 
accurate understanding of the root causes of poverty 

and how poverty mediates poor health and wellbeing 
outcomes. 

Accordingly, the last DPH annual report introduced 
and baselined Thrive Plymouth, our programme for 
tackling health inequalities in the city.  This report 
however looks back into the past, runs through to 
the present, and looks ahead to the future through 
modern-day lenses approximating Sir William 
Beveridge’s five ‘giant evils’. The choice of the lenses of 
Beveridge’s ‘giant evils’ is informed by the breadth and 
quality of view they potentially offer on the subject of 
socioeconomic disadvantage – chiefly its determinants 
and the mitigation of its health-related impact. 

This report aims to discern the root causes of 
poverty in Plymouth, exploring how they have 
changed over time and how understanding of 
the impact of poverty on population health and 
wellbeing might strengthen the evidence base for our 
current interventions while providing insights to new 
approaches. I hope you find the report informative 
and interesting, and that it both motivates action and 
offers insight on where and how to act. 

Foreword

Professor Kelechi Nnoaham
Director of Public Health, Plymouth City Council
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The history of poverty
Historically, poverty has had a huge impact on 
people’s health. During the nineteenth century 
many people lived in overcrowded, unsanitary 
conditions, and the causes of ill health were little 
understood. As a result of this, infectious diseases 
were a significant problem, and life expectancy was 
considerably shorter than it is today. Moving into 
the twentieth century, developments in medicine, 
technology, and the economy rapidly drove down 
levels of poverty and the impact poverty had on 
health. There were still however many people living 
in sub-standard conditions, with limited resources 
to meet their basic needs.

The introduction of the welfare state in the 
mid-twentieth century acted as a safety net against 
poverty in our society, and has helped to achieve 
further gains in population health. The welfare 
system largely took shape following the publication 
of ‘Social Insurance and Allied Services’, an 
influential report written by Sir William Beveridge 
in 1942. In his report, Beveridge stated that in order 
for Britain to prosper, in addition to the creation of 
the welfare state, five ‘giant evils’ of society needed 
to be addressed. These were ‘ignorance’, ‘disease’, 
‘squalor’, ‘idleness’, and the main focus of his report, 
‘want’. Although our understanding of these ‘giant 
evils’ has moved on considerably since then, and the 
language and terminology has changed, some of the 
underlying issues are still relevant today.  

Despite huge improvements to standards of 
living, health, and wellbeing, significant inequalities 
persist. People living in the poorest neighbourhoods 
in England will not only die an average of seven 
years earlier than people living in the richest 
neighbourhoods, but they will spend on average 
seventeen fewer years living free of disability1. 
Understanding the root causes of poverty in 
Plymouth and how the impact of poverty on health 
is mediated is of key public health importance, and 
essential in trying to reduce health inequalities.

This report
In 2012, a new Welfare Reform Act came into effect, 
introducing fundamental changes to the way welfare 
assistance was provided.  These changes stated 
intentions of increasing social mobility and promoting 
work as the most sustainable route out of poverty. 
The implications for Plymouth, where a higher-than-
average number of people are dependent on welfare 
support, are not fully understood. It is therefore timely 
to reflect on the root causes of poverty, deprivation, 
and inequalities first comprehensively documented 
in the Beveridge Report of 1942, and the impact 
this has on health for the population of Plymouth. 
This report seeks to answer two simple but crucial 
questions: 1) what are the factors associated with 
poverty in Plymouth and 2) how have they changed 
over time? The report investigates the factors that 
contribute towards poverty in modern Plymouth, and 
reflects on how the effects of poverty on the health 
of Plymothians are mediated. It looks at these issues in 
a longitudinal fashion through the lenses of Beveridge’s 
five ‘evils’.

The first section, Health and wellbeing, looks 
through the ‘disease’ lens, discussing how the factors 
impacting health have changed over time. It also 
reflects on Thrive Plymouth and its target behaviours, 
diseases, and intermediate conditions, and provides 
an overview of another key public health priority – 
mental health.

The subsequent three sections, Housing and 
environment, Education and qualifications, and 
Employment and the economy look through the 
lenses of the three ‘evils’: ‘squalor’, ‘ignorance’, and 
‘idleness’. Each of these sections outlines how each 
‘evil’ is relevant to health, describes its historical status 
in Plymouth, and provides an overview of the modern 
day challenges, which are causes of inequalities and 
linked to poverty. 

The last section, Poverty, deprivation and inequalities, 
looks through the ‘want’ lens. It describes some of 
the key challenges that Plymouth faces in relation to 
poverty, investigates deprivation and inequalities within 
Plymouth, and shows the association between these 
inequalities, behaviour, and health.

Introduction 
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Key messages and  
recommendations
Health and wellbeing

Key messages
•	 Non-communicable diseases have been the biggest cause of mortality for many decades. In Plymouth,  

four non-communicable diseases; cancer, heart disease, stroke, and respiratory diseases are responsible  
for over half of deaths.

•	 Thrive Plymouth seeks to reduce the impact of four behaviours that are associated with these diseases; 
unhealthy diet, smoking, inactivity, and excessive drinking. These behaviours are more common in Plymouth 
compared to nationally.

•	 Intermediate conditions associated with these behaviours such as obesity, high blood pressure, and 
diabetes reduce the quality of life of people who suffer from them and place a significant burden on 
healthcare resources. 

•	 Though communicable diseases now exert a far less dominant impact on our health, significant emerging 
threats exist, with one of the most notable of these being anti-microbial resistance.

•	 There is evidence to suggest that inequalities in mental health are likely to be widened as the support 
available through the welfare state shrinks.

•	 Locally, there is a significant gap in the health and care budget. This has required re-modelling and 
integration of health and social care services to help reduce financial pressures.

Recommendations
•	 Support behavioural change through sustained promotion of the Thrive Plymouth programme with 

businesses, schools and the wider community, aligning messages with the national One You programme. 
•	 Influence the re-engineering of the social and physical environments, and drive forward the commitments 

made in the Plymouth Plan to ensure that healthy lifestyle choices are the easier choices for people living 
in Plymouth. 

•	 Support the early diagnosis and effective management of long term health conditions, in order to improve 
health and reduce burden on healthcare services.

•	 Work with healthcare professionals to ensure an effective anti-microbial stewardship action plan is in place.
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Housing and the environment

Key messages 
•	 Plymouth works with increasingly out-of-date 

information and limited actionable intelligence  
on the quality of its private housing stock.

•	 A considerable body of evidence links poor 
housing quality with poor physical and mental 
health.

•	 Plymouth’s private rented housing stock is older 
and in poorer condition than elsewhere in the 
country, with some areas and population groups 
being particularly affected. Over one third of 
Plymouth’s privately rented housing stock is classed 
as ‘non-decent’.

•	 Over the past couple of years there has been a 
sharp increase in the demand for housing as a 
result of statutory homelessness. This is particularly 
true for vulnerable, single homeless people. 
Current provision of supported accommodation is 
not able to meet this demand, promoting a review 
of options for meeting the required provision.

•	 There is both need and opportunity to further 
integrate healthy urban design into all aspects of 
planning, creating environments that enable healthy 
lifestyle choices.

•	 Plymouth is currently meeting its air quality 
objectives for particulate matter, but for smaller 
particulates, the national target of a ‘downward 
trend’ is not being achieved.

•	 Whilst levels of nitrogen dioxide (NO2) are 
reducing in Plymouth, Air Quality Objectives in 
some areas are not currently being met. An Air 
Quality Management Area has been set up to 
monitor NO2 levels at these sites. 

Recommendations
•	 Urgently prioritise developing information systems 

that generate actionable intelligence on housing 
quality especially in the private rental sector. 

•	 Continue to develop and strengthen the 
relationship between ODPH and Place 
directorates. In particular, ensure the community 
infrastructure levy is used to monitor the impacts 
of continued expansion of housing and improve 
walking, cycling and public transport routes.

•	 Support the housing team to investigate, plan, 
implement and evaluate the changes required  
to increase the provision of housing for the 
statutory homeless.

•	 Investigate the role ODPH can play in helping to 
reduce emission levels in the city by promoting 
healthy, non-polluting modes of travel, particularly 
in the Air Quality Management Area.

Education and qualifications

Key messages 
•	 Given the strong association educational 

attainment has with deprivation and poverty, 
improving educational outcomes for disadvantaged 
children will help to give them a better start in life 
and reduce inequalities in the city.

•	 At present, overall levels of educational attainment 
in Plymouth are slightly below the national average. 

•	 Several initiatives are taking place locally to improve 
performance and reduce inequalities in educational 
outcomes. 
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•	 In Plymouth there are more children with 
Education, Health, and Care plans, who have a 
greater requirement for educational support. 

•	 Educational outcomes for children with Special 
Educational Needs in Plymouth are not as good as 
they are nationally. 

Recommendations
•	 Investigate whether inequalities in educational 

outcomes in Plymouth are sustainably reducing 
and whether any reductions are translating into 
progress on narrowing overall health and wellbeing 
inequalities. 

•	 Encourage and support the re-modelling of our 
children and young people’s services to support 
children’s early development, school readiness and 
subsequent educational outcomes.

Employment and the economy

Key messages 
•	 The economic history of Plymouth has played a 

strong role in shaping the character of the city. 
•	 Significant strides have been made to build 

diversification and resilience into the Plymouth 
economy. Despite this, compared to nationally 
there is still an over-dependence on the public 
sector for employment, lower wages for residents, 
and a higher proportion of people dependent on 
benefits.

•	 Unemployment figures alone do not provide a 
clear picture of the health of the Plymouth labour 
force. Compared to England, a significantly higher 
proportion of Plymouth’s economically inactive 
population are classed as such due to long term 
illness. There are more people in this group than 
there are people who are unemployed.

•	 Economic improvements over recent years have 
not been distributed evenly. A small but significant 
part of the Plymouth population is disengaged 
with the job market, with many facing significant 
barriers to returning to work. This group may 
struggle to make the required changes within the 
short timescales of the welfare reforms, posing the 
risk of further increasing inequalities for some of 
Plymouth’s most deprived communities.

•	 Evidence suggests that returning to employment 
can help to improve health outcomes.

•	 Hourly wages in Plymouth are 93p lower than 
national average, though this gap is the smallest in 
the past ten years. The lower wages are in part due 
to higher wage earners choosing to live outside the 
city and a lack of graduate retention.

Recommendations
•	 Develop local understanding of the impact of 

welfare reforms, and ensure measures are in place 
to protect those facing significant barriers to 
returning to work during their transition back  
into employment.

•	 Further investigate the needs of those classified as 
economically inactive due to long term illness in 
order to identify opportunities for improving their 
heath and helping them back to work.

•	 Encourage and support initiatives designed to 
make Plymouth a more appealing place to live  
for higher wage earners and graduates. 
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Poverty, deprivation, and inequalities

Key messages 
•	 Poverty can still be an issue at all stages of life and comes at a cost to both those who are experiencing 

it and to the rest of society.
•	 Despite significantly improved living standards and material wealth, levels of inequality are significantly 

higher than they were around the time of the Second World War.
•	 Financial hardship still affects many people in Plymouth. Compared to nationally, more people in 

Plymouth are over-indebted. 
•	 Poverty, deprivation, and inequalities have a significant impact on people’s health and wellbeing.
•	 Inequalities in deprivation have a strong bearing on lifestyle behaviour choices, with people who are  

less well-off typically leading unhealthier lives. This has a knock-on effect to the use of healthcare 
services and mortality rates.

•	 Bringing people out of poverty and reducing inequalities is an essential component of supporting 
people to live happy, healthy lives. 

•	 Compared to England, a higher proportion of children in Plymouth live in low income families and  
in workless households.

•	 The intense financial pressure local health and social care is now under means addressing these 
fundamental issues is as important as ever.

Recommendations
•	 The strategy to address poverty and break its link with poor health and wellbeing should incorporate 

enabling individuals to acquire skills and qualifications, access paid employment, and live in housing with 
acceptable standards of habitability. 

•	 Endeavour to protect the variety of support given to people who cannot flourish in a market economy 
whenever it is within our capacity to do so.

•	 Advocate for coherent policies seeking to reduce inequalities in the domains of healthcare, education, 
housing, and economic development both internally (council) and city-wide.   

•	 Support initiatives seeking to promote financial inclusion (such as credit unions), reduce people’s 
dependence on short term, high cost lending, and provide support to those affected by welfare reform.
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Health
In 1948 the World Health Organisation defined 
health as ‘a state of complete physical, mental, and 
social well-being and not merely the absence of 
disease or infirmity’. This popular definition, which is 
still used today, highlights the need to consider the 
impact of wider determinants on health.

This section compares modern day public heath 
approaches and challenges with those that were 
present in the year the Beveridge report was 
published, as described in the 1942 Chief Medical 
Officer report.

At the time of Beveridge
A snapshot of health in Plymouth the year the 
Beveridge report was released.

The transition to modern  
day Plymouth
A summary of the changes in health and wellbeing 
since the Beveridge report was released.

Communicable disease
A review of the changing impact of communicable 
disease.

Non-communicable disease
An overview of non-communicable disease 
in Plymouth, including the Thrive Plymouth 
programme.

Associated long term health 
conditions
An overview of some of the intermediate health 
conditions that are associated with unhealthy 
behaviour and disease.

Mental health
An overview of mental health in Plymouth.

Provision of health and social care
An overview of current provision of health and 
social care, and the financial challenges faced.
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wellbeing
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Communicable disease
Compared to the previous century, where 
Plymouth saw many outbreaks of diseases such 
as cholera and smallpox, mortality caused by 
communicable disease had reduced considerably. 
Despite this, some diseases still caused significant 
problems. In 1942, there were 300 new cases of, 
and 151 deaths due to, tuberculosis (TB), more 
deaths than any other communicable disease. 
Although unpasteurised milk had been recognised 
as a major risk factor for TB, pasteurisation was not 
legally required, and around one fifth of the 11,500 
gallons drunk by the city was untreated. Care for TB 
patients placed a significant burden on healthcare 
services, with 57 beds at Mount Gould Tuberculosis 
and Orthopaedic Hospital and the majority of 137 
beds at Didworthy Sanatorium being allocated for 
their care. The average length of stay of people 
discharged from the sanatorium in 1942 was 287 
days, which highlights the impact a single case of TB 
could have on healthcare services.

Other communicable diseases commonly 
reported in 1942 were scabies (2,232 cases), 
diphtheria (227 cases), and whooping cough (119 
cases). Although the vaccination programme for 
diphtheria was in operation, and number of cases 
had been falling consistently, only 50% of children 
under five and around 75% of school age children 
had been immunised. This was below the target of 
80% that was required to reduce the number of 
cases to ‘insignificant proportions’.

Sexually transmitted infections (STIs) were also 
an issue, particularly in people working in the 

armed services. In 1942, 756 persons from Devon, 
Cornwall, and Plymouth made 12,774 attendances 
at the City Isolation Hospital, an increase of 4,602 
attendances on the previous year. The most 
common STIs were syphilis and gonorrhoea, and in 
Plymouth there were 240 cases of syphilis and 186 
cases of gonorrhoea.  

Non-communicable disease
By 1942, non-communicable diseases had 
established themselves as the biggest killers. The 
two most significant were heart disease and cancer, 
which between them were responsible for over 
40% of deaths (501 and 320 deaths respectively).

Whilst the role of diet and nutrition was 
recognised as being important to health, 
interventions relating to diet, such as provision of 
milk and free meals at schools, tended to focus 
on preventing children from being malnourished. 
The impacts of other behaviours such as smoking, 
alcohol consumption, and physical inactivity were 
not as well understood as they are today, and did 
not feature in the Chief Medical Officer report.

Provision of hospital care
In addition to services provided by the isolation 
hospital, the sanatorium and Mount Gould Tuber-
culosis and Orthopaedic Hospital, the main hospital 
in Plymouth, the City General Hospital, had a total 
of 337 beds, and during 1942 there were a total of 
2,774 admissions and 1,072 surgical operations. The 
average length of stay for patients discharged during 
the year was 31 days.

