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Introduction 
 
What is Improving Access to Psychological Therapies (IAPT)1? 
 
The Improving Access to Psychological Therapies (IAPT) programme supports the frontline NHS 
in implementing National Institute for Health and Clinical Excellence (NICE) guidelines for people 
suffering from depression and anxiety disorders. 

It was created to offer patients a realistic and routine first-line treatment, combined where 
appropriate with medication which traditionally had been the only treatment available. The 
programme was first targeted at people of working age but in 2010 was opened to adults of all 
ages. 

The initial focus, following on from the Layard Report 20052, was to help people collecting sick pay 
and benefits back into paid employment.  The main principle of this was a happy workforce is a 
more productive workforce.  On this basis the government set up two pilot sites in Newham and 
Doncaster to investigate the most effective approach. Subsequently, in 2008, £110m of 
government funding was made available to roll out the IAPT initiative across England and Wales. 

From 2011, the programme's focus broadened, following the publication of Talking Therapies: a 
four-year plan of action, one of a suite of documents supporting No health without mental health, 
the cross-Government mental health strategy for people of all ages. 

It stipulated that in the four years to April 2015: 

 the nationwide roll-out of psychological therapy services for adults will be completed,  

 a stand-alone programme for children and young people will be initiated, and  

 models of care for people with long-term physical conditions, medically unexplained 

symptoms and severe mental illness will be developed. 

 
The broad aims of the programme are to: 

 Offer improved and timely access to treatment 

 Help those with mild to moderate depression and anxiety to retain employment, return to 
work or other meaningful activity. 

 Help people access other appropriate services. 

 Include a reduction in symptoms/relief of symptoms for those suffering with 
anxiety/depression, in order for them to retain employment. 

 

                                            
1
 www.iapt.nhs.uk/about-iapt/  

 
2
 Layard Report, http://cep.lse.ac.uk/textonly/research/mentalhealth/DEPRESSION_REPORT_LAYARD.pdf 

In 2005 Richard Layard published the book Happiness: Lessons from a New Science, in which he emphasised the importance of 
non-income variables on aggregate happiness. In particular he stressed the role of mental health and argued that psychological 
treatments ought to be much more widely available (http://en.wikipedia.org/wiki/Richard_Layard,_Baron_Layard). 
His mental health work resulted in the development of Improving Access to Psychological Therapies (IAPT), an initiative to 
improve access to psychological therapies in the United Kingdom. The Depression Report, A New Deal for Depression and 
Anxiety Disorders (http://cep.lse.ac.uk/textonly/research/mentalhealth/DEPRESSION_REPORT_LAYARD2.pdf) 
Fit for purpose, http://www.theguardian.com/society/2009/feb/18/mental-health3 
 
 

http://www.iapt.nhs.uk/about-iapt/
http://cep.lse.ac.uk/textonly/research/mentalhealth/DEPRESSION_REPORT_LAYARD.pdf
http://en.wikipedia.org/wiki/Richard_Layard,_Baron_Layard
http://cep.lse.ac.uk/textonly/research/mentalhealth/DEPRESSION_REPORT_LAYARD2.pdf
http://www.theguardian.com/society/2009/feb/18/mental-health3
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Whatôs happening in Norfolk and Waveney? 
IAPT in Norfolk and Waveney offers a service to the entire population of those aged 16 and over.  
There are geographical teams serving West Norfolk, Norwich, North Norfolk, South Norfolk and 
Great Yarmouth and Waveney.  These teams have established services in GP surgeries and other 
community venues and are developing working relationships with other statutory and non-statutory 
agencies to increase accessibility to psychological treatment. 

 
IAPT Staff Teams 
IAPT Staff Teams come from a diversity of work, educational, professional and therapeutic 
disciplines. Their backgrounds include counseling, nursing, occupational therapy, psychology and 
social work; many have experience of working in non-statutory bodies in the mental health field.  

 
Referral 
There are two predominant routes into the IAPT service, through a personôs GP or, if the person 
prefers, through the self-referral option.  Either route offers the same service. 
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Executive Summary 
This is a companion to the main Norfolk and Waveney Mental Health needs assessment, 

published in the summer of 2013, the Norfolk and Waveney IAPT needs assessment concentrates 

on a specific patient group.  IAPT, as a concept, is designed to provide talking therapies for a high 

volume of lower severity patients in order to improve the mental wellbeing of Norfolk and 

Waveneyôs population.  This approach means that some more complex and enduring mental 

illnesses are not appropriate for the interventions IAPT offers and would be better suited to more 

specialist services in secondary mental health care.   

Contractually, IAPT is separate from wider mental health services because it was a relatively new 

initiative that commenced in 2011.  This means that it must be re-commissioned on a different 

timescale to other services.  The IAPT Re-commissioning Programme was agreed by Norfolk & 

Waveneyôs CCGôs in February 2013 and will run through to March 2015.  The programme 

comprises of two processes; first is the redesign of the existing service and the second is to 

procure the vision set out by CCGôs, in consultation with Norfolkôs population.  The redesign 

process would not be possible without an exhaustive understanding of the existing service and the 

needs of the people living in Norfolk and Waveney.  The IAPT needs assessment will primarily be 

designed to inform the redesign of the existing service, providing invaluable data to all those 

inputting into the process.  In addition, the needs assessment will be a useful tool for potential 

providers to utilise in their prospective designs when bidding through the procurement process. 

There are many challenges facing the future service model.  Norfolk and Waveney has an 

upwardly mobile population, with significant diversity and an increasingly older demographic.  

There are a number of communities and groups who are currently under-served by IAPT services, 

e.g. BME communities, the travelling community, armed forces veterans, older people, younger 

people, peri-natal mental health and carers.    Norfolk and Waveney also has a unique 

demographic with a mixture of urban and rural areas.  Some of the most deprived wards in 

England reside within the Norfolk and Waveney population, including hidden rural deprivation.  

Some of Norfolk and Waveneyôs communities have higher than average numbers of benefit 

claimants who, according to national evidence, are three times more likely to develop a mental 

health problem. 

These challenges are not insurmountable and Norfolk and Waveneyôs CCGôs are committed to 

meeting the challenges through innovative service design co-produced with the people of Norfolk.  

The needs assessment will be an underpinning tool to inform and steer all stakeholders to meet 

the needs of Norfolkôs diverse communities. 
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Aim 
 
The aims of the IAPT needs assessment are: 
 

 Create a single document that expresses the demographic make-up of Norfolk and how this 

affects the way IAPT services should be set up to meet demand and need. 

 Explore the needs of vulnerable communities and inform future service design with them in 

mind. 

 Explore whether there are individuals and/or groups who may not find accessing services 

easy and identify this as a need. 

 

Objectives 
 
The objectives of the IAPT needs assessment are: 
 

 Inform the decision making of clinical commissioners. 

 Help to develop existing services to better meet need and demand. 

 Provide information to patients and the public. 

 Underpin the re-commissioning of existing services. 

 Inform organisations interested in delivering services to the Norfolk population.  
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Key findings: 
 

The key findings of the IAPT needs assessment are: 

 Access is still an issue for IAPT with a recent plateau in the numbers of people accessing 

the service. 

 

 The service is open to all but could take more proactive steps to increase the numbers of 

people accessing from some groups/communities, e.g. 

ü BME 

ü Homeless People 

ü Perinatal Mental Health 

ü Carersô Mental Health 

 

 IAPT does encourage people who speak a second language to apply for roles in the service 

and this has worked well to date but this could be encouraged further. 

 

 IAPT in prisons is established but should be supported to integrate further into mental 

health pathways in Norfolkôs prisons. 

 

 Although the IAPT service has begun to address the national strategic direction there is still 

work to be done to support highlighted groups, e.g. 

ü People suffering with a serious mental illness 

ü People suffering with a long term condition who might benefit from a psychological 

approach 

ü Older people 

ü Younger people 

 

 In some data fields there has been poor data completion, this need to be improved in the 

future. 

 

 Whilst it is recognised that this is a relatively new service and that the recovery outcome 

data such as PHQ-9 and GAD-7 scores are relatively good: The data collection and 

recording is generally poor, including the following:- 

ü Equality & equity data such as ethnicity & gender is generally not recorded 

ü Step care results need to be input as 33.6% not recorded 

ü Number of clients undergoing IAPT interventions are low compared with the initial 

number of clients contacts 

ü Drop-out rates are high (18.6%) 

ü Service is open to all but not reaching all groups. 
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 The new tender documents and SLA should include clear and strictly monitored KPIs 

including:- 

ü Outcomes (e.g.GAD-7 before & after intervention data, stepped change data, i.e. 

quality of service) and outputs (demographics e.g. total number clients, ethnicity, 

age, i.e. equity & equality of access to service data) recording need to improve. To 

ensure this the minimum data set (IAPT handbook) must be completed with 90% 

data compliance year 1, 92% year 2 etc.  

