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Preface

Atlas of Variation

This Atlas of Variation really matters. Why? Because mental health really matters.
Since the turn of the century, there has been a growing acknowledgement and acceptance that
there can be no health without mental health. There is now a slowly dawning realisation that there
can be no public health without mental health. Micheal Marmot said, “the link between social
conditions and health is not a footnote to the ‘real’ concerns with health – health care and unhealthy
behaviours – it should become the main focus.”
Nowhere is this more true than in the field of mental health where 1 in 6 adults and 1 in 10 children
are experiencing a diagnosable mental health problem at any one point in time.

Professor Dame Sue Bailey
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Summary of indicators

Atlas of Variation

Map
no.

Title

Value type

Numerical
range

Fold
difference/
Coefficient of
variance

England
value

Number of
areas very
significantly
higher than
England value
(3 SD from
mean)

Number of
areas very
significantly
lower than
England value
(3 SD from
mean)

Category of
indicator

1

Healthy life expectancy at

Years

54.1 – 72.1
years

1.3

63.3 years

26

3

Outcome

2

Healthy life expectancy at

Years

55.0 – 70.3
years

1.3

62.4 years

27

4

Outcome

3

Teenage pregnancy

Crude rate

9.4 – 58.1 per
1000 female
population

6.2

31.9 per
21
1000 female
population

1

Outcome

4

Children living in poverty

Proportion

2.8 – 43.6%

15.6

21.6%

28

1

Outcome

5

Children who are

Proportion

0.2 – 2.7%

13.5

0.9%

24

3

Outcome

6

Children who are

Proportion

10 – 17.6%

1.8

13%

n/a

n/a

Outcome

7

Persistent absentees in

Proportion

1.4 – 5.3%

3.8

3.1%

23

1

Outcome

8

Persistent absentees in

Proportion

3.8 – 13.6%

3.6

7.4%

23

1

Outcome

9

Children who say they have

Proportion

5.6 – 14.4%

2.6

9.8%

24

3

Outcome

Proportion

2.0 – 10.5%

5.3

5.6%

24

1

Outcome

(page
no.)

(p. 26) birth - female
(p. 28) birth- male
(p. 30)

(p. 32)

(p. 34) underweight
(p. 36) overweight

(p. 38) primary schools

(p. 40) secondary schools

(p. 42) been bullied in school most

days in the past four weeks

10

Young people not in

(p. 44) education, employment or

training

11

First time entrants into

Crude rate

150.7 – 1426.6 1.1
per 100,000
10-17 year old
population

561.3 per
n/a
100,000 10
– 17 year old
population

n/a

Outcome

12

Sickness absence

Proportion

0.3 – 15.9%

1.4

1.6%

n/a

n/a

Outcome

13

Low happiness score

Proportion

5.5 – 15.8%

2.9

29.0

11

4

Outcome

14

Low satisfaction

Proportion

3.4 – 10.1%

3.0

24.3

13

4

Outcome

15

Low worthwhile score

Proportion

2.9 – 8.2%

2.8

20.1

31

3

Outcome

16

High anxiety score

Proportion

10.9 – 29.0%

2.7

40.1

19

2

Outcome

17

Domestic abuse incidents

Crude rate

5.6 – 30.2
per 1,000
population

5.4

19.4 per
10,000
population

28

4

Outcomes

18

Statutory homelessness

Crude rate

0.2 – 11.4
per 1,000
population

1.2

2.0 per
1,000
population

n/a

n/a

Outcome

19

People experiencing a long

Proportion

2.7 – 8.9%

3.3

4.5%

22

1

Outcome

(p. 46) youth justice system

(p. 48)
(p. 50)
(p. 52)
(p. 54)
(p. 56)
(p. 58)

(p. 60)

(p. 62) term mental health problem
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20

Health-related quality of life Average
count (EQconditions
5D)

21

Rate of access to NHS adult

0.62 – 0.79

1.3

0.7

29

3

Outcome

Directly
1322.6 –
standardised 6830.5 per
rate
100,000
population

5.2

3305.7 per
100,000
population

20

3

Activity

Indirectly
299.7 – 2209.1 7.4
standardised per 100,000
rate
population

1248.9 per
100,000
population

27

3

Activity

(p. 64) for people with long-term

(p. 66) and elderly mental health

services

22

Emergency admissions

(p. 58) for acute conditions that

should not usually require
hospitalisation

23

Gap in the employment rate Proportion

(p. 70) for those in contact with

53.1% – 75.1%

1.4

62.2%

26

1

Outcome

5.5 – 94.1%

17.1

61.9%

22

7

Outcome

4.1

34.7%

28

2

Outcome

secondary mental health
services and the overall
employment rate

24

Adults in contact with

(p. 72) secondary mental health

Proportion

services who live in
stable and appropriate
accommodation

25

Excess under 75 mortality

(p. 74) rate for adults with a

serious mental illness

Standardised 12.5 – 51.1%
mortality
ratio
expressed as
a percentage

26

(p. 78) alcohol related harm

Hospital admissions for

Directly
909.9 – 3275.8 0.8
standardised per 100,000
rate
population

1817.0 per
100,000
population

n/a

n/a

Outcome

27

Number of people who

Count

285 - 5790

1.3

1715

n/a

n/a

Activity

Count

170 - 2752

1.2

1031

n/a

n/a

Activity

Count

102 - 2241

1.3

643

n/a

n/a

Activity

Count

2 - 180

1.4

45

n/a

n/a

Outcome

Count

10 – 3968

1.4

762

n/a

n/a

Quality

Proportion

54.3 – 73.5%

1.4

65.1%

23

9

Quality

Proportion

80.0 - 90.9%

1.1

85.8%

n/a

n/a

Quality

(p. 80) have been referred for

psychological therapies per
quarter

28

Number of people who

(p. 82) have received IAPT

therapies

29

Number of people who

(p. 84) have completed IAPT

therapies

30

Number of people who

(p. 86) have completed IAPT

therapies and moved off
sick pay

31

Number of active referrals

(p. 88) waiting more than 28 days

for IAPT

32

Patients who think they

(p. 90) have been supported to

manage their long term
health condition(s) in the
last six months

33

Patient experience of

(p. 92) community mental health

services
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34

Age standardised mortality

(p. 94) rate from suicide and injury

of undetermined intent

35

Hospital admissions caused

(p. 93) by unintentional and

Directly
Female: 0.0 –
standardised 106.0
rate
Male: 1.0
- 279.0 per
100,000

Female: 106

Female: 20.8 24
per 100,000

Male: 279

Male: 66.3
per 100,000

Crude rate

63.8 – 277.3
per 10,000
population

0.9

134.1 per
10,000
population

1.4

deliberate injuries

Outcome

n/a

n/a

Outcome

661

n/a

n/a

Safety

36

(p. 98)

Total number of patients
detained in hospital

Count

31 - 2087

37

Patient safety incident

Crude rate

5.5 – 99.8 per 1.3
1,000 bed days

27.3 per
1,000 bed
days

n/a

n/a

Safety

38

Severity of harm

Crude rate

0.0 - 1.3 per
1.4
1,000 bed days

0.4 per
1,000 bed
days

n/a

n/a

Safety

(p. 100) reporting

(p. 102)

9
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Chapter 1: Introduction and Background
Atlas of Variation

This chapter discusses the epidemiology of mental health problems, the associated costs and the
case for promotion, prevention and early intervention. This is then considered in light of the national
mental health strategy, health and social care reform and exisiting data.

Epidemiology
Scale and severity of mental health problems
In England, one in six adults and one in ten children and young people (CYP) experience a common
mental disorder at any one time.3 4 These mental health problems range in severity – from mild,
moderate and severe – but the most prevalent conditions are depressive and anxiety disorders.
In these cases, around half of all people diagnosed tend to recover after 18 months, although if
life adversities are present then time to recovery increases considerably. Other types of mental
health problems can be severe and enduring. This can include psychosis, schizophrenia and bipolar
affective disorder. These illnesses often present earlier in the life course during late adolescents and
recovery rates differ depending on treatment and social circumstances. Research suggests that for
people diagnosed with schizophrenia or psychosis, around 25% of people with recover following
their first episode, 10-15% will experience long-term difficulties and the remainder will experience
recurrent episodes.5 Mental health problems can present at any time across during the life course
but in three quarters of all lifetime cases, a diagnosis is made before the age of 25 and in half of all
lifetime cases, excluding dementia, a diagnosis is made before the age of 14.6
Morbidity
The human costs of mental health problems are huge in terms of the personal and emotional impact
that it can have on individuals and their families.7 This can be demonstrated through quality of life,
burden of disease and mortality indicators.
People who are experiencing a mental health problem can have lives that are harder, poorer and
shorter than people without mental health problems.8 For instance, mental health problems can
explain life satisfaction more than any other health or social related factor, as shown in Table 1.9
Furthermore, people who experience a mental health problem are over-represented within low
income groups.
Table 1. Factors that affect life satisfaction

3
4
5
6
7
8
9

Factor

Standardised coefficient (* p<0.05)

Mental health problems

0.46*

Physical health problems

0.08*

Log Income per head

-0.05*

Unemployed

0.02*

Age

-0.10*

Marital status

-0.11*

Female

-0.04*

H Green, A McGinnity, H Meltzer, et al.’Mental health of children and young people in Great Britain’, 2004.
Health and Social Care Information Centre, ‘Adult Psychiatric Morbidity in England – Results of a Household Survey’, January 2009, available from:
http://www.hscic.gov.uk/pubs/psychiatricmorbidity07.
E Halliwell, L Main and C Richardson, ‘The Fundamental Facts’, Mental Health Foundation, 2007.
Kessler RC, Amminger GP, Aguilar-Gaxiola S, et al (2007) Age of onset of mental disorders: a review of recent literature. Current Opinion in Psychiatry,
20, 359–364.
Centre for Mental Health, ‘The economic and social costs of mental health problems in 2009/10’, Centre for Mental Health, 2010.
Centre for Mental Health, ‘Life with a mental health problem is harder, poorer and shorter’, 2013.
R Layard, D Chisholm, V Patel, S Saxena, ‘Mental Illness and Unhappiness’, CEP Discussion Paper No 1239 September 2013.
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Mental and behavioural health problems also contribute significantly to the global burden of disease
in the United Kingdom (UK) accounting for 23% of the total years of life lived with disabilities (YLD).
This can be considered in terms of other major physical illnesses such as cancer and cardiovascular
diseases, which are attributable to 16% of YLD respectively. Mental and behavioural health problems
also contribute to 5.1% of the total years of life lost (YLL) and 15.1% of the total disability adjusted
life years (DALYs) when mental and behavioural health problems are combined with self-harm and
Alzheimer’s disease.10
Table 1 demonstrates the breadth of impact that mental health problems has on YLD, YLL and DALYs
in the UK population. Additionally, when considering the risk factors for DALYs, it is apparent that
many of the top health risk behaviours are caused by factors that can be attributed to lifestyle
choices which can be affected by wellbeing, such as activity levels, dietary intake and drug and
alcohol use. Additionally, childhood sexual abuse and interpersonal violence are significant risk
factors in the development of conditions that cause DALYs.11
Table 2. Global burden of disease in the UK, males and females across all age groups, 2010
Rank

Years of life lived with
disability (YLD)

Years of life lost (YLL)

Disability adjusted life
years (DALYs)

Risk factors for DALYs

1

Low back pain

Ischemic heart disease

Ischemic heart disease

Dietary risks

2

Falls

Lung cancer

Low back pain

Smoking

3

Major depressive disorder

Stroke

COPD

High blood pressure

4

Neck pain

COPD

Stroke

High body mass index

5

Other musculoskeletal

Lower respiratory infections

Lung cancer

Physical inactivity

6

Anxiety disorders

Colorectal cancer

Falls

Alcohol use

7

COPD

Breast cancer

Major depressive disorder

High total cholesterol

8

Drug use disorder

Self-harm

Other musculoskeletal

High fasting plasma glucose

9

Asthma

Cirrhosis

Neck pain

Drug use

10

Migraine

Alzheimer’s disease

Alzheimer’s disease

Occupational risks

11

Osteoarthritis

Other cardio and circulatory
complications

Lower respiratory
infections

Ambient air pollution

12

Alcohol use disorders

Road injury

Drug use disorders

Lead

13

Alzheimer’s disease and
other dementias

Pancreatic cancer

Anxiety disorders

Low bone mineral density

14

Road injury

Oesophageal cancer

Colorectal cancer

Childhood sexual abuse

15

Schizophrenia

Prostate cancer

Road injuries

Intimate partner violence

16

Benign prostatic
hyperplasia

Congenital abnormalities

Asthma

Iron

17

Other hearing loss

Pre-term birth complications

Breast cancer

Radon

18

Diabetes

Aortic aneurism

Migraine

Ozone

19

Ischaemic heart disease

Non-Hodgkin’s lymphoma

Alcohol use disorders

Zinc

20

Bipolar disorder

Brain cancer

Other cardio and
circulatory complications

Childhood underweight

* Conditions or behaviours that are associated with mental health problems have been highlighted
in bold for illustration purposes.

10
11

11

Institute for Health Metrics and Evaluation, ‘GBD heat map’, 2010, available from: http://www.healthmetricsandevaluation.org/gbd/visualizations/
gbd-heatmap.
Ibid.
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In addition to poor quality of life and significant burden of disease, mental health problems are also
associated with premature mortality. Figure 1 shows the top 25 causes of death across different age
groups.12
Figure 1. Top 25 causes of death in males and females between the ages of 10-60 in the UK, 2010
100%

90%
80%
70%

60%
50%

40%
30%

20%
10%

0%
10 – 14

15 – 19

20 – 24

25 – 29

30 – 34

35 - 39

40 - 44

45 – 49

50 – 54

Self-harm

Drug use disorder

Cirrhosis

Road injury

Falls

Ischaemic heart disease

Stroke

Cardiomyopathy

Other cardio and circulatory

Lung cancer

Lower respiratory infections

COPD

Breast cancer

Brain cancer

Colorectal cancer

Oesophageal cancer

Pancreatic cancer

Leukaemia

Congenital abnormalities

Epilepsy

55 – 60

Asthma

This graph shows that self-harm (including suicide) is among the top 25 leading causes of death
between the ages 10 – 54 and is ranked within the top four causes of death between the ages of
15 – 44.