At the time of Beveridge

By the 1940s, huge strides had been made in improving population health. Public health interventions, 
such as the introduction of immunisation programmes, were being used to help control 
communicable disease, and some of the wider determinants of health, such as quality of housing, 
food hygiene, and diet were well recognised. These, alongside other factors such as improvements 
in healthcare technology, had contributed to a steady decline in mortality rates. In 1942, there were 
1,976 deaths in Plymouth resulting in a crude mortality rate of 15.5 per 1,000 population. Infant 
mortality stood at 51.8 per1,000 births. 
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The transition to modern  
day Plymouth
Since the Beveridge report there have been huge 
advances in medical research and technology. These 
advances, alongside rapid improvements in housing, 
food hygiene, and the healthcare system, have 
contributed to further reductions in mortality rates. 
In 2014, there were 2,246 deaths in Plymouth, which 
equates to a crude mortality rate of 8.6 per 1,000 
population, around half the rate seen in 1942. The infant 
mortality rate has decreased even more rapidly, and 
now stands at 3.9 per 1,000 live births, less than 10%  
of the rate seen at the time of Beveridge (Figure 1).

Communicable disease
Some of the most significant health gains have been 
achieved through reductions in the incidence of 
communicable diseases. Figure 2 illustrates the huge 
reduction in number of cases of some historically 
common conditions. Whilst recording practices may 
not make data directly comparable, they provide 
a strong indication of the effectiveness of modern 
methods of communicable disease control.
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Figure 2: Number of cases 
of communicable disease 
in Plymouth in 2014 
compared to 1942

Figure 1: Comparison of mortality rates in 1942 
and 2014
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Non-communicable disease
Fewer people are now dying as a result of 
communicable diseases and, as life expectancy has 
increased, non-communicable diseases are having an 
ever greater impact on our health. As the body of 
evidence linking certain behaviours to poor health 
outcomes has grown, public health in the UK has 
recognised that supporting people to make healthy 
choices is one of the cornerstones in tackling the 
rise of non-communicable diseases and improving 
population health. 

Thrive Plymouth is a 10 year public health 
programme that uses a ‘4-4-54’ construct to improve 
health and wellbeing and reduce health inequalities in 
Plymouth. The 4-4-54 construct focuses on reducing 
the impact of four lifestyle behaviours – unhealthy 
diet, smoking, inactivity, and excessive drinking – that 
together contribute to four diseases (cancer, heart 
disease, stroke, and chronic obstructive pulmonary 
disease (COPD)), which account for 54% of deaths  
in Plymouth.

Although individuals have a responsibility for actions 
that affect their health, the programme recognises 
that the physical, social, and economic environment 
in which people find themselves exerts a strong 
influence over individual decisions. The four behaviours 
are most common in the poorer areas of the city 
and largely account for the nearly 10 years difference 
in life expectancy between different communities. 
Addressing the four behaviours is seen as a way of 
helping to reduce the inequalities in health outcomes 
experienced by the city.

The next few pages describe the prevalence, 
diagnosis, management and mortality associated 
with cancer, heart disease, stroke and COPD. This is 
followed by a summary of some of the main long 
term health conditions associated with the four 
diseases.

There are however many emerging threats relating to communicable diseases. Globally the most significant 
of these is antimicrobial resistance (AMR), which could potentially reverse many of the gains achieved by 
modern medicine. Antimicrobial stewardship (AMS), the control of the supply of antibiotics, is essential to 
help reduce the development of AMR. The Public Health England AMR local indicators dashboard2, shows 
that compared to nationally, more antibiotics are prescribed to inpatients and outpatients in Plymouth, and 
whilst a local review of AMS has been conducted, an action plan still needs to be developed.

%
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Prevalence of cancer, heart disease, stroke, and COPD
GP practice data5 suggests that there are more cases of cancer, heart disease, stroke, and COPD in 
Plymouth than would be expected given the rates seen nationally (Figure 3). In terms of numbers this 
equates to: 6,719 cases of cancer; 10,191 cases of heart disease; 4,972 cases of stroke and transient 
ischaemic attack; and 6,276 cases of COPD. When considered alongside mortality data this highlights the 
impact that tackling smoking, physical inactivity, poor diet, and excessive alcohol consumption in the city 
could have on improving health and wellbeing. 

Figure 3: Percentage of the registered population living with one of the four Thrive Plymouth diseases 
(2014/15 QOF data) 
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Diagnosis and management of cancer, heart disease, stroke, and COPD
As well as trying to reduce the number of people who develop these conditions, another essential part of 
reducing the harm they cause is ensuring that people who have them are effectively diagnosed and managed. 

Cancer
The four most common cancers, which also cause the greatest number of deaths, are cancer of the breast, 
prostate, lung, and bowel. The two most common types, breast cancer and prostate cancer, occur mainly 
or exclusively in only one sex. Early diagnosis of cancer is essential in order to maximise survival rates. 
Whilst screening has not proven effective for lung and prostate cancer, there are currently national cancer 
screening programmes for bowel, breast, and also cervical cancer. 

For cancer screening programmes to bring about reductions in mortality, a substantial proportion of the 
population must participate. Uptake of cancer screening is often lower in deprived areas, where risk of 
developing cancer is often higher. Encouraging uptake of screening in these areas is important to ensure 
screening doesn’t widen inequalities in health. Fortunately, uptake of cancer screening programmes in 
Plymouth is higher than is seen nationally, although for cervical and breast cancer, coverage is still lower 
than the national targets (Figure 4).

Figure 4: Uptake of cancer screening programmes (2014/15 NHS Cancer Screening Programme data)
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Heart disease and stroke
Heart disease and stroke can be managed effectively with a combination of lifestyle changes, medication, 
and in some cases, surgery. With the right treatment, the symptoms of heart disease can be reduced 
and the functioning of the heart improved. Stopping smoking after a heart attack will quickly reduce the 
risk of having a heart attack in the future to near that of a non-smoker, and eating more healthily and 
doing regular exercise, will also reduce future risk of heart disease3. Although information is not available 
specifically for people who have been diagnosed with heart disease, compared to England, in Plymouth 
a higher percentage of people smoke, fewer have a healthy diet, and fewer achieve the recommended 
amount of physical activity. This suggests that helping people who have been diagnosed with heart disease 
and stroke to manage their lifestyle choices could result in significant health gains.

Long term respiratory conditions
Effective management of COPD involves timely diagnosis, and once identified, management of the 
condition through methods such as inhalers, oral therapy, and rehabilitation to minimise its progression. 
An indicator of how well respiratory disease is managed is the number of related emergency hospital 
admissions. During 2013/14 there were a total of 3,016 emergency admissions relating to respiratory 
disease in Plymouth (over one in ten of all emergency admissions). Admissions rates are strongly 
influenced by deprivation, with rates being much higher in areas that are more deprived. 
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Deaths due to cancer, heart disease, stroke, and COPD
Figure 5 provides a breakdown of the causes of death in Plymouth during 2014, with the more brightly 
coloured circles representing the four diseases targeted by the Thrive Plymouth programme. The overall 
number of deaths in 2014 was slightly higher than in 1942 (2,266 compared to 1,976), but during this time 
the population of Plymouth has more than doubled, and as such mortality rates are much lower.

During 2014, 28% of deaths were due to cancer (632), 12% were due to heart disease (279), 7% were 
due to stroke (150) and 5% were due to COPD (102). For cancers, the most common causes of death 
were lung, prostate, breast, and bowel cancer which, even though there are more than 200 types of cancer, 
accounted for around two out of five cancer deaths.

Figure 5: Causes of death in Plymouth (Primary Care Mortality Database [PCMD], 2014)

Note: Bright colours represent the diseases targeted by the Thrive Plymouth programme. 
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Reductions in deaths due to non-communicable disease
Since 1942, an increase in life expectancy has meant that overall, mortality rates are lower than they 
were. Despite the fact that fewer people are dying from communicable diseases, mortality rates for non-
communicable diseases are also lower. This reduction has however been more pronounced for some diseases 
than for others. Matched data for deaths due to cancer, cardiovascular disease (which includes coronary heart 
disease and stroke), and respiratory disease (which includes COPD) shows that whilst the mortality rate due 
to CVD has almost halved, the rate for cancer has changed very little (Figure 6).

Figure 6: Percentage reduction in crude mortality rates in Plymouth since 1942  
(2014 PCMD data matched to mortality data from 1942 Chief Medical Officer report)

CANCER CVD RESPIRATORY

-3.8% -43.5% -28.1%
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Associated long term health conditions
There are a range of long term ‘intermediate’ health conditions, which are associated with both the 
four behaviours and four diseases targeted by the Thrive Plymouth programme. These conditions are 
important to consider in their own right due to the impact they have on people’s lives and the large 
burden they place on healthcare services. They are also important to consider as early indicators of 
progress being made towards tackling some of the major causes of mortality. 

Obesity
Obesity is a significant risk factor for a wide range of diseases including heart disease, respiratory diseases, 
and some types of cancer. It is recognised as one of the most serious global public health challenges for the 
twenty first century. As our lifestyles have become more sedentary, and availability and affordability of high 
calorie food has increased, the prevalence of obesity among adults has grown considerably over the past few 
decades; around a quarter of men and women in England are now estimated to be obese.

Obese children and young people are at an increased risk of developing various health problems and are 
also more likely to become obese adults. Information on obesity in children is collected during their reception 
year and final year of primary school as part of the National Child Measurement Programme (NCMP). By 
the time they start primary school around one in four children living in Plymouth are either overweight or 
obese, and by the time they leave this has increased to over three in ten. Compared to Plymouth, fewer 
children nationally are overweight or obese when starting primary school, but more are by the time they 
leave4. This suggests that the environment in Plymouth may be more ‘obesogenic’ for pre-school children,  
but less obesogenic for those of primary school age. Childhood obesity is strongly linked to deprivation,  
with children from more deprived backgrounds being significantly less likely to be a healthy weight.

GP registration data for Plymouth5 shows that around 12.1% of adults aged 16 and over are registered  
as being obese, which is higher than the 9.2% seen for England. 

Hypertension (high blood pressure)
GP registration data for Plymouth5 shows that 14.2% of people have been diagnosed with hypertension; 
a significant risk factor for heart disease and a range of other vascular diseases such as atrial fibrillation 
and heart failure. Though not statistically different, this is slightly higher than the 13.8% seen for England. 
There are a number of risk factors for developing hypertension. Some such as age and ethnicity are not 
modifiable, but many are; such as high salt diets, a lack of exercise, being overweight or obese, smoking,  
and drinking large amounts of alcohol. These include all four of the behaviours currently being targeted  
by Thrive Plymouth. 

Diabetes
Diabetes is a risk factor for heart disease and stroke, and is associated with being overweight. Although 
historically rare in youth, diabetes is now becoming more common in children and adolescents as more 
people are becoming overweight and obese at an earlier age. GP registration data for Plymouth shows 
that around 6.0% of people have been diagnosed with diabetes mellitus, which is slightly lower than the 
national figure of 6.4%. The costs associated with treating people with diabetes are huge, and it is estimated 
that nationally this accounts for around 10% of the NHS budget6. When considered at GP practice level, 
the percentage of patients with diabetes varies from 2.8% to 8.3%, a threefold difference. This suggests that 
reducing inequalities in the prevalence of people with diabetes in Plymouth could have significant financial 
benefits to the local healthcare system.
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Mental health
Mental health is a significant and growing issue. Poor mental health is the largest cause of disability in the 
UK7. It is also closely connected with other issues, including poor physical health and problems in other 
areas like relationships, education, and work prospects. Almost three in every five people with mental 
health conditions are currently unable to work, despite evidence showing employment can be a crucial 
part of treatment. It has been estimated that based on costs for health and social care, loss of output, and 
human costs, mental health problems in England cost over £100 billion a year8. Over recent years, mental 
health services in England have received additional investment and undergone significant reform, but as the 
population ages, and due to the harsher economic environment, demand for mental health services has 
been rising, and there is still significant unmet need. 

GP data for Plymouth5 shows that over one in ten (23,123) people are registered as suffering with 
depression; the most commonly registered mental health condition. The percentage of people registered 
with other types of mental health condition is lower, generally less than 1%. These include dementia; 
1,927 (0.7%), epilepsy; 2,177 (1.0%), learning disabilities; 1,394 (0.5%), other mental health conditions; 
2,497(0.9%).

The Plymouth Mental Health Needs Assessment highlights a number of protective and risk factors for 
mental health. Protective risk factors include: employment, education, physical activity, access to green 
space, social capital, and community cohesion while risk factors include: poor quality housing, deprivation 
and inequality, unemployment, crime, poor physical health, and drugs and alcohol misuse. The breadth 
of these factors highlights how interconnected mental health is with physical health, environment, and 
behavioural choices. 

Provision of health and social care
As medicine has advanced, the number of services that are available to protect, maintain, and improve 
people’s health has expanded rapidly. This, combined with an increase in both the number of people living 
with health conditions and the length of time they live with them, poses significant financial challenges for 
the NHS.

Compared to healthcare services provided around the time of the Beveridge report, modern day 
healthcare is considerably more comprehensive. At present, health and social care providers in the 
Northern, Eastern, and Western (NEW) Devon CCG area (including Plymouth) annually deliver over 
130,000 non-elective spells, 170,000 elective procedures, 1.2 million outpatient appointments, and 220,000 
visits to A&E. There are over 800,000 community contacts, 260,000 mental health community contacts, 
80,000 mental health inpatient stays, and 1.34 million bed days in nursing and care homes. Between now 
and 2020/21, the health and social care economy in NEW Devon is estimated to be facing a budget 
shortfall of £398 million. To try and address this, a programme of work is being undertaken to integrate 
health and social care budgets and services, with the intention of making sufficient efficiency savings to 
meet this shortfall. This is a good example of the considerable challenges that face health and social care in 
the UK, and highlight the importance of ‘upstream’ thinking to try and reduce burden on limited resources.
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Health and wellbeing

Key messages 
•	 Non-communicable diseases have been the biggest cause of mortality for many decades. In 

Plymouth, four non-communicable diseases; cancer, heart disease, stroke, and respiratory diseases 
are responsible for over half of deaths.

•	 Thrive Plymouth seeks to reduce the impact of four behaviours that are associated with these 
diseases; unhealthy diet, smoking, inactivity, and excessive drinking. These behaviours are more 
common in Plymouth compared to nationally.

•	 Intermediate conditions associated with these behaviours such as obesity, high blood pressure, 
and diabetes reduce the quality of life of people who suffer from them and place a significant 
burden on healthcare resources. 

•	 Though communicable diseases now exert a far less dominant impact on our health, significant 
emerging threats exist, with one of the most notable of these being anti-microbial resistance.

•	 There is evidence to suggest that inequalities in mental health are likely to be widened as the 
support available through the welfare state shrinks.

•	 Locally, there is a significant gap in the health and care budget. This has required re-modelling  
and integration of health and social care services to help reduce financial pressures.

Recommendations
•	 Support behavioural change through sustained promotion of the Thrive Plymouth programme 

with businesses, schools and the wider community, aligning messages with the national One You 
programme. 

•	 Influence the re-engineering of the social and physical environments, and drive forward the 
commitments made in the Plymouth Plan to ensure that healthy lifestyle choices are the easier 
choices for people living in Plymouth. 

•	 Support the early diagnosis and effective management of long term health conditions, in order  
to improve health and reduce burden on healthcare services.

•	 Work with healthcare professionals to ensure an effective anti-microbial stewardship action plan 
is in place.
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Relevance to health
An overview of the relationship between housing, the environment, and health.

At the time of Beveridge
A snapshot of housing and the environment in Plymouth around the time the Beveridge report  
was released.

Key issues for housing in Plymouth 
A summary of key ways in which housing can influence health in modern day Plymouth, including quality 
of rented accommodation, homelessness, housing affordability, welfare reform and fuel poverty.