ü The SLA should include a payment by result elementéyear on year, in order to get 

improved data outcomes. 

ü The Commissioner should retain the rights to the information (in SLA) not the 

service, otherwise it will not be possible to monitor the improvements in data and 

service quality; effectively. 

ü New SLA should ensure equality and equity of service provision:- proactively 

increase the numbers of people accessing from , e.g. BME, Homeless, Maternity, 

Carers. 

ü IAPT does encourage people who speak a second language to apply for roles in the 

service and this has worked well to date, but this could be encouraged further. 

ü Need to raise the number of clients that complete their treatment e.g. by reducing the 

numbers that drop-out, otherwise this will be a costly service and commissioners 

may not be willing to commission in the future. 

ü Although the IAPT service has begun to address the national strategic direction there 

is still work to be done to support highlighted groups, e.g. 

Á People suffering with a long term condition who might benefit from a 

psychological intervention 

Á Older/Younger people 

ü IAPT in prisons is established but should be supported to integrate further into 

mental health pathways in Norfolkôs prisons. 

ü Blundeston prison does not have an IAPT service and this in-equity of service 

provision should be changed. 
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Next steps 
 

 The needs assessment will be used to inform the IAPT re-commissioning programme, 

including service redesign and tendering process. 

 The needs assessment will be presented to Clinical Commissioning Groups (CCGôs). 
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Current IAPT picture 
 
The current IAPT (Wellbeing) service in Norfolk consists of over 100 therapists and services all of 

Norfolk and Waveney.  It is known locally as the Wellbeing Service and has been in place, in its 

current guise, since April 2011.  The service is now well established and continues to work 

successfully with patients from a range of communities to help them achieve recovery.   

The service offers a range of NICE approved interventions3, within a stepped care model4 

approach, such as, Cognitive Behavioural Therapy (CBT), Counselling for Depression, Couples 

Therapy, Interpersonal Therapy (IPT) and Eye Movement Desensitisation and Reprocessing 

(EMDR).  In addition, the service delivers Stress Control Workshops and workshops that address 

phobias and panic.  These are all delivered in a variety of venues from GP practices to local 

community resource. 

More recent developments in the service have seen specialists team set up for offenders, in a 

prison setting, and people suffering with a long term condition who might benefit from a 

psychological approach.  The philosophy underpinning IAPT is one of inclusivity, attempting to 

provide services to the entire Norfolk population. 

Since its inception as a service, in 2010, IAPT in Norfolk has treated over 10,000 people and 

helped over 2,000 to move to recovery.5   In 2012/13 the service helped 388 people off sick pay 

and benefits and into meaningful activities, such as paid employment and community initiatives. 

Despite this there remains a constant requirement to improve and adapt to the needs of the 

Norfolk population.  The key priority is to further increase the numbers of people accessing IAPT 

and to make the service more accessible for a range of groups and communities. 

 

 

  

                                            
3
 http://guidance.nice.org.uk/CG90  

4
 http://publications.nice.org.uk/commissioning-stepped-care-for-people-with-common-mental-health-disorders-cmg41/3-a-

stepped-care-approach-to-commissioning-high-quality-integrated-care-for-people-with-common  
5
 Patient Case Management Information System (PC-MIS) 

http://guidance.nice.org.uk/CG90
http://publications.nice.org.uk/commissioning-stepped-care-for-people-with-common-mental-health-disorders-cmg41/3-a-stepped-care-approach-to-commissioning-high-quality-integrated-care-for-people-with-common
http://publications.nice.org.uk/commissioning-stepped-care-for-people-with-common-mental-health-disorders-cmg41/3-a-stepped-care-approach-to-commissioning-high-quality-integrated-care-for-people-with-common


 The Improving Access to Psychological Therapies (IAPT) 

12 
 

Abbreviations 
ADHD Attention-Deficit Hyperactivity Disorder KLWN Kingôs Lynn and West Norfolk 

ASPD Antisocial personality disorder LA Local Authority 

BME Black and Minority Ethnic LD Learning Disabilities 

BPD Borderline personality disorder  LL Lower Limit of confidence interval 

CAMHS 
 

Child and Adolescent Mental Health 
Services 

LSOA 
 

Lower Supper Output Area 
 

CAMHS 
PbR 

Child and Adolescent Mental Health 
Service ï Payment by results 

MSOA 
 

Middle Supper Output Area 
 

CCG 
 

Clinical Commissioning Group 
 

NCHOD 
 

Compendium of Clinical and Health 
Indicators 

CIS Clinical Interview Schedule NEET Not in education, employment or training 

CMD Common Mental Disorders NEPHO North East Public Health Observatory 

CORC 
 

CAMHS Outcomes Research 
Consortium 

NHS 
 

National Health Service 
 

CPA Care Programme Approach NHSN&W NHS Norfolk and Waveney 

CYP 
IAPT 
 

The Children and Young People's 
Improving Access to Psychological 
Therapies 

NEL 
 
 

Non Elective admission 
 
 

DC Day Case (elective) NELNE Non Elective Non Emergency admission 

DH Department of Health NELST Non Elective Short Stay admission 

DSR 
 

Directly Age Standardised Rate 
 

NICE 
 

National Institute for Health and Clinical 
Excellence 

EoE East of England NSF National Service Framework 

ERPHO East Region Public Health Observatory ONS Office for National Statistics 

EL 
 

Elective admission 
 

PANSI 
 

Projecting Adult Needs and Service 
Information System 

EU European Union PBC Practice-based commissioning 

GMS General Medical Services PBR Payment by Results 

GP General Practice PCMD Primary Care Mortality Database 

GY 
 

Great Yarmouth 
 

PC-MIS 
 

Patient Case Management Information 
System 

GY&W Great Yarmouth and Waveney PCT Primary Care Trust 

HES Hospital Episode Statistics PHO Public Health Observatory 

HMP 
 

Her Majesty's Prison 
 

POPPI 
 

Projecting Older People Population 
Information 

HSE Health Survey of England QOF Quality and Outcomes Framework 

HoNOS Health of Nation Outcome Scales QMAS Quality Management and Analysis System 

IAPT 
 

Improving Access to Psychological 
Therapies 

SDA 
 

Severe Disablement Allowance Claimants 
 

IB Incapacity Benefit SHA Strategic Health Authority 

IC Information Centre SCT Supervised Community Treatment 

IMD Index of Multiple Deprivation SUS Secondary Uses service 

ICD International Classification of Disease UL Upper Limit of confidence interval 

JSNA Joint Strategic Needs Assessment WHO World Health Organisation 
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Sources of Data: 
 

 Departments for Work and Pensions (DWP) 

http://83.244.183.180/NESS/BEN/iben.htm 
 

 Department of Health (DH) 

http://www.dh.gov.uk/ 
 

 Eastern Region Public Health Observatory (ERPHO) 

http://www.erpho.org.uk/ 
 

 NHS Information Centre  (IC) 

http://nww.indicators.ic.nhs.uk/webview/ 
 

 NHS Norfolk and Waveney Business Intelligence (BI) 

http://www.norfolk.nhs.uk/ 
 

 Norfolk Insight 

http://www.norfolkinsight.org.uk/ 
 

 Office for National Statistics (ONS) 

http://www.statistics.gov.uk/ 
 

 Open Exeter 

https://nww.openexeter.nhs.uk/nhsia/index.jsp 
 

 Patient Case Management Information System (PC-MIS) 

http://www.pc-mis.co.uk/ 
 

 Projecting Adult Needs and Service Information (PANSI) 

http://www.pansi.org.uk/ 
 

 Projecting Older People Population Information (POPPI) 

http://www.poppi.org.uk/ 
 

 Quality and Outcomes Framework (QOF) data 

http://www.qof.ic.nhs.uk/ 
 
 
 
 

 

http://83.244.183.180/NESS/BEN/iben.htm
http://www.dh.gov.uk/
http://www.erpho.org.uk/
http://nww.indicators.ic.nhs.uk/webview/
http://www.norfolk.nhs.uk/
http://www.norfolkinsight.org.uk/
http://www.statistics.gov.uk/
https://nww.openexeter.nhs.uk/nhsia/index.jsp
http://www.pc-mis.co.uk/
http://www.pansi.org.uk/
http://www.poppi.org.uk/
http://www.qof.ic.nhs.uk/
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International Classification of Diseases: classification used6
 

Disease or medical Condition ICD 10 code 

Dementia F00-F03 

Other organic, including symptomatic, mental disorders F04-F09 

Psychoactive substance abuse F10-F19 

Schizophrenia, schizotypal & delusional disorders F20-F29 

Mood disorders F30-F39 

Neurotic, stress-related & somatoform disorders F40-F48 

Behavioural syndromes F50-F59 

Disorders of adult personality & behaviour F60-F69 

Mental retardation F70-F79 

Disorders of psychological development F80-F89 

Behavioural/emotional disorders ï usual child/teen onset F90-F98 

Suicide X60-X84 

Undetermined injury (included within boarder definition of suicide) Y10-Y34 excluding Y33.9 

International Classification of Diseases: classification used in 
Singletonôs national adult survey ICD 10 code 

Any neurotic disorder F40-F48 

* Mixed anxiety/depression disorder F41.2 

* Generalised anxiety disorder F41.1 

* All phobias F40 

* Obsessive compulsive disorder F42 

* Panic disorder F41.0 

Depressive episode F32-F33 

Personality disorder F60-F69 

Probable psychotic disorder F20-F29, F30-F31 

 

 

 

 

 

 

 

  

                                            
6
 The International Classification of Diseases (ICD 10) classifies some conditions in the mental and behavioural disorders section. 