The economic case
In a time when public spending is under pressure and health and social care budgets are being
cut, the NHS needs to find better ways in achieving value and lower costs. This calls for improving
productivity within existing services, delivering the right care in the right setting, developing new
ways of delivering care and allocating spending more rationally. It is also necessary to consider how
the National Health Service (NHS) spending in one area may impact upon the costs accrued or saved
by other public services such as the criminal justice system, education and housing.13
The cost of mental heallth problems to the English economy
The economic and social costs of mental health problems is estimated at over £105.2 billion
per annum in health, care, lost productivity, benefits and taxes.14 The costs of illness takes into
consideration the:
:: Direct healthcare costs (e.g. delivery of health and social care services);
:: Indirect healthcare costs (resources) ;
12
13
14

Institute for Health Metrics and Evaluation, ‘GBD heat map’, 2010, available from: http://www.healthmetricsandevaluation.org/gbd/visualizations/
gbd-heatmap
M Knapp, D McDaid, M Parsonage, (eds) ‘Mental health promotion and mental illness prevention: the economic case’, Department of Health, 2011,
available from: www.dh.gov.uk/prod_consum_dhdigital assets/documents/digitalassets/dh126386.pdf
Centre for Mental Health, 2010, ‘The economic and social costs of mental health problems in 2009/10’, <http://www.centreformentalhealth.org.uk/
pdfs/Economic_and_social_costs_2010.pdf>.
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:: Indirect costs (output losses such as lost productivity due to inability to work);
:: Intangible costs (human costs (through quality adjusted life years [QALYs]).
In the UK, the £105.2 billion cost comprises of £21.3 billion (20% of total) from health and social
care (direct and indirect costs), £30.3 billion (29% of total) from indirect costs (output losses)
and £53.6 billion (51% of total) from intangible costs (human costs) (Figure 2). To put this into
perspective, while mental health is estimated to cost much less to the Scottish and Northern Ireland
economy (£8.6 billion and £2.8 billion respectively), the proportion of costs that are direct, indirect
and intangible are roughly the same, with the human costs are being the highest.15
In terms of the health and social care spend on mental health, 21.3 billion of the total cost is spent
on mental health, which also reaches into the physical health and social care budget.16 For instance,
comorbid mental and physical health problems cost an additional £13 billion per year, on top of
the £14 billion already spent in mental health services. Medically unexplained symptoms are also
estimated to cost the NHS £3 billion per year as they make up 50% of acute outpatient activity.17 18
Figure 2. Total cost of mental illness in England in 2010/11
Within health and social care, £21.3 billion of the total cost is spent on mental health, which also
reaches into the physical health budget.19 For instance,
comorbid mental and physical health problems cost an
(Billion £)
additional £13 billion per year, on top of the £14 billion already
spent in mental health services. Medically unexplained
symptoms are also estimated to cost the NHS £3 billion per
year as they make up 50% of acute outpatient activity.20 21

Health and social care - 21.3
Output losses - 30.3

Human costs - 53.6

15
16
17
18
19
20
21
22
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In terms of output losses, an estimated £30.3 billion is lost
each year due to mental health problems. Approximately
33% of costs are lost through sickness absence, 58% of costs
are lost through reduced productivity and 9% of costs are lost
by replacing staff who have left their jobs due to a mental
health problem. Furthermore ‘presenteeism’ accounts for
1.5 times as much working time lost as absenteeism and
costs more to employers because it is more common among
higher-paid staff.22

E Cyhlarova, A McCulloch, P McGuffin and T Wykes, ‘Economic burden of mental illness cannot be tackled without research investment’, Mental
Health Foundation, November 2010.
LSE Mental Health Policy Group. ‘How mental health loses out in the NHS.’ London: London School of Economics, 2012.
Bermingham, SL, Cohen A, Hague J, Parsonage, M., ‘The cost of somatisation among the working‐age population in England for the year’ 2008‐2009.
Mental Health Fam Med 2010;7(2):71‐84
Reid S, Wessely S, Crayford T, Hotopf M. Medically unexplained symptoms in frequent attenders of secondary health care: retrospective cohort study.
BMJ 2001; 322 (7289):767.
LSE Mental Health Policy Group. ‘How mental health loses out in the NHS.’ London: London School of Economics, 2012.
Bermingham, SL, Cohen A, Hague J, Parsonage, M., ‘The cost of somatisation among the working‐age population in England for the year’ 2008‐2009.
Mental Health Fam Med 2010;7(2):71‐84
Reid S, Wessely S, Crayford T, Hotopf M. Medically unexplained symptoms in frequent attenders of secondary health care: retrospective cohort study.
BMJ 2001; 322 (7289):767.
Centre for Mental Health, ‘Mental Health at Work: developing the business case’. Sainsbury’s Centre for Mental Health, 2007.
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The NHS spend on mental health problems
In 2010/11 the NHS mental health spend was £10.5 billion, accounting for 13% of the total budget.23
While the overall NHS budget is likely to remain flat over the next decade, the proportion of money
allocated to mental health problems is decreasing. There has been a 1% reduction in spending on
adult mental health, dropping by £65m to £6.63bn and older people’s mental health services have
also been cut by 3% in real terms.24 Furthermore, two-thirds of local authorities in England have
reduced their CAMHS budget since 2010.25
There is also expected to be a further reduction in health budgets: 1.8% to non-acute care services
(including mental health) compared to a 1.5% reduction to the budget for acute hospital-based
medical services.26
Nonetheless, there is considerable scope for NHS savings to be made through the delivery of more
efficient services.27 Monitor 2013 suggests that potential productivity gains of £0.5 billion to £1.3
billion could be achieved if the following actions were observed:
:: Bringing the length of stay at all mental health acute sites closer to the level achieved at best
practice sites saving between £0.3 billion to £0.9 billion;
:: Improve asset utilisation saving £0.1 billion;
:: Improving procurement of supplies and drugs saving between £0.1 billion to £0.3 billion.
The projected costs of mental health problems to the UK economy
Looking towards 2026, the projected costs associated with mental health problems are expected
to rise significantly in response to increasing demand. The mental health problem with the highest
assoicated total cost in 2007 was dementia at £14.85 billion, followed by anxiety at £8.94 billion
and depression at £7.5 billion. The projected costs for 2026 is: dementia at £34.70 billion; anxiety at
£14.19 billion; and £12.29 billion for personality disorders. 28
Table 3. Prevalence of mental health problems and projected costs
Disorder

Number of people Service costs
(million)
(£ billion)

Lost earnings
(£ billion)

Total costs
(£ billion)

2007

2026

2007

2026*

2007

2026*

2007

2026*

Depression

1.24

1.45

1.68

2.96

5.82

9.19

7.5

12.15

Anxiety

2.28

2.56

1.24

2.04

7.7

12.15

8.94

14.19

Schizophrenia

0.21

0.244

2.23

3.67

1.78

2.83

4.01

6.5

Bipolar disorder

1.14

1.23

1.64

2.63

3.57

5.58

5.21

8.21

Eating disorder

0.117

0.1222

0.016

0.024

0.035

0.052

0.051

0.076

Personality disorders

2.47

2.64

0.7

1.13

7.2

11.16

7.9

12.29

Child and adolescent
mental health disorders

0.61

0.69

0.14

0.24

0

0

0.14

0.24

Dementia

0.58

0.94

14.85

34.79

0

0

14.85

34.79

Total

8.65

9.88

22.5

47.48

26.1

40.97

48.6

88.45

* including real pay and price effect.
23
24
25
26
27
28

Department of Health (DH), ‘National Survey of Investment in Adult Mental Health Services’, 2012.
DH, ‘2011/12 National Survey of Investment in Mental Health Services for Older People’, 2012.
YoungMinds, ‘Stop cutting CAMHS services’, 2014, available from: http://www.youngminds.org.uk/about/our_campaigns/cuts_to_camhs_services.
Monitor, ‘Closing the NHS funding gap: how to get better value health care for patients’, 2013.
M Knapp, D McDaid, M Parsonage, ‘Mental health promotion and mental illness prevention: the economic case’, Department of Health, 2011, available from: www.dh.gov.uk/prod_consum_dhdigital assets/documents/digitalassets/dh126386.pdf
P McCrone, S Dhanasiri, A Patel, M Knapp, S Lawton-Smith, ‘Paying the price’, King’s Fund, 2008.

14

Atlas of Variation

Promotion, prevention and early intervention
The prevalence, morbidity, mortality and costs associated with mental health problems presents a
compelling case for intervention and investment. Effective public health interventions that promote
wellbeing , prevent misery and reduce the prevalence of people experiencing a mental health
problem are needed in a comprehensive strategy. The CentreForum Mental Health Commission
recommend delivering this through a National Wellbeing Programme led by Public Health England.29
However, this should also be considered in terms of the accessible disease burden (i.e the people
living with a mental health problem and would be willing to access services). For instance, depression
and severe anxiety account for the majority of mental health problems diagnosed, yet 75% of these
people do not receive any form of treatment.30
This may be due to gross under-detection and treatment of people with mental health problems
because of issues relating to access, stigma or the commissioning of services. There is also a lack
of health professional training in mental health meaning risk factors and prodromal symptoms may
not be identified. This can be due to ‘diagnostic overshadowing’ where the physical needs of a
patient are over-shadowed by their psychiatric diagnosis. The experience of stigma in this way can
prevent people from seeking help at an early stage, particularly in people from black and minority
ethnic (BME) communities.

Current position
National Strategy
The government launched its mental health strategy No Health Without Mental Health in February
2011. The strategy set out six shared objectives to improve the mental health and wellbeing of the
nation, and to improve outcomes for people with mental health problems through high quality
services. Key to this is the government’s aim of achieving parity of esteem between physical and
mental health by 2015 and the announcement of £400m extra funding for increasing access to
psychological therapies (IAPT).31
Turning the government’s strategy into reality was set out in the implementation framework of No
Health Without Mental Health, which was published in July 2012. The document was co-developed
in conjunction with leading mental health organisations and focused on provision of services
(particularly equality of provision), funding (both central and local mechanisms) and integration of
services.32
Health and Social Care system
The health and social care system in England has also undergone a major system reorganisation
following the Health and Social Care Bill (2013).33 Health and Wellbeing Boards (HWBs) have been
developed to encourage integrated working between the NHS, public health, social care and
children’s services in order to provide the most clinically effective and cost-effective services that
are proportionate to the demand in the local population.

29
30
31
32
33
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CentreForum Mental Health Commission, ‘The pursuit of happiness: a new ambition for our mental health’, CentreForum, July 2014.
The Centre for Economic Performance’s Mental Health Policy G. How mental illness loses out in the NHS? London: The London School of Economics
and Political Science, 2012. http://www.bps.org.uk/news/how-mental-illness-loses-out-nhs.
Department for Health, ‘No health without mental health: a cross-government mental health outcomes strategy for people of all ages’, 2011.
Department for Health, 2012, ‘No Health without Mental Health: Implementation framework’, <https://www.wp.dh.gov.uk/health/files/2012/07/
No-Health-Without-Mental-Health-Implementation-Framework-Report.pdf>
Department of Health, ‘The health and care system from April 2013’, 2012, available from: http://webarchive.nationalarchives.gov.
uk/20130805112926/http://healthandcare.dh.gov.uk/system-overview-diagram/
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The HWBs’ functions are threefold:
::

To conduct a Joint Strategic Needs Assessment (JSNA) on the health needs of the local population;

::

In consequence, to prepare a Joint Health and Wellbeing Strategy (JHWS), laying out the health
priorities;

::

To promote integration and partnership, which can look to joint commissioning, integrated
provision and even to pooled budgets.

The Evidence
Existing data analysis
This Atlas has highlighted the disease burden for England in terms of misery, morbidity and mortality.
However, in seeking to improve the health of the nation, more information must be collected,
analysed and reported in order to better understand the demands and needs of the population.
Data relating to mental health indicators is becoming more accessible, particularly with the
development of the NHS Outcomes Framework (NHSOF), the Public Health Outcomes Framework
(PHOF), the Mental Health Minimum Data Set (MHMDS) and the Adult Social Care Outcomes
Framework (ASCOF), although this is not nearly as comprehensive as other areas of physical health.
Taking this data, RightCare has produced several themed atlases of variation which have included
some mental health indicators. For instance, the NHS Atlas in 2010 included the following indicators:
suicide, mental health expenditure and incapacity benefits.34 The second NHS Atlas in 2011 included
the following indicators: prevalence of dementia, dementia psychotropic medication prescribed,
admission to hospital with secondary dementia and child and adolescent admissions to psychiatric
inpatient units.35 Both of these publications have highlighted disparities between the health of
people living with mental health problems and access to services but they are limited in the number
of mental health and wellbeing indicators that have been identified, analysed and reported.
The recently launched Mental Health, Dementia and Neurology Intelligence Network aims to
address this gap. This Network brings together data already collected around mental health and
wellbeing and addresses the following themes: common mental health problems, severe mental
illness, children and young people, wellbeing and co-existing mental health issues and addictions.
These themes have been developed and overseen by expert reference groups in each area drawn
from clinical, service user, carer, voluntary sector and national agency experts and representatives.
This is a very promising start in the revolution of mental health information.36

Purpose of Atlas
Within the health and social care system in England, there is a major challenge to deliver value at
low costs, whilst reducing unwarranted variation in outcomes, quality, safety and costs and working
to prevent disease. Despite data being available, this is the first Atlas of Variation to focus solely on
unwarranted variation in mental health in England.
This Atlas aims to provide a comprehensive set of thematic maps that are relevant to the mental
health and wellbeing of the English population with the purpose of identifying unwarranted
variation and sharing information in order to identify solutions to reduce the health inequalities
and inequities of the population.

34
35
36

RightCare, ‘Atlas of Variation 2010’ NHS, 2014, available from: http://www.rightcare.nhs.uk/index.php/atlas/atlas-of-variation-2010/
RightCare, ‘Atlas of Variation 2011’ NHS, 2014, available from: http://www.rightcare.nhs.uk/index.php/atlas/atlas-of-variation-2011/
Public Health England (PHE), ‘Mental Health, Dementia and Neurology Intelligence Network’, June 2014, available from: http://www.yhpho.org.uk/
default.aspx?RID=198138
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The objectives are to:
:: Identify variation across mental health and wellbeing related indicators in terms of outcomes,
activity, quality and safety;
:: Consider whether this variation is warranted or unwarranted and;
:: Suggest options for action in reducing unwarranted variation.
In addition to these objectives, this report will also use indicators that have been specifically selected
in order to provide a measure of progress against the core objectives of the No Health Without
Mental Health implementation strategy. This will enable readers to assess the progress made in
their local area and compare this to other regions with a similar demographic. This information
can also be used to hold government to account in achieving parity of esteem as well as the NHS in
attempting to achieve the following:
:: Reducing unwarranted variation;
:: Reducing harm;
:: Reducing waste and failure to maximise value;
:: Reducing health inequalities and inequities;
:: Preventing disease.
This Atlas takes a life course approach, touching on areas relevant to many public services including
health, social care, education, employment and the criminal justice sector. This is particularly relevant
to commissioners, policy makers, mental health champions, health and social care professionals and
service users who can use this information to identify and compare levels of unwarranted variation.
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Indicators
Selection and order of appearance
The national strategy, No Health Without Mental Health, set out specific indicators along with
a measure of progress against each shared objective. Within this Atlas, some of these progress
indicators have been selected, along with relevant others. All indicators have been chosen based on
the best available data at the time. Only data for England has been analysed and presented.
ÄÄ

OBJECTIVE 1: More people will have better mental health
:: Domain 1: Starting well;
:: Domain 2: Developing well;
:: Domain 3: Achieving and working well;
:: Domain 4: Living well.
The government said they would measure progress in achieving this objective through the following
indicators:
:: The Office for National Statistics (ONS) national measures of wellbeing;
:: The Warwick-Edinburgh Mental Wellbeing Scale which has been included in the Health Survey
for England;
:: The Psychiatric Morbidity Surveys can be used to estimate the rates of mental health problems
in adults and children and changes over time;
:: Indicators tackling the wider determinants of ill health in the Public Health Outcomes Framework (PHOF).
ÄÄ

OBJECTIVE 2: More people with mental health problems will recover
:: Domain 1: Recovery;
:: Domain 2: Employment;
:: Domain 3: Housing.
The government said they would measure progress in achieving this objective through the following
indicators:
:: The NHS Outcomes Framework (NHSOF) that focuses on recovery;
:: The Mental health minimum dataset (MHMDS).
ÄÄ

OBJECTIVE 3: More people with mental health problems will have better physical
health
:: Domain 1: Fewer people with mental health problems will die prematurely.
The government said they would measure progress in achieving this objective through the following
indicators:
::
::
::
::
::
::
::

The NHSOF indicator, ‘under 75 mortality rate in people with serious mental illness;
The rate of hospital admissions for alcohol-related harm;
The smoking rate of people with serious mental illness;
The uptake of national screening programmes;
The suicide rate;
The infant mortality rate;
Mortality rates from cardiovascular disease and chronic respiratory diseases, which will be
influenced by improvements in the mental health of people with these conditions.
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ÄÄ

OBJECTIVE 4: More people will have a positive experience of care and support
:: Domain 1: Evidence based interventions;
:: Domain 2: Shorter waiting times;
:: Domain 3: Patient experience.
The government said they would measure progress in achieving this objective through the following
indicators and dashboards:
:: NHSOF indicator, ‘Patient experience of community mental health services’.
ÄÄ

OBJECTIVE 5: Fewer people will suffer avoidable harm
:: Domain 1: Avoidable harm;
:: Domain 2: Safety of services.
The government said they would measure progress in achieving this objective through the following
indicators and dashboards:
:: Patient safety incident reporting;
:: Severity of harm.
ÄÄ

OBJECTIVE 6: Fewer people will experience stigma and discrimination
:: Domain 1: Public understanding of mental health will improve;
:: Domain 2: Decrease in negative attitudes and behaviours.
The government said they would measure progress in achieving this objective through the following
Time to Change indicators. However, this data is not disaggregated by region so has not been used
within this Atlas.