Key issues for the environment
A summary of key ways in which the environment can influence health in modern day Plymouth, including 
pollution and healthy urban design.
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Housing and the 
environment
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Relevance to health
The quality of both housing and the wider environment can have a significant impact on health. 

Housing
Good housing design, construction, and upkeep can help to: reduce hazards, resulting in fewer preventable 
injuries; prevent indoor air pollutants and mould, which can cause asthma, allergies, and respiratory 
disease; and prevent fuel poverty, which can help reduce excess winter deaths. In addition, availability 
and affordability of good quality housing can help prevent over-crowding, which can lead to increased 
transmission of communicable disease. A summary of some health and social conditions affected by 
housing design can be found in Figure 7.

Figure 7: The impacts of poor housing on health

The wider environment
The wider environment can have a huge impact on our health. Health can be adversely affected by 
pollution of the air we breathe due to industry, transport, and second hand tobacco smoke and from 
contamination of the food and water supply by chemical or biological agents. In addition, noise pollution 
and social factors can have an impact on mental health. Effective urban design can affect our health in many 
ways; from creation of a safe, appealing environment that encourages physical activity, to design of parks 
and playgrounds to provide shade from the sun to help prevent skin cancer. 

Adapted from CIEH: Good housing leads to good health: a toolkit for environmental health practitioners
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At the time of Beveridge

Between 1939 and 1942, as people were 
evacuated from the city, the population of Plymouth 
decreased from 220,800 to 127,300. Although this 
may suggest there was ample housing available 
for the people who remained, there were very 
few resources available to manage the upkeep of 
the housing stock, or repair the damage done by 
German air raids, and many people were still living 
in poor quality and overcrowded accommodation. 
Inspections for defects were conducted at 1,275 
houses, with 764 found not to be fit for human 
habitation. Most of these were successfully 
rendered fit after informal local authority action. 
A total of 957 houses were visited to investigate 
overcrowding; such was the need for adequate 
accommodation, many resorted to sleeping in air 
raid shelters. The transient nature of such sleeping 
arrangements posed a significant public health risk, 
and measures were put in place to regularly spray 
and steam-disinfect bedding in the shelters. A total 
of 8,534 air raid shelter inspections were made 
during the year, representing a significant burden  
of work. 

War damage to utilities infrastructure was 
widespread resulting in homes regularly going without 
fresh water or functioning drainage systems. In an 
environment where not all houses had an inside tap, 
and often several families shared the same water 
source, this made management of personal hygiene 
challenging. School nurses were used to assess the 
cleanliness of pupils and 1,683 pupils were found to 
be of unacceptable cleanliness. To help with this a 
mobile bath unit was created which visited Plymouth’s 
schools on a fortnightly basis and enabled children to 
have a bath.

The widespread damage done to the city resulted 
in many areas being abandoned and left in ruin. These 
areas became a breeding ground for vermin. At the 
time two rat catchers were in full time employment 
and tasked with preventing vermin infestations; helping 
to reduce the transmission of disease.

Despite these efforts communicable diseases, 
exacerbated by the poor living conditions, remained 
a significant problem, a good example of this being 
the 2,232 reported cases of scabies, three quarters of 
which were reported in school aged children.
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Soldiers clearing rubble in Plymouth, circa May 1941
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Key issues for housing in Plymouth	
Compared to the wartime era, it is unquestionable that houses are now generally safer, and have 
significantly better facilities such as an internal water supply and effective drainage. Similarly, a 
significantly more regulated wider environment has helped to reduce the health impacts of pollutants 
and hazards such as road traffic accidents. Despite these improvements, there are still many people 
living in Plymouth whose health is being adversely affected by their residential accommodation and 
wider environment. Over the past 70 years the understanding of the relationship between environment 
and health has become more sophisticated and many more opportunities have arisen for changing the 
environment to improve health. This section describes some of the key factors around housing and the 
environment that have an impact on the health of Plymouth’s population, what is currently being done 
to address them, and asks what else can be done to consolidate progress.

Quality of rented accommodation
The Plymouth Housing Services are tasked with 
monitoring and improving the standards of private 
rented housing in Plymouth through advice, 
education, management of complaints, inspections 
and when necessary, enforcement. These are 
delivered through a number of mechanisms and 
programmes of work, including introduction of a 
Charter and Plan for Private Rented Housing in 
April 2015, programmed inspections of houses 
in multiple occupation (HMOs), targeted action 
through additional funding through the Rogue 
Landlord Project, and Landlord and letting agent 
training events including Private Rented Forum 
Meetings with local stakeholders. 

In Plymouth, around four out of ten households 
are rented, which is higher than the national 
average. Of these, around half are socially rented 
and half are privately rented. The quality of 
accommodation for those that are socially rented 
is generally good. Privately rented homes, of which 
there are around 22,000 in Plymouth, are generally 
older than is seen nationally and are of variable 
quality. The most recent survey investigating rented 
accommodation (conducted in 2010) estimated 
that based on safety, state of repair, and facilities 
available, over 8,000 privately rented homes in 
Plymouth were non-decent. This represents over 
one third of the private housing stock, a higher 
proportion than is seen nationally. 

Within Plymouth, the proportion of homes that 
are non-decent varies considerably by electoral 

ward. Almost half of homes in some areas were 
classified as non-decent; over three times greater 
than the proportion seen in other areas and 
suggesting significant inequalities in quality of 
housing (Figure 8). These inequalities are particularly 
apparent for certain groups such as migrant 
workers, who are increasingly being reported as 
living in poor conditions. 

In 2014/15, 900 cases investigating issues with 
privately rented housing were opened. The most 
common issues were damp and mould (229 cases) 
and general disrepair (227 cases). Around one in 
five properties had serious ‘Category 1’ health and 
safety hazards, and a total of 355 hazards had to be 
removed during the year.  Although significantly less 
of an issue than during the war, vermin still cause 
problems in some Plymouth properties. In 2014/15, 
Plymouth’s environmental health team conducted 
631 property visits for rat treatments. In 2015/16

37% of privately rented 
housing in Plymouth is  

‘non-decent’
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this number had reduced to 218. Although this 
reduction is thought to have been driven by reduced 
staff capacity and the introduction of charges rather 
than a drop in demand, it suggests there may be a 
growing unmet need. In order to assess this, more 
information regarding activity levels for private 
providers of this service would be required. Property 
visits for treatment of mice are also conducted, and 
unlike rat visits, numbers in 2015/16 were higher than 
in 2014/15 (385 compared to 308). This is possibly 
because charges were not introduced for this service. 

The impact that the home environment has on the 
health of people living in Plymouth is still significant. A 
local study of accident and emergency attendances 
at Derriford hospital between 2009/10 and 2011/12 
showed that for children under 16, around one third 
of incidents took place at home, approximately 2,200 
a year. In 2013/14 there were 3,016 non-elective 
admissions relating to respiratory disease, a number 
which could be reduced if fewer homes had problems 
with damp and mould.

Homelessness
The homeless are usually amongst the most 
vulnerable members of society. Almost half have 
a diagnosed mental health issue and a similar 
number have a long term physical health problem. 

Homelessness is also associated with lifestyle choices 
that are adverse to health. Around three quarters 
are smokers and two thirds drink more than the 
recommended amount of alcohol each occasion 
they drink. They often also suffer from a range of 
other health issues which can require intensive 
support from the health and social care system. 

Levels of homelessness and numbers living in 
temporary accommodation in Plymouth are higher 
than both the regional and national averages. As a 
result of challenging economic and housing market 
environments, and with welfare reforms now 
beginning to impact, 2014/15 saw a sharp increase in 
the number of approaches made to Plymouth City 
Council regarding statutory homelessness. 

One of the most significant and concerning 
increases was the number of approaches from 
vulnerable single homeless people; increasing to 784 
cases from 333 cases the previous year. Current 
provision of supported housing/hostels has been 
unable to meet demand for the single homeless and 
people have frequently had to be placed in B&Bs, 
in some cases for many months at a time. This has 
prompted a review of the options for increasing the 
provision of temporary accommodation and longer 
term private sector units, and more intensive housing 
management support.
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Figure 8: Percentage of private rented homes classified as non-decent by ward (data from CPC Private 
Sector Stock Condition Survey Report 2010)
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Housing affordability
The affordability of house ownership can be measured by looking at the ratio of average house price to average 
earnings. Although slightly more affordable than at the peak of the housing bubble, by historic standards the cost 
of owning a house is very high. In Plymouth the average house price to earnings ratio in 2013 was 5.7 which, 
despite lower average earnings, made houses more affordable than nationally, where the ratio was 6.7 (Figure 9).

For many, significant barriers to home ownership still remain. The barriers most commonly reported by 
would-be house buyers9 are raising a deposit (52%), access to a large enough mortgage (38%), affordability of 
monthly mortgage repayments (33%), and lack of job security (26%). 

Figure 9: House price to earnings ratio (DCLG)

Welfare reform – the spare room subsidy
The government’s own figures estimate that at least 440,000 disabled households will lose out under 
cuts to housing benefit for homes with one or more spare bedrooms. Housing charities such as Shelter 
estimate much higher numbers. The £30 million discretionary fund available to councils to help alleviate the 
worst impacts of these cuts, as many councils are pointing out, is far below the level needed. The situation 
facing these vulnerable tenants is compounded by the lack of alternative properties available for them to 
move in to in order to avoid further reductions in their housing benefit10.

Fuel poverty
When considering the ‘thermal comfort’ of homes, based on an assessment of the efficiency of the heating 
system and level of insulation, around one in five homes are considered to be of an inadequate standard. As 
with non-decent housing, within Plymouth this varies widely from area to area, and for people with limited 
incomes can result in a considerable percentage of that income being spent on fuel. Fuel poverty is defined as 
higher than average fuel costs which, when paid for, leaves the household with residual income that is below 
the poverty line. It affects around one in five Plymouth households (18.6%) and a number of schemes are in 
place in Plymouth to help address this, including those run by Plymouth Energy Community (PEC). 

The main health conditions associated with cold housing are circulatory diseases, respiratory problems, and 
mental ill-health. Other conditions influenced or exacerbated by cold housing include the common cold 
and influenza, as well as arthritis and rheumatisms11.
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Key issues for the environment

Air pollution
In the 1940s and 1950s smog and smoke from coal fires were a very visible form of air pollution and 
sulphur dioxide (SO2) levels were high. With the migration from coal to gas, and the introduction of more 
modern fuel systems, SO2 levels dropped whilst levels of other pollutants such as nitrogen dioxide (NO2), 
fine particulate matter (PM2.5) and particulate matter (PM10) increased. Despite often being invisible to 
the naked eye, these pollutants can still have a significant impact on health. It has been estimated that air 
pollution shortens average life expectancy by 8.6 months12.

Air quality in Plymouth is monitored at a wide range of sites by both the council’s environmental 
protection team and the Environment Agency. There are a number of static NO2 monitoring sites on 
strategic transport routes and grant funding is used to monitor air quality in walk-to-school areas. Air 
quality at sites with permits to operate (including controls on emissions), such as the Plymouth Energy 
from Waste (EFW) site, is monitored to ensure compliance.

Air quality objectives (AQOs) are used for local air quality management (AQM) and set maximum 
recommended thresholds for PM2.5, PM10 and NO2 PM10 is measured in three areas of Plymouth. Levels 
have been decreasing in the city over recent years, and for the past three years have met AQOs. PM2.5 is 
measured in the city centre, and at a site close to the EFW site. PM2.5 levels are currently meeting AQOs, 
but are not currently showing signs of reducing as per the recommendations of recent guidance. This 
suggests that further work may be needed at a national level to reduce PM2.5 exposure if public health 
targets are to be met. 

NO2 is measured at several sites across the city. Overall trends appear to be downwards, but in 2014 
there were some sites, particularly in areas with high traffic volume, where NO2 levels exceeded the AQO. 
Sites failing AQOs included approximately half of the sites on Mutley Plain and all sites on Royal Parade. 
These routes form part of the Plymouth ‘Air Quality Management Area’, where levels of air pollutants are 
known to be high.

Contaminated land
As with air pollution, although now closely regulated, contaminated land, often from historical activities 
such as former industrial or waste storage sites, still poses a health risk in Plymouth. As pressure to develop 
potentially contaminated brownfield land has increased, so has the need to investigate the associated 
health risks. This is often done using a source-pathway-receptor model. An example of this occurred at 
Lipson playing fields where high levels of lead contamination were discovered, putting users of the playing 
fields and sports pitches at risk of exposure. Remedial action was required to make the site safe.
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Healthy urban design
Traditionally, the impact that the urban environment 
can have on health has been more focussed 
on health protection than health improvement. 
Nowadays the management and design of the 
environment is being increasingly recognised for its 
wider health benefits. Given the impact that lifestyle 
choices and behaviour have on health, shaping the 
urban environment to encourage healthy lifestyles, 
such as increased physical activity and healthy eating 
choices, is essential in order to help improve health 
and reduce inequalities. Physical activity can be 
increased through improving the connectivity and 
safety of our streets, and by improving the access to, 
and quality of, recreational spaces. Restricting access 
to fast food outlets and improving the availability of 
fresh, healthy food options can help improve people’s 
diet. Creating spaces and opportunities to meet 
and connect with one another, providing a range of 
housing to enable people to remain near the people 
they know, as well as encouraging and protecting 
social networks, can improve social cohesion and 
build community resilience. 

Walking and cycling have been identified as 
particularly easy ways to increase exercise and the 
Plymouth Plan seeks to reduce barriers to exercise 
and healthy travel by providing and protecting cycle 
infrastructure and green spaces. 

Over recent years there has been significant 
investment in the planned strategic cycle 
network13 and associated walking routes, including 
developments such as the recently opened Laira 
Rail Bridge for pedestrians and cyclists. These 
developments have improved walking and cycling 
connectivity and provided facilities such as cycle 
parking. The infrastructure improvements are 
supported by programmes such as Plymotion to 
give residents the skills and confidence to walk and 
cycle. Together this has helped contribute to a 50% 
increase in cycling in the city over the past six years.

Increasing the quantity and quality of accessible 
green spaces is an important part of improving  

the city’s health and is reflected by ‘Theme 3 – 
Green City’ that runs throughout the Plymouth Plan. 
The Plan aims to provide access to green spaces 
within certain distances of where people live and 
protect designated locally and nationally important 
existing green spaces. Furthermore, plans to improve 
and provide regionally important green spaces at 
Derriford Community Park, Central Park, Plym Valley 
and Plympton, Saltram Countryside Park, Sherford 
Community Park, and the Plymouth Sound and 
Estuaries European Marine Site have already been 
established.

The quality and design of the urban environment 
also improves the health benefits of neighbourhoods. 
Well-designed refuse storage, landscaping and 
street trees, quality materials, and a host of other 
measures can all improve citizens’ perceptions of 
their neighbourhood and enjoyment of the urban 
environment, resulting in improved well-being and 
reduced stress. The fear of crime is also something 
that can impact health and can be significantly 
reduced through consideration of measures such as 
‘secure-by-design’.

According to Public Health England, planning 
authorities should influence the built environment 
to improve health and reduce the extent to which 
urban design promotes obesity. Improving the quality 
of the food environment around schools has the 
potential to influence children’s food-purchasing 
habits and potentially their future diets. ‘Policy 8’ of 
the Plymouth Plan creates a 400m zone around 
secondary schools where the food environment 
is to be protected. This includes preventing the 
development of new fast food retailers within the 
zone and working with existing retailers to improve 
the food environment; the purpose of which is 
to offer children the opportunity to choose a 
healthy lifestyle. Figure 10 shows the prevalence of 
overweight and obese children in year six of primary 
school by LSOA in relation to location of fast and 
hot food outlets.
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Figure 10: Prevalence of overweight and obese children in year six of primary school by LSOA in relation to 
location of fast and hot food outlets
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Housing and the environment

Key messages 
•	 Plymouth works with increasingly out-of-date information and limited actionable intelligence on 

the quality of its private housing stock.
•	 A considerable body of evidence links poor housing quality with poor physical and mental health.
•	 Plymouth’s private rented housing stock is older and in poorer condition than elsewhere in the 

country, with some areas and population groups being particularly affected. Over one third of 
Plymouth’s privately rented housing stock is classed as ‘non-decent’.