However, suicide and undetermined injury are found within another section dealing with external causes of deaths. 
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What is health needs assessment?7 
 
Health needs assessment is a systematic method for reviewing the health issues facing a population, 
leading to agreed priorities and resource allocation that will improve health and reduce inequalities. It: 
 

 is a recommended public health tool to provide evidence about a population on which to plan 

services and address health inequalities.  

 provides an opportunity to engage with specific populations and enable them to contribute to 

targeted service planning and resource allocation.  

 provides an opportunity for cross - sectoral partnership working and developing creative and 

effective interventions.  

 
Potential benefits subsequent to undertaking Health needs assessment are:  

 Strengthened community involvement in decision making.  

 Improved team and partnership working. 

 Professional development of skills and experience. 

 Improved communication with other agencies and the public.  

 Better use of resources. 

 
The challenges of undertaking a Health needs assessment include:  

 Working across professional boundaries that prevent information-sharing  

 Developing a shared language between sectors.  

 Obtaining commitment from óthe topô.  

 Accessing relevant data.  

 Accessing the target population.  

 Maintaining team impetus and commitment.  

 Translating findings into effective action. 

It is important to acknowledge these challenges.  
 
Approaches to Health Needs Assessment are:  

 Epidemiological- which focuses on the quantitative needs of the population in line with the 

available evidence base. 

 Comparative- which compares services available locally with those in other areas of the 

country. 

 Corporate which is based on the views of interest groups including health organisations, health 

professionals, politicians, the media, users and carers. 

 Participatory Appraisal which seeks to incorporate the values of the wider community in setting 

priorities. 

This report focuses on the epidemiological approach using currently available data. 

                                            
7
 National Institute for Health and Clinical Excellence 2005, Health needs assessment: A practical guide 

http://www.nice.org.uk/media/150/35/Health_Needs_Assessment_A_Practical_Guide.pdf 
 

http://www.nice.org.uk/media/150/35/Health_Needs_Assessment_A_Practical_Guide.pdf
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Population of Norfolk8
 

 

NHS Norfolk was a Primary Care Trust (PCT) set up on October 1st 2006 serving the majority of 
Norfolk population of around 757,000 people. In 2011, the PCT joined with NHS Great Yarmouth 
and Waveney to form a ñPCT Clusterò. Whilst each PCT remained a separate statutory body, the 
cluster had one team of staff, one management team and one Board of Directors. The PCT Cluster 
was known as NHS Norfolk and Waveney; the cluster served just under one million people.  It was 
dissolved on 31st march 2013 with mental health services commissioned jointly with social care, 
overseen by five clinical commissioning groups. 

A: Norfolk 

A1: Population structure: 

Norfolk's population was an estimated 859,400 in mid-2011; an increase of 60,800 (7.6%) since 
mid-2001, compared to 8.6% rise in the East of England. Population density in 2011 was 1.6 
people per hectare, the sixth lowest of the 27 English shire counties. 
 
Over this ten year period: 
 

 In terms of broad age groups, numbers of working age adults (aged 15-64 years) increased 

by 35,900, and older people (aged 65 years and over) increased by 27,300. 

 In terms of five-year age groups, the most significant change was the rising number of 60-

64 and 65-69 year olds. . 

Estimates for mid-2011 confirm that Norfolkôs population has a much older age profile than 
England as a whole. 21.7% of Norfolkôs population in 2011 were aged 65 and over and 10.4% 
were aged 75 and over, compared with 16.4% and 7.8% in England respectively. The current peak 
is seen in the 60-64 year olds in Norfolk (due to the post-war baby boom in the late-1940s and net 
migration) and of a lesser extent in 45-49 year olds, largely due to the high birth rate years of the 
1960s.  
 
2011-based interim sub-national population projections to 2021 were published in September 
2012. These were produced to meet the needs of users who require projections which take 
account of the Census but are only required to 2021.  

A2: Life Expectancy: 

The 2008-2010 three-year rolling average life expectancy at birth in Norfolk is 79.5 years for men 
and 83.3 years for women. The comparative rates for the region are 77.6 years and 83.2 years 
and for England are 78.6 and 82.6 respectively; this demonstrates that the Countyôs averages are 
very close to the regional values. 

A3: Ethnicity: 

The Countyôs ethnic composition has changed significantly since the 2001 Census, which recorded 
a minority ethnic population of 30,000 (3.8%). By 2011 this is estimated to have risen to 64,800 

                                            
8
 JSNA report published at Norfolk insight: http://www.norfolkinsight.org.uk/jsna/population 
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(7.6%). Similarly, numbers in ethnic groups other than white rose from 1.5% of the population in 
2001 to around 3.5% in 2011. 
 
Some of new topics in the 2011 Census were: 
 

 Language: The Census indicated that there were almost 8,000 households in Norfolk where 

no-one had English as a main language, plus another 6,000 households where at least one 

but not all people aged 16 years and over had English as a main language. 

 Around 41,400 people (4.8 per cent) had a national identity other than English, Welsh, 

Scottish, Northern Irish or British. 

 Passports held: The Census also gave an indication of the diversity of passports held by 

Norfolk residents. Of the 651,200 who held a passport in Norfolk there were 22,900 

passports held for EU countries outside the UK and Ireland, plus a further 18,500 held for 

countries in the Middle East and Africa (6,600), and North America and the Caribbean 

(5,500). 

A4: Deprivation: 

In March 2011 the Department for Communities and Local Government (CLG) published the 
English Indices of Deprivation 2010 (ID 2010). This includes county and district summary 
measures, and a series of separate domains and other measures at the level of Lower Super 
Output Area (LSOA). An estimated 47,400 people in Norfolk (5.6 % of the areaôs population) were 
living in the most deprived ten per cent of LSOAs in England. This amounted to 29 LSOAs out of 
the 530 in Norfolk. 
 
People who live in the most deprived areas generally have the poorest health and wellbeing 
outcomes. On average people living in deprived areas, and of lower socio-economic groups and 
marginalised groups have poorer health and poorer access to health care than people resident in 
affluent areas and from higher socio-economic groups. There are hidden pockets of deprivation 
scattered across some of the smaller towns and the more rural parts of Norfolk.  
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B: Waveney9 

B1: Population structure: 

Waveney is the most easterly district in Britain situated in north-east Suffolk and within the East of 
England region. Waveney is relatively remote from the rest of Britain but has the advantage of 
being close to mainland Europe accessible by the two seaport harbours at Lowestoft and 
neighbouring Great Yarmouth, and by air via Norwich International Airport. 
 
The district covers 37,041 hectares (143sq miles) with an attractive beach coastline stretching for 
over 16 miles. It is a mixed urban and rural district, with a density of 3.03 persons per hectare, 
substantially above the Suffolk average of 1.76. 
 
Population profile for Waveney: 
 
According to the 2011 Census there were 115,300 people resident in Waveney. Lowestoft, the 
second largest town in Suffolk, has a population of 58,560 (2010) which increases to 71,010 if the 
growing parishes of Carlton Colville and Oulton are included. The rural part of the district gains its 
identity from the four historic market towns of Beccles (with Worlingham), Bungay, Halesworth and 
Southwold (with Reydon) with a total population of 28,310.  
 
Outside these towns are a few villages, Kessingland being the largest with a population of 4,390. 
Beyond these villages, the countryside is characterised by small hamlets and scattered 
communities with 31 out of 58 parishes having a population of fewer than 300 people (2010).  

B2: Life Expectancy: 

The 2008-2010 three-year rolling average life expectancy at birth in Waveney is 79.5 years for 
men and 83.3 for women. The comparative rates for the region are 77.6 and 83.6, and for England 
78.6 and 82.6 respectively. 

B3: Ethnicity: 

Waveney has a predominantly white population with 93.03% classing themselves as white (2009), 
which is a higher proportion than the East of England and England.  

B4: Deprivation: 

In the Indices of Deprivation 2010, Waveney was ranked at 112 out of 354 local authorities in 
England  (1 being the most deprived area and 354 being the least deprived area). 
 