Tools
Child and Maternal Health Intelligence Network
The website was created by the Child and Maternal Health Observatory (ChiMat). ChiMat was
established in 2008 as a national public health observatory to provide wide-ranging, authoritative
data, evidence and practice related to children’s, young people’s and maternal health. This specialist
observatory was part of the Yorkshire and Humber Public Health Observatory (YHPHO) which was
part of a network of nine public health observatories (PHOs) in England.
Since 1 April 2013, ChiMat have been part of Public Health England (PHE), an executive agency of
the Department of Health. PHE has been established to protect and improve the nation’s health
and wellbeing and to reduce inequalities. It will lead on the development of a 21st-century health
and wellbeing service, supporting local authorities and the NHS to deliver the greatest possible
improvements in public health.37
Improving Access to Psychological Therapies Data Set
This tool holds national data on IAPT which is a service to deliver talking therapies for people with
common mental health problems such as depression and anxiety disorders. This data is collected
from the patient health questionnaire, generalised anxiety disorder assessment questionnaire,
phobia screening questions, disorder specific measures, work and social adjustment scale,
employment questions, waiting times and patient experience questionnaires.38

37
38
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PHE, ‘Child and Maternal Health Intelligence Network’, April 2013, available from: http://www.chimat.org.uk/default.aspx?QN=CHMT0
Health and Social Care Information Centre (HSCIC), ‘Improving Access to Psychological Therapies Data Set’, 2014, available from: http://www.hscic.
gov.uk/iapt
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Mental Health Minimum Data Set
The MHMDS contains record level data about NHS services delivered to over a million people with
severe and enduring mental health problems each year between 2003 and 2011.39
National Health Service Outcomes Framework
This is sets the outcomes and corresponding indicators used to hold the NHS Commissioning Board
to account for improvements in health outcomes.40
Public Health Outcomes Framework
PHOF Healthy lives, healthy people: Improving outcomes and supporting transparency sets out a
vision for public health, desired outcomes and the indicators that will help us understand how well
public health is being improved and protected.
The framework concentrates on two high-level outcomes to be achieved across the public health
system, and groups further indicators into four ‘domains’ that cover the full spectrum of public
health. The outcomes reflect a focus not only on how long people live, but on how well they live at
all stages of life.
This tool currently presents data for available indicators at England and upper tier local authority
levels, collated by Public Health England.41

Classification of data
Data has been grouped using two methods: standard deviation and equal count.
Standard deviation has been used in cases where the data follows a normal pattern of distribution
and provides a measure of variation or dispersion from the average. Therefore, it is possible to
expect that 68 per cent of the data values are within one standard deviation of the mean, 95 per
cent are within two standard deviations and about 98 per cent lie within three standard deviations
of the mean.
In this Atlas, data has been presented either two (95 per cent) or three (99.8 per cent) standard
deviations away from the mean. This information is given on the scale bar located next to each
map and tells a reader which geographically regions are very significantly higher or lower than the
national average. This method is particularly useful for highlighting unwarranted variation across
indicators.

Figure 4. Classification by standard deviation
Shading

Significance of value
Significantly higher than England (99.8% level)
Significantly higher than England Value (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)

Equal count is the second method used to group geographical data. This method takes the full range
of variables and equally divides the data into five groups. This method is useful in finding the high
and low values of data but does not show where the average point lies. In this Atlas, this method has
39
40
41

HSCIC, ‘Mental Health Minimum Data Set’, 2014, available from: http://www.hscic.gov.uk/mhmds
HSCIC, ‘National Health Service Outcomes Framework’, 2014, available from: http://www.hscic.gov.uk/nhsof
HSCIC, ‘Public Health Outcomes Framework’, 2014, available from: http://www.phoutcomes.info/
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only been used when the data does not follow a normal pattern of distribution.
Figure 5. Classification by equal count method
Shading

Equal count
Highest range values
High range values
Mid-range values
Low range values
Lowest range values

Chart production
For most indicators included within this Atlas, data has been presented as both a map and a chart.
Each map displays data by geographical regions, either by county/ unitary authorities or primary
care trusts. Missing data has been omitted. All maps have been originally produced in MapInfo
Professional 12.0 and all charts have been created originally in Microsoft Excel 2013. London is
shown as an inset for each map.

Estimating the magnitude of variation
The magnitude of variation observed across a data set can suggest whether the variation is warranted
or unwarranted. Warranted variation occurs when the differences observed across geographical
boundaries can be explained by the natural differences between populations (e.g. the population of
London is different to the population of Cornwall).
However, unwarranted variation cannot be explained on the basis of illness, medical need or
availability of evidence based treatments. Instead, it is influenced by the access and provision of
effective care, preference-sensitive care and supply sensitive care. All of these factors are influenced
by clinical evidence, the resources available and patient preference. As a result, unwarranted
variation can explain how people residing in a particular area have poorer health outcomes.
For each indicator, the magnitude of variation has been calculated and presented graphically. This
was achieved by ranking individual values (mean value of each geographical area) in numerical
order and then presenting the data in a graph.
In data where individual values follow a normal distribution, the extent of variation has been
calculated by comparing the highest ranking value with the lowest ranking value as a ratio. This
is the fold difference. However, in cases where data does not follow a normal distribution then
the co-efficient of variation has been calculated which gives a normalised measures of dispersion
relative to the mean. The fold difference or co-efficient variation value provides information about
the magnitude of variation within a given sample. In both methods of measuring dispersion, a value
of less than one indicates low variance and a value of more than 1 indicated high variance. All
numerical values have been rounded to one decimal place.

Confidence intervals
Confidence intervals are used to indicate the reliability of an individual value. This is important as
sampling variation can result in the mean value not representing the entire population. The wider
the confidence interval, the less certainty there is as to where the value really lies.
Confidence intervals have been calculated at a 95% confidence limit.
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Standardisation
Where possible, standardised data has been used as this allows the true value to be identified and
ensuring it has not been confounded by age or sex. This is because certain confounding variables
can account for differences in variation.
The two main methods of standardisation are directly standardised rates (DSRs) and indirectly
standardised rates. Directly standardised rates adjust for differences in age and sex distribution by
applying the observed rates for each age band in the study population to a standard population
structure to obtain a weighted average rate. Indirectly standardised rates adjust for the differences in
age and sex distribution by applying the observed rates (e.g. of death or infection) for each age band
in a standard population (e.g. England) to the population of the same age groups in the study area.
In cases where data has not been standardised, the crude rate is shown.
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How to use this Atlas
Maps
For the majority of indicators included within this Atlas, the regional data has been presented
through a thematic map. The regional boundaries used are either county/ unitary authorities or
Primary Care Trusts. All missing data has been omitted.
In order to create a thematic map, the average values of all regions in England have been allocated
a representative colour depending on the total range of values. The key explains which areas are
similar to the national average and which areas are significantly higher or lower. In cases where this
method was not possible, the key gives the actual values split into quintiles.
Graphs
Beneath each map is a graph which display the individual values for all geographical regions in
descending order. This gives the reader an alternative method of viewing the extent of the magnitude
of variation between the highest and lowest value. Where available, confidence intervals have also
been included. Within each graph, the England average value is also given as a solid line through
the values.
Context
For each indicator, or cluster of indicators, relevant contextual information has been given.
Magnitude of variation
The magnitude of variation is given for each indicator which includes the national value as well
as the highest and lowest values associated with specific regions. In some instances, the top and
bottom five or ten areas have been ranked and presented in a table.
Interpreting the variation
In order to determine if the observed variation across indicators is warranted or unwarranted,
readers can use two different methods. Firstly, it is possible to look at the fold difference or coefficient of variance which provides an estimate of the extent of the variation between the highest
and lowest reported values. This value tells us something about the total difference across the whole
of England and is useful when looking at health states and the effectiveness of generic strategies
or interventions that are delivered nationally. Table 5 demonstrates how the fold difference or coefficient of variance can be interpreted.
Table 4. Interpreting the fold difference/ co-efficient of variation
Fold difference/ co-efficient of variation value
<1
1
>1
(2.0)
(3.0)
(4.0) etc

Interpretation
Low variance in the data
No variance between the highest and lowest
values
High variance in the data
Variation twice as great
Variation is three times as great
Variation is four times as great etc.

The second method of interpreting the variation is to look at the number of areas which are
significantly higher or lower than the national average. In these cases, areas have only been included
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if they are three standard deviations away from the mean. This information tells us something about
the measure of spread in the reported values and is useful when wanting to know if variation is
skewed towards a higher or lower value.
However in cases where an equal count method of classification has been used, this is not possible.
There is further discussion around the unwarranted variation identified in the conclusion.
14.6 Data information
All data information is given after each indicator, or cluster of indicators, including the source,
numerator and denominator information, methods used, and copyright.
14.7 Options for action
Possible options for action are given after each indicator.
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Objective 1: More people will have better mental health

Map 1: Healthy life expectancy at birth – female
2009/11
Domain 1: Starting well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
80.00

Life expectancy (years)

70.00
60.00
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150 Local Authorities
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Context

Data Information

It is important for public bodies to capture both
fatal and non-fatal health outcomes.1 This indicator
is a summary measure of mortality and morbidity
and represents the overall trends in a major
population health measure, setting the context
in which local authorities can assess the other
indicators and identify the drivers of healthy life
expectancy.2

Numerator: Number of deaths registered in
the calendar years 2009-11 and the weighted
prevalence of people reporting good or very good
health from the Annual Population Survey.

Magnitude of variation
In England, the national healthy life expectancy rate
for women at birth is 63.3 years. The highest rate
is in Richmond upon Thames with 72.1 (CI: 69.4 –
74.8) and the lowest rate is in Tower Hamlets with
54.1 (CI: 51.4 – 56.9). The fold difference is 1.3 and
there are 26 regions that are significantly higher
than the England value and 3 regions that are
significantly lower than the England value.

3

Numerator source: Office for National Statistics
(ONS) death extracts, Annual Population Survey
(APS).
Denominator: ONS mid-year population estimates
for 2009-11, APS sample weighted to local
authority.
Denominator source: ONS mid-year population
estimates.
Age range: All ages.
Coverage: Local authority district, unitary authority,
county.
Method: Life expectancy, years.
Copyright: Crown Copyright.
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World Health Organisation, ‘Health Status Statistics: Mortality’, 2014, available
from: http://www.who.int/healthinfo/statistics/indhale/en/

2

HSCIC, ‘Indicator Definitions and Supporting Information’, PHOF, 2013, available
from: http://www.phoutcomes.info/search/life%20expectancy#gid/1/pat/6/
ati/102/page/6/par/E12000004/are/E06000015

3

HSCIC, ‘0.1i - Healthy life expectancy at birth (Female)’, PHOF, 2011, available from:
http://www.phoutcomes.info/search/life%20expectancy#gid/1/pat/6/ati/102/
page/3/par/E12000004/are/E06000015
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Objective 1: More people will have better mental health

Map 2: Healthy life expectancy at birth – male
2009/11
Domain 1: Starting well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
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Magnitude of variation
In England, the national healthy life expectancy rate
for men at birth is 62.4 years. The highest rate is in
Richmond upon Thames with 70.3 (CI: 67.9 – 72.6)
and the lowest rate is in Manchester with 55.0 (CI:
53.4 – 56.7). The fold difference is 1.3 and there
are 27 regions that are significantly higher than the
England value and 4 regions that are significantly
lower than the England value.1
Options for action
:: Improve the health and social outcomes of people
living in areas where healthy life expectancy is the
lowest.
:: Where healthy life expectancy is below average,
ensure health and social care services are
designed to meet increasing demand.

1
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HSCIC, ‘0.1i - Healthy life expectancy at birth (Male)’, PHOF, 2011, available from:
http://www.phoutcomes.info/search/life%20expectancy#gid/1/pat/6/ati/102/
page/3/par/E12000004/are/E06000015
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Objective 1: More people will have better mental health

Map 3: Teenage pregnancy
2011
Domain 1: Starting well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
Conception rate (per 1000 female
population [15 - 17 yrs])

80
70

60
50
40
30
20

10
0

150 Local Authorities

30

Atlas of Variation

Context

Data Information

The UK has the highest teenage pregnancy and
abortion rates in Western Europe.1 Three quarters
of teenage pregnancies are unplanned and around
half end in abortion, which is an avoidable cost to
the NHS.2

Numerator: Number of pregnancies that occur to
women aged under 18 that result in either one or
more live or still births or a legal abortion under the
Abortion Act 1967.

5

Teenage mothers are less likely to finish their
education, are more likely to bring up their child in
poverty and they have a higher risk of poor mental
health than older mothers.3
Furthermore, infant mortality rates for babies born
to teenage mothers are around 60% higher than for
babies born to older mothers.4

Denominator: Number of women aged 13-15 living
in the area.
Denominator source: ONS mid-year population
estimates.
Age range: 15 – 17 years.
Coverage: Local authority district, unitary authority,
county

Magnitude of variation
The average under 18 conception rate in England
is 31.9. The highest rate is in Blackpool with 58.1
(CI: 49.1 – 68.2) and the lowest prevalence rate in
Rutland with 9.4 (CI: 4.3 – 17.9). The fold difference
is 6.2 and there are 21 regions that are significantly
higher than the England value and 1 region that is
significantly lower than the England value.
Trends over time in England
Conception rate per 1,000
female population (15-17 yrs)

Numerator source: PHE Knowledge and Intelligence
Team (East Midlands)

Method: Crude rate: numerator is divided by
denominator and then multiplied by 1,000.
Copyright: Crown Copyright
Options for action
The Teenage Pregnancy Advisory Group made the
following recommendations in tackling teenage
pregnancy:
:: Work in partnership to ensure teenage pregnancy
prevention and support for young parents
is integrated into locally decided plans and
implemented effectively;
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:: Disseminate local good practice and support
areas doing less well;

1998 2000 2002 2004 2006 2008 2010

Years

:: Provide strong political leadership to support
cultural change in addressing teenage pregnancy
and talking about sexual matters with young
people;
:: Ensure schools are clear about what should be
taught on sexual health;
:: Ensure teenage parents are included in targeted
support for young people and disadvantaged
families.

