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Summary

Introduction

Adults with mental health problems are one of the most socially excluded groups in
society, and one in four adults will experience mental health problems at some point in
their lives. Mental health and physical health are interlinked, with people with mera
illness experiencing higher rates of morbidity and a lower life expectancy, and people
with chronic physical health problems more likely to experience mental health
problems.

Mental health problems impact on individuals, families, communities and socigtis a
whole, with immense social and financial costs. Mental health problems contribute a
higher percentage of total disability adjusted life years in the UK than any other chronic
illness (26.6% in 2004, compared to CVD 16.2%, cancer 15.6% and respiratdlinesses
8.3%) [1]. Recent estimates put the full cost of mental health problems in England at
A£105.2 billion, the majority due to the negative impact on the quality of life for
individuals with mental health problems [2]. Mental illness accounts for laout 11% of
total NHS spend.

This chapter focuses on adult and older people's mental health only. There is a separate
chapter ondementia.

This chapter will provide an overview of the level of needh the population in the key
areas of

E promoting mental health and wellbeing for the whole population and particular
risk groups

E Treatment and support for recovery for those who have mental Hhealth
E Preventing suicide

Key issues and gaps

Issues and gapselated to incidence / prevalence and service provision

Mental health is responsible for 23% of disability adjusted life years in the UK which is
higher than any other chronic illness.


http://www.medwayjsna.info/ua/237.html

Of those Medway residents claiming incapacity benefit, 42% are claimirtgdue to
mental health issues.

The prevalence and incidence of both common mental health problems and psychosis in
the population nationally appears to be remaining stable.

However numbers of older people with depression will increase due to the
demographic changes.

The last JSNA highlighted issues around forensic maternal mental health: ADHD, autism,
personality disorders. Service changes have been implemented to address these.

Primary care remains a matter for concern.

Recommendations for Commissioning
1. Mental health promotion work needs to address wellbeing at work issues.

2. Targeted interventions to prevent suicide are needed for middikaged men

3. Mental health primary care services are currently being reviewed and redesigned
with pilots of primary mental health care workers being implemented.
Interventions for mental health promotion should be integrated into the
development of such services.

4. Variation in primary care registers and QOF indicators relating to primary care
need to be investigated and addressed

5.  Work should continue to be done to identify issues along the pathway preventing
uptake and retention in services and issues relating to access to services for
vulnerable groups identified in the equity audit need to be addressed.

6. Appropriate services forveterans mental health should be in place.

7. Psychiatric liaison services in Medway Foundation Trust should continue to be
supported including a substance misuse component should continue.

8. Physical health checks for people with mental health issues. Currently low in
KMPT. Best models of care and shared care protocols need to be developed.

9. Low percentage of people in employment with severe mental illness needs to be
addressed.

10. Demand for inpdient services in Medway needs to be monitored on an ongoing
basis to ensure that appropriate bed provision is available for those who need it.

Who is at risk and why

Mental health problems are extremely common. Up to 1 in 4 people will experience
mental health problems at some point in their lives, with approximately one in six
suffering from mental health problems at any one time.

Mental health is influenced by diverse biological and social risk factors, includiritxed
factorssuch as genetic factors antliographic characteristics (age and sex) and



modifiable factorssuch as family and socigeconomic characteristics (marital status,
number of children, employment), individual circumstances (life events, social supports,
immigrant status, debt), householdcharacteristics (accommodation type, housing
tenure), geography (urban/rural, region) and societal factors (crime, deprivation index)

[3].

There are a number of groups within the population that are at particularly higher risk
of developing mental health poblems, including asylum seekers and refugees [4], black
men, offenders, lookedafter children, those with physical illnesses, lesbian, gay,
bisexual and transgender adults, drugisers, the homeless and those experiencing fuel
poverty [5]. The groups withincreased risk are as follows:

E Unemployed adults have a 5-8old increased risk of developing a mental health
problem.

The homeless have a 5:8ld increased risk of developing a mental health problem.

Those with a cold home or experiencing fuel povertydve a 4fold increased risk of
having depression or anxiety.

F  Adults with two or more physical illnesses have a 6-fold increased risk of having
mental health problems.

E Children who experience abuse have afbld increased risk of recurrent
depression anda 9.9fold increased risk of developing postraumatic stress
disorder as an adult.

E Black men are 3 times more likely to be represented on a psychiatric. ward and up
to six times more likely to be detained under the Mental Health Act.

Under 15's who use canabis are 6.7 times more likely to develop schizophrenia.
Offenders have a Hold increased risk of suicide (with an 18fold increased risk.

Amongst young offenders, a 35-8ld increased risk amongst female offenders and
an 8.3fold increased risk for recently released offenders).

Lesbian, gay, bisexual or transgender adults have &dld increased risk of suicide.
Looked after children have a 4.5old increased risk of suicide attempt.