 

 

 

                                            
9
 http://www.waveney.gov.uk/site/scripts/documents_info.php?documentID=157&categoryID=100002&pageNumber=1 
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C: GP practice registers population (EXETER), April 2013 

C1: Population structure: 

There are different estimates of population available from different sources. Official estimates by 

the Office of National Statistics (ONS) are derived from the 2001 Census population updated for 

births, deaths and migration (updated mid-year population estimates available annually).  

Alternatively, population estimates can be obtained from the number of patients registered with 

General Practitioners (GPs). A person can be assigned to a geographical location (e.g. ward) 

based on the postcode of their residence or the postcode of their GP practice. In most cases, the 

geographical location is the same, but not always. Local population estimates are available from 

both sources, and the number of residents from the GP registrations is usually slightly higher than 

the figures from ONS.  

The Exeter system is a database of all patients registered with an NHS GP in England and Wales. 
It is used by all health authorities in the two countries and is one of the largest population 
databases in operation in the UK.10 
 
The Exeter system manages more than 60 million patient records, which include the name, 
address, date of birth and registered GP for each patient. It is linked electronically to the National 
Health Service Central Register in Norfolk. The database is used to calculate capitation payments 
to GPs and to manage the national breast and cervical screening call/recall programmes. 
 

It holds details of when and with which GP a patient registers, and thereby controls the production 

of the patientôs medical card (FP4). It also maintains a list of patients who have been deducted 

from GPs lists and will facilitate the bulk transfer of records from one GP to another, e.g. when a 

GP retires. 

Attempts are being made to ensure that all temporary residents are registered on GP clinical 

systems and that claims for this service are made electronically. The Exeter system enables this 

payment and also allows these patients to be cross-checked against a main register. 

The registration system allows demographic analysis of patient data and permits specific planning 

issues to be addressed: for example, a primary care organisation could map graphically the 

population it serves. 

There are different estimates of population available from different sources. Official estimates by 

the Office of National Statistics (ONS) are derived from the 2001 Census population updated for 

births, deaths and migration (updated mid-year population estimates available annually).  

In this report, population figures and analyses involving the calculation of rates, for instance, 

mortality rates, will generally use the GP registration file for CCG analysis. Based on GP 

registration data for October 2013 Table 1 provides information on the GP practice population and 

it varies by CCG, gender, and age band.  

                                            
10

 http://www.eguidelines.co.uk/eguidelinesmain/gip/vol_5/apr_02/watson_exeter_apr02.htm 
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Table 1: GP practice population for Norfolk and Waveney by CCG, age, gender, April 2013 

  Health East North  Norwich South  West  
Norfolk and 
Waveney 

Males             

0-9 12,283 7,746 11,525 11,774 8,564 51,892 

10-19 13,168 8,803 11,014 12,502 8,644 54,131 

20-29 13,681 7,654 18,057 10,879 8,789 59,060 

30-39 12,658 7,422 15,776 11,466 8,483 55,805 

40-49 16,029 11,255 15,226 15,556 11,160 69,226 

50-59 15,037 11,440 11,878 14,120 10,695 63,170 

60-69 15,921 13,379 10,173 14,340 11,394 65,207 

70-79 10,510 9,346 6,529 9,682 8,126 44,193 

80+ 5,893 5,248 4,073 5,137 4,564 24,915 

Total 115,180 82,293 104,251 105,456 80,419 487,599 

  Health East North  Norwich South  West  
Norfolk and 
Waveney 

Females             

0-9 11,800 7,320 11,027 11,049 8,071 49,267 

10-19 12,410 8,385 11,042 11,983 8,498 52,318 

20-29 12,857 7,149 19,913 10,767 8,681 59,367 

30-39 12,036 7,642 14,550 11,772 8,589 54,589 

40-49 15,789 11,556 13,440 15,871 11,151 67,807 

50-59 15,068 12,081 11,561 14,471 11,132 64,313 

60-69 16,426 14,175 10,560 15,111 12,261 68,533 

70-79 11,342 9,839 7,470 10,008 8,940 47,599 

80+ 9,066 7,932 6,689 7,582 6,612 37,881 

Total 116,794 86,079 106,252 108,614 83,935 501,674 
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Chapter 1: PC-MIS ï Entering treatment 
 

PC-MIS11 is the Patient Case Management Information System for the Improving Access to 
Psychological Therapies (IAPT) programme ôDesigned by Clinicians for Cliniciansô. It helps to: 
 

 Efficiently collect Adult IAPT, The Children and Young People's Improving Access to 

Psychological Therapies (CYP IAPT), CAMHS PbR and CORC Outcomes data-sets. 

 Effectively manage clinical caseloads. 

 Automatically analyse and create reports from your data. 

 
PC-MIS IAPT is a web-based case management information system designed for the 
management of high volume IAPT mental health case loads through stepped care in the best and 
most easy-to-use way possible. 
 
PC-MIS was pioneered by the University of Yorkôs Mental Health Research Group that models, 
develops, measures and tests new ways of organising treatment for people with mental health 
problems. 
 
The system was chosen in 2010 as part of a piece of analysis work into a range of potential data 
collection systems. PC-MIS is a bespoke system designed to fulfill the nationally set IAPT 
Minimum Data Set (MDS).  It was ultimately chosen based on a host of requirements but clinicians 
were particularly impressed with its usability. 
 
This chapter examines the number and rate of episodes for patients with a diagnosis of mental 
illness and referral to IAPT services over one financial year 2012/13.  It compares this data 
between CCGs, gender, and age band where possible.  
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 http://www.pc-mis.co.uk/ 
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1.1 IAPT Referrals 
 
Total number of consultations with IAPT professionals is recorded as episodes i.e. as a period of 
care under a particular professional; each appointment or session is defined as a contact.  
 
Many of the patients might have a single episode or contact, but it is possible for a patient to have 
more than one clinician episode if they are moved or transferred to another professional to have 
different interventions during the care process.  
 
Table 1 shows there were a total of 94,230 contacts, delivered to 18,094 patients with IAPT 
professionals during 2012/13, an average of 5 contacts for each patient. 
   
IAPT-city had 28,933 (30.7%) contacts, IAPT-south 15,907 (16.9%) contacts, IAPT-north had 
15,233 (16.2%) contacts, then IAPT Health East (Great Yarmouth and Waveney GYW) 10,502 
(11.1%) contacts. 
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Table 1: Total Number of contacts (aged 16+) with an IAPT intervention 2012/13, including 
by CCG 

 Total number of contacts and referrals to IAPT 

Health 
East 

City North South West Total 
 

All contacts 10,950 25,802 22,409 18,283 16,786 94,230  
Number of patients 4,092 4,213 3,731 3,339 2,719 18,094  

 IAPT intervention Total 
(%) Health 

East 
City North South West Total 

Admin  125 75 49 3 252 0.3 
Cognitive Behavioural 
Therapist 

335 483 622 1,949  3,389 3.6 

Counsellor  2,734 1,707 990 2,307 7,738 8.2 
Description Unknown 872 233 251 187 232 1,775 1.9 
IAPT Service Lead  161 45 43 2 251 0.3 
Psychological Therapist 3,318 10,635 7,873 3,687 4,128 29,641 31.5 
Trainee Psychological 
Therapist 

1 146 22  469 638 0.7 

Trainee Psychological 
Wellbeing Practitioner 

4 566 338 176 3,856 4,940 5.2 

Trainee Psychologist     6 6 0.0 
Well-Being Practitioner 6,420 10,719 11,476 11,202 5,783 45,600 48.4 
Total 10,950 25,802 22,409 18,283 16,786 94,230  

 IAPT scheduled contact (number) Total 
(%) Health 

East 
City North South West Total 

IAPT-City 4 19,142 5,627 4,005 155 28,933 30.7 
IAPT-North 1 1,476 12,929 815 12 15,233 16.2 
IAPT-South 48 1,393 1,240 11,935 1,291 15,907 16.9 
IAPT-West  8 8 33 12,452 12,501 13.3 

IAPT - East 10,502     10,502 11.1 

Mancroft Advice Project  2,114 1,335 844 726 5,019 5.3 
MIND 391     391 0.4 
Norwich and Central Mind  1,293 791 386 7 2,477 2.6 
Oaktree Centre 1     1 0.0 
Relate  170 231 97 72 570 0.6 

West Norfolk Mind   12 3 1,888 1,903 2.0 
Missing  3 206 236 165 183 793 0.8 
Total 10,950 25,802 22,409 18,283 16,786 94,230  

 
The data in Table 1 reflects the delineation of contacts delivered between the various partner 
agencies in the IAPT Service.  It is important to note that some agencies deliver specific 
interventions to certain patients and therefore total numbers of contacts cannot be compared 
directly. 
 