1
2
3
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L Avery and G Lazdane, ‘What do we know about sexual and reproductive health
of adolescents in Europe?’, European Journal of Contraception and Reproductive
Health Care vol13, no 1, March 2008 pp58–70.
Department for Children, Schools and Families & Department of Health, ‘Teenage
pregnancy strategy: beyond 2010’, 2010, p.16
E Mayhew and J Bradshaw, ‘Mothers, babies and the risks of poverty,’ Poverty,
2005 No.121 pp 13-16.
A New Approach to Child Poverty: Tackling the Causes of Disadvantage and Transforming Families’ Lives

5

Public Health England, ‘Teenage Pregnancy Atlases, Forecasts and other Resources’, PHE, 10 January 2014, available from: http://www.apho.org.uk/RESOURCE/
VIEW.ASPX?RID=116350
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Objective 1: More people will have better mental health

Map 4: Children living in poverty
2011
Domain 1: Starting well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

Child poverty is an important public health issue
as it is associated with premature mortality, poor
health and education outcomes.

Numerator: Number of children aged under 16
living in families in receipt of Child Tax Credits
whose reported income is less than 60% of the
median income or in receipt of Income support or
income-based job seekers allowance (JSA).

2

Almost a third of children in the UK live in poverty
and approximately six million of these children live
in severe poverty. In these cases, 63% of children
living in poverty are in a family where someone
works.1
Magnitude of variation
In England, the average proportion of children
living in poverty is 21.6%. The highest proportion
is in Tower Hamlets with 43.6% and the lowest
proportion is in the Isle of Scilly with 2.8%. The fold
difference is 15.6 and there are 28 regions that are
significantly higher than the England value and 1
region that is significantly lower than the England
value.

Numerator source: HM Revenue and Customs
(Personal Tax Credits: Related Statistics - Child
Poverty Statistics).
Denominator: Number of children aged under 16
for whom Child Benefit was received in each local
authority.
Denominator source: HM Revenue and Customs
(Child Benefit: Geographical Statistics).
Age range: 0 – 16 years.
Coverage: Local authority district, unitary authority,
county.
Method: Proportion, percentage.
Copyright: HM Revenue and Customs.

Highest rank Region
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1
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Region

Value (%)

1
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Isles of Scilly
Wokingham
Rutland
Windsor and
Maidenhead
Richmond upon
Thames

2.8
6.9
8.4
9.9
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10.0

Options for action3
The government has identified the following
priority areas in alleviating child poverty in England:
:: Increasing funding for the pupil premium to £2.5
billion in 2014 to 2015.
:: Requiring schools to publish details online each
year of how they are using the pupil premium and
the impact it is having.
:: Holding schools to account for the achievement
of disadvantaged pupils through Ofsted
inspections and performance tables.
:: Ensuring schools making unsatisfactory progress
seek expert help by undertaking a pupil premium
review.
:: Investing £136 million through the Education
Endowment Foundation (EEF)to help schools raise
the attainment of disadvantaged pupils
:: Promoting effective practice through a teaching
and learning toolkit produced by EEF.

1
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2

Barnardo’s, ‘Child poverty statistics and facts’, Barnado’s, March 2014, http://www.
barnardos.org.uk/what_we_do/our_projects/child_poverty/child_poverty_what_
is_poverty/child_poverty_statistics_facts.htm
HSCIC, ‘Children in poverty (under 16s)’ PHOF, 2011, http://www.phoutcomes.
info/search/poverty#gid/1/pat/6/ati/102/page/0/par/E12000004/are/E06000015

3

Department for Education (DfE), ‘Raising the achievement of disadvantaged children’, 2013.

Atlas of Variation

Objective 1: More people will have better mental health

Map 5: Children who are underweight
2012/13
Domain 2: Developing well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
3.5%

3.0%

Proportion (%)

2.5%

2.0%
1.5%
1.0%

0.5%
0.0%

-0.5%

151 PCTs
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Context

Data Information

Children who are a low weight for their age can
suggest they suffer from malnutrition, which is
important in monitoring child population health.1
Children who have malnutrition have poorer
physical health and growth stunting. All children
need the energy and nutrients that come from a
varied and balanced diet.2

Numerator: The number of underweight children
in Reception year of school. Underweight is defined
as greater than, or equal to, the 85th percentile but
less than the 95th percentile.

Magnitude of variation

Denominator source: HSCIC.

In England, the proportion of children aged 4-5
years who are underweight is 0.9%. The highest
proportion is in Redbridge with 2.7% and the
lowest proportion is in Torbay with 0.2%. The fold
difference is 13.5 and there are 24 regions that
are significantly higher than the England value
and 3 regions that are significantly lower than the
England value.

Age range: 4-5 years old.

3

Numerator source: HSCIC.
Denominator: The number of valid records
uploaded for children in Reception year.

Coverage: PCT.
Method: Proportion, percentage.
Copyright: Crown Copyright.

Options for action
:: Health professionals and educational staff should
be aware of children who are not meeting
development milestones.
:: Targeted support should be given to those people
identified as high risk.

1
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2

World Health Organisation (WHO), ‘Underweight in children’, 2014, available from:
http://www.who.int/gho/mdg/poverty_hunger/underweight_text/en/
NHS Choices, ‘Underweight children aged 2-5’, 2014, available from: http://www.
nhs.uk/Livewell/Goodfood/Pages/Underweightyoungchild.aspx

3

HSCIC, ‘National Child Measurement Programme (NCMP) - England, 201213 school year’, NCMP, April 2013, available from: http://www.hscic.gov.uk/
article/2021/Website-Search?productid=13778&q=underweight&sort=Relevance&size=10&page=1&area=both#top.

Atlas of Variation

Objective 1: More people will have better mental health

Map 6: Children who are overweight
2012/13
Domain 2: Developing well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
25.0%

Proportion (%)

20.0%

15.0%

10.0%
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0.0%

151 PCTs
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Context

Data Information

Children who are overweight or obese at primary
school age are more likely to grow into overweight
adults. This leads to many physical health
conditions such as diabetes and heart conditions.1

Numerator: Number of primary school age children
in Reception year (age 4-5) with valid height and
weight recorded who are classified as overweight
plus the number of primary school age children
in Reception year (age 4-5) with valid height and
weight recorded who are classified as obese.

Magnitude of variation
In England, the proportion of overweight and
obese children aged 4-5 years is 13.1%. The highest
proportion is in Redcar and Cleveland with 17.6%
and the lowest proportion is in Kingston with 10%.
The coefficient of variance is 1.8.

21

Numerator source: National Child Measurement
Programme (NCMP) and HSCIC.
Denominator: Total number of primary school age
children in Reception year (age 4-5 years) with valid
height and weight recorded.
Denominator source: NCMP and HSCIC.
Age range: 4-5 years old.
Coverage: PCT.
Method: Proportion, percentage
Copyright: Crown copyright.

Options for action
:: Health professionals to measure body mass
index (BMI) of children at routine intervals and
offer health education and advice and encourage
families to get healthy together.

1
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NHS Choices, ‘Overweight children: advice for parents’, 2014, available from:
http://www.nhs.uk/Livewell/childhealth6-15/Pages/child-health-measurement-programme-overweight-advice.aspx

2

HSCIC, ‘National Child Measurement Programme (NCMP) - England, 201213 school year’, NCMP, April 2013, available from: http://www.hscic.gov.uk/
article/2021/Website-Search?productid=13778&q=underweight&sort=Relevance&size=10&page=1&area=both#top.
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Objective 1: More people will have better mental health

MAP 7: Persistent absenteeism in primary schools
2011/12
Domain 3: Achieving and working well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

Children who are persistently absent from school,
either authorised or unauthorised, are at a
disadvantage due to missed education.

Source: Department for Education.

Magnitude of variation
In England, the proportion of persistent absentees
in primary schools is 3.1%. The highest proportion
is in Liverpool with 5.3% and the lowest proportion
is in Rutland with 1.4%. The fold difference is 3.8
and there are 23 regions that are significantly
higher than the England value and 1 region that is
significantly lower than the England value.

1

Numerator: Number of persistent absentees
defined as having 64 or more sessions of absence
(authorised and unauthorised) during the year,
around 20 per cent overall absence rate.
Numerator source: School Census.
Denominator: Total number of enrolments.
Denominator source: School Census.
Age range: Primary school children.
Coverage: Top tier local authority.
Method: Proportion, percentage.
Copyright: Crown copyright.

1
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ChiMat, ‘Primary school - % persistent absentees’, 2012, available from: http://
atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?pid=151&id=13792&no
refer=true
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Objective 1: More people will have better mental health

MAP 8: Persistent absenteeism in secondary schools
2011/12
Domain 3: Achieving and working well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Magnitude of variation

Data Information

In England, the proportion of persistent absentees
in secondary schools is 7.4%. The highest
proportion is in Isle of Wight with 13.6% and the
lowest proportion is in Westminster at 3.8%. The
fold difference is 3.6 and there are 23 regions that
are significantly higher than the England value and
1 region that is significantly lower than the England
value.

Source: Department for Education (DfE).

Correlation of data

Denominator source: School Census.

The correlation between both the proportion
of persistent absenteeism in primary schools
compared to secondary schools been calculated in
order to measure the amount of linear association
between the two variables. The R2 valued is given
as a measure of the proportion of variation in the
dependent variable (persistent absenteeism from
primary schools) that can be attributed to the
independent variable (persistent absenteeism from
secondary schools). In this case, there is a small
positive linear association (R2 = 0.3183).

Age range: Secondary school children.

1

Numerator: Number of persistent absentees
defined as having 64 or more sessions of absence
(authorised and unauthorised) during the year,
around 20 per cent overall absence rate.
Numerator source: School Census.
Denominator: Total number of enrolments.

Coverage: Top tier local authority.
Method: Proportion, percentage.
Copyright: Crown copyright.
Options for action
:: Children with persistent absenteeism to be
identified, monitored and supported by schools.

Correlation of variables
Proportion of persistent absenteeism
in secondary schools (%)
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primary schools (%)
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ChiMat, ‘Secondary school - % persistent absentees’, 2012, available from: http://
atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?pid=155&id=13797&no
refer=true

Atlas of Variation

Objective 1: More people will have better mental health

MAP 9: Pupils who say they have been bullied in school most days
in the last 4 weeks
2009
Domain 3: Achieving and working well
Significantly higer than England (99.8% level)
Significantly higer than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
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Context

Data Information

There is no legal definition of bullying but it often
includes behaviour that is repeated, intended to
hurt someone either physically or emotionally,
often aimed at certain groups and may include
physical assault, teasing, making threats, name
calling and cyberbullying. By law, all state schools
must have a behaviour policy in place that includes
measures to prevent all forms of bullying among
pupils.

Survey question: Have you been bullied in school
most days in the last four weeks?

Bullying can have a significant effect upon the
emotional health of children.
Some children experience bullying at school, which
is often at least weekly for those who do, but on
average most children feel that their school deals
well with bullying.1

1

Source: Tellus4 survey, National Foundation for
Educational Research.
Age range: 10 - 15 years old.
Coverage: Top tier local authority.
Method: Proportion, percentage.
Copyright: Crown copyright.
Options for action
:: Every school to have a comprehensive strategy in
dealing with bullying.

Magnitude of variation
In England, the proportion of pupils who say they
have been bullied in schools is 9.8%. The highest
proportion is in Darlington with 14.4% and the
lowest proportion is in Kingston upon Thames
with 5.6%. The fold difference is 2.6 and there are
24 regions that are significantly higher than the
England value and 3 regions that are significantly
lower than the England value.
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1

GovUk, ‘Bullying at school’ June 2014, available from: https://www.gov.uk/bullying-at-school

1

T Chamberlain, N George, S Golden, F Walker and T Benton, ‘Tellus4 National
Report’ (DCSF Research Report 218). London: DCSF.
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Objective 1: More people will have better mental health

MAP 10: Young people not in education, employment or training
2012
Domain 3: Achieving and working well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

Not being in education, employment or training
is a major predictor of later unemployment, low
income, teenage pregnancy, depression, and poor
physical health.

Source: Population Survey Household datasets.

21

Numerator definition: Young people aged 16-18
years who are not in education employment or
training.

In the UK rates of participation in education and
training have historically been low compared to
other OECD countries.1

Numerator source: Department for Education
Denominator definition: 16-18 year olds recorded
on the client caseload information system.

Magnitude of variation

Denominator source: Department for Education.

On average in England, the proportion of young
people who are not in education, training or
employment is 5.9%. The highest proportion is
in Middlesbrough with 10.5% and the lowest
proportion is in Harrow with 2%. The fold difference
is 5.3 and there are 24 regions that are significantly
higher than the England value and 1 region that is
significantly lower than the England value.

Age range: 16 – 18 years

Correlation of variables

Percentage of young people not in
employment. training or education (%)

The correlation between the proportion of young
people not in education, employment or training
and children who are living in workless households
has been calculated in order to measure the
amount of linear association between two
variables. The R2 valued is given as a measure
of the proportion of variation in the dependent
variable that can be attributed to the independent
variable. In this case, there is a small positive linear
association (R2= 0.2379).
R² = 0.2379

12

Coverage: Top tier local authority.
Method: Proportion, percentage.
Copyright: ONS.
Options for action
A 2011 report made the following recommendations
to tackle young people who are out of education,
training and work.32
:: Raising attainment in school and beyond to ensure
that young people have the skills they need to
compete in a global economy.
:: Helping local partners to provide effective and coordinated services that support all young people,
including the most vulnerable, aiming to achieve
full participation by 2015.
:: Encouraging and incentivising employers to
inspire and recruit young people by offering more
high quality Apprenticeships and work experience
places.
:: Ensuring that work pays and giving young people
the personalised support they need to find it,
through Universal Credit, the Work Programme
and Get Britain Working measures.

10
8

6

:: Putting in place a new Youth Contract worth
almost £1 billion over 3 years to help get young
people earning and learning.
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Percentage of children living in workless
households (%)
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B Coles, S Hutton, J Bradshaw, G Craig, C Godfrey and J Johnson ‘Literature Review
of the Costs of Being “Not in Education, Employment or Training” at Age 16-18’,
Social Policy Research Unit, University of York, 2002.

3

Public Health England, ‘1.05 - % of 16-18 year olds not in education, employment
or training (NEET)’, 2013, available from: http://www.education.gov.uk/childrenandyoungpeople/youngpeople/participation/neet/a0064101/16-to-18-year-olds-notin-education-employment-or-training-neet
HM Government, ‘Building Engagement, Building Futures: Our Strategy to Maximise the Participation of 16-24 Year Olds in Education, Training and Work’, 2011.
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Objective 1: More people will have better mental health

MAP 11: First time entrants into the youth justice system
2012
Domain 3: Achieving and working well
660 to 1430
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Context

Data Information

Reducing first time entrants into the youth justice
system should be a priority for local authorities.