Children experiencing 4 or more adverse childhood experiences have a 12dd
increased risk of attempted suicide as an adult.

Adults experiencing relationship problems or bereavement.
Adult experiencing financial or debt problems.

Carers.

M ™M MW ™

Those who are scially isolated.



Level of need in the population
This section will detail level of need in 3 areas:
1. Promoting mental health and wellbeing

2. Levels of mental ill health

3. Suicide rates

1. Promoting mental health and wellbeing

1.1 Positive mental health

Positive mental health is more than an absence of mental illness. Mental wellbeing can
be defined as "a dynamic state, in which an individual is able to develop their potential,
work productively and creatively, build strong and positive relationships withothers

and contribute to their communities"[3].

Promoting mental health and wellbeing is important in 3 key areas
E  Promoting population mental health and wellbeing
F Promoting mental health and wellbeing in those most at risk of mental ill health.

E Promoting mental health and wellbeing in those with existing mental health
problems

In 2012 the government published new national and local data on wellbeing. In July
2012 subjective data on wellbeing was published at local authority level and this is
shown below.

The government is still working on broader national wellbeing indicators but only the
national figures for this have been published to date.

Table 1: Measures of subjective wellbeing in Medway compared with the southeast and
England 2012.Source: Office fiational Statistics

Medway South East England
Satisfaction with life

overall (rated medium or high) 73.1 78.5 75.7

Feeling worthwhile (rated medium or high) 79.4 82.2 79.9
Happiness yesterday (rated medium or high) 73.2 72.8 71.0
Anxiety yesterday (rated medium or low) 59.2 61.2 60.1

This data shows that Medway is significantly worse than the South East average with
respect to life satisfaction but not significantly different with respect to people feeling
that what they do is worthwhile, feeling happy yesterday or feeling anxious yestday to
either the England or the South East average.



1.2 At risk groups

Key data on risk groups for poor mental health who should be targeted for mental
health promotion work (as outlined in the introduction) are as follows:

1.2.1 Unemployment

As statedpreviously, unemployment is associated with an increased likelihood of
having a mental health issue hence this is a key group for targeted mental health
promotion work in order to increase resilience and reduce the risk of mental health
problems developing The overall Job Seekers Allowance rate for Medway is 3.4% of
adults aged 1664 in August 2013. This is higher than both the South East rate at 2.1%
and the England rate at 3.3%.

The graph below shows the proportion of people on Job Seekers Allowance bgra/in
Medway which shows Chatham Central having the highest proportion of JSA claimants
(7.1%) with Hempstead and Wigmore the lowest (1.0%).

The total number of JSA claimants in August 2013 in Medway was 5,938.
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Figure 1: Proportion of the working age population claiming Jobseekers Allowance
August 2013. Source: Office for National Statistics via NOMIS

JSA claimant count records the number of people claiming Jobseekers Allowance (JSA)
and National Insurance credts at Jobcentre Plus local offices. This is not an official
measure of unemployment, but is the only indicative statistic available for areas smaller
than Local Authorities.

Rates for wards are calculated using the mi@010 resident population aged 1664.
Rates for Medway Unitary Authority and England are calculated using the miD12
resident population aged 1664.



1.2.2 People claiming incapacity benefit due to mental health problems.

A significant proportion of people claiming incapacity benefit do sodcause of mental
health problems. In Medway 1.6% of the population claim incapacity benefit or severe
disablement allowance which is higher than the SE region average but lower than the
England average. The number of people claiming Incapacity Benefit/Seee
Disablement Allowance in Medway as at February 2013 was 3,390. The proportion of
these claiming incapacity benefit due to mental health issues is 41% (1,400).

The graph below shows the proportion of the population by ward in Medway who claim
incapacity benefit. Additional support needs to be given to this group in order to
facilitate a return to good employment.
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Figure 2: Proportion of the population aged 16 years and over claiming Incapacity Benefit
or Severe Disablement Allowane&ebruary 2013. Sawe: Office for National Statistics via
NOMIS

Incapacity benefit (IB) was introduced in April 1995 and is paid to people who are
incapable of work and who meet certain contribution conditions. Severe Disablement
Allowance (SDA) was paid to those unable wwork for 28 weeks in a row or more
because of illness or disability. Since April 2001 it has not been possible to make a new
claim for SDA.

Rates for wards are calculated using the 2011 Census resident population aged 16+.
Rates for Medway Unitary Authoriy, South East and England are calculated using the
mid-2012 resident population estimates aged 16+.

Mental health promotion work to support employers to develop good practice around
wellbeing in the workplace and also support for employees who are suffergnfrom
mental health problems will help to address this issue.