For the 18,094 patients who used IAPT services the contacts become more common with people 
aged 20-44 years, the peak were seen at those aged 20-24 then they start drop slightly (Table 2). 
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Table 2: Total Number and percentage of patients (aged 16+) who had a referral to IAPT by 
age band for Norfolk and Waveney, 2012/13 

Age band 

CCG 

City, North, South, 
West Health east Norfolk and Waveney 

Number % Number % Number % 

16-19 1,028 7.3 296 7.2 1,324 7.3 

20-24 1,894 13.5 558 13.6 2,452 13.6 

25-29 1,687 12.0 509 12.4 2,196 12.1 

30-34 1,563 11.2 440 10.8 2,003 11.1 

35-39 1,462 10.4 383 9.4 1,845 10.2 

40-44 1,559 11.1 443 10.8 2,002 11.1 

45-49 1,386 9.9 403 9.8 1,789 9.9 

50-54 1,084 7.7 325 7.9 1,409 7.8 

55-59 874 6.2 285 7 1,159 6.4 

60-64 575 4.1 165 4 740 4.1 

65-69 402 2.9 123 3 525 2.9 

70-74 203 1.4 68 1.7 271 1.5 

75+ 285 2.0 94 2.3 379 2.1 

Total 14,002 100.0 4,092 100.0 18,094 100.0 

 
Almost 45% of the referrals are self referral, and 43% are referred through their General Medical 
Practitioner, all other sources of referrals are given in Table 3. 

 
Table 3: Number and percentage of source of referral for residents (aged 16+) seen by IAPT 
for Norfolk and Waveney, 2012/13 

 

CCG 

City, North, South, 
West 

Health east Norfolk and 
Waveney 

Number % Number % Number % 

Self 6,806 48.61 1,235 30.18 8,041 44.44 

General Medical Practitioner 5,395 38.53 2,295 56.09 7,690 42.50 

Other 818 5.84 439 10.73 1,257 6.95 

Description Unknown 708 5.06 91 2.22 799 4.42 

Other clinical specialty 196 1.40 4 0.1 200 1.11 

Community/Practice Nurse/Health 
Visitor 31 0.22 20 0.49 

51 0.28 

Carer 18 0.13 1 0.02 19 0.11 

Local Authority Social Services 10 0.07 2 0.05 12 0.07 

Education Service 5 0.04 5 0.12 10 0.06 

Employer 3 0.02   3 0.02 

Transfer by graduation from local child 
and adolescent MH services 3 0.02   

3 0.02 

Voluntary sector organisation 3 0.02   3 0.02 

A&E Department 2 0.01   2 0.01 

Probation Service 2 0.01   2 0.01 

Medium security 1 0.01   1 0.01 

Police 1 0.01   1 0.01 

Total 14002 100.0 4,092 100.0 18,094 100.0 
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Only 13.4% of patients had fully completed treatment during 2012/13, many patients may be still 
receiving care and complete their IAPT journey during 2013/14. However, 40.6% of patients 
declined treatment and 18.2% dropped out of Treatment (Unscheduled Discontinuation) Table 4a.  
These figures are not reflective of a successful completion, they show the way in which patients 
completed treatment. 

 
Table 4a: Number and percentage for IAPT Referrals, 2012/13 

  

CCG 

City, North, South, 
West 

Health east Norfolk and 
Waveney 

Number % Number % Number % 

Appointment - Due 1,140 8.1 53 1.3 1,246 6.6 

Appointment - Not Due 245 1.7 34 0.8 313 1.5 

Deactivated  - Completed Treatment 
(Episode Completed) 1,853 13.2 

564 13.8 2,981 13.4 

Deactivated  - Deceased 11 0.1 2 0 15 0.1 

Deactivated  - Declined Treatment 5,875 42.0 1,463 35.8 8,801 40.6 

Deactivated  - Dropped out of Treatment 
(Unscheduled Discontinuation) 2,601 18.6 

690 16.9 3,981 18.2 

Deactivated  - Not Suitable 1,233 8.8 301 7.4 1,835 8.5 

Deactivated  - Unknown 80 0.6 78 1.9 236 0.9 

Description Unknown 963 6.9 907 22.2 2,777 10.3 

New Referral 1 0.0     1 0 

Total 14,002 100.0 4,092 100 22,186 100 

 
32.6% (5,203) patients met the criteria for completed treatment in 2012-13 (the sum of the two 

fields Completed Treatment and Unscheduled Discontinuation Table 4b. 

Table 4b: Number of Referrals who ended their episode of care in 2012-13 

 

CCG 

City, North, South, 
West 

Health east Norfolk and 
Waveney 

Number % Number % Number % 

Appointment - Due 153 1.20 1 0.03 154 0.96 

Appointment - Not Due 29 0.23 1 0.03 30 0.19 

Completed Treatment  1,837 14.41 331 10.28 2,168 13.58 

Deceased 11 0.09 1 0.03 12 0.08 

Declined Treatment 5,860 45.97 1305 40.54 7,165 44.88 

Unscheduled Discontinuation 2,593 20.34 442 13.73 3,035 19.01 

Deactivated  - Not Suitable 1,226 9.62 273 8.48 1,499 9.39 

Deactivated  - Unknown 79 0.62 59 1.83 138 0.86 

Unknown 959 7.52 806 25.04 1,765 11.05 

Total 12,747 100.0 3219 100.0 15,966 100.0 

 
Being referred to a Well-Being Practitioner was the major type of IAPT interventions (28.2%) 

followed by Trainee Psychological Wellbeing Practitioner (12.6%), but also the local IAPT 

database recorded high numbers (38.3%) of clientôs stepped care outcomes are recorded as 

unknown description Table 5. Therefore, where the client was referred onto is unknown; therefore 

this highlights either a monitoring or training need. 
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Table 5: Number of referrals broken down by IAPT Healthcare Professional, 2012/13 

  

CCG 

City, North, South, 
West 

Health east Norfolk and 
Waveney 

Number % Number % Number % 

Admin 464 3.3 14 0.3 478 2.6 

Cognitive Behavioural 
Therapist 370 2.6 

21 0.5 391 2.2 

Counsellor 618 4.4 0 0.0 618 3.4 

Description Unknown 4,684 33.5 2,238 54.7 6,922 38.3 

IAPT Service Lead 39 0.3 0 0 39 0.2 

Psychological Therapist 1,848 13.2 341 8.3 2,189 12.1 

Trainee Psychological 
Therapist 75 0.5 

0 0 75 0.4 

Trainee Psychological 
Wellbeing Practitioner 808 5.8 

 
1,474 

 
36.0 

 
2,282 

 
12.6 

Trainee Psychologist 1 0.0 2 0.0 3 0.0 

Well-Being Practitioner 5,095 36.4 2 0.0 5,097 28.2 

Total 14,002 100.0 4,092 100 18,094   100 

 

Around 30.7% of the referrals (persons) were received by IAPT-City team, and 22.2% of the 

referrals were received by IAPT East, 14.8% of the referrals were received by IAPT-South.  IAPT-

North and IAPT-West had an equal rate with 12.7% Table 6.  

Table 6: Number of referrals (persons) broken down by IAPT service, 2012/13 

 

CCG 

City, North, South, West Health East Norfolk and Waveney 

Number % Number Number % Number 

IAPT-City 5,552 39.7 2 0.05 5,554 30.7 

IAPT-North 2,303 16.4 1 0.02 2,304 12.7 

IAPT-South 2,666 19 3 0.07 2,669 14.8 

IAPT-West 2,299 16.4  0.0 2,299 12.7 

IAPT ï GYW East   4,012 98.0 4,031 22.2 

MIND   74 1.8 55 0.4 

Mancroft Advice Project 561 4   561 3.1 

Norwich and Central 
Mind 

352 2.5   
352 1.9 

Relate 75 0.5   75 0.4 

West Norfolk Mind 184 1.3   184 1.0 

Missing 10 0.1   10 0.1 

Total 14,002 100 4,092 100 18,094 100 

 
 

Table 7 provides information of the 18,094 persons received by IAPT, CCG and gender. The 

majority of patients were from the Norwich CCG area 4,782 referrals 26.4%, followed by Great 

Yarmouth CCG 4,092 22.6%, then South Norfolk CCG 3,454 (19.1%), and finally West Norfolk 

CCG2,700 (14.9%).  Less than 1% was from City Reach Health Services. It can be seen that IAPT 

practitioners failed to record gender in 347 patient cases (in PC-MIS IAPT database). This will 

need to change as this is essential data required for the equality and equity of access and 

provision audit.  
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Table 7: Number and percentage of persons (aged 16+) received by IAPT by gender and 
CCG, 2012/13 

  
Number % 

Males Females Missing Persons Males Females Missing 

GYW (Health 
East) 

1,542 2,539 11 4,092 37.7 62.0 0.3 

North Norfolk 997 1,719 78 2,794 35.7 61.5 2.8 

Norwich 1,741 2,943 98 4,782 36.4 61.5 2.0 

South Norfolk 1,217 2,179 58 3,454 35.2 63.1 1.7 

West Norfolk 990 1,622 88 2,700 36.7 60.1 3.3 

City Reach 
Health Services 

14 3   17 82.4 17.6 0.0 

Health East   1   1       

Missing 99 141 14 254 39.0 55.5 5.5 

Total 6,600 11,147 347 18,094 36.5 61.6 1.9 

 
Table 8 shows the crude rate per 100,000 for those who contacted IAPT by CCG and gender. It 

can be seen that Norwich CCG has highest rate around 2,716 per 100,000 population compared to 

other three CCGs which have almost equal rates around 1,950 per 100,000 residents in 2011/12. 