Source: Youth Justice Board

In England 5.8% of children and young people
(CYP) have clinically significant conduct disorders,
3.7% have clinically significant emotional disorders
and 1.5% have clinically significant hyperkinetic
disorders.1 Conduct disorders are the most
common mental disorder in CYP and half go on to
develop anti-social personality disorder as adults.2
This disorder is also associated with a 70 fold
increased risk of being imprisoned by the age of
25.3 Mental health problems in CYP cost between
£11,030 and £59,130 annually per child.4
Magnitude of variation
On average in England, the rate of young people
aged 10 – 17 years receiving their first reprimand,
warning or conviction is 561.3 per 100,000 10
– 17 year old population. The highest rate is in
Middlesbrough with 1426.6 per 100,000 and the
lowest rate is in Surrey with 150.7 per 100,000 10 –
17 year old population. The co-efficient of variance
is 1.1.

1
2
3
4
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Dawn Rees and Yvonne Anderson, ‘BOND: Learning from practice based recovery’.
YoundMinds, 2012.
NICE (2009) Antisocial personality disorder, treatment, management and prevention CG77 http://guidance.nice.org.uk/CG77
DM Ferrgusson, L Horwood, EM Ridder, ‘Show me the child at seven: the
consequences of conduct problems in childhood for psychosocial functioning in
adulthood’ J Child Psychol Psychiatry, 2005, 46, 837-49
M Suhrcke, D Pillas, C Selai, ‘Economic aspects of mental health in children and
adolescents. In Social cohesion for mental well-being among adolescents’, Copenhagen: WHO Regional Office for Europe, 2008.

5

Numerator definition: Young people aged 10-17
receiving their first reprimand, warning or
conviction.
Numerator source: Youth Justice Board.
Denominator definition: Population aged 10-17
years.
Denominator source: Youth Justice Board.
Age range: 10-17 years
Coverage: Local authority.
Method: Crude rate per 100,000.
Copyright: HSCIC.

Options for action
:: Consider scaling up liaison and diversion services
in areas where first time entrants into the youth
justice system is high.

5

HSCIC, ‘First time entrants to the youth justice system’ PHOF, 2012, available from:
http://www.phoutcomes.info/search/entrants#gid/1/pat/6/ati/102/page/3/par/
E12000004/are/E06000015.
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Objective 1: More people will have better mental health

MAP 12: Sickness absence
2009/11
Domain 3: Achieving and
working well
1.8 to 15.9
1.6 to 1.8
1.5 to 1.6
1.2 to 1.5
0.3 to 1.2

Magnitude of variation
Proportion of working days lost (%)
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Context

Data Information

Mental ill health is estimated to cost UK employers
£30.3 billion each year.1 However, it is estimated
that simple steps to improve the management
of mental health in the workplace, including
prevention and early identification of problems,
should enable employers to save 30 per cent or
more of these costs per year.2

Source: PHE.

The Government's strategy for public health, which
adopts a life-course approach and includes a focus
on the working-age population in the "working
well" stage to help people with health conditions to
stay in or return to work.
Magnitude of variation
In England, the proportion of working days lost
due to sickness absence is 1.6%. The highest rate
is in the City of London (excluded from chart on
previous page as it is an outlier) with 15.9% and the
lowest rate is in Brent with 0.33%. The co-efficient
of variance is 1.4.

3

Numerator definition: The weighted number of
days lost in the previous week due to sickness
absence.
Numerator source: LFS - Data provided by ONS.
Denominator definition: The weighted total
number of days due to be worked in the previous
week by adults aged 16+.
Denominator source: LFS, ONS.
Age range: 16+
Coverage: Top tier local authority.
Method: Proportion, percentage.
Copyright: HSCIC.

Options for action
:: There should be a concerted effort to make the
UK a friendlier place for people experiencing
mental health problems to work, such as through
the Mindful Employer framework or Mind’s
Workplace Wellbeing programme.4
:: In working towards this aspiration, government
must take the lead by ensuring that all public
sector enterprises meet this standard of a mental
health friendly employer.5

3
1
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2

Centre for Mental Health, ‘The economic and social costs of mental health problems in 2009/10’, 2010.
Centre for Mental Health, ‘Mental Health at Work: developing the business case’,
2007.

4
5

HSCIC, ‘1.09ii - Sickness absence - The percent of working days lost due to sickness
absence’, PHE, 2011.
Mindful Employer, Be a Mindful Employer and Be Positive About Mental Health,
2014, available from: http://www.mindfulem- ployer.net/
CentreForum Mental Health Commission, ‘The Pursuit of Happiness: A new ambition for our mental health, CentreForum July 2014.
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Objective 1: More people will have better mental health

MAP 13: Self-reported well-being – low happiness
2012/13
Domain 4: Living well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context
Mental wellbeing is more than the absence of
mental health symptoms. It refers to a ‘dynamic
state in which the individual is able to develop their
potential, work productively and creatively, build
strong and positive relationships with others, and
contribute to their community’. It is enhanced
when an individual is able to fulfil their personal
and social goals and achieve a sense of purpose in
society.1
Life satisfaction is more affected by mental wellbeing than by any other factor.2

Magnitude of variation
In England, the average proportion of people
with a low happiness score is 10.76%. The highest
proportion of people with a low happiness score
is in South Tyneside with 15.83% and the lowest
proportion is in Cheshire East with 5.47%. The
fold difference is 2.9 and there are 11 regions that
are significantly higher than the England value
and 4 regions that are significantly lower than the
England value.
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1

Foresight Mental Capital and Wellbeing Project, Mental Capital and Wellbeing:
Making the Most of Ourselves in the 21st Centu- ry, ‘Final Project Report’, The
Government Office for Science, London, 2008.

2

R Layard, D Chisholm, V Patel, S Saxena, ‘Mental Illness and Unhappiness’, CEP
Discussion Paper No 1239 September 2013.
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Objective 1: More people will have better mental health

MAP 14: Self-reported well-being: low satisfaction score
2012/13
Domain 4: Living well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Magnitude of variation
In England, the average proportion of people
with a low satisfaction score is 6.24%. The highest
proportion of people with a low satisfaction score is
in Knowsley with 10.10% and the lowest proportion
is in Surrey with 3.42%. The fold difference is 3.0
and there are 13 regions that are significantly
higher than the England value and 4 regions that
are significantly lower than the England value.
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Objective 1: More people will have better mental health

MAP 15: Self-reported well-being: low worthwhile
2012/13
Domain 4: Living well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Magnitude of variation
In England, the average proportion of people
with a low worthwhile score is 4.73%. The highest
proportion of people with a low worthwhile score
is in Stoke on Trent with 8.22% and the lowest
proportion is in Hampshire with 2.92%. The fold
difference is 2.8 and there are 31 regions that are
significantly higher than the England value and
3 regions that are significantly lower than the
England value.
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Objective 1: More people will have better mental health

MAP 16: Self-reported well-being: high anxiety
2012/13
Domain 4: Living well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Magnitude of variation

Data Information

In England, the average proportion of people
with a high anxiety score is 21.35%. The highest
proportion of people with a high anxiety score is in
Liverpool with 28.98% and the lowest proportion is
in Wolverhampton with 10.90%. The fold difference
is 2.7 and there are 19 regions that are significantly
higher than the England value and 2 regions that
are significantly lower than the England value.

Source: Estimates of subjective well-being from the
first annual experimental APS Subjective Well-being
dataset: ONS.

31

Survey question: “Overall, how happy/satisfied/
worthwhile/anxious did you feel yesterday”?
Responses: Given on a scale of 0-10 (where 0 is
“not at all happy/satisfied/worthwhile/ anxious”
and 10 is “completely happy/satisfied/ worthwhile/
anxious/”).
Age range: 16+
Coverage: Top tier local authority.
Method: Proportion, percentage.
Copyright: Crown copyright.

Options for action
:: Public Health England to take steps to improve
population level wellbeing.
:: Increase the provision of universal interventions
that improve mental well-being.
:: Joined up commissioning processes for integrated
health and social care services.
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3

HSCIC, ‘Wellbeing 2011/12’, PHE, available from: http://www.phoutcomes.info/
search/wellbeing#gid/1/pat/6/ati/102/page/0/par/E12000007/are/E09000002
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Objective 1: More people will have better mental health

MAP 17: Domestic abuse incidents
2012/13
Domain 4: Living well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data information

Tackling domestic abuse as a public health issue is
vital for ensuring that some of the most vulnerable
people in our society receive the support,
understanding and treatment they deserve.

Source: PHE.

The government’s strategic ambition, as set out
in Call to end violence against women and girls
2010 and successive action plans to do what it can
to contribute to a cohesive and comprehensive
response.1
Magnitude of variation
In England, the average rate of domestic violence
is 19.4 per 1,000 population. The highest rates
are in Knowsley, Liverpool, St. Helens, Sefton and
the Wirral with 30.2 per 1,000 population and the
lowest rates are in Halton, Warrington, Cheshire
East, Cheshire West and Chester with 5.6. The fold
difference is 5.4 and there are 28 areas that are
significantly higher than the England value and 4
areas significantly lower than England value.

21

Numerator definition: Number of incidents of
domestic abuse recorded by the police.
Numerator source: ONS.
Denominator definition: Over 18s rounded midyear populations.
Denominator source: Labour Force Survey - Data
provided by ONS.
Age range: 18+
Coverage: Top tier local authority.
Method: Crude rate per 1,000 population: the
number of incidents of domestic abuse recorded by
the police is divided by the over 18 population of
the area and multiplied by 1,000.
Copyright: HSCIC.

Options for action
:: Services must meet demand for the most
vulnerable people in society.
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1

HM Government, ‘ A call to end violence against women and girls’, March 2014.

2

Public Health England, ‘1.11 - Domestic Abuse’, 2013, available from: http://www.
ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-328149

Atlas of Variation

Objective 1: More people will have better mental health

MAP 18: Statutory homelessness
2012/13
Domain 4: Living well
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
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Context

Data information

Homelessness is associated with severe poverty
and is a social determinant of health. It can lead
to adverse health, education and social outcomes,
particularly for children. To be deemed statutorily
homeless a household must have become
unintentionally homeless and must be considered
to be in priority need. As such, statutorily homeless
households contain some of the most vulnerable
and needy members of our communities.1

Source: PHE.

Magnitude of variation

Denominator definition: Number of households,
rounded, 2008 mid-year estimate.

In England, the average rate of homelessness
acceptances is 2.0 per 1,000 households. The
highest rate is in Waltham Forest with 11.4 per
1,000 households and the lowest rate in Blaby
with 0.2 per 1,000 households. The coefficient of
variance is 1.2.

21

Numerator definition: Count of households who
are eligible, unintentionally homeless and in
priority need, for which the local authority accepts
responsibility for securing accommodation under
part VII of the Housing Act 1996 or part III of the
Housing Act 1985.
Numerator source: Department for Communities
and Local Government (DCLG).

Denominator source: DCLG.
Age range: All ages.
Coverage: Districts.
Method: Crude rate per 1,000 households.

Options for action:
:: Preventing and tackling homelessness requires
sustained and joined-up interventions by central
and local government, health and social care and
the voluntary sector.

1
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HSCIC, ‘1 .15i - Homelessness acceptances per 1,000 households’, PHE, 2013, available from: http://www.phoutcomes.info/search/homeless#gid/1/pat/6/ati/101/
page/6/par/E12000004/are/E07000032

2

Ibid.

Atlas of Variation

Objective 2: More people will recover from mental health problems

MAP 19: People experiencing a long-term mental health problem
2011/12
Domain 1: Recovery
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

The GP Patient Survey provides an insight into
patients’ views of their GP Practice and this
question is to understand if the patients had a longstanding health condition.

Source: GP Patient Survey.

Magnitude of variation
In England, 4.5% of people report a long-term
mental health problem in primary care. The highest
proportion is in Middlesbrough with 8.9% and
the lowest proportion in Harrow with 2.7%. The
fold difference is 3.3. There are 22 areas that are
significantly higher from the England value and 1
area which is significantly lower than England value.

1

Numerator definition: Percentage of people with
long term mental health problem.
Denominator definition: Total number of practices
within PCT.
Age range: 16+
Coverage: PCT.
Method: Weighted proportion, percentage.
Copyright: HSCIC.

Options for action
:: Health professionals should be able to identify
and manage mild to moderate mental health
problems within primary care, in line with NICE
guidelines.
:: Services should meet demand.
:: Consideration should be given to see if the higher
prevalence rates of long term mental health
problems is due to better identification of mental
health problems in primary care due to a higher
prevalence rate generally.

1
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HSCIC, ‘Which long-standing health condition(s) the patient has, from the GP
Patient Survey: Weighted Number and Percent of results, 2011/12’, 2012, available
from: https://indicators.ic.nhs.uk/webview/

Atlas of Variation

Objective 2: More people will recover from mental health problems

MAP 20: Health-related quality of life for people with long-term conditions
2012/13
Domain 1: Recovery
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
Average score of EQSD (0-1)
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Context

Data Information

Long term conditions are health related problems
that cannot be cured but can be controlled with
medication or therapy. These include health
conditions such as hypertension, diabetes and
depression.

Source: GP Patient Survey.

In England, 4.6 million people have a co-morbid
mental and physical health problem and up to 80%
of all people admitted to a general hospital have a
mental health problem.1 2Co-morbidity significantly
impacts upon health related outcomes and quality
of life through interaction and exacerbation of
different illnesses.

Numerator: Health-related quality of life for
people who identify themselves as having a longterm condition is measured using the EQ-5D™
instrument.
Denominator: Weighted count of responses from
all people who identify themselves as having a
long-term condition.
Numerator and denominator source: Question 34
of the GP Patient Survey.
Age range: 18+.

The economic burden is also high as the cost of
mental health related co-morbidity is estimated
at an additional £13 billion per year, on top of
the £14 billion already spent in mental health
services. This additional spend is the result of
people with long-term conditions and medically
unexplained symptoms accessing services. In these
circumstances, the cost of co-morbidity is increased
by 45% to 75%, possibly due to issues with early
identification, effective assessment and treatment
adherence and is estimated to cost the NHS £10
billion per year.3

Coverage: PCT.

Magnitude of variation

:: Helping people to gain skills in managing their
own health.

In England, the average health status (EQ-5DTM)
score for individuals aged 18 and over is 0.7 (0=no
problems, 1=extreme problems).
The highest score can be found in Kingston with
0.8 and the lowest score in Knowsley with 0.6. The
fold difference is 1.3 and there are 29 regions that
are significantly higher than the England value
and 3 regions that are significantly lower than the
England value.

1
2
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4

3

C Naylor, M Parsonage, D McDaid et al., ‘Long-term conditions and mental health.
The cost of co-morbidities. The King’s Fund, Centre for Mental Health, 2012.
Royal College of Psychiatrists. The Faculty of Liaison Psychiatry submission to the
Urgent and Emergency Care Review. Royal College of Psychiatrists, 2013.
LSE Mental Health Policy Group. ‘How mental health loses out in the NHS.’ London:
London School of Economics, 2012.

Method: Directly standardised mean health
status (EQ-5D) score for individuals who identify
themselves as having a long-term condition,
weighted for design and non-response bias.
Copyright: HSCIC.
Options for action
The NHS mandate set out what NHS England must
achieve for people with long term conditions. These
included the three areas of action:

:: Developing care plans that are based on personal
needs.
:: Ensuring coordinated care.5

4
5

HSCIC, ‘Dataset: 2 Health-related quality of life for people with long-term conditions’, February 2014, available from: https://indicators.ic.nhs.uk/webview/
Department of Health, ‘A mandate from the Government to the NHS Commissioning Board: April 2013 to March 2015’, November 2013.

Atlas of Variation

Objective 2: More people will recover from mental health problems

MAP 21: Rate of access to NHS adult and elderly mental health services
2010/11
Domain 1: Recovery
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

Adults and older people should be able to access
secondary mental health services for acute mental
health problems which cannot be managed
successfully in the community or primary care.