•	 Over the past couple of years there has been a sharp increase in the demand for housing as a 
result of statutory homelessness. This is particularly true for vulnerable, single homeless people. 
Current provision of supported accommodation is not able to meet this demand, prompting a 
review of options for meeting the required provision.

•	 There is both need and opportunity to further integrate healthy urban design into all aspects of 
planning, creating environments that enable healthy lifestyle choices.

•	 Plymouth is currently meeting its air quality objectives for particulate matter, but for smaller 
particulates, the national target of a ‘downward trend’ is not being achieved.

•	 Whilst levels of nitrogen dioxide (NO2) are reducing in Plymouth, Air Quality Objectives in some 
areas are not currently being met. An Air Quality Management Area has been set up to monitor 
NO2 levels at these sites. 

Recommendations
•	 Urgently prioritise developing information systems that generate actionable intelligence on 

housing quality especially in the private rental sector. 
•	 Continue to develop and strengthen the relationship between ODPH and Place directorates.  

In particular, ensure the community infrastructure levy is used to monitor the impacts of 
continued expansion of housing and improve walking, cycling and public transport routes.

•	 Support the housing team to investigate, plan, implement and evaluate the changes required to 
increase the provision of housing for the statutory homeless.

•	 Investigate the role ODPH can play in helping to reduce emission levels in the city by promoting 
healthy, non-polluting modes of travel, particularly in the Air Quality Management Area.
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At the time of Beveridge
A snapshot of education in Plymouth around the 
time the Beveridge report was released.

Education
A summary of education in modern day Plymouth, 
including provision of schools, educational 
attainment, key educational workstreams, and 
school absence.

Level of qualifications in the adult 
population
A description of the levels of qualifications held by 
people living in Plymouth compared to England.

Relevance to health
Research has shown that there is a strong link 
between the level of education and behavioural 
lifestyles chosen in relation to health. Four 
behaviours that increase the risk of chronic 
disease; poor diet, inactivity, alcohol misuse, and 
smoking have been shown to be significantly more 
common in people with lower levels of educational 
attainment; people with no qualifications are 
more than five times as likely as those with 
higher education to engage in all four of these 
behaviours14.

These factors, along with others associated with 
both education and health such as level of income, 
quality of living accommodation, and environment, 
mean that people who are less educated tend to 
live shorter lives in a poorer quality of health.
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At the time of Beveridge
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At the time the Beveridge report was published, 
the education system had been severely disrupted 
by the Second World War. By 1942, 21 elementary 
schools had been completely destroyed, resulting 
in the loss of 7,645 school places. The evacuation 
of around 9,300 of the 26,000 elementary school 
pupils who were living in the city at the start of 
the war alleviated some of the pressure on school 
places. However in some areas there was still a 
shortage, resulting in some children not being able 
to attend school or having to travel significant 
distances. Many other schools were damaged, and 
whilst basic ‘first aid’ work was done to make them 
operational, pupils often had to learn and study in 
very poor conditions.

In 1942, the school leaving age was 15. Even 
though the official age to move to secondary 

school was 11, most children stayed on in 
elementary school throughout their education.  
As a result, compared to elementary schools, 
there were significantly fewer secondary school 
pupils and places. Before the war there were 2,430 
secondary school places available at five schools, 
two schools for boys and three for girls. In order 
to help with the war efforts, two of these schools 
were taken by the Admiralty and one was turned 
into an elementary school. As was seen with 
elementary schools, pressure on secondary school 
places was alleviated due to the evacuation of many 
secondary school pupils. By 1942, 1,120 boys and 
girls were attending secondary school in Plymouth, 
with over 1,000 expected to return after the war. 

Evacuees at North Road station, Plymouth, 12 May 1941
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Education

Provision of schools
In Plymouth in January 2016 there were 20,239 
pupils attending 64 primary schools, three infant 
schools, and three junior schools. These include 
academies, maintained schools, and free schools. 
There were also 16,418 pupils attending 19 
secondary schools. These include academies, 
maintained schools, a free school, and two 
designated Key Stage 4 providers. 

In the city, there is an all-through free school; a 
primary free school; the University Technical College 
(UTC); a studio school; two local authority nursery 
schools; seven special schools; and the Alternative 
Complimentary Education (ACE) Service. There are 
four higher education organisations; the Plymouth 
College of Art and Design, the University of 
Plymouth, the University of St Mark and St John  
and City College Plymouth.

Educational attainment 
One government measure for education is the 
percentage of secondary school pupils achieving five 
GCSEs at grades A*-C. In 2014/15, the percentage 
of pupils achieving this in Plymouth was 51.8%; lower 
than the national figure of 57.3% and a slight reduction 
on the 2013/14 Plymouth percentage of 53.1%.
For children at the other end of the age spectrum,  
children are currently assessed using the Early Years 

Foundation Profiles for their development levels 
at the end of their first year in school.  In 2014/15 
the percentage of children achieving a good level of 
development at end of reception year was 62.6%; 
lower than the national figure of 66.3%, and an 
increase on 2013/14 Plymouth percentage of 58.3% 
(Figure 11). Children entitled to free school meals do 
less well and in 2014/15 the percentage of children 
with free school meal status achieving a good level of 
development at the end of reception year was 48%; 
lower (but not significantly) than the national figure 
of 51.2%, and an increase on the 2013/14 Plymouth 
percentage of 45.6 %.

Key educational workstreams
There are many factors that can influence how 
well a child does at school; with notable gaps in 
educational attainment for people living in different 
circumstances. In particular we know that a child’s 
very early experiences, particularly in the first two 
years of life are crucial to long term learning and 
development with studies showing  that when a 
baby’s development falls behind the norm during 
the first years of life, it is more likely to fall even 
further behind in subsequent years.  This is why a 
key supporting workstream to improve educational 
attainment is by supporting the best start to life. In 
an attempt to address this, and improve overall levels 
of attainment, there are a number of programmes of 
work applied in Plymouth.
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Workstream 1: Pupil Premium
The Pupil Premium funding, given by central 
government to local authorities and schools, is 
designed to specifically improve the educational 
attainment and progress of three groups of pupils: 
disadvantaged pupils, children that are looked after by 
the local authority, and service children. It is viewed 
as a major strategy for improving the life chances 
of pupils through education, narrowing gaps in 
attainment and, for service children and some children 
in care, their social and emotional needs. 

The funding is predominantly spent on provision of 
additional staff. Most commonly these are regular and 
higher level teaching assistants but occasionally part-
time teachers are also used. Delivery is also achieved 
through some initiatives such as breakfast clubs that 
provide children with a healthy meal before school, 
and others that are specific to the type of pupil 
including Personal Education Plans for children in care, 
and support from the HMS Heroes group for service 
children. The number of children funded is outlined in 
Figure 12.

The investments made through the Pupil Premium 
appear to be helping to close the gap in attainment. 
In 2015, the percentage of pupils receiving the 
premium and reaching the expected educational 
standard by the end of primary school was 70%. 
Although this was 11% lower than non-premium 
funded students, in 2014 this gap was 19%. The 

percentage of pupils receiving the premium and 
reaching the expected educational standard 
by the end of secondary school was 31.6%. 
Although this was 27.5% lower than non-premium 
funded students, in 2014 this gap was 32%. 
When comparing the performance of pupils in 
Plymouth receiving the premium to those receiving 
it nationally, the city compares unfavourably, 
although again this gap appears to be narrowing. 
The performance of children of armed services 
personnel is generally better in Plymouth than in 
other comparable areas.

Workstream 2: Special educational needs 
support
With the introduction of the Children and Families 
Act 2014, a new Special Educational Needs and 
Disability (SEND) Code of Practice informed schools 
of their statutory duties to identify and support all 
children with special educational needs. 

Class and subject teachers, supported by the senior 
leadership team, will identify pupils making less than 
expected progress, given their age and individual 
circumstances, as requiring SEN Support. There are 
four broad categories of need: 
•	 cognition and learning
•	 communication and interaction
•	 social, emotional and mental health difficulties
•	 sensory or physical need

Looked after children

Deprivation

469

2,752

10,236
Service

Figure 12: Number of children that Pupil Premium funding is received for
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There is a wide range of information available on 
appropriate interventions for pupils with different 
types of need, and associated training which schools 
can complete to ensure they have the necessary 
knowledge and expertise to use them. Further to 
this, SEN support may involve seeking specialist 
external advice and support from local authority 
advisory teams, educational psychologists, speech 
and occupational therapists, or support from social 
services.

If a school has taken relevant and purposeful 
action to identify, assess, and meet the SEN of a 
child yet the child has not made expected progress, 
the school or parents should consider requesting 
an Education, Health, and Care (EHC) needs 
assessment. 

The purpose of an EHC plan is to make 
additional educational provision to meet the special 
educational needs of a child or young person, to 
secure the best possible outcomes for them across 
education, health and social care and, as they get 
older, prepare them for adulthood. Local authorities 
are responsible for ensuring that there is effective 
co-ordination of the assessment and development 
process for an EHC plan. Joint working between 
local authorities and Clinical Commissioning 
Groups (CCGs) in the development of an EHC 
plan supports the provision of effective services for 
children and young people with SEN. 

In Plymouth, alongside the national SEND reform, 
a comprehensive review of specialist provision across the city is being undertaken.  To provide an idea of 
how complex the educational needs of pupils in Plymouth are compared to nationally, the percentage of 
children taking GCSEs in Plymouth who are in SEN support or have an EHC plan can be determined. In 
Plymouth, a lower percentage of pupils taking their GCSEs in 2015/16 were receiving SEN support, but a 
higher percentage had an EHC plan (Figure 13).

The grades achieved by SEN pupils taking GCSEs can provide an indication of how well their educational 
needs are being met. It can be seen from Figure 14 that the percentage of SEN pupils in Plymouth 
achieving five A*-C grades is lower for both SEN supported and EHC plan students compared to England. 
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Figure 13: Percentage of SEN pupils taking GCSEs
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Figure 14: Percentage of SEN pupils taking GCSEs  
in 2014/15 achieving five grades A*-C
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Workstream 3: Improving health outcomes
Recent work related to Thrive Plymouth year two focus in schools and educational settings has 
highlighted the significant amount of innovative work schools are doing to support the health and 
wellbeing of children and young people, recognising in turn that this will support educational attainment.  
To support this work Plymouth has developed the Healthy Child Quality Mark (HCQM). The HCQM 
is an accreditation scheme that operates at three levels; bronze, silver, and gold. Gold schools become 
beacons of practice for others to follow. Uptake of the scheme is good; 71 schools are actively engaged 
in the scheme of which 37 have achieved bronze status, six have achieved silver status, and four have 
achieved gold status. The HCQM scheme is also being used in partnership with Plymouth City Council’s 
early years and public health teams to address health in early years settings, with six settings expected to 
pass the early years pilot later this year. In addition to the HCQM, a range of other activities and support 
are offered to schools and other educational settings to enable them to positively contribute towards 
improving public health outcomes.  

School absence
Pupil attendance rates are linked to attainment; those who are absent more often tending to perform 
less well. There are many reasons why a child may be absent, but low attendance rates are often linked to 
issues in either the home or school environment such as lack of childcare support or bullying. 

Data collected from state funded primary and secondary schools during 2013/1415 shows that 
in Plymouth pupils missed 4.7% of sessions, which is similar to the national percentage of 4.6%. The 
percentage of these sessions that were unauthorised was slightly lower in Plymouth; 0.8% compared to 
1.1%. The percentage of pupils who were persistent absentees (those missing 38 or more sessions) was 
also lower in Plymouth; 3.4% compared to 3.7%.
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Level of qualifications in the adult population
Based on May 2016 figures from the Annual Population Survey, around 6.1% of working age people (16-
64 years) in Plymouth have no NVQ qualification (Figure 14). This is lower than the 8.8% seen nationally. 
However, a smaller percentage of people in Plymouth achieve a qualification at NVQ level 4 or above 
compared to nationally (30.0% compared to 36.9%).

Figure 15: Highest qualification, percentage of working age people (16-64 years)  
(Annual Population Survey, May 2016)
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Education and qualifications

Key messages 
•	 Given the strong association educational attainment has with deprivation and poverty, 

improving educational outcomes for disadvantaged children will help to give them a better 
start in life and reduce inequalities in the city.

•	 At present, overall levels of educational attainment in Plymouth are slightly below the national 
average. 

•	 Several initiatives are taking place locally to improve performance and reduce inequalities in 
educational outcomes. 

•	 In Plymouth there are more children with Education, Health, and Care plans, who have a 
greater requirement for educational support. 

•	 Educational outcomes for children with Special Educational Needs in Plymouth are not as 
good as they are nationally. 

Recommendations
•	 Investigate whether inequalities in educational outcomes in Plymouth are sustainably reducing  

and whether any reductions are translating into progress on narrowing overall health and 
wellbeing inequalities. 

•	 Encourage and support the re-modelling of our children and young people’s services to support 
children’s early development, school readiness and subsequent educational outcomes.
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At the time of Beveridge
A snapshot of employment in Plymouth around the 
time the Beveridge report was released.

The transition to modern day 
Plymouth 
A summary of the changes to the economy that 
have taken place since the Beveridge report was 
released.

Employment and the economy in 
modern day Plymouth 
Describes employment, unemployment, and 
economic inactivity in Plymouth.

Relevance to health
The relationship between employment and health 
is interdependent and complex, but evidence has 
shown that people in work tend to enjoy happier 
and healthier lives than people who are out of 
work. Unemployment is strongly associated with a 
wide range of social, economic, and clinical factors, 
and has been linked to higher mortality rates, 
shorter life expectancy, and a number of physical 
and psychological health issues such as chronic back 
pain, stress, and depression. This is especially true for 
the more vulnerable members of society. Further 
to this, people who are out of work tend to be 
heavier users of healthcare services such as GPs and 
hospitals, and people who are in poor health find 
that getting back to work often helps them recover16. 
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At the time of Beveridge
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After experiencing a decade of economic stagnation in the 1920s, the UK economy was further hit by the 
sharp global economic downturn in the early 1930s. This led to high levels of unemployment and in his 
report Beveridge stated that “three-quarters to five-sixths” of poverty was due to interruption or loss  
of earning power. 

In the year of the Beveridge report, the annual figures of the Plymouth juvenile employment sub-
committee showed that a high percentage of wartime employment was of a temporary and unskilled 
nature. Almost half of males leaving school went into routine and manual labour, and almost six out of ten 
women ended up working as shop assistants, clerks and general office workers, or factory workers. Due to 
the high demand, rates of pay were notably higher than would usually be expected.

A 1930s study of Plymouth working class families17 showed that unemployment benefit made up 37% 
of all benefits payments for this group. Beveridge felt whilst unemployment benefits were not sufficient to 
meet the needs of those who were out of work, they were significantly closer to doing so than sickness 
and disablement benefits, which he saw as being woefully inadequate. In his report, Beveridge proposed 
radical changes to the welfare system. The new system was based on two simple principles; universality and 
comprehensiveness. In other words the scheme applied to everybody, with no ‘means test’, and involved 
a single payment covering all benefits. The idea was that this would provide a platform on which people 
would be incentivised to build.

Damage to the Prysten House, Plymouth, circa March 1941 
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The transition to modern day Plymouth
During and following on from the Second World War, efforts to rebuild the country resulted in high levels 
of employment in Plymouth and across Britain. This in part was due to the nationalisation of most of the 
UK’s major strategic heavy industries and public utilities between 1946 and the early 1950s, resulting in 
rapid growth in the number of public sector jobs. Demand for workforce at Devonport dockyard, a key 
driver of the Plymouth economy for hundreds of years, was also high. When the dockyard built its last ship, 
the HMS Scylla, in 1971 approximately half of the workforce in Plymouth worked either directly for, or in 
the supply chain supporting, it. 