Almost the rate is slightly higher in females by 1.5 fold than males.  

Table 8: Crude rate per 100,000 residents (aged 16+) seen by IAPT by gender and CCG, 
2012/13 

 
Males Females Persons 

GYW 1256.2 2058.5 1667.0 

North Norfolk 1434.8 2326.2 1948.6 

Norwich 2009.7 3292.2 2716.7 

South Norfolk 1409.3 2407.5 1952.9 

West Norfolk 1481.5 2287.3 1960.2 

Norfolk 1249.9 2037.6 1652.3 
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Table 9 gives the number and percentage of recorded mental health diagnosis of those patients 

who were referred to IAPT.  Where the diagnosis was specified 35.4% of the patients were 

suffering from Neurotic, stress-related & somatoform disorders, 12.5% from Mood disorders, 5% 

from mental disorder not otherwise specified. In 46.6% of the cases the diagnosis was not filled in. 

Table 9: Number and percentage f recorded mental health diagnosis of those patients who 
were referred to IAPT, gender and CCG, 2012/13 

 Number 

 
 
 

GYW North Norwich South West 

City 
Reach 
Health 

Services Missing 

 
 

Total 

Behavioural 
syndromes 1 4 5 1 3 0 0 14 
Mental disorder not 
otherwise specified 218 178 284 190 16 0 13 899 

Mood disorders 984 272 431 337 219 2 21 2,266 

Neurotic, stress-
related & 
somatoform 
disorders 1,695 972 1,727 1,545 373 6 77 6,395 

Other problems 
related to primary 
support group, 
including family 
circumstances 16 16 14 10 10  2 68 
Psychoactive 
substance abuse 4 1 6 4 5   20 

Missing 1,174 1,351 2,315 1,367 2,074 9 141 8,431 

Total 4,092 2,794 4,782 3,454 2,700 17 254 18,093 

 Percentage (%) 

Behavioural 
syndromes 0.02 0.14 0.10 0.03 0.11 0.00 0.00 0.08 

Mental disorder not 
otherwise specified 5.33 6.37 5.94 5.50 0.59 0.00 5.12 4.97 

Mood disorders 24.05 9.74 9.01 9.76 8.11 11.76 8.27 12.52 

Neurotic, stress-
related & 
somatoform 
disorders 41.42 34.79 36.11 44.73 13.81 35.29 30.31 35.35 

Other problems 
related to primary 
support group, 
including family 
circumstances 0.39 0.57 0.29 0.29 0.37 0.00 0.79 0.38 

Psychoactive 
substance abuse 0.10 0.04 0.13 0.12 0.19 0.00 0.00 0.11 

Missing 28.69 48.35 48.41 39.58 76.81 52.94 55.51 46.6 
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1.2 Measuring clinical, work and social functioning outcomes
12

 
 
IAPT use different clinical work and social functioning outcomes measures to assess patientsô 
improvement before and after treatment. The IAPT outcome measures are: 
 

 Patient Health Questionnaire (PHQ-9) for depression 

 Generalised Anxiety Disorder Assessment (GAD7) 

 IAPT phobia scales 

 Work and Social Adjustment Scale (WSAS) 

 IAPT employment status questions 

 A range of relevant anxiety disorder specific measures (ADSMs) 

 IAPT patient choice and experience questionnaire 

 
Measures such as the PHQ-9 and GAD7 do not replace comprehensive clinical interview 
assessments of need and should not be used as the sole basis on which to include or exclude 
patients from services. 
 
In putting patients at the centre of the IAPT care pathway, it is important that each person using 
the service sees their scores from their completed questionnaires, and sees how their scores 
change over time. The scores help patients to understand more about their condition and can help 
establish and develop the therapeutic relationship. GPs and early IAPT sites found this approach 
to be positively therapeutic. Similarly, seeing how patient outcome scores change over time, both 
for those who are improving and for those not responding to treatment, is also helpful to clinicians. 
 
In this section we will look at Patient Health Questionnaire (PHQ-9) for depression, and 
Generalised Anxiety Disorder Assessment (GAD7) assessment analysing the 2011/12 local IAPT 
database and looking only at 1,853 patients who are completed the treatment or the episode. 

1.2.1 Depression - PHQ-9 

The nine item version of the Patient Health Questionnaire (PHQ-9) was designed to facilitate the 
recognition and diagnosis of depression in primary care patients. It can be used to monitor change 
in symptoms over time and provides a depression severity index score as follows: 
 

 0 ï 4 None 

 5 ï 9 Mild 

 10 ï 14 Moderate 

 15 ï 19 Moderately Severe 

 20 ï 27 Severe 

The recommended cut-off for the PHQ-9 severity index is a score of 9. Those that scores 10 or 
above in the Depression - PHQ-9 can be considered to be suffering from clinically significant 
symptoms of depression. 
 
Table 10a gives the PHQ-9 scores recorded for the cohort of patients (6,250) who ended 

treatment in 2012/13. It shows the proportion of patients in each PHQ-9 band at the beginning of 

their treatment and at the end. It can be seen that the proportion of patients who scored 0-4 (not 

                                            
12

 Information used in this section is for North Norfolk CCG, Norwich CCG, South Norfolk CCG, and West Norfolk CCG. 
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having depression) at the start of the intervention was 7% but rose to 16% when their final scores 

are analysed. It can be noticed that the proportion of patients recording with severe depression at 

the start of their treatment, score 20-27 decreased from 30% to 26% by the time they completed 

treatment. 

Table 10a: IAPT Patient Health Questionnaire (PHQ-9) for depression results, 2012/13 

PHQ-9  
Score 

At start of treatment At end of treatment 

Number of 
patients  

% 
Average 

Score at start 
of treatment 

Number of 
patients  

% 

Average 
Score at 

completion 
of treatment 

0-4 414 7 2.5 995 16 2.2 

5-9 841 14 7.3 1,131 18 7.1 

10-14 1,345 22 12.1 1,182 19 12.0 

15-19 1,754 28 17.0 1,297 21 17.3 

20-27 1,896 30 22.8 1,645 26 23.0 

Total 6,250  100   6,250  100   
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1.2.2 Generalised Anxiety Disorder - GAD7 

Though designed primarily as a screening and severity measure for generalised anxiety disorder, 
the GAD7 also has moderately good operating characteristics for three other common anxiety 
disorders ï panic disorder, social anxiety disorder, and post-traumatic stress disorder. 
 
The index scores are as follows: 

 0 ï 4 None 

 5 - 10 Mild Anxiety 

 11 ï 15 Moderate Anxiety 

 15 - 21 Severe anxiety 

 
The recommended cut off for the GAD7 severity index is a score of 7. Those who score 8 or above 
in the Generalised Anxiety Disorder - GAD7 can be considered to be suffering from clinically 
significant anxiety symptoms. 
 
Table 10b gives the number of patients who ended treatment in 2012/13 with completed GAD 7 
scores recorded. It shows the number of patients in each GAD-7 band at the beginning of 
treatment and at the end and illustrates changes in banding. The difference in rate for those 
patients who were free from anxiety changed from 7% before treatment to 17% after treatment. It 
can also be seen that the percentage of patients with severe anxiety declined from 42% to 34%. 
 
Table 10b: IAPT Generalised Anxiety Disorder - GAD7 results, 2012/13 

GAD-7  
Score 

At start of treatment At end of treatment 

Number of 
patients 

% 
Average 

Score 
Number of 

patients 
% 

Average 
Score 

0-4 406 7 2.5 1,061 17 2.3 

5-10 1,339 22 7.8 1,491 24 7.5 

11-15 1,881 30 13.1 1,559 25 13.1 

16-21 2,600 42 18.5 2,115 34 18.5 

Total 6,226 100 
 

6,226 100 
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Chapter 2: GP QOF Mental Health Prevalence, and Incapacity 
Benefit 

2.1 GP QOF Mental Health Prevalence registers for serious mental illness, and 

depression 

As part of the GP contract, which commenced on the 1st April 2004, general practices obtain 
points for achievements against a range of indicators. The system is known as the Quality and 
Outcomes Framework (QOF) and is used for calculating financial payment. One of the 
achievements is forming registers of patients with specific diseases including one for people with 
depression, one for those with dementia and one for people with a serious mental illness 
(schizophrenia, bipolar disorder and other psychosis). From these registers, the prevalence of 
these conditions can be estimated bearing in mind that the registers count patients with a 
diagnosis, and there may be a high proportion of patients who have the disease but it is 
undiagnosed. Furthermore, the figures are unadjusted for influencing factors, such as the ages of 
patients in the practice and deprivation. Practices with a high proportion of elderly patients and 
practices in deprived areas will tend to have a higher prevalence of disease (and generally a 
higher prevalence of undiagnosed disease). 
 