Source: Mental Health Minimum Data Set
(MHMDS).

1

Magnitude of variation
On average in England, the rate of access to mental
health services is 3305.7 per 100,000 population.
The highest rate is in Brighton and Hove with 6830.5
per 100,000 and the lowest rate in Shropshire
County with 1322.6 per 100,000. The fold difference
is 5.2 and there are 20 regions that are significantly
higher than the England value and 3 regions that are
significantly lower than the England value.
Bottom 5

PCT

Value
(per 100,000)

1

Shropshire County PCT

1322.66

2

Isle of Wight NHS PCT

1373.33

3

Telford and Wrekin PCT

1427.64

4

Suffolk PCT

1642.77

5

South Gloucestershire PCT

1724.21

Top 5

PCT

Value
(per 100,000)

1

Brighton and Hove City PCT

6830.53

2

Walsall Teaching PCT

6330.90

3

Barnsley PCT

5760.77

4

Bury PCT

5587.23

5

Northumberland Care Trust

5395.11

Definition: Number of people per 100,000
population accessing adult and elderly secondary
mental health services.
Age range: 18 +
Coverage: PCTs.
Method: Directly standardised rate, per 100,000
population.
Copyright: HSCIC.

Options for action
:: The commissioning of mental health services
should be relative to local need. Consideration
should be given to how much money is invested
in services that promote and prevent mental
health problems from developing in areas where
rates of access are particularly higher than the
national average.
:: Consideration should be given to how many
admissions are compulsory.
:: Areas with low rates of access should consider if
this is relative to population demand or need or
due to issues that prevent access.

1
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Mental Health Minimum Data Set, ‘Rates of access to mental health services’,
Health and Social Care Information Centre, 2011, available from: http://www.
mhmdsonline.ic.nhs.uk/statistics/?report_ID=8&results_type=commissioner&sha_ID=&provider_ID=5HQ&natyear=&n=&remember=report_ID%3D8%26results_type%3Dcommissioner%26provider_ID%3D5HQ
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Objective 2: More people will recover from mental health problems

MAP 22: Emergency admissions for acute conditions that should
not usually require hospitalisation
2012/13
Domain 1: Recovery
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

Emergency hospitalisation with acute conditions
that could have been avoided through better
management in primary care.

Source: Hospital Episode Statistics (HES) and ONS
mid-year resident population estimates.

2

Approximately 35% of all admissions in the NHS in
England are classified as emergency admissions,
costing approximately £11 billion a year.
This increase in emergency admissions may be due
to an ageing population, increased expectations,
more frequent use of self-referrals to secondary
care, change in primary care structure which has
resulted in a lower capacity to manage health.
Emergency admissions are rising over time despite
the fact that self-reported health levels remain the
same.1

Numerator: Hospital Episode Statistics (HES)
finished and unfinished admission episodes for
emergency admissions to hospital of persons with
acute conditions (ear/nose/throat infections,
kidney/urinary tract infections, heart failure, among
others) that usually could have been avoided
through better management in primary care.
Numerator source: HSCIC.
Denominator: Mid-year population estimates for
England – used to calculate the rate of admissions
per 100,000 population.
Denominator source: ONS.

Magnitude of variation

Age range: All ages.

In England, the average rate of emergency
admissions for acute conditions that should not
usually require hospital admission is 1248.9 per
100,000. The highest rate is in Middlesbrough
with 2209.1 per 100,000 and the lowest rate
is in Hackney with 299.7 per 100,000. The fold
difference is 7.4 and there are 27 regions that are
significantly higher than the England value and
3 regions that are significantly lower than the
England value.

Coverage: Local Authorities.

Emergency
admissions
over over
time time
Emergency
admissions

:: Public health awareness by educating the
population about the health system and how to
navigate it effectively to ensure the appropriate
services are accessed.

Rate (per 100,000)

1,400.0
1,200.0

1,000.0

Method: Indirectly standardised rate per 100,000
population
Copyright: HSCIC.
Options for action
:: Consideration needs to be given to the current
capacity of primary care services in the ability to
manage a wide range of health conditions with an
ageing population with increasing co-morbidities.

:: This data set would also benefit from further
information being collected so it would be
possible to disaggregate the findings by acute
mental health conditions.

800.0
600.0
400.0
200.0
0.0

Time intervals (years)

1
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Ian Blunt, Martin Bardsley and Jennifer Dixon, ‘Trends in emergency admissions in
England 2004–2009: is greater efficiency breeding inefficiency?’, Nuffield Trust, July
2010.

2

HSCIC, ‘Dataset: 3a Emergency admissions for acute conditions that should not
usually require hospital admission (updated methodology)’, February 2014, available
from: https://indicators.ic.nhs.uk/webview/
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Objective 2: More people will recover from mental health problems

MAP 23: Gap in the employment rate for those in contact with
secondary mental health services and the overall employment rate
2012/13
Domain 2: Employment
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Options for action

Mental ill health affects every organisation in
Britain. Centre for Mental Health suggest that one
worker in six will be experiencing mental distress,
depression or problems relating to stress at any one
time. The average employee takes seven days off
sick each year of which 40 per cent are for mental
health problems. This adds up to 70 million lost
working days a year, including one in seven directly
caused by a person’s work or working conditions.1

:: Scaling up of individual placement support (IPS)
projects. Closer links with residential services and
hospitals to coordinate discharge plans.

Magnitude of variation

:: Prevention of mental health problems which
are directly work-related accounting for around
15 per cent of total costs). This may include
providing mentally healthy working conditions
and practices in line with the Health and Safety
Executive’s management standards on work
related stress.

On average in England, the percentage point gap
in the employment rate for those in contact with
secondary mental health services and the overall
employment rate is 62.2%. The greatest gap is in
Bury with a 75.1% difference and the lowest gap in
Coventry with 53.1% difference. The fold difference
is 1.4 and there are 26 regions that are significantly
higher than the England value and 1 region that are
significantly lower than the England value.
Data Information2
Source: Population Survey Household datasets.
Numerator definition: Number of people responding
to the Labour Force Survey (LFS) who are in
employment (either as an employee, self-employed,
in government employment and training programmes
or an unpaid family worker - International Labour
Organisation definition of basic economic activity) and
are of working age (aged (16-64).
Denominator definition: Number of working-age
adults who are receiving secondary mental health
services and who were on the Care Programme
Approach at any point in the financial year (aged 18
to 69).
Age range: 16 – 64 years.
Coverage: Top tier local authority.
Method: The indicator is constructed by calculating
the percentage point gap between the employment
rate for those with a serious mental health problem
and the employment rate for the population.
Copyright: HSCIC.

1
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2

Centre for Mental Health, ‘Mental Health at Work: developing the business case’.
Sainsbury’s Centre for Mental Health, 2007.for Mental Health, ‘Mental Health at
Work’. Centre for Mental Health, 2007.
HSCIC, ‘Dataset: 2.5 Employment of people with mental illness’, February 2014,
available from: https://indicators.ic.nhs.uk/webview/

:: Promotion of workplace training in mental health.
:: Awareness training for line managers, to
increase their knowledge and understanding of
mental health issues and their ability to respond
confidently and in a timely fashion to employees
in distress.

:: Better access to help for employees, particularly
access to evidence-based psychological help,
which wherever possible enables people to carry
on working at the same time as receiving support.
:: Public campaigns against the stigma of mental
illness should continue to be supported
financially by government, industry, professional
organisations and non-government organisations,
and include systematic evaluations of their
effectiveness as an integral component of each
campaign.
:: Effective rehabilitation for those who need to take
time off work, including regular contact with the
employee during periods of absence.

Atlas of Variation

Objective 2: More people will recover from mental health problems

MAP 24 Adults in contact with secondary mental health services who
live in stable and appropriate accommodation
2012/13
Domain 3: Housing
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

Two thirds of people with mental health problems
live alone which is four times more than the
general population.1

Source: The HSCIC.

The indicator is intended to improve outcomes for
adults with mental health problems in stable and
appropriate accommodation by improving their
safety and reducing their risk of social exclusion.
Magnitude of variation
In England, the average proportion of those in
contact with secondary mental health who live in
stable and appropriate accommodation is 61.9%.
The highest proportion is in Wokingham with a
94.1% and the lowest proportion is in Lancashire
with 5.5%. The fold difference is 17.1 and there are
22 regions that are significantly higher than the
England value and 7 regions that are significantly
lower than the England value.

2

Numerator definition: Number of adults who are
receiving secondary mental health services on
the Care Programme Approach recorded as living
independently, with or without support. The most
recent record of whether or not the person is in
settled accommodation during the financial year
is used (aged 18 to 69). Counts are rounded to the
nearest 5.
Numerator source: MHMDS via the HSCIC.
Denominator definition: Number of adults who
are receiving secondary mental health services and
who are on the Care Programme Approach at any
point in the financial year (aged 18 to 69). Counts
are rounded to the nearest 5.
Denominator source: MHMDS via the HSCIC.
Age range: 18 – 69.
Coverage: Upper tier local authority.
Method: Proportion, percentage.
Copyright: HSCIC.

Options for action
:: Stable and appropriate accommodation is
essental for positive mental health and wellbeing.
:: Consideration should be given to the possible
reasons for this unwarranted variation in terms of
available housing as well as communication and
partnership working between health, social care
and voluntary sectors.

2

73

1

SAMH, ‘A world to belong to: social networks of people with mental health problems’, 2006.

Public Health Outcomes Framework, ‘1.06ii - % of adults in contact with secondary
mental health services who live in stable and appropriate accommodation’, Public
Health England, 2013, available from: http://www.phoutcomes.info/search/stable#gid/1/pat/6/ati/102/page/3/par/E12000004/are/E06000015
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Objective 3: More people with mental health problems will have good physical health

MAP 25: Excess under 75 mortality rate for adults with a serious
mental illness
2011/12
Domain 1: Fewer people with mental
health problems will die prematurely
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available

Magnitude of variation
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Context

Data Information

This indicator measures the extent to which
adults with a serious mental illness die younger
than adults in the general population. People
with a serious mental illness often have poorer
physical health. There is a higher prevalence
rate of diabetes, obesity cardiovascular and
gastrointestinal disorders, HIV and both chronic and
acute pulmonary disease.1 2

Source: HSCIC.

3

Magnitude of variation

Numerator definition: MHMDS data linked over
years and to the Primary Care Mortality Database.
Numerator source: MHMDS.
Denominator definition: The denominator is midyear population estimates from the financial year
of the deaths data (e.g. - for 2011/12 the 2011 ONS
mid-year population estimates are used).
Denominator source: ONS.

The standardised mortality ratio is presented
as a percentage. A value of 100% means that
the observed number of deaths is equal to the
expected number of deaths. Anything above 100%
can be considered excess mortality.

Age range: 18-74.
Coverage: England, local authorities.

In England, people who have a serious mental
illness (SMI) have an average SMR of 347% meaning
there is a 3.5 times greater mortality rate. The
average excess risk* is 247%. The highest SMR is in
Newcastle upon Tyne with 511% meaning people
with SMI have a 5.1 times greater mortality rate
in this region. The excess risk is 411%. The lowest
SMR is in the Isle of Wight with 125% meaning that
people with SMI have a 1.3 times greater mortality
rate in this region. The excess risk is 25%.
* Excess risk = SMR for population with SMI national average SMR.

Method: Standardised mortality ratio (SMR)
expressed as a percentage.
Copyright: HSCIC.
Options for action
:: Reducing the premature mortality rates for people
with serious mental illnesses is paramount. This
can only be achieved through integrated and
collaborative working between health and social
care professionals.
:: Reduction in stigma.
:: Reforming medical training to ensure
professionals are promoting physical health in all
mental health settings and primary care.

The fold difference is 4.1 and there are 28 regions
significantly higher than the England average and
2 regions significantly lower than the England
average.

Rate of mortality in people aged 18 to 74 experiencing a serious mental illness
standardised and compared to the general population

Standardised Mortality Ratio (SMR)

600.0
500.0
400.0
300.0
200.0
100 = expected
mortality ratio

100.0
0.0

18 to 24

25 to 29

30 to 34

35 to 39

40 to 44

45 to 49

50 to 54

55 to 59

60 to 64

65 to 69

70 to 74

Age groups (years)

1

75

2

C Enger, L Weatherby, R F Reynolds et al, ‘Serious cardiovascular events and mortality among patients with schizophrenia’ Journal of Nervous and Mental Disease,
2004 192, 19–27
M Joukamaa, M Heliövaara, P Knekt et al ‘Schizophrenia, neuroleptic medication
and mortality.’ British Journal of Psychiatry, 2006 188, 122–127

3

HSCIC, ‘Excess under 75 mortality rate in adults with serious mental illness’, 2014,
available from: https://indicators.ic.nhs.uk/webview/
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Rate of mortality in people experiencing a serious mental illness standardised and compared to the general population over time
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Rate of mortality in men and women experiencing a serious mental illness standardised
and compared to the general population over time
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Rate of mortality in people experiencing a serious mental illness standardised and compared to the general population by condition
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Correlations between rate of mortality in people experiencing a serious mental illness compared
to suicide rate, self-injury and rate of access to NHS adult and elderly mental health services
Suicide
R² = 0.0722
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There is no associated association between the standardised mortality ratio and suicide rate on a regional
level (R2 = 0.07).
Injuries
R² = 0.1374

Hospital admissions for unintentional and
d e lib e ra te in ju rie s ( ra te p e r 1 0 ,0 0 0 )
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There is a weak association between the standardised mortality ratio and hospital admissions for
unintentional and deliberate injuries on a regional level (R2 = 0.14).
Rate of access
R² = 0.0006

R a te of a c c e s s to s e c ond a ry a du lt a nd
e lde rly m e nta l he a lth s e rv ic e s (ra te pe r
100,000)
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There is no associated association between the standardised mortality ratio and the access rate to adult
and elderly mental health services on a regional level (R2 = 0.00).
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Objective 3: More people with mental health problems will have good physical health

MAP 26: Hospital admissions for alcohol related harm
2010/11
Domain 1: Fewer people with mental
health problems will die prematurely
2,150 to 3,280
1,820 to 2,150
1,590 to 1,820
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900 to 1,410
No data available
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Context

Data Information

The acute or long term effects of excessive alcohol
consumption are a major cause of avoidable
hospital admissions.

Source: NHS Outcomes Framework

The recommend daily limits for alcohol intake in
England is no more than 3 to 4 units per day for
men and no more that 2-3 units per day. People
who are regular users of alcohol drink most days or
every day and binge drinking accounts for half of all
alcohol consumed in the UK.
Alcohol is one of the biggest behavioural risks for
disease and death.
Alcohol-related harm costs society £21 billion each
year.1

2

Numerator definition: Admissions for conditions
which are specific to alcohol misuse.
Numerator source: HES.
Denominator definition: Mid-year population
estimates by 5-year age band.
Denominator source: ONS.
Age range: All ages.
Coverage: Local Administrative Units, defined by
2013 European Standard Population.
Method: Directly standardised rate by age and sex
per 100,000.
Copyright: HSCIC.

Magnitude of variation
The average rate of hospital admissions due
to alcohol related harm is 1817 per 100,000
population. The highest rate is in Manchester
with 3275.8 per 100,000 and the lowest rate
in Wokingham with 909.9 per 100,000. The coefficient of variance is 0.8.