1.2.3 Deprivation

Mental health problems are also linked to living in an area of high deprivation. Figure 3
shows deprivation levels across Medway. Areas of high deprivation are likely to see a
higher demand for mental health services.
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Figure 3: Locally ranked deprivatioscores by Lower Super Output Area. Source: Indices of
Multiple Deprivation 2010, Department of Communities and Local Government

1.2.4 Homelessness and fuel poverty

Homelessness and poor quality damp housing are risk factors for poor mental health.
The tabe below sets out the rate of households accepted as being homeless and in
priority need in Medway, the South East region and England since 2004/05. In 2012/13
there were 257 households accepted as being homeless in Medway. The chapter on
seasonalexcess winter deathgives further information on fuel poverty and seasonal
excess winter deaths.

Table 2: Households accepted as being homelessness and in priority need per 1,000
householdsSource: Departmeof Communities and Local Government

2004/ 2005/ 2006/ 2007/ 2008/ 2009/ 2010/ 2011/ 2012/
05 06 07 08 09 10 11 12 13

Medw 6.23 6.55 3.43 NA 1.79 1.24 1.40 1.62 2.40
ay UA

South 3.66 2.70 1.98 1.63 1.37 1.12 1.30 1.53 1.60
East

Engla 5.73 4.50 3.48 3.00 2.48 1.86 2.03 231 2.37
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1.2.5 Carers

Issues for carers are covered in more detail in thearers chapter However they are at
greater risk of mental health problems than the general population so thefere should
also be targeted for specific mental health promotion work.

1.2.6 Social isolation

It is difficult to capture social isolation accurately with routinely available data. Some
possible proxy indicators include self assessed health status, oldeeqple living alone
and single parents. It is also interesting to note the difference in prevalence of all
common mental health disorders by marital status and gender. This indicates that a
stable relationship is associated with better mental health.
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Figure 4: Prevalence of all common mental disorders in England PMS 2007, by marital
status and gender. Source: Adult psychiatric morbidity survey 2007, The NHS Information
Centre for Health and Social Care.

Geographically many of these indicators show high ras in our most deprived wards so
reaching these groups would indicate a need to focus on these areas and also the
employers of groups in these areas in order to tackle mental health inequalities more
effectively.

2 Mental ill health in the population

There are different diagnoses of mental health disorders but they can be grouped
together under the following main headings

E Common mental health problems


http://www.medwayjsna.info/ua/336.html

E  Psychosis

E  Other mental health disorders including maternal mental health disorders, ADHD,
personality disorder, PTSD

2.1 Common mental health problems

Common mental disorders (CMDs) are mental conditions that cause marked emotional
distress and interfere with daily function, but do not usually affect insight or cognition.
They comprise different types of depression and anxiety, and include obsessive
compulsive disorder.

The main nationally collected survey which measures mental ill health in the population
is the Psychiatric Morbidity Survey. This survey was carried out in 1993, 2000 and

2007. The overall picture nationally indicates that after the riseri common mental

health problems between 1993 and 2000, the rates between 2000 and 2007 remained
similar. The 2007 psychiatric morbidity survey (PMS) found that 17.6% of the

population surveyed met the diagnostic criteria for at least one CMD, with women
(19.7%) more affected than men (12.5%)[6]. We use this data to estimate our local rates
however it does not take into account deprivation or any other local variation so can
only be taken as an estimate.

Immediately below Figure 5 shows this estimate of comon mental health disorders for
all ages by age and gender across Medway using the PMS 2007 national prevalence
rates applied to 2013 population projections for Medway. The total number of people in
Medway living with a common mental health disorder at angpne time in 2013 is
estimated to be approximately 34,900. As can be seen prevalence is higher in women
than in men in all age groups. Rates are also higher in younger and middiged groups
rather than in older people.
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Figure 5: Estimated prevalence in@édway of all common mental disorders in past week,
by age and gender.

Estimates of rates of common mental health problems in Medway compared with other
areas have been produced using a model developed by the North East Public Health
Observatory. This models based on findings from the Psychiatric Morbidity Survey for
Adults 2000, combined with indicators from the Heady and Ruddock model[7] and mid
2005 population estimates from Office for National Statistics. It estimates that the rate
of any neurotic disader in the past week in Medway is 161.2 per 1,000 population aged
16-74). The conditions included in the definition are mixed anxiety and depression,

general anxiety disorder, depressive episodes, all phobias, obsessive compulsive
disorder and panic disoder.

Using this method which includes weighting for deprivation, Figure 6 below shows that
Medway's rate for common mental health disorders is slightly below the England
average and is near the middle of its ONS comparator group.
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Figure 6: Modelled ratof common mental health problems amongst-¥@ year olds by
Primary Care Trust in England. Source: North East Public Health Observatory, 2008

Figure 7 shows that within Kent and Medway according to the modelling method above,
Medway has the highest rate ofommon mental health problems second only to Thanet.