The information for the QOF is extracted from the GP systems using the Quality Management and 
Analysis System (QMAS), and is provided at GP level for all practices throughout England via the 
Health and Social Care Information Centre (Information Centre, 2009). The information is available 
in the September after the end of the financial year. As it is a financial payment system to allow 
payments to be made by the end of April following the end of the financial year, the list size has 
been taken as at 1st January of that financial year, the register indicators are extracted from the 
QMAS on the 14th February and the on-going care indicators are extracted on the 31st March of 
that year. Patients who have joined the practice within the last three months of any financial year 
are automatically excluded from this assessment of the register and care indicators. The 
prevalence is calculated using the data extracted on 14th February and the list size on 1st 
January.  Any difference between the score for a care indicator and the actual number of patients 
on the register is the number of exceptions13. 
 
The prevalence of mental illness calculated from GP QOF disease registers for each general 
practice has been available at a national level. However, detail on the characteristics of individual 
patients is not collated; hence age, gender, ethnicity, and deprivation status cannot be taken into 
consideration, so the register is simply the crude number and prevalence of people with mental ill 
health, unadjusted to account for local populations and structures within general practices.  
 
The Depression register used to count anyone who has a record of unresolved depression, 

regardless of when it was diagnosed. For 2012/13 it counted anyone who had a record of 

unresolved depression, diagnosed since 1 April 2006. 

The numbers of patients on registers from the QOF dataset in Norfolk and Waveney, given in 
Appendix A1 page 106 were, for 2012/13, 8,405 (0.84%) people with serious mental health 
problems, and 103,264 with depression in 2011/12 and 47,120 in 2012/13 based on the new QOF 
criteria definition.  

                                            
13

 Patients can be made exceptions from a particular indicator if it is medically inappropriate for that particular person or that 
particular patient did not attend a particular review. This was introduced so that practices are not penalised, as some of the on-
going care indicators depend on achieving a specified percentage of patients receiving the designated level of care. 
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There is a link between those numbers of patients recorded on QOF and patients accessing IAPT.  
However, the different data sets do not link to one another and so it is difficult to reconcile the 
recorded numbers.  It is important for future service design to understand the numbers of people 
suffering with depression and anxiety in primary care and how many of those people could benefit 
from a psychological approach. 

2.1.1 Prevalence of serious mental illness (all ages) 

Table 11 and Figure 1 show rates of serious mental illness (schizophrenia, bipolar disorder and 
other psychosis) by Clinical Commissioning Group (CCG) and for the East of England Strategic 
Health Authority and England between  2007/8 ï 2012/13.  These rates did not change 
substantially during this period. At 2012/13 the average rates varied between 0.6% in South 
Norfolk and 1.1% in Norwich CCG, compared to 0.8% in England. 
 
Table 11: Prevalence (%) of serious mental illness (all ages) according to the GPôs QOF 
registers by CCG, for 2007/08 ï 2012/13 (unadjusted for age or gender) 
CCG 2007/8 2008/9 2009/10 2010/11 2011/12 2012/13 

GY&W  0.7 0.8 0.8 0.8 0.9 0.9 
N Norfolk  0.7 0.8 0.8 0.8 0.8 0.8 
Norwich  1 1 1.1 1.1 1.1 1.1 
S Norfolk 0.5 0.6 0.6 0.6 0.6 0.6 
W Norfolk  0.6 0.6 0.6 0.6 0.7 0.7 
Norfolk & Waveney 0.7 0.8 0.8 0.8 0.8 0.8 
East of England 0.7 0.7 0.7 0.7 0.7 NA 
England 0.7 0.7 0.8 0.8 0.8 0.8 

 
Figure 1: Prevalence (%) of serious mental illness (all ages) according to the GPôs QOF 
registers by CCG, for 2007/08 ï 2012/13 (unadjusted for age or gender). 

 

 

The percentage of patients on QOF registers for serious mental illness varies between general 
practices, and this, obviously, will affect the overall number receiving care. The lowest percentages 
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(0.3%) were seen in three practices and the highest was in one practice that had between 2.7% of 
its patients on the register. The range of percentages seen most commonly was 0.6% ï 0.7%, 
seen in 39 of the practices across Norfolk and Waveney (33%) in 2012/13 (Appendix A1 page 
106).  Please note that there is no system to validate QOF figures and the QOF data does not 
show mental health conditions that are undiagnosed. 

2.1.2 Depression 18+ years Prevalence 2009/10 ï 2012/13 

The number of patients on the GP QOF disease registers for three financial years 2009/10 and 

2012/13 is given in Table 12 and Figure 2 for NHS Norfolk and Waveney CCGs, along with the 

figures for East of England and for England. With exception of Norwich CCG, all other CCGs had a 

higher depression rate than either the East of England or England average rates. 

The General Practice QOF registries from 2006/7 were extended to include diagnoses of 

depression. In the first two financial years the disease registers included all people with depression 

but from 2009/10 the depression indicators were redefined to include only those above 18+ years 

of age with depression. 

For reasons discussed earlier, it is anticipated that these identify only 30% to 50% of depression in 

the community that would come to the notice of a GP14. The Depression register used to count 

anyone who has a record of unresolved depression, regardless of when it was diagnosed. For 

2012/13 it counted anyone who had a record of unresolved depression, diagnosed since 1 April 

2006. 

The number of patients aged 18+ with diagnosed depression and the prevalence as recorded on 

the GP QOF disease registers over time is illustrated in Table 12 for Norfolk and Waveney CCGs, 

along with the figures for East of England and for England. The prevalence figures for the first 

three financial years 2009/10, 2010/11 and 2011/12 can not be compared to 2012/12 due to 

reasons explained earlier.  

It can be seen during the period 2012/13, there were 47,120 people aged 18 + diagnosed with 

depression for Norfolk and Waveney (it counted anyone who had a record of unresolved 

depression, diagnosed since 1 April 2006). With exception of North Norfolk and Norwich CCGs, all 

other CCGs had an equal or higher depression rate than England average rate. 

Table 12: Prevalence (%) of depression (18+ years of age) according to the GPôs QOF 
registers by CCG, for 2009/10 ï 2011/12 (unadjusted for age or gender) 
CCG 2009/10 2010/11 2011/12 2012/13 

Number % Number % Number % Number % 

GY&W 26,582 14.5 27,548 14.8 28,561 15.3 12,576 6.7 

North Norfolk 16,045 11.8 17,128 12.4 18,061 13.0 6,681 4.8 

Norwich 14,580 9.6 15,972 9.7 17,121 10.2 9,252 5.5 

South Norfolk 19,854 11.6 20,402 11.7 21,860 12.3 10,763 6.0 

West Norfolk 16,145 12.4 16,565 12.5 17,661 13.1 7,848 5.8 

N&W 93,206 12.1 97,615 12.3 103,264 12.8 47,120 5.8 

East of England 485,089 10.4 517,660 10.9 553,474 11.5 NA NA 

England 4,648,287 10.9 4,878,188 11.2 5,123,948 11.7 2,582,233 5.8 

                                            
14

 Dixon et al. 2006; Doherty, 1997; Goldberg and Bridges, 1987; Vazquez-Barquero and et al, 1997 
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Figure 2: Table 5: Prevalence (%) of depression (18+ years of age) according to the GPôs 
QOF registers by CCG, for 2009/10 ï 2011/12 (unadjusted for age or gender) 

 
 
In 2011/12 there were 49 out of the 118 practices (41.5%) across Norfolk and Waveney had 10%-

15% patients registered with depression. The lowest percentages, below 1, were seen in one 

practice and the highest in one practice in North Norfolk CCG that had between 27% - 28% of its 

patients on its register (see Appendix A1 page 106). 

In 2012/13 there 45 out of 119 practices (37.8%) across Norfolk and Waveney had 5%-7.9% 

patients registered with depression, 26 practices out of 119 (21.8%) registered depression under 

5%, 10 practices out of 119 (8.4%) registered depression above 10%.  

Most CCGs had high levels of depression recorded among those aged 18+ years. It is 

recommended that these levels are considered in the context of a review of care provided 

including psychological therapies (IAPT) and antidepressant prescribing.  Other indicators that 

might be related to rates of common mental illness include prevalence of obesity, diabetes, and 

other long term conditions, and public health indicators such as immunisation and screening 

uptake and utilisation of stop smoking services, or suicide awareness training for healthcare staff. 