Options for action
:: Take steps to improve the mental wellbeing of
general population.
:: Reduce alcohol misuse and associated harm.3
w Promoting behaviour change so that people
think it isn’t acceptable to drink in ways that
could cause harm to themselves or others.
w A reduction in the amount of alcohol-fuelled
violent crime.
w A reduction in the number of adults drinking
above the lower-risk guidelines

2
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1

Department of Health, ‘Reducing harmful drinking’, 2013, available from: https://
www.gov.uk/government/policies/reducing-harmful-drinking

3

HSCIC, ‘LBOI Indicator 13.13 - Rate of persons admitted to hospital with conditions
directly related to the consumption of alcohol’, 2012, available from: https://indicators.ic.nhs.uk/webview
Ibid.
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Objective 4: More people will have a better experience of care and support

MAP 27: Number of people who have been referred for psychological
therapies during reporting period
2012/13
Domain 1: Evidence based
interventions
1,250 to 3,970
700 to 1,250
480 to 700
250 to 480
10 to 250

Magnitude of variation
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Context
For mild to moderate mental health problems,
NICE recommend psychological therapies as the
first line of treatment.1 The IAPT platform aims to
support people with mental health problems into
psychological therapies in primary care.
Magnitude of variation
In England, the average number of referrals to
Improving Access to Psychological Therapies (IAPT)
per PCT is 1715 per quarter. The highest referral
count is in Eastern and Coastal Kent with 5790 and
the lowest referral count is in Blackpool with 285
per quarter. The co-efficient of variance is 1.3.
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1

National Institute for Clinical Excellence, ‘Common mental health disorders: Identification and pathways to care’, 2011
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Objective 4: More people will have a better experience of care and support

MAP 28: Number of people who have received IAPT
2012/13
Domain 1: Evidence based
interventions
1,490 to 2,760
1,060 to 1,490
740 to 1,060
530 to 740
170 to 530

Magnitude of variation
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Magnitude of variation
In England, the average number of people who
have received IAPT per PCT is 1031 per quarter.
The highest count is in Eastern and Coastal Kent
PCT with 2752 and the lowest count in Blackpool
with 170 per quarter. The co-efficient of variance is
1.2. The areas where high numbers of people have
received IAPT can be considered to be positive in
terms of access but also negative in terms of high
underlying demand.
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Objective 4: More people will have a better experience of care and support

MAP 29: Number of people who have completed IAPT
2012/13
Domain 1: Evidence based
interventions
960 to 2,250
660 to 960
430 to 660
300 to 430
100 to 300

Magnitude of variation
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Magnitude of variation
In England, the average number of people who
have completed IAPT per PCT is 643 per quarter.
The highest completion count is in Eastern and
Coastal Kent with 2241 and the lowest count is in
Hillingdon with 102 per quarter. The co-efficient of
variance is 1.3.
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Objective 4: More people will have a better experience of care and support

MAP 30: Number of people who have completed IAPT
and moved off sick pay
2012/13
Domain 1: Evidence based
interventions
960 to 2,250
660 to 960
430 to 660
300 to 430
100 to 300
No data available

Magnitude of variation
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Magnitude of variation
In England, the average number of people who
have completed IAPT and moved off sick pay or
benefits per PCT is 45 per quarter. The highest
completion count is in Eastern and Coastal Kent
with 180 and the lowest rate in Knowsley with 2 per
quarter. The co-efficient of variance is 1.4.
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Objective 4: More people will have a better experience of care and support

MAP 31: Number of active referrals waiting more than 28 days for IAPT
2012/13
Domain 2: Shorter waiting times
1,250 to 3,970
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Magnitude of variation

Data information

In England, the average number of referrals to IAPT
that are waiting more than 28 days, per PCT is 762
per quarter. The highest referral count is in Surrey
with 3968 and the lowest rate in Calderdale with 10
per quarter. The co-efficient of variance is 1.4.

Source: IAPT Key Performance Indicators (KPIs)
Omnibus collection.

1

Age range: All ages.
Coverage: PCTs.
Method: Number, count.
Note: The number of people who completed
treatment in the quarter is not a direct subset of
the number of people referred in the same quarter,
as some may have been referred for treatment in a
previous quarter.
Copyright: HSCIC.

Options for action
:: There should be an introduction of national
access standards and waiting times; improved
local access and waiting times; and an improved
and increasing choice of therapies.
:: Access, rates should increase from 15% of the
population to 25% and 80% of patients should
receive psychological therapies within 28 days of
referral. In a time where funding is limited, there
is a need to deliver psychological therapies more
creatively and efficiently.2

1
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2

HSCIC, ‘Quarterly analysis of Improving Access to Psychological Therapies
(IAPT) Key Performance Indicators (KPIs) Quarter 4 Refresh 2012/13’ 2014,
available from: http://www.hscic.gov.uk/article/2021/Website-Search?productid=12128&q=iapt&sort=Relevance&size=10&page=1&area=both#top
CentreForum, ‘The Pursuit of Happiness: A new ambition for our mental health,
July 2014.
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Objective 4: More people will have a better experience of care and support

MAP 32: Patients who think they have been supported to manage
their long term health condition(s) in the last six months
2011/12
Domain 3: Patient experience
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data information

The GP Patient Survey aims to understand if the
patients thought that in the last 6 months they had
enough support from local services or organisations
to help manage their long-term health condition(s).

Source: GP Patient Survey.

Magnitude of variation
In England, the proportion of people who feel
supported to manage their long term condition is
65.1%. The highest proportion is in Newcastle upon
Tyne with 73.5% and the lowest proportion is in
Harringey with 54.3%. The fold difference is 1.4 and
there are 23 regions that are significantly higher
than the England average and 9 regions that are
significantly lower than the England average.

1

Numerator definition: Percentage with long-term
mental health conditions.
Denominator definition: Total number of practices
within PCT.
Age range: 16+.
Coverage: PCT.
Method: Weighted proportion, percentage.
Copyright: HSCIC.

Options for action
:: Consideration should be given to the services
provided in areas which have low rates of patient
satisfaction.

1
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HSCIC, ‘Dataset: If the patient thinks that in the last 6 months they have had
enough support from local services or organisations to help manage their longterm health condition(s), from the GP Patient Survey: Weighted Number and
Percent of results, 2011/12’, 2012, available from: https://indicators.ic.nhs.uk/
webview/
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Objective 4: More people will have a better experience of care and support

MAP 33: Patient experience of community mental health services
2013
Domain 3: Patient experience
Top 10 scoring Trusts
Mental Health Trusts

Average score
(out of 100)

Manchester Mental Health and Social Care Trust
Tees, Esk and Wear Valleys NHS Foundation Trust
Mersey Care NHS Trust
Worcestershire Health and Care NHS Trust
Sheffield Health and Social Care NHS Foundation Trust
Greater Manchester West Mental Health NHS Foundation Trust
Rotherham, Doncaster and South Humber NHS Foundation Trust
Cumbria Partnership NHS Foundation Trust
Derbyshire Healthcare NHS Foundation Trust
Solent NHS Trust

90.9
89.4
89.3
89.0
88.7
88.5
88.5
88.3
88.3
88.1

Bottom 10 scoring Trusts

Mental Health Trusts

Average score
(out of 100)

Pennine Care NHS Foundation Trust
Somerset Partnership NHS Foundation Trust
Leicestershire Partnership NHS Trust
Camden and Islington NHS Foundation Trust
Cornwall Partnership NHS Foundation Trust
Birmingham and Solihull Mental Health NHS Foundation Trust
Oxleas NHS Foundation Trust
Barnet, Enfield and Haringey Mental Health NHS Trust
Milton Keynes Community Health Services
Southern Health NHS Foundation Trust

83.4
83.3
83.3
83.2
83.0
82.8
82.7
82.0
81.6
80.9

Magnitude of variation
Average score (count, out of 100)

92
90
88
86
84
82
80
78
76
74

58 PCTs
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Context
Community mental health services are essential in
helping people with mental health problems stay
well in the community.

Data information

1

Source: National Patient Survey Programme.
Definition: Weighted average of 4 survey questions
from the community mental health survey (score
out of 100).

Magnitude of variation

Age range: 18+.

In England, the average patient satisfaction score
with community mental health teams is 85.8 (out
of 100). The highest score is Manchester Mental
Health and Social Care Trust with 90.9 and the
lowest score is in Southern Health NHS Foundation
Trust with 80.09. The co-efficient of variance is 1.1.

Coverage: PCTs.
Method: Number, count.
Copyright: HSCIC.

Options for action
:: Collecting and reporting information on patient
satisfaction with CMHTs should be compulsory for
all NHS providers.
:: Collection of data relating to patient satisfaction
in acute and specialist mental health services is
essential.
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1

HSCIC, ‘Dataset: 4.7 Patient experience of community mental health services’,
2013, available from: https://indicators.ic.nhs.uk/webview/
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Objective 5: Fewer people will suffer avoidable harm

MAP 34: Age-standardised mortality rate from suicide and injury of
undetermined intent
2010/12
Domain 1: Avoidable harm
Significantly higher than England (99.8% level)
Significantly higher than England (95% level)
Not significantly different from England
Significantly lower than England (95% level)
Significantly lower than England (99.8% level)
No data available
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Context

Data Information

Suicide is a significant cause of death in young
adults, and is seen as an indicator of underlying
rates of mental ill-health. The suicide prevention
outcomes strategy has the overall aim of reducing
the suicide rate in the general population in
England.1

Source: PHE.

Magnitude of variation
In England, the average rate of deaths caused
from suicide and injury of undetermined intent in
women is 20.8 per 100,000 population. The highest
rate for females is in Essex with 106 per 100,000
and the lowst in Isle of Scilly with 0.0 per 100,000.
The average rate of mortality caused from suicide
or injury of undetermined intent in males is 66.3
per 100,000. The highest rate is in Essex with 279
per 100,000 and the lowest rate in the Isle of Scilly
with 1.0 per 100,000.

2

Numerator definition: Number of deaths from
suicide and injury of undetermined intent classified
by underlying cause of death recorded as ICD10
codes X60-X84 (all ages), Y10-Y34 (ages 15+
only) registered in the respective calendar years,
aggregated into quinary age bands (0-4, 5-9, adults,
85-89, 90+).
Numerator source: PHE (based on ONS source
data).
Denominator definition: Population-years
(aggregated populations for the three years) for
people of all ages, aggregated into quinary age
bands (0-4, 5-9, adults, 85-89, 90+).
Denominator source: ONS 2011 Census based midyear population estimates.
Age range: All ages.

The fold difference is 279 for males and 106.0 for
females. Please note, as this is a rare outcome, the
fold difference is expected to be substantial. There
are 24 regions that are significantly higher than the
England value and 2 regions that are significantly
lower than the England value.

Coverage: 2013 European Standard Population.

Trends over time

Options for action3

12.00

Rate (per 100,00)

10.00

Method: Directly standardised rate per 100,000
population.
Copyright: PHE.

:: Take steps to improve the mental wellbeing of
general population.
:: Reduce the risk of suicide in high risk groups.
:: Reduce access to the means of suicide.

8.00

:: Provide better information and support to those
bereaved or affected by suicide.

6.00

:: Support the media in delivering sensitive
approaches to suicide and suicidal behaviour.

4.00

:: Support research, data collection and monitoring.

2.00

.00

1
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HSCIC, ‘Age-standardised mortality rate from suicide and injury of undetermined
intent per 100,000 population’, PHOF, 2012, available from: http://www.phoutcomes.info/search/suicide#gid/1/pat/6/ati/101/page/0/par/E12000004/are/
E07000032

2
3

Ibid.
DH, ‘Preventing suicides in England: a cross-government outcomes strategy to save
lives’, September 2012.
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Objective 5: Fewer people will suffer avoidable harm

MAP 35: Hospital admissions caused by unintentional and deliberate
injuries
2012/13
Domain 1: Avoidable harm
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No data available
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Context

Data information

Injuries are a leading cause of hospitalisation and
represent a major cause of premature mortality for
children and young people. They are also a source
of long-term health issues, including mental health
related to experience(s).

Source: PHE.

The inclusion of this indicator is key for crosssectorial and partnership working to reduce
injuries, including child safeguarding.1
Magnitude of variation
In England, the average admission rate to hospital
for unintentional and deliberate injuries in young
people is 134.1 per 10,000 population. The highest
rate is in Blackpool with a 277.34 per 10,000 and
the lowest rate is in Kingston upon Thames with
63.75 per 10,000. The co-efficient of variance is 0.9.

21

Numerator definition: The number of finished
emergency admissions (episode number = 1,
admission method = 21 to 28), with one or more
codes for injuries and other adverse effects of
external causes (ICD 10: S00-T79 and/or V01-Y36) in
any diagnostic field position, in young people (aged
15-24 years). Admissions are only included if they
have a valid Local Authority code.
Numerator source: HES and HSCIC.
Denominator definition: Mid-year population
estimate for the relevant year for young people
(aged 15-24 years), unrounded populations.
Denominator source: ONS.
Age range: 15 – 24.
Coverage: Top tier local authority.
Method: Crude rate per 10,000 resident
population.
Copyright: HSCIC.

Options for action
:: Consideration should be given to the investment
in liaison mental health (or psychological
medicine) in Acute Trusts, particularly in areas
where this is high demand.

1
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HSCIC, ‘2.07ii - Hospital admissions caused by unintentional and deliberate
injuries in young people (aged 15-24)’, PHOF, 2013, available from: http://www.
phoutcomes.info/public-health-outcomes-framework#gid/1000042/pat/6/ati/102/
page/3/par/E12000004/are/E06000015

2

Ibid.

Atlas of Variation

Objective 5: Fewer people will suffer avoidable harm

MAP 36: Total number of inpatients detained in hospital
2012/13
Domain 1: Avoidable harm
Top 10 scoring Trusts – Formally detained
Rank
1
2
3
4
5
6
7
8
9
10

Name
South London And Maudsley NHS Foundation Trust
Birmingham And Solihull Mental Health NHS Foundation Trust
Lancashire Care NHS Foundation Trust
Tees, Esk And Wear Valleys NHS Foundation Trust
Sussex Partnership NHS Foundation Trust
Northumberland, Tyne And Wear NHS Foundation Trust
West London Mental Health NHS Trust
Avon And Wiltshire Mental Health Partnership NHS Trust
Pennine Care NHS Foundation Trust
East London NHS Foundation Trust

Number
2087
1570
1554
1403
1397
1315
1292
1274
1267
1208

Top 10 scoring Trusts – Informal

Rank
1
2
3
4
5
6
7
8
9
10

Name
Northumberland, Tyne And Wear NHS Foundation Trust
Central And North West London NHS Foundation Trust
South Essex Partnership University NHS Foundation Trust
South West Yorkshire Partnership NHS Foundation Trust
Mersey Care NHS Trust
Sussex Partnership NHS Foundation Trust
Tees, Esk And Wear Valleys NHS Foundation Trust
South London And Maudsley NHS Foundation Trust
Lancashire Care NHS Foundation Trust
Kent And Medway NHS And Social Care Partnership Trust

Number
2219
2193
2138
1913
1830
1799
1783
1679
1580
1525

Magnitude of variation
Number of people formally detained
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Context

Data information

The Mental Health Act is the law which sets out
when you can be admitted, detained and treated
in hospital against your wishes. It is also known as
being ‘sectioned’.

Source: MHMDS.