England average

150

100

Estimated rate per 1,000

Thanet
Medway
Dartford

Gravesham
Canterbury
Shepway
Dover

Swale
inbridge Wells
Ashford
Maidstone
Sevenoaks

je and Malling

Figure 7: Modelled rate of common mental health problems amongsf746/ear olds by
Local/Unitary Authorities in Kent & Medway. Source: North East Public Health
Observatory, 2008



However again these stimates can only be taken as a guide, as while they are the best
available at the present time they are based on information which is now considerably
out of date.

Prevalence of common mental health problems nationally also varies by:
E ethnicity, with South Asian women recording the highest prevalence (34.3%)

F marital status, with a higher prevalence among divorced and separated adults, see
previous section.

F  household income, with adults in the lowest quintile of household income more
likely to have a common mental health problem than adults in the highest quintile.
This is a particularly strong association among men, with men in the lowest
household income quntile three times more likely to have a common mental health
problem than men in the highest household income quintile.

Primary care information

There is no routinely collected local information on population prevalence of all
common mental health problens. The Quality and Outcomes Framework primary care
data collection does collect information on depression incidence and prevalence from
depression registers held in GP practices and this information is shown below (Figures
8 and 9), but this does not coveall common mental illnesses and may also be subject to
under recording by practices. It shows that there are 22,829 people aged 18 and over in
Medway who have been diagnosed with Depression at some point in their lives.
Between April 2011 and March 2012 583 people aged 18+ were newly diagnosed with
depression. This equates to an incidence rate for Medway of 1.3% which is greater than
the England rate of 1.1%.
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Figure 8: Depression prevalence (recorded ever) by GP practice in Medway 2011/12.
Source: Quatly and Outcomes Framework, NHS Information Centre for Health and Social
Care

e

w

c

€

o} 5

S

o~

—

7]

g 4

£

=

9

s 37

]

(0]

—

5

.E 2 —

o

5 Medway average

% _________________________________________________________________________________________
1 —

kel

B

w

g

o)} 0 -

e

[a]

General practice

Figure 9: Depression incidence (recorded in last year) by GP practice in Medway 2011/12.
Source: Quality and Outcomes Framework, NHS Information Centre for Health and Social
Cae

It appears that there is large variation in the prevalence and incidence of depression
across GP practices which needs to be explored further.



2.2 Psychosis and severe mental illness

Psychoses are disorders that produce disturbances in thinking and pesption severe
enough to distort perception of reality. The main types are schizophrenia and affective
psychosis, such as bpolar disorder. In the Psychiatric Morbidity Survey 2007 the
overall prevalence of psychotic disorder nationally was found to be %4 (0.3% of men,
0.5% of women).

In both men and women the highest prevalence was observed in those aged 35 to 44
years (0.7% and 1.1% respectively). The age standardised prevalence of psychotic
disorder was significantly higher among black men (3.1%) thamen from other ethnic
groups. The prevalence of psychosis (0.2%of white men, no cases observed among men
in the South Asian or 'other’ ethnic group). There was no significant variation by

ethnicity among women([6].

Prevalence is also higher in people withower household incomes (0.1% of adults in
highest income quintile and 0.9% in adults in the lowest income quintile)[6].

To estimate the prevalence of psychosis locally we have extrapolated the national
prevalence reported in the Adult Psychiatric Morbidity Survey, to Medway using 2011
based population projections for 2013. This provides an estimate of approximately 862
people suffering from probable psychosis in Medway. The graph below shows the
variation in prevalence across age and gender extrapolated to Medway also showing
estimated local numbers in each category.
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Figure 10: National prevalence of psychotic disorderpast year by age and gender
(estimated numbers living in Medway in 2013 shown in bars)

Similarly to the information collected for depression GP practices maintain a register of
patients that have schizophrenia, bipolar disorder and other psychoses as paftthe
QOF.



In 2011/12 there were 1,740 patients recorded on the QOF mental health register
across Medway's practices, giving a recorded prevalence rate of 0.6%, which is lower
than the national rate of 0.8%. Recorded prevalence rates at practices in Medwa
practices ranged from 0.2 to 2.5%.
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Figure 11: Severe Mental lliness prevalence by GP practice in Medway 2011/12. Source:
Quality and Outcomes Framework, NHS Information Centre for Health and Social Care

Understanding the level of need for mental healtservices: MINI 2000

The Mental Health Needs Index 2000 (MINI 2000)[8] has not been updated since 2000
and is therefore the information it contains is out of date. Using it as a predictor of need
for hospital admission is also likely to be misleading as does not take into account the
development of new models of care such as crisis resolution home treatment services
which means that the threshold for admission is likely to have increased. However it
does provide some comparison of need for mental healgervices for those with severe
mental health services in different areas in Medway.