Since the 1980s, the fortunes of the dockyard have been variable. Although bolstered by investment 
during the Falklands war and the development of nuclear submarine facilities, there have been long periods 
where a shortage of jobs contributed to high long-term unemployment in Plymouth. The challenges faced 
by Plymouth were recognised by central government, and since the 1990s the city has received a number 
of funding and support packages, such as £47.8 million through the New Deal for Communities initiative, 
to help build resilience and diversification into the Plymouth economy. 

Employment and the economy in modern day Plymouth
When considering employment in modern day Plymouth, the population can be broken up into different 
groups. Firstly it can be divided in to those who are economically active, and those who are economically 
inactive. This is based on whether or not an individual is willing and able to work. For those that are 
economically active, the population can be broken down further into those that are employed and those 
that are unemployed. This is important because unemployment figures do not include people who are 
economically inactive. 

Employment
Since the 1990s, Plymouth has seen a resurgence in its skilled workforce due to rapidly growing 
technological and engineering industries and rapid growth of its universities. The current Plymouth Plan 
sets out an ambitious growth agenda to expand the population to 300,000, build 22,700 new homes, and 
create 18,600 new jobs by 2031. Despite this, in 2015 the average hourly wage in Plymouth was £12.54; 
93p lower than the national average. This gap has however been narrowing, and is the smallest in the past 
10 years. There are also a number of industries in Plymouth where average wages in Plymouth are higher 
than elsewhere in the local area.

Although the average hourly wage of Plymouth residents in 2015 was lower than the national 
average, the picture is different when considering workplace wages (the wages that organisations based 
in Plymouth pay). These wages are higher than the majority of places in the Heart of the Southwest 
(HotSW) Local Enterprise Partnership Area. This mismatch between residential and workplace based 
wages is caused by people in higher paid jobs often choosing to live in more rural areas outside the city.

Although predominantly dependent on the types of jobs that are available in the city, the commuting 
of higher earners from outside the city also has an effect on the distribution of the Plymouth workforce 
across different occupational groups. Figure 16 shows the variation in the percentage of Plymouth’s 
workforce working in each occupational group compared to England. It can be seen that Plymouth has 
relatively fewer people working in occupations with higher average wages such as ‘managers, directors, and 
senior officials’, and more people working in less well paid occupations.
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Figure 16: Difference in the percentage of people in Plymouth working in different occupational groups 
compared to England

Employment challenges in Plymouth
Although Plymouth’s economy is growing, and becoming increasingly diverse and resilient, there are still a 
number of challenges relating to employment in Plymouth. 

Limited transport infrastructure around the city means that access by road and rail is more difficult than 
many parts of the country; the nearest motorway is around 40 miles away and rail access to the city is 
heavily dependent on a single railway line. This makes travel into, or from, the city for work more difficult. 
As a result the Plymouth labour market typically experiences low levels of geographical mobility which 
negatively impacts on trade, wages, and recruitment. 

The number of students studying at colleges and universities is increasing; however graduate retention in 
the city is a problem. This is contributing to a skills shortage in some of the traditional city industries. 

Although significant strides have been made in growing and building resilience in the private sector 
workforce, Plymouth still has a significant dependence on public sector employment, which makes up 
24.5% of the workforce compared to 22.4% nationally. As a result, the impact of austerity and public sector 
cuts are likely to have a greater impact on the Plymouth economy compared to elsewhere.

Both nationally and locally, increasing numbers of people are working on zero hours contracts. Whilst this 
can offer increased flexibility of working desired by some, when imposed it can cause considerable income 
insecurity. There is growing evidence that zero hours contracts contribute to in-work poverty18.

-5 -3 -1 1 3 5

-5 -3 -1 1 3 5

9 Elementary occupations

8 Process, plant and machine operatives

7 Sales and customer service occupations

6 Caring, leisure and other service occupations

5 Skilled trades occupations

4 Administrative and secretarial occupations

3 Associate professional and tech occupations

2 Professional occupations

1 Managers, directors and senior of�cials

Percentage difference compared to England

1.1

-3.7

-4.2

-1.5

-0.1

0.5

1.5

2.9

3.7



45

D
ire

c
to

r o
f P

u
b

lic
 H

e
alth

 A
n

n
u

al R
e
p

o
rt 2

0
15

/16

Unemployment
Unemployment rates as reported by the government are calculated by looking at the percentage of 
‘economically active’ people who are not in employment. 

Over recent years, unemployment rates in Plymouth have reduced significantly, particularly for young 
people. In 2015, employment figures for Plymouth showed that around 131,800 people, 78.7% of the 
working age population (16-64 years) were classed as economically active, of which around 8,300 were 
unemployed, making the unemployment rate 6.3%. Comparatively, a slightly lower percentage of the 
national working age population were economically active (77.7%), with a slightly lower percentage of 
these being unemployed (5.4%). In terms of the overall working age population, 5.0% were unemployed in 
Plymouth compared to 4.2% in England.

The claimant count measures the number of people claiming benefit principally for the reason of being 
unemployed19. In April 2016, there were 3,730 claimants in Plymouth, equating to 2.2% of the working age 
population (16-64 years). This is higher than the national claimant count rate of 1.8%, suggesting that a 
higher percentage of people in Plymouth rely on welfare relating to worklessness. 
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Economic inactivity
People who are not willing or able to work, for whatever reason, are considered ‘economically inactive’ 
and do not count towards unemployment figures. They are defined as people who are not in employment 
who have not been seeking work within the last four weeks and/or are unable to start work within the 
next two weeks.

Based on data from the 2015 Annual Population Survey, the percentage of working age people in 
Plymouth who are economically inactive is 21.3%, which is slightly lower than the 22.3% seen nationally. 
There are a number of different reasons why people are economically inactive, and compared to national 
figures, Plymouth has fewer people who are inactive due to being a student, retirement, or looking after 
family/home and more due to long term sickness (Figure 17). It is estimated that in Plymouth around 
10,300 people are economically inactive due to long term sickness, which makes up 28.9% of economic 
inactivity (6.1% of the overall working age population). Nationally, long term sickness makes up 22.1% of 
all economic inactivity and 4.9% of the working age population. This is supported by data from the 2011 
census, which shows that compared to nationally, a higher percentage of households in Plymouth include 
one or more person with a long term (over 12 months) health problem or disability (37% compared  
to 33%).

Figure 17: Breakdown of working age (16-64 years) population in Plymouth, including reasons for  
economic inactivity
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The elevated number of people in Plymouth who are economically inactive due to long term sickness is 
indicative of one of the key challenges faced by the city. The improving economic prosperity that Plymouth 
has seen over recent years has not been spread equally amongst its population. The effects of long term 
unemployment and intergenerational worklessness still affects a small but significant part of the population 
risking widening of economic, health, and social inequalities in the city. This relatively small but significant 
proportion of the Plymouth population often have complex needs, are disengaged with the labour market, 
and are heavily dependent on social welfare.
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Employment & the economy

Key messages 
•	 The economic history of Plymouth has played a strong role in shaping the character of the city. 
•	 Significant strides have been made to build diversification and resilience into the Plymouth 

economy. Despite this, compared to nationally there is still an over-dependence on the public 
sector for employment, lower wages for residents, and a higher proportion of people dependent 
on benefits.

•	 Unemployment figures alone do not provide a clear picture of the health of the Plymouth labour 
force. Compared to England, a significantly higher proportion of Plymouth’s economically inactive 
population are classed as such due to long term illness. There are more people in this group than 
there are people who are unemployed.

•	 Economic improvements over recent years have not been distributed evenly. A small but 
significant part of the Plymouth population is disengaged with the job market, with many facing 
significant barriers to returning to work. This group may struggle to make the required changes 
within the short timescales of the welfare reforms, posing the risk of further increasing inequalities 
for some of Plymouth’s most deprived communities.

•	 Evidence suggests that returning to employment can help to improve health outcomes.
•	 Hourly wages in Plymouth are 93p lower than national average, though this gap is the smallest 

in the past ten years. The lower wages are in part due to higher wage earners choosing to live 
outside the city and a lack of graduate retention.

Recommendations
•	 Develop local understanding of the impact of welfare reforms, and ensure measures are in place 

to protect those facing significant barriers to returning to work during their transition back into 
employment.

•	 Further investigate the needs of those classified as economically inactive due to long term illness 
in order to identify opportunities for improving their heath and helping them back to work.

•	 Encourage and support initiatives designed to make Plymouth a more appealing place to live for 
higher wage earners and graduates. 
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At the time of Beveridge
A snapshot of poverty in Plymouth around the 
time the Beveridge report was released.

Challenges associated with poverty 
and deprivation
A look at some of the issues relating to poverty 
in modern day Plymouth including child poverty, 
payday lending, fuel poverty and welfare reforms.

Inequalities within Plymouth
An overview of how levels of deprivation vary 
across the city.

Impact of deprivation on health
Examples of how unhealthy behaviours, hospital 
admissions, and mortality rates are related to 
deprivation.

Relevance to health
The association between health and deprivation is 
well documented. In his 2010 report, ‘Fair Society, 
Healthy Lives’, Sir Michael Marmot stated health 
inequalities result from social inequalities, and 
that action on health inequalities requires action 
across all the social determinants of health. The 
size of health inequalities associated with social 
status are significant. People living in the poorest 
neighbourhoods in England will not only die an 
average of seven years earlier than people living in 
the richest neighbourhoods, but they will also spend 
an average of 17 fewer years living disability free.
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At the time of Beveridge
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Preventing ‘want’ was the primary focus of the Beveridge report. Material wealth was considerably less 
than it is today. Very few homes had a television, many were without a telephone or indoor toilet, and 
some did not have mains electricity or running water. 

Beveridge estimated that between three-quarters to five-sixths of ‘want’ was due to interruption or 
loss of earning power, with almost the whole of the remaining one-quarter to one-sixth being due to a 
“failure to relate income during earning to the size of the family”. He saw the solution to these problems 
to be a redistribution of income by family need through a universal social insurance. Whilst not flagged as 
a large contributor to poverty at the time, Beveridge acknowledged that provision to be made for old age 
presented “the largest and most growing element in any social insurance scheme”.

Communal kitchen in Plymouth, circa May 1941
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Challenges associated with poverty and deprivation
In his report, Beveridge described a ‘Cradle to Grave’ welfare system. Looking at some of the key issues 
around poverty faced by Plymouth today, it is clear that poverty still has an impact at all stages of life. 
Below are four examples of these issues: one affecting younger people; one that typically affects working 
age people; one that has a greater impact on older people; and one that affects people of all ages. 

Young people: child poverty 
Child poverty is an outcome of economic, 
environmental, and social factors that can 
damage a child’s development and limit or 
prevent children and young people from having 
many of the experiences and opportunities 
that others take for granted20. In 1999, the 
Government made a commitment to end child 
poverty by 2020. The Child Poverty Act was 
published in 2010 to deliver on this commitment 
and placed a number of duties on local 
authorities and their delivery partners to work 
together to tackle child poverty.

Overall in Plymouth, a higher proportion of 
children live in low income families compared to 
England (20.2% compared to 18.6%). Based on 
the Income Deprivation Affecting Children Index 
(IDACI), there are also more children living in 
areas classed in the most deprived 10% for child 
poverty; an estimated 7,308. Were the national 
proportion applied to Plymouth, this number 
would be 4,589. 

There are also a higher proportion of children 
living in workless households (16% compared to 
14%), and a lower proportion accessing higher 
education at age 19. These indicators suggest that 
child poverty is a bigger issue in Plymouth than is 
typically seen elsewhere, and highlights the need for 
local efforts to tackle this issue. The Child Poverty 
Strategy for Plymouth 2013-2016 describes a 
framework that uses four overarching themes to 
address child poverty, as shown in Figure 18.

One health indicator of child poverty is the 
number of tooth extractions that are performed 
on children under general anaesthesia. Although 
the vast majority of such events are completely 
avoidable through good dental care, they are still 
worryingly common in Plymouth, particularly in 
more deprived areas. In 2015/16 there were a 
total of 848 children who had tooth extractions 
performed under general anaesthetic. These 
extractions place avoidable stress on children 
and young people, and represent a burden on 
healthcare resources that essentially need not exist. 

Tackling  
child poverty is  

everyone’s business

Financial  
support  

and independence

Communities and 
neighbourhoods

Family life  
and children’s  
life chances

Figure 18: Four overarching 
themes for tacking child poverty
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Working age people: payday lending
Payday lending, a form of high cost, short term loan, 
has grown rapidly in recent years. Loans tend to 
be used by consumers in difficult and deteriorating 
financial circumstances, and who are excluded 
from mainstream credit. Whilst pay day lenders can 
provide help and support for consumers in very 
difficult circumstances, there are many issues with 
payday lending, including the high cost of credit, 
unfair or multiple charges, and the excessive use 
of continuous payment authorities to take money 
from customers’ accounts, sometimes leaving them 
unable to pay for food or their bills21.

In Plymouth, over 29% of adults in the city are 
over indebted which is much higher than any other 
local authority area in the South West10. This has 
led to payday lending being identified as a priority 
area for Plymouth City Council. In order to help 
address this, a four pronged approach is being 
used (Figure 19). In order to reduce the need for 
payday lending, Plymouth City Council is promoting 
a living wage and providing information and advice 
on money management. Education is also being 
used to reduce the desirability, through ‘Fair Money’ 
campaigning designed to raise awareness of debt, 
money advice services, banks, credit unions and 
relevant council services. Accessibility has been 
restricted by banning payday loan adverts on 
billboards and bus shelters across the city and 
preventing access to their websites on council 
owned computers.

Older people: fuel poverty
Fuel poverty is caused by a combination of three 
factors: high cost of fuel; poor energy efficiency; 
and low household income. Whilst there is a strong 
correlation between fuel poverty and poverty in 
general, there are particular groups that are at risk. 
Elderly, ill, and disabled residents are at greater risk 
due to an increased requirement for heating during 
the day. This is especially true for those living in 
privately rented properties, as these generally have 
poorer insulation and heating systems than socially 
owned properties. 

There are 15,407 fuel poor households in 
Plymouth22 (13.4% of the city); higher than the 
proportion seen nationally. The reasons for this 
include comparatively lower wages in Plymouth 
and a higher percentage of Victorian and post war 
housing stock which perform poorly in terms of 
energy efficiency23. The new Healthy Homes Scheme 
run by Plymouth Energy Community seeks to 
address the impact cold homes have on the health of 
the occupants by: improving heating, ventilation and 
insulation; conducting income maximisation checks to 
increase affordability of energy; in homes where the 
health conditions of the occupants are exacerbated 
by cold and/or damp living conditions. The scheme 
will also be evaluated in order to calculate the cost 
benefit for health services of improving housing 
conditions. A number of schemes are in place in 
Plymouth to help alleviate this, including those run 
by Plymouth Energy Community (PEC).

All ages: welfare reforms
Since 2012, fundamental changes have been 
made to the welfare system, including a cut to the 
overall welfare budget. The stated intentions of 
these reforms are to increase social mobility and 
encourage people to work. This is being done by 
increasing the income gap between those who  
are working and those who are on benefits.  

It is estimated that when fully implemented, these 
reforms could have a direct adverse impact on  
20% of the population24. 

Those who will be most heavily impacted by the 
reforms: people with no qualifications; with long 
term illnesses and disabilities; and in long term 
unemployment, face significant barriers to

Figure 19: Principles for reducing the use of payday 
lending and loan sharks

Reducing

Need

Desireability

Accessibility

Increasing

Availability of 
alternatives
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returning to work; a process likely to be a gradual 
one. Locally, concerns have been raised that if 
reforms are introduced too quickly and without 
appropriate fail safes in place, this could further 
increase the inequalities in income, social capital, 
and health (physical and mental) that exist in the 
city. This poses the risk of further increasing barriers 
to returning to work, increasing demands on 
already stretched services, and has been identified 
in Plymouth as a key strategic risk. 