Magnitude of variation
In England, the average number of people formally
detained is 661.
The trust with the highest number of detained
patients is South London and Maudsley NHS
Foundation Trust with 2087 patients formally
detained and the Trust with the lowest number
of patients fomally detained is Northumbria
Healthcare NHS Foundation Trust with 31. It is
necessary to note that the high or low rates of
detention does not necessarily explain the sucess
or failures of the community mental health
team in that area, but may be more related to
the specialism of the NHS foundation trust. The
coefficient of variance is 1.4.
The average number of people who are admitted to
hospital informally is 889.

1

Definition: Formally detained - People who spent
at least one day formally retained in hospital under
the Mental Health Act 1983 (or previous related
legislation).
Definition: Informal patients. People who spent
at least one day in hospital but were not formally
detained under the Mental Health Act during the
year (although they may have been in the previous
year).
Age range: 18+.
Coverage: PCT.
Method: Count.
Copyright: HSCIC.

Options for action
:: Detention should only be used if clinical reason
dictactes it is necessary to do so.
:: Steps should be taken to ensure harm is reduced
when a person is detained against their will.

1

99

Mental Health Minimum Data Set, ‘Number of people detained in hospital’ , 2011,
available from: http://www.mhmdsonline.ic.nhs.uk/statistics/?report_ID=2&results_type=commissioner&sha_ID=&provider_ID=5K5&natyear=&n=&remember=report_ID%3D2%26results_type%3Dcommissioner%26provider_ID%3D5K5
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Objective 5: Fewer people will suffer avoidable harm

MAP 37: Patient safety incident reporting in Mental Health Trusts
2012/13
Domain 2: Safety of services
Top 10 scoring Trusts
Mental Health / Learning Disability Trusts

Incident rate
(per 1000 bed days)

North East London NHS Foundation Trust
5 Boroughs Partnership NHS Foundation Trust
Cumbria Partnership NHS Foundation Trust
Coventry And Warwickshire Partnership NHS Trust
Norfolk and Suffolk NHS Foundation Trust
Northamptonshire Healthcare NHS Foundation Trust
Rotherham, Doncaster and South Humber NHS Foundation Trust
Bradford District Care Trust
Lancashire Care NHS Foundation Trust
Birmingham and Solihull Mental Health NHS Foundation Trust

99.8
52.1
49.7
45.5
42.2
41.7
40.1
39.6
39.2
39.1

Bottom 10 scoring Trusts

Mental health/ learning disability Trusts

Incident rate
(per 1000 bed days)

Leicestershire Partnership NHS Trust
Kent And Medway NHS And Social Care Partnership Trust
Sussex Partnership NHS Foundation Trust
South West London And St George's Mental Health NHS Trust
Barnet, Enfield And Haringey Mental Health NHS Trust
Surrey and Borders Partnership NHS Foundation Trust
East London NHS Foundation Trust
Manchester Mental Health and Social Care Trust
West London Mental Health NHS Trust
Camden and Islington NHS Foundation Trust

15.4
15.2
12.3
11.7
11.6
10.6
8.6
8.6
8.2
5.5

Magnitude of variation
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Context

Data information

Patient safety incidents are unintended or
unexpected incident(s) that could have, or did, lead
to harm for one or more person(s) receiving NHS
funded healthcare.

Source: HSCIC.

1

Magnitude of variation
From this data, the average number of safety
incident reports was 27.3 per 1000 bed days. The
highest number of incident reports was found in
North East London NHS Foundation Trust with 99.8
incidents per 1000 bed days and the lowest rate
found in Camden and Islington NHS Foundation
Trust with 5.5 incidents per 1000 bed days.
Care should be taken with this data as those with
a lower number of reported incidents does not
necessarily mean that incidents do not occur, just
that they have not been reported. The available
data only includes information from 54 PCTS
leaving 98 PCTs unaccounted for. The co-efficient of
variance is 1.3.
Average patient safety incident reports by
NHS Trust type (per 1000 bed days)

Numerator definition: The number of patient
safety incidents reported to the National
Reporting and Learning Service (NRLS) by provider
organisations, per 100,000 population. A patient
safety incident is defined as any unintended or
unexpected incident(s) that could have, or did, lead
to harm for one or more person(s) receiving NHS
funded healthcare.
Numerator source: National level - National Patient
Safety Agency.
Denominator definition: Total number of bed days
published as part of the Organisational Patient
Safety Incident Reports by NRLS. Published biannually (calendar year) six months after the end of
the reporting period.
Denominator source: ONS.
Age range: 18+.
Coverage: PCTs.
Method: Crude rate per 1000 bed days, per quarter.
Copyright: HSCIC.

Large Acute

Medium Acute

Options for action

Acute teaching

:: All patient safety incidents should be reported in
order for lessons to be learned.

Small Acute
Community Trusts
Acute Specialist

Mental health Trusts
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1

HSCIC, ‘Dataset: 5a Patient safety incident reporting’ 2014, available from: https://
indicators.ic.nhs.uk/webview/
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Objective 5: Fewer people will suffer avoidable harm

MAP 38: Severity of harm
2012/13
Domain 2: Safety of services
Top 10 scoring Trusts
Mental Health / Learning Disability Trusts

Rate per 1000 bed days

North East London NHS Foundation Trust
Coventry And Warwickshire Partnership NHS Trust
Northamptonshire Healthcare NHS Foundation Trust
Lancashire Care NHS Foundation Trust
North Staffordshire Combined Healthcare NHS Trust
Northumberland, Tyne and Wear NHS Foundation Trust
Cheshire and Wirral Partnership NHS Foundation Trust
Dudley And Walsall Mental Health Partnership NHS Trust
Birmingham and Solihull Mental Health NHS Foundation Trust
Cumbria Partnership NHS Foundation Trust

1.3
1.0
0.8
0.8
0.8
0.8
0.7
0.7
0.7
0.7

Bottom 10 scoring Trusts

Mental health/ learning disability Trusts

Rate per 1000 bed days

Hertfordshire Partnership NHS Foundation Trust
West London Mental Health NHS Trust
Black Country Partnership NHS Foundation Trust
Nottinghamshire Healthcare NHS Trust
Central and North West London NHS Foundation Trust
Calderstones Partnership NHS Foundation Trust
North Essex Partnership NHS Foundation Trust
Leicestershire Partnership NHS Trust
East London NHS Foundation Trust
Barnet, Enfield And Haringey Mental Health NHS Trust

0.1
0.1
0.1
0.1
0.1
0.1
0.0
0.0
0.0
0.0

Magnitude of variation
1.4

Rate (per 1000 bed days)

1.2
1.0
0.8
0.6
0.4
0.2
0.0

54 Trusts
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Magnitude of variation

Data information

From this data, the average number of reported
incident that resulted in severe harm or death
is 0.4 per 1000 bed days. The highest number of
incident reports was found in North East London
NHS Foundation Trust with 1.3 incidents per 1000
bed days and the lowest rate found in North Essex
Partnership NHS Foundation Trust, Leicestershire
Partnership NHS Trust, East London NHS
Foundation Trust and Barnet, Enfield and Haringey
Mental Health NHS Trust with 0.0 incidents per
1000 bed days.

Source: HSCIC.

Care should be taken with this data as areas with
a lower number of reported incidents does not
necessarily mean that incidents have not occurred,
just that they have not been reported. The available
data only includes information from 54 PCTS
leaving 98 PCTs unaccounted for. The co-efficient of
variance is 1.4.

1

Numerator definition: The number of patient
safety incidents reported to NRLS by provider
organisations, per 100,000 population. A patient
safety incident is defined as any unintended or
unexpected incident(s) that could have, or did, lead
to harm for one or more person(s) receiving NHS
funded healthcare.
Numerator source: NRLS.
Denominator definition: Total number of bed days
published as part of the Organisational Patient
Safety Incident Reports by NRLS. Published biannually (calendar year) six months after the end of
the reporting period.
Denominator source: ONS.
Age range: 18+.
Coverage: PCTs.
Method: Crude rate per 1000 bed days, per quarter.
Copyright: HSCIC.

Options for action
:: There is a need for greater transparency when
serious incidents occur.
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1

HSCIC, ‘Dataset: 5a Patient safety incident reporting’ 2014, available from: https://
indicators.ic.nhs.uk/webview/

Chapter 4: Discussion
Atlas of Variation

Interpretation of data
This Atlas has presented data across 38 indicators relevant to the mental health and wellbeing of
the population in England. Whilst these indicators are interesting in their own right, further analysis
has been conducted to interrogate the data as a whole.
Readers may do the following things:
:: Identify the magnitude of the variation of a particular indicator;
:: Consider if this variation is warranted or unwarranted;
:: Consider the above points in the context of data quality.
Magnitude of the variation - significantly different from the England value (SD)
The number of areas that are significantly higher or lower than the England average is relevant in
the context of the fold difference or co-efficient of variance. This is because many areas may appear
to be different from the average but this may be less important if the overall variation is not that
great. The number of indicators that have geographical regions that are significantly higher or lower
than the average is presented in Table 5. Here it is apparent that 22 out of the 38 indicators included
have between 15 and 34 geographical regions that are performing significantly better or worse than
the national average.
It is also important to note that whilst some indicators may not demonstrate unwarranted variation
between regions, the outcome in itself shows that people with mental health problems are at a
disadvantaged compared to the general population (e.g gap in employment rate, excess under 75
mortality).
Table 5. Interpreting the magnitude of variation through standard deviation
Numbers of areas 3 SD higher or lower than the England average

Number of indicators within Atlas

15 – 19

2

20 – 24

6

25 – 29

7

30 – 34

7

Magnitude of the variation - fold difference
The value of the fold difference have been categorised into four areas: weak, moderate, strong
and extreme. In terms of variation, Table 6 shows that 18 out of the 38 indicators included have
moderate, strong or extreme variance across geographical areas. It is in these areas where
unwarranted variation may be occurring.
Table 6. Interpreting the magnitude of variation through the fold difference/ co-efficient of
variance
Fold difference/
co-efficient of variance

Interpretation

1.1 – 1.9

Weak variance

2.0 – 3.9

Moderate variance

4.0 – 7.9

Strong variance

8.0 +

Extreme variance

Number of indicators within Atlas
Natural variation
Unwarranted variation

17
7
6
5

Where there has been evidence of unwarranted variation, these indicators have been presented in
the context of data quality and the shared objectives of the mental health strategy in Table 7.
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Table 7. Interpreting the magnitude of variation in the context of data quality
National
strategy

Indicator

Fold difference/ coefficient of variance

Interpretation

Data Quality

Objective 1:
More people
will have
better mental
health

Children who say they
have been bullied in
school most days in
the past 4 weeks

2.6

Moderate variance

Date reported

2009

Confidence intervals

No

Experimental statistics

No

High anxiety score

2.7

Date reported

2012/13

Confidence intervals

Yes

Experimental statistics

No

Date reported

2012/13

Confidence intervals

Yes

Experimental statistics

No

Date reported

2012/13

Confidence intervals

Yes

Experimental statistics

No

Date reported

2012/13

Confidence intervals

Yes

Experimental statistics

No

Date reported

2011/12

Confidence intervals

No

Experimental statistics

No

Date reported

2011/12

Confidence intervals

No

Experimental statistics

No

Date reported

2012

Confidence intervals

No

Experimental statistics

No

Date reported

2012/13

Confidence intervals

No

Experimental statistics

No

Date reported

2011

Confidence intervals

Yes

Standardised rates

No

Experimental statistics

No

Date reported

2010/11

Confidence intervals

No

Standardised rates

n/a

Experimental statistics

No

Date reported

2011

Confidence intervals

Yes

Experimental statistics

Provisional

Low worthwhile score

Low happiness score

Low satisfaction score

Persistent absentees in
secondary schools

2.9

3.0

3.6

Persistent absentees in
primary schools

3.8

Young people
not in education,
employment or
training

5.3

Domestic abuse

5.4

Teenage pregnancy

Children who are
underweight

Children living in
poverty
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2.8

6.2

13.5

15.6

Moderate variance

Moderate variance

Moderate variance

Moderate variance

Moderate variance

Moderate variance

Strong variance

Strong variance

Strong variance

Extreme variance

Extreme variance

Atlas of Variation

Objective 2:
More people
will recover
from mental
health
problems

People experiencing
a long term mental
health problem

3.3

Rate of access to NHS
adult and elderly
mental health services

5.2

Emergency admissions
for acute conditions
that should not usually
require hospital
admission

7.4

Adults in contact with
secondary mental
health services
who live in stable
and appropriate
accommodation

17.1

Objective 3:
More people
with mental
health
problems will
have better
physical
health

Excess under 75
mortality rate for
people with a serious
mental illness

4.1

Objective 5:
Fewer people
will suffer
avoidable
harm

Mortality rate from
suicide and injury of
undetermined intent

106.0 female/ 279.0
male

Moderate variance

Strong variance

Strong variance

Extreme variance

Strong variance

Extreme variance

Date reported

2011/12

Confidence intervals

No

Experimental statistics

No

Date reported

2010/11

Confidence intervals

No

Standardised rates

Yes

Experimental statistics

Yes

Date reported

2012/13

Confidence intervals

Yes

Standardised rates

Yes

Experimental statistics

No

Date reported

2012/13

Confidence intervals

No

Experimental statistics

No

Date reported

2011/12

Confidence intervals

Yes

Experimental statistics

No

Date reported

2010/12

Confidence intervals

No

Standardised rates

Yes

Experimental statistics

Provisional

Date reported

2010/12
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This Atlas of Variation has aimed to identify variation across mental health related indicators,
consider whether this variation is warranted or unwarranted and suggest options for action in
reducing this unwarranted variation. In doing this, consideration can be given to the progress made
by the government’s No Health Without Mental Health implementation strategy.1
From this work, it has become apparent that unwarranted variation is prevalent across indicators
relevant to health outcomes, activity, quality and safety. Possible reasons for this disparity may be
due to commissioning and funding structures. A project commissioned jointly by the Centre for
Mental Health, Rethink Mental Illness, Mind and the Mental Health Foundation found that the
government’s national strategy was generally well regarded but was having little impact upon
commissioning decision making at a local level.2
Furthermore, the Centre for Mental Health reviewed the mental health priorities across HWBs and
found unsatisfactory results.3
:: Less than half of HWBs (45%) set mental health as a specific, standalone priority; 46% addressed
at least one area of mental health as one element in a broader mix; 9% did not include mental
health at all.
:: The most commonly addressed single issue was the mental health need of children and young
people but even that, 55%, was barely over half. Lower still were the proportions of mental
health need related strategies addressing employment (41%), alcohol and smoking (19%),
housing (20%).
This demonstrates that there has been no overall focus given to the implementation strategy. There
is effectively little integration within the health sector to build on the mutual strengths of the NHS
Trusts, government departments and Local Authorities. There is inadequate connection between
health, community and public services.
Therefore these findings are relevant to Health and Wellbeing Boards, Clinical Commissioning Groups,
NHS England and Public Health England, as well as voluntary and private organisations. Health
professionals, service users and carers may also find this of interest.
The Department of Health’s report Closing the Gap highlighted concerns that the six shared
objectives of No Health Without Mental Health are not being achieved fast enough and action
should be taken to prioritise key areas of work.4
This Atlas has found that many indicators relevant to the mental health and wellbeing of England
demonstrate unwarranted, and in some cases, extreme levels of variation. There is considerable work
to be done in order to achieve parity of esteem for people living with mental health problems in terms
of life chances, increasing access to provision and thus reducing morbidity and mortality.

1
2
3
4
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