The level of mental illness severe enough to require hospital admission in Medway is
identified by the MINI 2000. This is estimated to be slightly lower than the England
average. (0.91 in Medway compared to 1 in England). Within Medway, wards that are
identified as at least 20% more likely to require hospital admission than the England
are shown in the darkest colour. These are Chatham Central, Luton and Wayfield,
RochesterEast and Gillingham South.

This is broadly consistent with what we would expect given levels of deprivation in
those wards.

Note: As stated above the MINI Index has not been updated since 2000 however we do
not have any alternative indices for comparisonait is still being used nationally as an
aid to comparison between areas.
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Compared with it's ONS clusr towns, Medway has the second highest MINI index score
indicating a higher level of need than it's comparator areas.
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2.3 Veterans mental health

A veterans mental health needs assessment was carried out for Kent and Medway by the
Public Health Directorate in 2011[9]. There is no accurate local source of information as
to current numbers of local veterans living in Kehand Medway and the level of mental
health need in this group. The information below has been estimated using information
taken from mapping work carried out by Royal British Legion in conjunction with

Experian and, specifically with respect to mental hdth problems from the Kings Centre

for Mental Health (KCMHR) cohort study commissioned by the MoD. This looked at the
mental health of 9,990 serving personnel and veterans who had been deployed to Iraq
and Afghanistan.

Overall, using the best data which waavailable in 2010, 10.9% of Medway's over 16
population are estimated to be veterans. This equals 22,479. This figure is high because
it still includes many WW?2 veterans.

However in more recent years, the recently deployed veteran population has been of
increasing importance with respect to need for services. The information below sets out
estimates of the mental health issues experienced by recently deployed veterans
compared with the general population.

Table 3: Comparison of mental health problem présace in military and general
populationsSource: KCMHR cohort study, 2010

Military General population

Probable PTSD 4% 3%
Common mental disorder ~20% ~20%
Alcohol misuse 13% 6%

This indicates somewhat surprisingly that level of PTSD in the armed forces and
amongst veterans in recent years is very similar to those in the general population and
the level of common mental health problems is also broadly similar. However the level
of alcohol misuse is significantly higher in the military population than in the civilian
population.

The study had a 56% response rate and although the results were adjusted to take into
account the characteristics of non responders, there are still legitimate concerns that
the results may not be representative of all veterans.

From this work the number o veterans under 65 with mental health problems has been
estimated in Table 4 below

Table 4: Estimated Number of Veterans aged under 65 with mental health problems in
Kent and Medway

Kent & Medway Medway

Probable PTSD 2169 360
Common mental disorder 10843 1798
Alcohol misuse 7043 1170



There are significant problems with this extrapolation, since the age structure, military
experience and general lifestyle of the general veteran population is very different to
that of the recently deployed populationsurveyed by KCMHR however it is the best data
we have available at present.

2.4 Maternal mental health

Mental disorders during pregnancy and the postnatal period can have serious
consequences for the mother, her infant and other family members. During this period,
women are more likely to come into contact with mental health services, than any other
time in their life, particularly those at an increased risk of relapse of an existing
disorder.

Low mood is thought to affect up to 15% of pregnant women. NICE guidance
recommends psychological treatment or social support for pregnant women whose
lives are signifcantly affected by subsyndromal depression and anxiety, and the
guideline estimates this prevalence at 2.6%.

An estimated 10% to 15% of women suffer from depression after the birth of an
infant[10][11], although studies vary considerably. However, it isargued that about half
of these cases will never come to medical attention. 3% to 5% of women giving birth
have moderate or severe depression, with about 1.7% being referred to specialist
mental health services[12][13]. Thus, around 17 women per 1,000 livkirths may be
referred to specialist mental health services with depression postnatally.

Puerperal psychosis (i.e. in the early postnatal period, up to three months after
delivery) is a severe and relatively rare form of postnatal mental iliness affecting
between 0.1% and 0.2% of all new mothers.

If half of mothers experiencing postnatal depression request treatment, (8.5%) and if
0.1-0.2% per cent experience psychosis then this would equate to 270 and 10 Medway
women in 2011 respectively (based on appreimately 3550 births).

Many women admitted with psychosis in the postnatal period have a prexisting
mental disorder, including bipolar disorder and schizophrenia.) The rate of recurrence
of postnatal depression after a subsequent birth is about 30%. Relse rates for bipolar
disorder approach 50% in the antenatal period and 70% in the postnatal period[14].

2.5 Personality Disorders

Personality disorders are longstanding, ingrained distortions of personality that
interfere with the ability to make and sustin relationships. Antisocial personality
disorder (ASPD) and borderline personality disorder (BPD) are two types with
particular public and mental health policy relevance.

ASPD is characterised by disregard for and violation of the rights of others. PeepVith
ASPD have a pattern of aggressive and irresponsible behaviour which emerges in
childhood or early adolescence. They account for a disproportionately large proportion
of crime and violence committed. ASPD was present in 0.3% of adults aged 18 or over
(0.6% of men and 0.1% of women). In Medway this equates to approximately 750
people.