Inequalities within Plymouth
Although general improvements in living standards, 
rapidly developing technologies and a growing 
economy means that fewer people are short of food, 
clothing, and shelter, many people still live in poverty. 
Levels of inequality are significantly higher than they 
were around the time of the Second World War25. 
This is especially true for Plymouth where, as is 
highlighted throughout this report, inequalities are 

generally greater than those seen nationally. Figure 20 
shows Lower Super Output Areas (LSOAs) mapped 
onto Plymouth wards. LSOAs are the smallest 
geography for which deprivation data is available, 
and they paint the clearest picture of which areas of 
Plymouth are more deprived. The LSOAs have been 
coloured by national quintile group, based on IMD 
2015. The LSOAs that are in the most deprived fifth 
of all LSOAs nationally are coloured in red, those 
that are in the least deprived fifth are coloured 
dark green. It can be seen that there are far more 
areas that are red than dark green indicating the 
high levels of deprivation seen across the city. When 
comparing the number of people in Plymouth that 
live in the most and least deprived areas, there are 
almost three times as many people living in the most 
deprived areas, around 78,000, compared to 28,000 
in the least deprived areas (Figure 21). If deprivation 
was distributed as it is nationally, these numbers 
should be almost exactly the same.

Figure 20: LSOAs in Plymouth coloured by national deprivation quintiles (IMD 2015) 
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Figure 22: Plymouth ward deprivation quintiles (based on aggregation of IMD 2015 LSOAs) 
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Figure 21: Percentage of Plymouth’s population living in each national deprivation quintile area
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As not many people are able to identify an area 
based on an LSOA code, it is common for them 
to be aggregated up to more familiar areas. When 
the values of each of the LSOAs are added up and 
assigned to the ward in which they sit, it is possible 
to create a local quintile map showing the relative 
deprivation of the wards. As this has been done 
locally, and there are twenty wards in total, each 
of the quintile groups contains four wards. This is 
shown in Figure 22. These quintiles are used in the 
following sections to compare health behaviours, 
use of healthcare services, and mortality rates 
between the most and least deprived wards.

Impact of deprivation on health
Whereas the health section of this report discusses 
current major diseases and their causes, it does not 
delve into how these vary in relation to deprivation. 
As health now forms part of the definition of 
deprivation, it is not surprising that behaviours 
that lead to disease, use of health care services, 
and rates of mortality are all linked to people’s 
experience of deprivation.

Unhealthy behaviours
The Thrive Plymouth programme, which is 
discussed in more detail in the health and wellbeing 
section of the report, seeks to address four 
unhealthy behaviours; smoking, excessive alcohol 
consumption, poor diet, and physical inactivity. 
Four measures of these behaviours can be seen in 
Figure 23, which shows the percentage of people 
in the most and least deprived wards that exhibit 
them. It can be seen that the largest difference is 

for smoking, where over one in four people in the 
most deprived wards smoke, compared to less than 
one in ten in the least deprived. A total of 18% 
more people smoke in the most deprived wards. In 
the most deprived wards, there is also a significantly 
higher percentage of people not eating five fruit 
and vegetables a day (an indication of an unhealthy 
diet) and fewer people participating in two or 
more sessions of moderate physical activity per 
week (an indication of physical inactivity). 

The only unhealthy behaviour that appears to 
be more common in the least deprived wards 
is excessive alcohol consumption. This is in part 
due to the differing ways that people in different 
socio-economic circumstances consume alcohol. 
People in less deprived groups, particularly those 
who are of middle age or older, tend to drink quite 
frequently, but in smaller amounts. People from 
more deprived backgrounds, particularly those  
that are younger, tend to drink less frequently,  
but consume larger amounts when they do  
(binge drinking). 

These two behaviours can have differing impacts 
on health services and the wider community. Binge 
drinking is typically associated with more acute 
requirements of healthcare and other services. 
Estimates for the proportion of emergency 
department attendances attributable to alcohol 
vary, but figures of up to 40% have been reported, 
and it could be as high as 70% at peak times26. 
Whilst more frequent, lighter drinking is not as 
strongly associated with use of accident and 
emergency services, it does still contribute to 
longer term chronic conditions such as liver disease.
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Hospital admissions 
In order to highlight differences in health between the most and least deprived wards, emergency 
hospital admissions for people aged under 75 have been used. Higher rates of emergency admissions are 
associated with higher rates of disease within a population, but also can provide an indication of conditions 
not being pro-actively managed in an effective manner. Considering only admissions for people under the 
age of 75, rather than all admissions, will help to highlight areas where people are suffering ill health at an 
earlier age.

When looking at emergency admissions for the under 75s in relation to the four diseases targeted by 
the Thrive Plymouth programme, it can be seen that rates are higher for all types of disease in the most 
deprived wards compared to the least deprived. Whilst there is only a moderate difference in the rates for 
cancer, rates for COPD are over three times higher (Figure 24).

0 10 20 30 40 50

0 10 20 30 40 50
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25.9
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29.0
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Have a drink
containing alcohol
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% not eating 
5 a day veg

Adults participating
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in the past week

Most deprived

Figure 23: Percentage of people in the most and least deprived wards that exhibit unhealthy behaviour
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Premature mortality rates
Everyone eventually dies of one or more causes, and so rather than look at overall mortality rates to 
investigate inequalities, it is more common for ‘premature’ mortality rates to be used. For this purpose, a 
death is considered to be premature if a person is under the age of 75 when they die.

As might be expected given the strong association between behaviours and deprivation, there is also a 
strong association between deprivation and premature mortality relating to the four diseases targeted by 
the Thrive Plymouth programme. The increased likelihood of dying from each of these diseases for people 
in the most deprived wards compared to the least deprived wards is shown in Figure 25. Although in terms 
of absolute numbers, fewer people aged under 75 die from COPD, it has the strongest association with 
deprivation, with rates being over three times higher in the most deprived areas. 
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Figure 25: Under 75 
mortality rates for the 
four diseases targeted 
by the Thrive Plymouth 
programme (PCMD, 
2012-14)

Figure 24: Under 75 
emergency admissions 
relating to the diseases 
targeted by the Thrive 
Plymouth programme 
(SUS, 2013/14)
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Poverty, deprivation and inequalities

Key messages 
•	 Poverty can still be an issue at all stages of life and comes at a cost to both those who are 

experiencing it and to the rest of society.
•	 Despite significantly improved living standards and material wealth, levels of inequality are 

significantly higher than they were around the time of the Second World War.
•	 Financial hardship still affects many people in Plymouth. Compared to nationally, more people  

in Plymouth are over-indebted. 
•	 Poverty, deprivation, and inequalities have a significant impact on people’s health and wellbeing.
•	 Inequalities in deprivation have a strong bearing on lifestyle behaviour choices, with people  

who are less well-off typically leading unhealthier lives. This has a knock-on effect to the use  
of healthcare services and mortality rates.

•	 Bringing people out of poverty and reducing inequalities is an essential component of supporting 
people to live happy, healthy lives. 

•	 Compared to England, a higher proportion of children in Plymouth live in low income families 
and in workless households.

•	 The intense financial pressure local health and social care is now under means addressing these 
fundamental issues is as important as ever.

Recommendations
•	 The strategy to address poverty and break its link with poor health and wellbeing should 

incorporate enabling individuals to acquire skills and qualifications, access paid employment,  
and live in housing with acceptable standards of habitability.

•	 Endeavour to protect the variety of support given to people who cannot flourish in a market 
economy whenever it is within our capacity to do so.

•	 Advocate for coherent policies seeking to reduce inequalities in the domains of healthcare, 
education, housing, and economic development both internally (council) and city-wide.

•	 Support initiatives seeking to promote financial inclusion (such as credit unions), reduce people’s 
dependence on short term, high cost lending, and provide support to those affected by welfare 
reform.
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Definition

Description

Alcohol-related admissions to hospital (broad) - 2014/15

Alcohol-related admissions to hospital (broad) for Plymouth

Interpretation
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Plymouth England

Admission episodes for alcohol-related conditions (primary diagnosis or any secondary diagnosis) all ages, directly age-

standardised rate per 100,000 population.  Does not include attendance at Emergency Departments that do not lead to 

hospital admission. 

Alcohol-related hospital admission episodes are used to understand and illustrate the impact of alcohol on the health of a 

population.  

  

Admission episodes are calculated by applying alcohol-attributable fractions (AAF) to all admissions. AAFs calculate what 

proportion of a health condition is alcohol related. There are 20 conditions that are wholly attributable and have an AAF of 

1such as alcoholic liver disease. There are 32 conditions that are partially attributable - that have an AFF of less than 1. These 

include cardiac arrhythmias, a number of cancers, falls and self-harm.  

  

In this way the indicator is not a number of actual people or a number of actual admissions but an estimated number of 

admissions calculated by adding up all of the alcohol attributable fractions that have been identified. 

The 2014/15 rate of  admission episodes 
(broad) was 2,351 per 100,000 
population , a slight increase from 
2013/14  when the rate was 2,290.  This 
follows the national trend of an 
increasing rate .  The rate in Plymouth is 
higher than the England average, and  
Plymouth sits in the middle of its ONS 
comparator group areas.     
 

Over the last seven years admission 
episodes to hospital (broad) have been 
higher than the England average. The 
gap between England and Plymouth has  
narrowed over the last 7 years. 
 

Alcohol-related admissions to hospital 
i) Alcohol-related conditions (broad) 

As far as possible this tells that whole story of hospital admission episodes and goes some way to describe the total burden of 
alcohol health harms. People are admitted to hospital for the more obvious reasons such as alcoholic liver disease and 
pancreatitis but also for a range of other conditions where alcohol has played a part such as cancer of the oesophagus, high 
blood pressure, self-harm and assault.  For 2014/15 this equates to 5,644 admission episodes in Plymouth although by 
definition we know that the number of people admitted is higher than the number of admission episodes.  

     



Definition

Description

Alcohol-related admissions to hospital (narrow) - 2014/15

Alcohol-related admissions to hospital (narrow) for Plymouth

Interpretation

Admission episodes for alcohol-related conditions (primary diagnosis or any secondary diagnosis with an external cause) all 

ages, directly age-standardised rate per 100,000 population.  Does not include attendance at Emergency Departments that do 

not lead to hospital admission. 

This is a subset of alcohol related admissions (broad) measure.   

  

The same methodology using the alcohol attributable fractions is applied but only to admissions where the primary diagnosis 

has an alcohol attributable fraction and admissions where the primary diagnosis does not have an alcohol attributable fraction 

but the secondary diagnosis does and is an external cause –  such as alcoholic poisoning, assaults and falls. 

The 2014/15 admission rate (narrow) 
was 671 per 100,000 a slight increase 
from the 2013/14 rate of 665 per 
100,000.  The Plymouth rate is slightly is 
higher than the England average but  the 
difference is not statistically significant . 
Compared to ONS comparator group 
local authorities Plymouth is the fourth 
lowest out of eleven areas. 
 

Over the last five years admission 
episodes to hospital (narrow) have been 
higher than the England average. The 
gap between the  England and Plymouth 
rates has narrrowed over time. 
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Plymouth England

Alcohol-related admissions to hospital 
ii) Alcohol-related conditions (narrow) 

This provides a narrower measure of alcohol harm and contains a larger proportion of acute conditions.   
 

It is easier to achieve a notable impact with these more acute conditions in a short period of time than it is to achieve a similar 
impact on chronic conditions which may take several years.   
 

For 2014/15 this equates to 1,666 admission episodes in Plymouth although by definition we know that the number of people 
admitted is higher than the admission episodes.  



Definition

Description

How often Plymouth residents have a drink containing alcohol

The percentage of pupils that have tried alcohol

Interpretation

It is notoriously difficult to accurately report alcohol consumption.  There is evidence that people frequently report lower 

levels of use than data for alcohol sales indicates.    

The 2014 Health Survey for England monitors trends in the nations health.  In 2014 a total of 8,077 adults were 

interviewed as part of the survey that included questions about drinking behaviours and patterns.  

The 2014 Wellbeing Survey was sent to 6,327 people (r.1,647) and asked a series of questions about drinking behaviours   

The Schools Health Related Behaviour Survey  2016  was carried out in 18 secondary schools with responses from 

4,342 pupils in Year 8 (12/13 years) and Year 10  (ages 14-15)   

The Plymouth 2014 Health and 

Wellbeing Survey shows that  

23% of respondents reported that they 

have never drunk alcohol.  

A further 27% reported that they drink 

monthly or less.  

11% of respondents reported that they 

drink alcohol on 4 or more occasions a 

week.  

The 2016 Schools Health Related 

Behaviour Survey  

  

50% of pupils responding to the survey 

have never drunk alcohol. This 

compares to 45% in 2014. 

 

16% reported that they had an alcoholic 

drink in the last 7 days. This compares 

to 22% in 2014. 

 

5% of pupils reported that they got 

drunk on at least one day in the last 7 

days. This compares to 8% in 2014.     

50% 

50% 

Have 'never' drunk

alchohol

Have drunk alcohol

Consumption levels 
Levels of harmful drinking    

The 2014 Health Survey for England reported that                      

15% of men and 22% of women did not drink any alcohol in the last year                      

63% of men and 62% of women drank at levels indicating lower risk of harm (up to 21 units per week for men and up to 14 units 

a week for women). This equates to an estimated 135,469 people in Plymouth 

17% of men and 12% of women drank at an increased risk of harm (between 21 and 50 units per week for men and 14-35 units 

per week for women). This equates to an estimated 17,855 people in Plymouth.                  

5% of men and 4% of women drank at higher risk levels (more than 50 units per week for men and more than 35 units per week for 

women). This equates to an estimated 9,765 people in Plymouth     

The Plymouth 2014 Wellbeing Survey (1,647 respondents) indicated that over 50% of respondents either never drink or 

drink monthly or less. 11% drink on four or more occasions. Further editions of the survey will allow recording of trends in 

consumption over time and provide a measure of progress in this area.   

The Schools Health Related Behaviour Survey  2016  indicates that  a higher percentage of young people in years 8 and 

10 have never used alcohol when compared to responses in 2014.  In 2016 16%  reported drinking an alcoholic drink in the 

last 7 days compared to 22% in 2014 and a lower percentage reported getting drunk in the last 7 days. These results appear to 

indicate that fewer young people are drinking and fewer are getting drunk. 

23% 

27% 

22% 

17% 

11% Never

Monthly or less

2-4 times a month

2-3 times a week

4+ times a week



Definition

Description

Number of patients attending the Emergency Department because of assaults recorded 

Interpretation

Hospital Emergency Department assault data - this is sometimes referred to as the Cardiff Model or ARID data. The College 

of Emergency Medicine recommends a minimum dataset to include time of assault, assault type and location of assault.    

Emergency Departments (EDs) can contribute to violence prevention by working with local partners to collect anonymised 

data about precise location of violence, weapon use, assailants and day/time of violence. A significant number of violent 

offences which result in hospital treatment are not reported to the police. Information about location and time of assaults, 

which can easily be collected in EDs can help police and local authorities target their resources much more effectively. 

 

Alcohol related violence  
i) Assaults not reported to the police  

Between January 2016 and June 2016 
the Emergency Department at Derriford 
Hospital saw an average of 38 assaults a 
month of which a average of 24 were 
alcohol related. During this short trend  
incidents  peaked in January with 56 
attendances. 
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Alcohol-related Not alcohol-related

The ARID database  has recently been at Derriford Hospital Emergency Department. This has led to a more systematic 

approach to reporting and analysis of alcohol realted assaults. This allows comparison with data collected at  other Emergency 

Departments and Minor Injuries Units  across the Peninsula and  provides a police-force wide intelligence. The ARID system 

has generated imporved intelligence around the localtion of assaults  facilitaitng more targeting policing and licensing responses.     

 



Definition

Description

Plymouth Violence offences (excl. domestic abuse) monthly trend July 2013 to June 2016

July 2015 to June 2016 Violence (non-DA) July 2015 to June 2016 Alcohol related

 by alcohol and non-alcohol related Violence (non-DA) by type

Interpretation

This measure is based on violence offences recorded by the police, excluding any domestic abuse offences. It includes 3 

offence groups: violence with injury, violence without injury and public order offences.   