BPD is characterised by high levels of personal and emotional instability associated with
significant impairment. People with BPD have severe difficulties with sustaining
relationships, and selfharm and suicidal behaviour is common. The overall prevalence
of BPD was similar to that of ASPD, at 0.4% of adults aged 16 or over (0.3% of men,
0.6% of women). In Medway this equates to approximately 950 people.

3 Self harm andw@cide and undetermined injury

Suicide is a serious public health problem. In Medway in 2011 there were 13 suicides.
As suicides are more likely to occur in younger age groups than most other causes of
death they contribute a significant amount to total yars of life lost for a population
even though the number of deaths are small.

The information below shows that over the last nearly two decades suicide rates
nationally have been declining. This has to some extent been reflected locally although
given thesmall numbers locally there has been considerable year on year variation and
differences by local area.
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Figure 14: Trends in suicide and undetermined injury mortality rates . Source: Health &
Social Care Information Centre and Kent & Medway Public He@lbiservatory

In Medway in 2010 suicide rates were below the England average. At this point the
national data for 2011 has not been released so we cannot compare with the national
position for 2011 and 2012.

Table 5: Numbers of suicide and undetermined irjun Kent and Medway by local
authority area Source: Kent & Medway Public Health Observatory
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Some of the apparent variation in numbers and rates has also been due to the way
suicide data is collected. Suicide data is recorded at the point of the coroners verdict so
at the point of registration rather than at date of death so delays in inquests cakew
figures. When actual date of death is looked at rather than point of death registration
the variation for the last 45 years largely disappears. This can be seen in the table
above where date of death figures (in red) are compared with the registrain of death
figures. So overall in Kent and Medway there has been no significant change in suicide
rates or numbers over the last 5 years rather what we may be seeing is a flattening out
of the suicide rates rather than an ongoing decrease.

We have analysd figures by age and sex across Kent and Medway as analysis in
Medway only at sub group level would not be possible given the small numbers.
Nationally we know that approximately 75% of suicides are males. This is reflected in
the Medway figures . The higbst numbers and rates of suicide can be found in the 30
60 age group for men whereas in women suicide rates exhibit less variation between 10
year age groups after the age of 30.
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Figure 15: Rates of suicide and undetermined injury by age and sex,-2@1®ource: Kent
& Medway Public Health Observatory

With respect to method of suicide, between 20082, 49% of all suicides were due to
hanging with 24% due to drugs and poisoning. Jumping from a high place accounted for
10% of suicides in Kent and Medway.

Drugs / Poisons

Jumping / lying
before moving object

Drowning -
Firearms I

Gas / Smoke (CO)

Other / Unspecified

0 50 100 150 200 250 300

Number of deaths

Figure 16: Number of deaths due to suicide and undetermined injury by method,-2@08
Source: Kent & Medway Public Health Observatory



The most common method of committing suicide in men is hanging. There is no
significant difference in method among woren.
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Figure 17: Trends in number of deaths caused by hanging and poisoning by sex . Source:
Kent & Medway Public Health Observatory

Current services in relation to need

Mental health and wellbeing services are provided by a variety of agencies. They cover
the spectrum of mental health and illness and are summarised below.

1. Promoting mental health and wellbeing

A partnership framework for action for Promoting Mental Health and Wellbeing in
Medway is being finalised and a fultime mental health promotion specialist has been in
post since April 2011 to support its development and implementation. This work is
overseen by a Consultant in Public Health employed in the Medway Public Health
Directorate.

The Medway Promoting Mental Health and Wellbeing Frameworfor Action can be
found at insert link

Current key priorities which are being addressed are outlined below:
Priority 1- Promoting Mental Health in Primary Care

About 90% of people with mental health conditions are managed in primary care.
Improving the skills of primary care staff to enable them to recognise mental health
conditions early, deliver appropriate treatments in a primary care setting and refer on
to supporting agencies is fundamental. Ensuring primary care understand and can link
to the full range of services available to support good mental health is key to a holistic



approach to improving mental health. Facilitation between primary care and the
voluntary sector improves outcomes [15].

Priority 2- Promoting Mental health and Wellbeing through Employment

Unemployment is both a cause and consequence of mental health problems. Promoting
healthy workplaces to ensure that people can stay in work and reduwy stress related
illness is an important area of mental health promotion work [16]. Work on this is
already underway in Medway and includes working with businesses to raise awareness
of mental health issues, reducing stigma through promotion of the MindfEEmployer
initiative and supporting small and medium sizes business to implement the NICE
guidance on wellbeing at work.

For people with existing mental health issues there are many barriers to gaining
meaningful employment, in particular discrimination,issues with benefits and lack of
available opportunity. Mental health promotion strives to address some of these
barriers and promote recovery through working with partners to create training and
work experience opportunities.

Priority 3- Mental Health Awareness Raising and Capacity Building in the Community.

Through a programme of Mental Health First Aid training, professionals, population
groups and communities in Medway can be supported to recognise the early signs of
mental distress and different typesof mental illness. This training has already been
delivered to the Health and Lifestyle Training Team in Medway and a programme of
further courses has been planned to include carers, those working with young people
and in early years settings and other fintline voluntary agencies.

Mental health promotion work will focus on campaigns supporting the Kent and
Medway Live It Well strategy which raise awareness and improve understanding of how
to achieve and maintain good mental health..

Priority 4- PromotingMental Health through Healthy Lifestyle

Having a mental health problem increases the risk of physical ill health. Depression
increases the risk of mortality by 50% and doubles the risk of coronary heart disease in
adults [17].People with mental health prdlems such as schizophrenia or bipolar die on
average 1625 years sooner than the general population. Mental health promotion work
in Medway will aim to reduce this inequality in health by linking with partners such as
primary care, smoking cessation sendges, healthy weight, physical activity teams and
service users to address this important issue.

2. Mental health services
Common mental health problems

Treatment of common mental health problems is provided by GP practices and the
Primary Care PsychologiciTherapies Service (PCPTS) which is part of the national
IAPT (Improving Access to Psychological Therapies) programme that was launched in
2008.

The PCPTS is being delivered in Medway by a stepped care approach via Any Qualified
Provider. The link below ges to the current list of qualified providers



Step 2 provides low intensity treatment which consists of guided self help, guided use of
computerised CBT, behavioural activation, structured exercise, psyclaalucational
groups, face to face CBT interventianand other therapies (up to 6 sessions)

Step 3 provides high intensity treatment which normally consist of fac¢éo-face
interventions (80% CBT, 20% other therapeutic modalities) and up to 20 therapy
sessions with an average of 12.

The PCPTS programme hdseen designed to offer evidence based intervention and
treatment choice to people with common mental health problems including depression
and anxiety disorders including panic disorder, obsessive compulsive disorder, social
phobia, generalised anxiety disaler, specific phobias and health anxiety.

Referrals to the PCPTS can be either through primary care or via sedferral. In

2011/12 there were 6,263 people referred to the PCPTS service in Medway. Of these
3,616 entered the service. Of those having 2 amnore sessions of therapy 718 had moved
to recovery.

Severe mental illness

Those with more severe mental illness are referred to secondary mental health services.
These are largely provided in Medway by the Kent and Medway NHS and Social Care
Partnership Trust.

Secondary mental health services in Medway currently provided by KMPT consist of:

Community mental health team@CMHTSs) are provided by Kent and Medway NHS and
Social Care Partnership Trust. These are split into 2 teams (Access and Recovery) who
provide support for people who have just been referred to the service and for those

with longer term mental disorders. As of March 2012 there were 780 patients on the
caseload of the Recovery service and 686 patients on the caseload of the Access service.
SinceApril 2013, KMPT has operated one team, Medway Integrated Team (MIT)
replacing the Access and Recovery Team.

Assertive Outreach Teamvorks closely with CMHTs and take referrals for people who
are difficult to engage and hard to reach groups and provide m®intensive support. As
of March 2012 there were 42 patients on the caseload of this team.

Crisis Resolution Home Treatment Teammich provides an intensive service to clients in
crisis to help prevent hospital admissions.

Early Intervention in Psychosi§eamsupports those aged 1435 presenting for the first
time with a psychosis. For Medway and West Kent combined there were 280 patients on
the EIP caseload as of March 2012. For Medway this probably represents 30

patients.

In patient servicegor those with mental health problems are provided largely in A block
at Medway Maritime Hospital however this building is not considered to be fit for
purpose in the longer term and alternative arrangements are being considered
following a public consultation.

TheMedway Adult Mental Health Social Work Tedmas around 450 people on its
caseload at any one time, and provides a Community Support and Outreach service to



people with a severe mental illness living in their own homes in the community and
assists with discharge and "reablement” following Hospital admission. A Day Resources
Service is used by 80 people at any one time with a severe mental illness. The Social
Work Team carry out an important statutory function in regard to assessing and
detaining patients under the Mental Health Act. Currently, around 2/3 requests for
assessments under the mental health act are received each day. About 60 people are
assessed and supported through the Social Work team in 24 hour registered residential
care placements.

Socialcare for those with mental health difficulties.

Current commissioned social care services for people with mental health issues are
below

E  Winfield Trust: IT project for people with mental health issues to obtain relevant
gualifications

E The Medway 5 Carers Project is funded to provide mutual support to mental health
Carers.

Medway Carers First employs a Dual Diagnosis Carers Support Worker.