A new ‘alcohol related flag’ has been recorded for violent crimes since April 2014 and there is a high level of confidence in 

the data from Oct 2014.  

To provide context the overall violence offences (non-DA) trend has been provided for last three years. The graph shows the 

monthly levels which tend to vary and then the rolling 6 month trend line. The graph also shows 21 months of alcohol related 

violence. 

The pie charts below show the % of violence which is recorded as alcohol related and the types of offences making up the 

alcohol related violence. 

The level of all violence offences 

(non-DA) recorded by the police 

has remained around the 400 per 

month level for the last 2 years. 

Within this the categories of 

violence showing increases are 

harassment offences and 

youth/family related offences. This 

is in line with national data and 

that seen in cities comparable to 

Plymouth. Betwen June 2015 and 

June 2016 there were an average 

of 109 incidents a month with the 

most incidents reported in 

December 2015 when there were 

151 incidents.   

Alcohol related violence 
ii) Alcohol-related violence (local measure)  

The first pie chart shows that for the year to June 2016  27% of all reported violence offences (non-DA) were recorded as 

alcohol related, which is down slightly from 32% in the previous year. The second pie chart shows the breakdown of alcohol 

related violence for same year, where 52% were violence with injury, 31% violence without injury and 17% public order 

offences. 
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Definition

Description

Plymouth Alcohol related ASB (proxy measure) - trend from July 2013 to June 2016

Plymouth Alcohol related ASB (proxy measure) per 1,000 population

6 monthly change for last 3 years for top 6 neighbourhoods against City average

Interpretation

1 
Non-notifiable crimes are crimes that are recorded by the police but do not have to be notified to the Home Office and 

therefore do not get included in the national crime statistics   

This is a proxy measure being used until fuller alcohol-related ASB information is available. Two data sets are combined to give 

these figures – ASB incidents recorded by the police as street drinking (either with or without rowdy behaviour) and non-

notifiable offences 1 recorded by the police which are relating to drunk behaviour, failure to comply with police 

direction/designated area and breaches of drink banning order. 

This proxy measure provides a city trend and highlights which neighbourhoods have higher rates of alcohol-related ASB or 

increasing trend. The aim is to move towards a fuller measure which would cover all alcohol-related ASB recorded by the 

police and other agencies.  

Alcohol related ASB (proxy 

measure) has seen gradual  

trend of increasing incidence 

over last year from an average 

of 50 incidents a month in 2014 

to 70 a month for 2015/16. This 

proxy measure is likely to be 

only part of the actual alcohol 

related ASB for the city but 

gives an indication of longer 

term trends. 

Alcohol related ASB (proxy 

measure) has risen from a city 

wide rate of 1.2 per 1,000 

population as at December 2013 

to 1.7 for year to June 2016. The 

top 6 neighbourhoods are all 

above the city average rate.

  

 

Alcohol related Anti-Social Behaviour 
Alcohol related ASB  

The trend for recorded alcohol related anti-social behaviour incidents (proxy measure) has increased over the last 12 months. 

Rates of alcohol related anti-social behaviour are highest in the City Centre, Stonehouse and Mutley areas.  
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Definition

Description

Number of children with a CP plan with parental alcohol misuse 

Interpretation

The number of children with a Child Protection Plan where parental alcohol misuse has been identified as one of the parental 

classifications presented as a proportion of the total number child protection cases. 

 

Parental alcohol misuse can lead to poor outcomes for children. The prevalence of parental alcohol misuse is not widely 

understood. There is currently no national recording or reporting of parental alcohol misuse.  

 

 

The number of children with a child 
protection plan due to parental alcohol 
misuse  has decreased over the last 3 
years  (54 in 2013/14 to 35 in 2015/16) 
This follows  the trend of the number of 
children with a child protection plan 
(380 in 2013/14 to 349 in 2015/16). 

Children affected by parental alcohol misuse 
Parent(s) alcohol misuse  

Parental alcohol misuse was a classification in 10% of child protection cases between July 2015 and June 2016. For the first 

quarter of 2016/17 there was on average 34.3 child protection cases where alcohol misuse is present which is a around 8 less 

cases per month compared to the first quarter of 2015/16.  

A further indicator is currently being developed. This will record the number of cases where parental alcohol misuse is 

identified through continuing assessment for families that are below the level of child protection.   

Additionally the Health Visitor Caseload Survey is undertaken every two years and records a series of health need factors 

from over 12,000 families with children under 5 years across Plymouth.  In 2016 parental alcohol misuse was recorded in 240 

families.  This compares to the survey in 2014 when 13,000 families were surveyed and  parentlal alcohol misuse was recorded 

in 262 families.  
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1.0 Introduction 

Promote Responsibility, Minimise Harm, A Strategic Alcohol Plan for Plymouth 2013-18 was published in 
August 2013 and defines the first whole systems approach to addressing alcohol in the city.  

The Plan defines a coherent and shared strategic approach to tackling alcohol related harm whilst 
at the same time contributing toward Plymouth’s ambition of being ‘one of Europe’s finest, most 
vibrant waterfront cities where an outstanding quality of life can be enjoyed by everyone.’

The overall ambition of the Plan is to reduce alcohol related harm in Plymouth. More specifically 
the programme of work within the Plan seeks to 

 Reduce the rate of alcohol attributable hospital admissions 
 Reduce levels of harmful drinking by adults and young people
 Reduce alcohol related violence
 Reduce alcohol related anti-social behaviour
 Reduce the number of children affected by parental alcohol misuse

The Alcohol Dashboard is the agreed mechanism for reporting the position and progress of the 
overall objectives in the Strategic Alcohol Plan. This report updates the Alcohol Dashboard and 
provides details of the key workstreams within the revised Strategic Alcohol Implementation Plan.  

2.0 Update of the reporting framework – the Alcohol Dashboard

The Alcohol Dashboard reports on each of the above indicators. A full update of the Dashboard is 
shown in Appendix 1 and a summary of main points is provided below. 

2.1 Alcohol related admissions to hospital (broad and narrow)

This indicator provides a measure of the burden of health harms and the impact of alcohol related 
disease and injury at Derriford Hospital. It does not count number of people admitted to hospital 
but rather uses alcohol attributable fractions to calculate the estimated number of admission 
episodes.  These indicators do not include attendances at the Emergency Department that do not 
lead to admission to hospital. 

In 2014/15 the admission rate (broad) was 2,351 per 100,000 population - a slight increase from 
2013/14 when the rate was 2,290. This equates to 5,644 admission episodes.  The rate in 
Plymouth is higher than the England average and is in the middle of the ONS comparator group 
areas.   

In 2014/15 the admission rate (narrow) was 671 per 100,000 a slight increase from the 2013/14 
rate of 665 per 100,000.  This is higher than the England average but the gap between England and 
Plymouth has narrowed in recent years.   

2.2 Levels of harmful drinking 
It is notoriously difficult to accurately measure consumption levels. The 2014 Health Survey for 
England reported that 

 15 per cent of men and 22 per cent of women did not drink any alcohol in the last  

 63 per cent of men and 62 per cent of women drank at levels indicating lower risk of harm (up 
to 21 units per week for men and up to 14 units a week for women). This equates to an 
estimated 135,469 people in Plymouth   



 17 per cent of men and 12 per cent of women drank at an increased risk of harm (between 21 
and 50 units per week for men and 14-35 units per week for women). This equates to an 
estimated 17,855 people in Plymouth.    

 5 per cent of men and 4 per cent of women drank at higher risk levels (more than 50 units per 
week for men and more than 35 units per week for women). This equates to an estimated 
9,765  people in Plymouth   

(The data was published prior to the new UK Chief Medical Officer alcohol unit guidelines that 
were issued in January 2016 to reflect new evidence about the link between alcohol and health 
harms, in particular cancer. The new guidelines suggest that it is safest for men and women not to 
drink regularly more than 14 units of alcohol a week.) 

The Plymouth 2014 Wellbeing Survey was sent to 6,327 over 18 year olds (r. 1,647) and 
asked a series of questions about drinking behaviours.  23% of respondents reported they have 
never drunk alcohol. A further 27% reported that they drink monthly or less. 11% of respondents 
reported that they drink alcohol on 4 or more occasions a week

The Schools Health Related Behaviour Survey 2016 was carried out in 18 secondary 
schools with responses from 4,342 pupils in Year 8 (12/13 years) and Year 10 (ages 14-15).  
50% of pupils responding to the survey have never drank alcohol – this compares to 45% in 2014.  
5% reported that they got drunk on at least one day in the last 7 days – this compares to 8% in 
2014. 

2.3 Alcohol related violence – assaults not reported to the police 
This data is captured at the Emergency Department at Derriford Hospital and records assaults not 
reported to the police – a high proportion of which are alcohol related. The ARID database has 
recently been installed in the Emergency Department and has improved the collection and 
reporting of this data – in particular intelligence about the location of assaults. Between January 
2016 and June 2016 there were between 38 and 16 alcohol related assaults recorded a month.

2.4 Alcohol related violence – local measure 
This measure is based on violence offences recorded by the police, excluding any domestic abuse 
offences. It includes 3 offence groups, violence with injury, violence without injury and public 
order where there has been an incident where one or more people’s behaviour has caused alarm 
or distress to others. The definition of an alcohol related offence is ‘the victim or offender was under 
the influence of alcohol or the location indicates it was’.

The level of all violence offences (non-DA) recorded by the police has remained around the 400 
per month level for the last 2 years. Within this the categories of violence showing increases are 
harassment offences and youth/family related offences. This is in line with national data and that 
seen in cities comparable to Plymouth. Between June 2015 and June 2016 there were an average 
of 109 incidents a month with the most incidents reported in December 2015 when there were 
151 incidents

2.5 Alcohol related anti-social behaviour (proxy measure)
This measure combines two datasets  – anti-social behaviour (ASB) incidents recorded by the 
police as street drinking (either with or without rowdy behaviour) and non-notifiable offences 
recorded by the police which are relating to drunk behaviour, failure to comply with police 
direction/designated area and breaches of drink banning order.



Alcohol related ASB (proxy measure) has seen gradual trend of increasing incidence over last year 
from an average of 50 incidents a month in 2014 to 70 a month for 2015/16. Rates of alcohol 
related anti-social behaviour are highest in the City Centre, Stonehouse and Mutley areas.

2.6 Children affected by parental alcohol misuse  
Parental alcohol misuse can lead to poor outcomes for children.  Parental alcohol misuse was a 
classification in 10% of child protection cases between July 2015 and June 2016. For the first 
quarter of 2016/17 there was on average 34.3 child protection cases where alcohol misuse is 
present which is 8 less cases per month compared to the first quarter of 2015/16. 

Additionally the Health Visitor Caseload Survey is undertaken every two years and records a 
series of health need factors from over 12,000 families with children under 5 years across 
Plymouth.  In 2016 parental alcohol misuse was recorded in 240 families.  This compares to 262 
families in 2014

3. Implementation Plans 

Over the last 12 months the Alcohol Programme Board has given focus to high impact areas of 
work which include the following. 

Neighbourhood Harm Mapping Resource 
 
This online resource brings together a number of indicators of alcohol related harm and presents 
them at a neighbourhood level. Using the best able evidence this provides a picture of how 
communities in Plymouth are affected by alcohol.  The indicators shown in the mapping are  

 Number of licensed premises (on and off) 
 Deprivation 
 Life expectancy 
 Alcohol related crime  
 People in treatment for alcohol misuse 
 Alcohol related assaults presenting to the hospital Emergency Department  
 Alcohol related hospital admissions 
 Alcohol related mortality 
 Domestic abuse 

The intelligence provided in this mapping can be used to inform strategy, operational decisions and 
targeting of resources. Specifically it can be used to support the systematic assessment of alcohol 
licensing applications and reviews and to inform planning and development decisions across the 
city. In this way is can be used to support environments which address the wider determinants of 
health and wellbeing and support healthy lifestyles. 

Developing integrated responses to multiple and complex needs – including alcohol 
dependency 

Commissioners across Plymouth City Council Cooperative Commissioning Team, Office of the 
Director of Public Health and NEW Devon Clinical Commissioning Group are working to develop 
a  whole system approach for re-commissioning mental health, homelessness, substance misuse 
(alcohol) treatment services and some offender services. This is focused on providing integrated 
responses across the system and ensuring that people’s needs can be met wherever they access 
services. This will make a step change in how services for people with complex needs are provided 
in Plymouth with a new service in place for April 2018



Additionally NEW Devon CCG, together with a range of other partners, has lead work to submit 
a bid to the Big Lottery Commissioning Better Outcomes Fund. This is focussed on securing funds, 
through a Social Impact Bond, to improve responses for people who frequently use hospital and 
other services because of their alcohol use. The outcome of this bid should be known in 
November 2016.          

Additionally a number of ongoing work programmes continue and include the following.  

 The Health Child Quality Mark supports the delivery of high quality alcohol education and 
has focused on increasing the number of schools participating in the Programme. 72 (75%) of 
Plymouth Schools and 2 Higher Education colleges are now engaged. A 0-5 HCQM version is 
in the pilot stage. This version includes alcohol criteria, aimed at parents and staff and will 
hopefully be delivered in all early years settings including Children’s Centre and Nurseries.

 An alcohol Identification and Brief Advice (IBA) training programme is 
commissioned by Public Health and delivered by Livewell South West.  During 2015/2016 11 
courses were delivered to nearly 150 staff from organisations across the city. This has built 
capacity across the system to deliver this intervention that is evidenced to support people in 
reducing their drinking to lower risk levels. 

 Improving the management of the evening and night time economy (ENTE) - an 
ENTE Co-ordinator has been in post for the last year to co-ordinate delivery of community 
safety initiatives.  Best Bar None have assessed venues to ensure standards are met and have 
specifically engaged with licensees on the Barbican, North Hill and Royal William Yard to 
increase membership. The Reducing the Strength initiative continues to encourage off-licence 
premises not to sell low cost high strength products.    

4. Next Steps  

 Work programmes within the high impact and business as usual Implementation Plans will 
continue in 2016-17 and 2017-18. 

 Supporting a collective understanding - ODPH will work with other partners to continue to 
build the intelligence, evidence and experience and bring clarity to the ‘local story’.     

 Promoting dispersed leadership - following discussion with Alcohol Programme Board members 
the Board will be replaced by a bi-annual network event. This repositioning of the existing 
partnership will both preserve the benefits of the current approach and energise efforts by 
engaging a wider audience. The network will provide an opportunity to profile the intelligence, 
evidence and experience. It will also provide a platform for local leaders to emerge and 
organise around specific responses and initiatives. This Network will run alongside a number of 
other forums where alcohol is a key part of the agenda including the Safer Plymouth, Evening 
and Night-Time Economy Group and the Integrated Commissioning Strategy System Design 
Groups. 
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SAFER PLYMOUTH - LINKS TO THE BROADER PLYMOUTH PLAN PARTNERSHIP STRUCTURE -  A PROPOSED 
WAY FORWARD - SEPT 2016

SAFER PLYMOUTH GOVERNANCE
& THE HEALTH AND WELL BEING BOARD
 - 20TH OCTOBER 2016

PURPOSE OF THIS PAPER

Safer Plymouth is the Community Safety Partnership for Plymouth. Safer Plymouth sets the strategic 
direction for partnership work between agencies in Plymouth to protect the communities from crime 
and to help people feel safer.   

Safer Plymouth has been reviewing the governance and working arrangements of the Safer Plymouth 
partnership over the last six months to ensure that they are fit for purpose given changing partnership 
arrangements for Plymouth. 

At the September 2016 Safer Plymouth Board meeting changes were agreed that ensure that Safer 
Plymouth can fulfill its system leadership and quality assurance role in relation to community safety 
issues across the Integrated Health and Wellbeing system. 