MCCH provide supported housing for 25 people (this includes the Halpern Project).
Sanctuary provideanother 9 places at a higher level of weekly housing support.

Funded annual arts event for people with mental health issues
Supported housing

An employment retention specialist is employed by Medway Council and attached
to the KMPT Primary Care Psychologal Service.

E A 24 hour/7 day a week specialist mental health helpline operated by Mental
Health matters is available to users and carers.

F MEGAN (Medway user engagement and network) is an independent uded
project providing a voice to users as well as @& support groups.

E The Medway Recovery Hope Group, volunteer action-ardinated through
Rethink, has made strong links across black and other minority ethic (BME)
communities and provides direct support to users from BME communities.

Currently social work mental health services are provided directly by Medway Council.
Specialist services

Offender/secure mental health services
E  Custody diversion suites

A custody diversion suite service has been set up in Medway. A Community Psychiatric
Nurse is based at Chatam police station and is able to assess detainees immediately as
referred by the police. This ensures that people with mental health issues are identified
and appropriately referred. This service has been well received by the police.



F  Secure facilities

Low, medium and high secure forensic mental health services are commissioned for
Medway residents from a range of providers. Low secure services are provided by
KMPT at the Allington Centre. Medium secure services are provided by KMPT at the
Trevor Gibbons Uit and high secure services are provided nationally at Rampton and
Broadmoor. Commissioners report an increase in numbers of people going into medium
secure services

F Mental healthcare and treatment in prisons

Mental healthcare in prisons is provided by Oxleas NHS Trust and consists of a multi
disciplinary mental health team providing a range of services for prisoners with severe
and common mental health issues including anxiety, alcohol, anger and sleep
managenent support.

Maternal mental health
Perinatal mental health service
Dual Diagnosis

In response to issues identified previously, a dual diagnosis protocol has recently been
completed which will clarify the arrangements for treatment of those with both
substance misuse and mental health disorders.

Veterans Mental Health

Currently there are no local specialist mental health treatment services for veterans in
Kent and Medway. However the following care pathway shows how veterans can access
both local and natioral services from Medway. Veterans can access national specialised
mental health assessment treatment services via the routes shown below.

( Reservists ) ( Veterans )

Families |

l ‘ Veterans Helpline

Combat Stress/Rethink
Voluntary Forcesline » (Veterans and their
Sector Orgs SSAFA families)

(Generic) (Generic)

Reserves' Mental GP
Health Programme
(Current and former

Medical
— Assessment

Programme
(Veterans)

v v v

Primary Care Substance
TAPT Misuse
Services

Secondary
Mental Health
Care

Figure 1: Veterans national specialised mental health assessment treatment services
pathway.



However there is a national plan for the implementation of the recommendations of the
Murrison report [18] which included the launch of a 24 hour Combat Stress helpline
and, the Big White Wall Online support in 2011. In the South East Coast additional
veteran specific clinical posts are being established in local mental health services to
improve access to and effectiveness of these services for veterans.

Eating Disorders

A review of eating disorder services has taken place across Kent and Medway. An
options paper containing proposals to significantly change the service model has been
produced and consultation on these will take place in 2012/13 and a business case
produced.

Adult ADHD

The delivery and availability of services for adults with ADHD is variablacross Kent
and Medway. Current treatment services are provided by a tertiary provider, South
London and Maudsley Trust who offer assessment and treatment. A review is being
carried out across Kent and Medway to assess the clinical and economic casedtier
establishment of a comprehensive ADHD service in the Kent and Medway area for the
local population. Commissioners report high levels of referral due to lack of diagnosis
during childhood and adolescence.

Autistic spectrum disorder

A business case for apecialist assessment and diagnosis service in Kent and Medway
with ASD/Asperger's syndrome was approved in 2011/12 and the service will now be
commissioned.

Personality disorder

The Brenchley Unit provides an intensive day treatment programme for Medway
residents.

Psychiatric liaison services

A psychiatric liaison serviceis now in place at Medway Foundation Trust provided by
KMPT. Ths provides mental health clinical support and expertise for A&E clinical staff
and also where possible to clinical staff throughout the hospital on appropriate
management of presenting mental health conditions in those with physical iliness.
About 1,500 people a year are seen in Medway Maritime Hospital in order to improve
the mental health of those presenting with mental health issues. The liaison service in
Medway has been extended to reach into acute hospital wards as well as emergency
departments in order to offer assessment and support to those people presenting with a
physical health problem and a mental health need.

Projected service use and outcomes irb3/ears and 510 years

The tables below show the effect of demographic changes on the numbergebple
predicted to have a mental health problem from 20122021. Overall there are not
expected to be significant changes except in the case of depression and dementia in


http://www.kmpt.nhs.uk/personalitydisorders
http://www.kmpt.nhs.uk/liaisonpsychiatry