It is therefore proposed that Safer Plymouth sits under the governance structure of the 
Health & Wellbeing Board with clear links to Integrated Commissioning

SAFER PLYMOUTH AND THE HEALTH AND WELLBEING BOARD 

The Health and Wellbeing Board is the key strategic board for the implementation of health and 
wellbeing actions in the Plymouth Plan. The creation of the integration fund in 2015 for Plymouth 
health and well-being offers a unique opportunity to align spending to the strategic plans 
of commissioners for the city working together to achieve common goals, and reduce duplication. 

The Health and Wellbeing Board has already taken steps to better co-ordinate work being 
undertaken in relation to wellbeing by different partnership bodies. This work began with the 
formalisation of relationships between the Board and Integrated Commissioning governance. More 
recently the Children’s Partnership became a sub-committee of the Board. Work is being undertaken 
to improve accountability with partnerships and other groups expected to report on progress in 
relation to planned activity and escalate issues where required to the Health and Wellbeing Board in 
future.

There is a body of evidence which shows that there are strong links between crime and health and 
wellbeing and so strengthening the links between the Health and Well Being Board and Safer 
Plymouth has the potential to ensure strategic links are more effectively made between the health and 
well-being agenda and the safer communities system agenda in order to improve outcomes for the 
city. For example we know that -

 Areas of high crime usually have significant levels of neighbourhood stress, fear of crime and 
mental ill-health;

 lower crime and reduced fear of crime is associated with better mental health;
 the design of the public realm can reduce or increase alcohol related violence and disorder 

and cost to the NHS;
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 disabled and learning disabled people are at much higher risk of being victimised;
 victims of crime usually experience health problems as a result of being victimised, this is 

especially the case for victims of domestic violence;
 good health response in victims of crime, especially crimes against the person and especially 

sexual assault and violence within these, are associated with better long term outcomes for 
those victims and better recovery from experience of victimisation;

 good health interventions on drugs and / or alcohol dependency have been demonstrated to 
reduce significantly acquisitive crime;

 good public realm design and control of alcohol have been shown to reduce alcohol related 
injuries and violence;

 many offenders experience significant inequalities in health and have on-going drug and/or 
alcohol, mental health and/or physical health problems;

 most offenders in custody and in the community have significant mental and/or physical health 
problems which impact on their long term rehabilitation;

 good health in offenders is associated with stabilising their rate of offending;
 families who take up most criminal justice time typically have worst health and high health 

needs;
 the safeguarding agenda for children and adults is of crucial importance to preventing 

significant avoidable burdens of ill health.i

 speed offences are associated with avoidable injury and death in some populations, especially 
vulnerable children in streets;

The areas outlined above are clearly recognised within policy and are particularly evident in driving 
the way in which Community Safety Partnerships are required to operate and noted in national 
reviews such as the Marmot Review of Health Inequalities 2010.  

There is an expectation that plans developed by partnership groups and constituent agencies will align 
to the Plymouth Plan. The Health and Wellbeing Board, as a statutory hybrid committee of the 
council will be able to perform a co-ordinating role to ensure alignment, whilst demonstrating public, 
democratic accountability.  

Given its place in the formal governance structure of the council and other partner agencies, the 
H&WB Board can also act as an effective escalation mechanism for issues other partnerships bodies 
may find difficult to resolve. The Board already undertakes a performance management role and this 
support and challenge will enable to Board to hold partnerships and other constituent organisation’s 
to account.  The proposal below for the Safer Plymouth to consider notes the benefits of linking Safer 
Plymouth formally to the H&WB Board. 

Agreed by Safer Plymouth and recommended for ratification by the Health and Well 
being Board - Safer Plymouth will be a sub-committee of the Health and Wellbeing 
Board

Safer Plymouth will be established as a sub-committee of the Health and Wellbeing Board to achieve -  

 Greater prominence- Ensuring that issues of community safety have strong representation 
at the H&WB Board and that these issues are better represented 
within the formal decision making process of this board. 

https://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
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 Key role of Chair - Through the addition of the Chair of Safer Plymouth to the H&WB 
Board clear lines of accountability to a committee of the council and 
other partner agency governance structures are established. The 
current Chair of Safer Plymouth already sits on the H&WB Board. 
This should be required and the Health and Well Being Board ToR 
should be updated to reflect these changes.

 Strategic profile - Safer Plymouth will have a clear route to raise issues to a strategic 
level Partnership Board consisting of key city leaders.

 Systems approach - 

 Systems leadership -
on community safety 
issues

By establishing Safer Plymouth as sub-committee of the H&WB 
Board the H&WB would be able to take a system wide view and 
align agendas of the Integrated Commissioning, Safeguarding Boards, 
Children and Young People’s Partnership and Safer Plymouth.

By being part of the an Integrated Commissioning approach for 
population health and wellbeing the Safer Plymouth Board will be in 
a stronger position to take on the leadership role in the system 
around community safety issues, potentially leading to more 
influence by the Safer Plymouth Board on the wider H&WB system.

 Statutory duties - By establishing Safer Plymouth as a sub-committee of the H&WB 
Board will protect its status as the statutory “strategy group” and 
keep the focus on key community safety issues fulfilling a quality 
assurance role. 
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SAFER PLYMOUTH AND LINKS TO THE INTEGRATED COMMISSIONING 
GOVERNANCE STRUCTURE

The following diagram describes the integrated commissioning governance structure and the 
proposed relationship between Safer Plymouth and the Health and Well Being governance structure 
once Safer Plymouth is a sub-committee of the Health and Well Being Board.

The Plymouth Partnership Boards and proposed relationships with the Health and Well-Being Board

SDG Wellbeing SDG Children and 
Young People

SDG Enhanced 
and Specialised

SDG 
Community

Strategy Implementation Group – check and challenge across 
the Strategies as commissioning recommendations are 

developed

Health and Wellbeing 
Board – overarching 

strategic direction and 
priorities

NB Safer Plymouth 
Chair sits on this 

Board

NEW Devon 
Clinical 

Commissioning 
Group

Plymouth City 
Council 

Integrated Commissioning Board 
– approval of commissioning 

decisions

Devon and Cornwall Police and other 
partners

Safer Plymouth 
– has a key 
community 

safety system 
leadership and 

quality 
assurance role

Children and 
Young 

People’s 
Safeguarding 

Board

Children and 
Young 

People’s 
Partnership 

Board

Adult 
Safeguarding 

Board

Key Safer Plymouth providers and stakeholders are involved in the Stakeholder 
Design Groups and help shape priorities and share information – especially 

wellbeing, community and children

Four System Design Groups
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SAFER PLYMOUTH PLAN ON A PAGE

In line with the Plymouth Plan approach Safer Plymouth has developed a Plan on a Page format 
approach to its annual plan as an accessible way to communicate its activities to the broader 
community. (See Appendix Two.)

There are many areas of work that all partners work on every year, and they will continue to do so, 
with some areas more prominent in some years that in others. However Safer Plymouth recognised a 
need to focus the spotlight of partnership work and Safer Plymouth Partnership Board effort on a 
couple of areas each year, so that new emerging issues can be addressed, or so that existing areas can 
be examined in detail on occasions.  

Focusing on two or three areas each year for targeted partnership working does not mean that other 
partnership work that is on-going will cease. Other areas of work will still continue however this 
approach will allow for detailed focused effort together to make significant improvements or steps 
forward in a few areas each year.

It has already been agreed that the focus will be areas of threat, risk and harm and the most 
vulnerable.  Devon and Cornwall Police have moved to a system of producing Organised Crime Local 
Profiles with detailed information about key areas of threat risk and harm. These will be invaluable in 
informing Safer Plymouth discussions in future and will help shape discussions about which areas 
should be chosen for focused work by Safer Plymouth each year. 

This year 2016/7 Safer Plymouth has agreed these areas of focused effort will be – 

 Domestic abuse including sexual violence - because sexual violence in particular is a growing 
area of crime when other areas of crime are falling and many (but not all) crimes of sexual 
violence are linked to domestic abuse. Domestic abuse crimes are also increasing.

 Hate Crime - because this is a growing issue and the diversity of Plymouth’s communities is 
increasing which could lead to increased crime if preventative action is not taken. There is a 
link between hate crime and high rates of violent crime without injury.

 And emerging areas of threat, risk and harm, such as modern slavery, cyber-crime and the 
Prevent agenda.

The Plan on a Page format - see Appendix Two summarises this focused approach for 2016/7.

SAFER PLYMOUTH PERFORMANCE FRAMEWORK

The attached proposed Performance Framework (Appendix Three) is linked to outcomes in the 
Plymouth Plan - the single strategic plan for the city - and areas identified as needing regular 
monitoring by Safer Plymouth. Where possible this new framework will use national performance 
indicators wherever these are available and also benchmark against our most similar family group, as 
identified by the Home Office. 
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Appendix Two
Plan on a Page

Safer Plymouth Partnership: our plan 2016/7
Delivering a partnership approach to tackle crime and disorder that 

causes the most harm and affects those most at risk.

OUR VISION

We want to protect our local community from crime and to help 
people feel safer. 

To achieve this, we will prioritise community safety issues that evidence shows 
pose the greatest threat, risk and harm, taking account of things which are 
most important in making our communities feel safe and secure. 

WHO WE ARE

The ‘responsible authorities’, 
are the:

•police

•Plymouth City Council

•fire and rescue authorities

•the probation service

•health authorities

…working together and with 
others such as the

Universities

And community partners

 

WHAT WE’RE FACING

Using data, information and communities’ views, we 
have identified the things below as the most 

important to work on for Plymouth.

INDIVIDUALS

Tackling domestic abuse and sexual violence

COMMUNITIES

Hate Crime

ISSUES

Emerging areas of Threat Risk and Harm

WHAT WE WANT TO SEE

Our aims, the things we hope to achieve and the way we measure success, are shown 
below. We will review progress and the things we should be working on, regularly.   

DOING THE WORK

We work out how to deal with local issues like 
antisocial behaviour, drug or alcohol misuse and 
reoffending. We annually assess local crime and 
consult partners and the local community about 

how to deal with current issues.

People working for our organisations will work 
with communities to decide the best way to get 

things done. Community safety leaders from 
across the city will ensure progress towards 

outcomes and provide support to solve 
problems.
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Appendix Three
Proposed new Safer Plymouth Performance Framework

ISSUES

• Reducing opportunities for 
crime and the fear of crime 
by requiring all new 
development to 
incorporate good design 
principles

• Has services and facilities 
that promote equality and 
inclusion 

VICTIMS AND 
OFFENDERS

• Every citizen of Plymouth, 
no matter how young or 
old feels safe 

• Every person who lives in 
or visits the city will be 
treated fairly and with 
respect 

COMMUNITIES

• Delivering strong and safe 
communities

• Building strong and safe 
communities 

• Helping ensure that 
children, young people and 
adults feel safe and 
confident in their 
communities, with all 
people treated with dignity 
and respect

OUTCOMES 
from the Plymouth 

Plan

- Percentage of Domestic Abuse that is a 
first time report
- Satisfaction of  Domestic Abuse victims in 
receipt of a victim support service
- % of victims referred to the service who 
engage with the service
- % of victims exiting the service do so in a 
planned way
- Number of Sexual Offences recorded
Percentage of Sexual Violence that is a 
repeat
- Satisfaction of  Sexual Abuse victims in 
receipt of a victim support service
- % of Sexual Assault Referral Centre 
clients that receive follow-up support 
within 72 hours 
- The number of referrals into the SARC
- The % of victims who report incident to 
the police
- The % of victims who waited <= 4 weeks 
for first counselling appointment
- Safeguarding Children's CSE measures 
that are in development
- Levels of Reoffending (Probation/CRC)
- % of ASB cases that do not commit a 
further act of ASB within 3 months of 
intervention

- Levels of Violence with Injury
- Levels of Most Serious Volence
- Alcohol-related violence against the 
person (excluding domestic violence) rate 
per 1000 population 
- Increase reporting of hate crime incidents
- Satisfaction among victims of hate crime
- Substance Misuse Diagnostic Summary

- Reporting of Cyber enabled crime 
- Levels of Fraud reported
- Modern Slavery Referrals to National 
Referral Mechanism
- Case studies - how are member 
organisations raising awareness among staff

SAFER PLYMOUTH PRIORITIES - FOCUSING ON AREAS OF THREAT, RISK AND HARM
Delivering a partnership approach to tackle crime and disorder that causes the most harm and affects those most at risk 

PERFORMANCE
INDICATORS 

BI-ANNUAL FOR ALL 
INDICATORS &
QUARTERLY IF THE AREA IS ONE
OF THE THREE OR FOUR FOCUS 
AREAS
- to assist Safer Plymouth 1. quality 
assure the on going areas of work 
and 2. decide on the annual three or 
four areas that are the focus of 
targeted detailed work
- also benchmarking Plymouth against 
the Plymouth Home Office Family 
Group where available 

SAFER PLYMOUTH PERFORMANCE FRAMEWORK

THREE OR FOUR FOCUS 
AREAS FOR INTENSIVE 

WORK EACH YEAR
COULD BE FOR EG in 

2016/7

Tackling Domestic Abuse  
& Sexual Violence 

Hate Crime Emerging areas
of threat risk and harm

• Tackling violent extremism

• Fraud including Cyber Crime

• Modern Slavery

• Impact of Mental Health issues on 
Community Safety Issues  

• Domestic Abuse including  FGM, 
honor based violence etc.

• Sexual Abuse including Child 
Sexual Exploitation

• Tackling re-offending

• Supporting vulnerable victims of 
ASB

• Violence and Alcohol

• Hate Crime 

• Substance Misuse

AREAS TO BE 
MONITORED

from the
Safer Plymouth Community Safety 

Strategic Assessment 2015/16

i Crime, Health and Wellbeing: developing a framework for action across agencies Jim McManus, Director of Public Health, Hertfordshire County Council

http://www.local.gov.uk/documents/10180/6788051/Paper+-Crime+Health+and+Wellbeing+-+developing+a+framework+for+action/0b2c6366-15ef-4947-8e83-cff60b7bf0bf




HEALTH AND WELLBEING 
BOARD
Work Programme 2016 - 2017

Date of 
meeting

Agenda item Reason for consideration Responsible 

Plymouth ICB 
Commissioning 
Intentions

To consider alignment against the 
Plymouth Plan

Jerry Clough / 
Carole Burgoyne

Success Regime To consider an update and any resultant 
actions from the Success Regime

Sustainable 
Transformation Plan

To consider an update and any resultant 
actions from the Sustainable 
Transformation Plan

30 June 2016

Growth Board – 
People, Communities 
and Institutions 
Update

To consider an update from the Growth 
Board

Judith Harwood / 
Kelechi Nnoaham

Plymouth ICB 
Commissioning 
Intentions

Standing Item – (if required) Jerry Clough / 
Carole Burgoyne

Alcohol Dashboard 
Update

To consider progress against 
performance measures. 

Kelechi Nnoaham / 
Laura Juett

Children and Young 
Peoples Partnership 
Update

To consider an update and any resultant 
actions from the Children’s Partnership.

Judith Harwood

Director of Public 
Health Annual 
Report

22 
September 
2016

The Plymouth 
Report  (JSNA)
Plymouth ICB 
Commissioning 
Intentions

Standing Item – (if required) Carole Burgoyne

Sustainable 
Transformation Plan

NHSE to present on 
GP forward view 

To consider the implications of the GP 
Forward View

26 January 
2017

Plymouth ICB 
Commissioning 
Intentions

Standing Item – (if required) Jerry Clough / 
Carole Burgoyne

23 March 
2016



Date of 
meeting

Agenda item Reason for consideration Responsible 

Success Regime and 
Sustainable 
Transformation Plan

To consider any updates and any 
resultant actions from the Success 
Regime and Sustainable Transformation 
Plan as necessary.

Supported living
Performance score 
cards for integrated 
commissioning
Proposals for the 
direction of Mental 
Health Service.
The board to receive 
reports form the 
adults and children’s 
safeguarding boards

Plan for sport
Health and wellbeing 
hubs

Date to be 
Confirmed

Special educational 
needs 
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