The prevalence would be much higher if un-diagnosed cases were taken into account. We can 

only guess how many people are ósubclinicalô or do not seek help; for those not registered at a GP 

practice, the information is not available. 
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2.2 Long term conditions ï GP practice QOF registry, 2012/13 
NICE clinical guidelines15 can help improve the care of people with long-term conditions, who also 
have mental health problems, 
 
People with long-term health conditions such as diabetes or heart disease are two to three times 
more likely to experience mental health problems than the general population. 
 
Currently, around 4 million of the 15 million with long-term conditions have mental health problems. 
Since £1 in every £8 spent on long-term conditions is linked to poor mental health, it is estimated 
that dealing with co-existing mental health problems costs the NHS in the region of £8-13 billion. 
 
A new report by The King's Fund says following certain steps, such as those outlined in NICE 
guidelines, can ensure that mental health problems are identified and tackled more appropriately, 
improving care and potentially saving the NHS billions. The report suggests poor mental health 
problems complicate physical health conditions. This leads to more time spent in hospital, poorer 
clinical outcomes, lower quality of life and a need for more intensive support from health services. 
 
To tackle the issue, it calls for earlier detection of mental health problems in those with long-term 
conditions, in line with NICE clinical guidelines. It says that a collaborative approach to services is 
important. This is because integrating services can improve outcomes without additional costs and 
can also lead to potential cost savings.  
 
Tables 13-14 and Figure 3 provide the number and prevalence of Coronary Heart Disease (CHD), 
cancer, diabetes (among those aged 17+ years), stroke, and Chronic Obstructive Pulmonary 
Disease (COPD) from the GP Practice QOF registries by CCG in 2012/13. It was not possible to 
estimate the number of people with mental illnesses among these groups of patients due to data 
limitation and access issues, there are many patients with these conditions who could already 
been registered in GP QOF registries with mental illnesses i.e. depression or severe mental 
illnesses.   
 

Table 13: Number GP Practice QOF registries for CHD, mental health, cancer, diabetes 
(17+), stroke, COPD, and Depression (18+) by CCG, 2012/13 

  Population  CHD Cancer 
Diabetes 

17+ Stroke COPD 

Health East 231,986 9,723 5,670 13,261 4,931 5,801 

North Norfolk 168,310 7,638 4,918 9,025 4,183 3,484 

Norwich 210,587 6,320 3,763 8,138 3,501 3,484 

South Norfolk 222,990 8,147 5,570 10,563 4,344 3,847 

West Norfolk 165,867 7,857 4,270 10,421 4,005 4,064 

Norfolk and 
Waveney 

999,740 39,685 24,191 51,408 20,964 20,680 

 
 
 
 
 
 

                                            
15

 http://www.nice.org.uk/newsroom/news/TackleMentalHealthProblemsLongTermConditionsSaysThinktank.jsp 

http://www.nice.org.uk/newsroom/news/TackleMentalHealthProblemsLongTermConditionsSaysThinktank.jsp
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Table 14: Percentage (%) GP Practice QOF registries for CHD, mental health, cancer, 
diabetes (17+), stroke, COPD, and Depression (18+) by CCG, 2012/13 

  

% 

CHD Cancer Diabetes 17+ Stroke COPD 

Health East 4.2 2.4 7.0 2.1 2.5 

North Norfolk 4.5 2.9 6.4 2.5 2.1 

Norwich 3.0 1.8 4.7 1.7 1.7 

South Norfolk 3.7 2.5 5.8 1.9 1.7 

West Norfolk 4.7 2.6 7.6 2.4 2.5 

Norfolk and Waveney 4.0 2.4 6.2 2.1 2.1 

England 3.3 1.9 6.0 1.7 1.7 

 

Figure 3: GP practice QOF disease registry prevalence (%), 2012/13 

 
 

2.2.1 CHD and Mental Illnesses 

Coronary Heart Disease (CHD) is a disease of the heart and blood vessels with higher mortality 

rates in areas of lower socio-economic status. There is a clear relationship between mental 

illnesses and CHD with higher levels of CHD associated with higher risks of mental illnesses. 

The prevalence of CHD in Norfolk and Waveney 4% is higher than the National average 3.3% rate. 

About 40 thousand people in Norfolk and Waveney are registered by GP practice disease registry 

with CHD Tables 13-14 and Figure 3. 

2.2.2 Cancer and Mental Health Illnesses 

Research shows that receiving a diagnosis of cancer results in clinical depression or anxiety or 
significantly impacts a person's mental health; it can negatively impact health outcomes and the 
quality of patients' lives during treatment. The good news is, when depression and anxiety related 
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to another major health issue are identified and treated early, both quality of life and treatment 
outcomes improve16. 
 
Factors responsible for increased depression and anxiety include: 

 Treatment modalities for cancer, including chemotherapy, radiation, surgery, as well as side 

effects of various medications, can contribute to the development of major depression 

and/or anxiety. 

 Being diagnosed with a serious illness can cause psychological stressors, such as fear of 

future outcomes, body image concerns, dealing with the emotional effects of treatment, and 

how undergoing treatment will impact one's life, including a person's ability to work, which 

can contribute to financial concerns. 

 Individuals with a prior history of depression, a family history of psychiatric illness, or a poor 

social support system, are at higher risk of developing depression upon being diagnosed 

with a serious illness. 

The overall prevalence of cancer in Norfolk and Waveney in 2012/13 was 2.4% (24,191 people 
diagnosed with cancer) which is higher than higher than the National average 1.8% rate Tables 
13-14 and Figure 3. 

2.2.3 Diabetes Mellitus (DM) and Mental Illnesses 

Depression is a serious mental condition that may occur upon diabetes diagnosis. Depression can 

seriously affect quality of life. The prevalence of diabetes among adults in Norfolk and Waveney is 

presented in Tables 13-14 and Figure 3, which shows that Norfolk and Waveney has 51,408 

people registered with Diabetes with a rate of 6.2% among those aged 17+ and is also above the 

National average 6% rates. 

2.2.4 Stroke and Mental Illnesses 

Stroke can have all sorts of different effects. Many are physical but there can also be hidden 

effects, like emotional changes17. Approximately one third of stroke survivors report experiencing 

some emotional problems after their stroke. Some of the emotional changes that arise may be 

more persistent than others and patients may need coping mechanisms to help them deal with 

them.  

One of the most common changes in emotion after a stroke is depression. These are often 

expressed as:- 

 Anxiety 

 Emotionalism (having difficulty controlling emotions) 

 Personality changes 

 Anger 

 

                                            
16

 http://www.butler.org/cancerandmentalhealth/ 

17
 http://www.stroke.org.uk/sites/default/files/Emotional%20changes%20after%20stroke.pdf 

http://www.butler.org/cancerandmentalhealth/
http://www.stroke.org.uk/sites/default/files/Emotional%20changes%20after%20stroke.pdf


 The Improving Access to Psychological Therapies (IAPT) 

39 
 

During rehabilitation it is recommended to include a mental health professional among a team of 

medical professionals to provide necessary support for the patients18. 

GP practice QOF registries for 2012/13 shows that there were 20,964 patients registered with 

stroke diagnosis in Norfolk and Waveney at a rate of 2.1% which is higher than the England 

average rate 1.7% Tables 13-14 and Figure 3. 

2.2.5 COPD and Mental Health Illnesses 

People with COPD are 2.5 times more likely to experience depression and anxiety than the 

general population19, especially if they are hypoxic or severely dyspnoeic20. A recent review of the 

literature suggests that in stable COPD, the prevalence of depression ranges between 10% and 

42%, while that of anxiety ranges between 10% and 19%21. The risk of depression is higher in 

patients with severe COPD compared to control subjects, with the highest rates found in oxygen-

dependent patients. Panic attacks are also common in 8 to 37% of patients with the disease22.  

The prevalence of COPD in Norfolk and Waveney was 2.1% (20,680 patients registered by GP 

QOF, 2012/13) which is higher than England average rate 1.7% Tables 13-14 and Figure 3. 

 

 

 

 

 

 

  

                                            
18

 http://www.minddisorders.com/Py-Z/Stroke.html 
19

 http://www.rcpsych.ac.uk/pdf/No%20Health%20-%20%20the%20evidence_%20revised%20May%2010.pdf 
20

 van Manen JG, Bindels PJE, Dekker FW. Risk of depression in patients with chronic obstructive 
pulmonary disease and its determinants. Thorax 2002: 57: 412-416. 
21

 Maurer J et al. Anxiety and depression in COPD. Current understanding, unanswered questions and 
research needs. CHEST 2008; 134 (4): 435-565. 
22

 Brenes G. Anxiety and chronic pulmonary obstructive disease: Prevalence, impact and treatment. 
Psychosom Med 2003; 65, 963-970. 

http://www.minddisorders.com/Py-Z/Stroke.html
http://www.rcpsych.ac.uk/pdf/No%20Health%20-%20%20the%20evidence_%20revised%20May%2010.pdf
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2.3 Incapacity Benefit (IB) 
 
There continues to be pressure placed on the numbers of people claiming various benefits and 
NHS services should be aware of this.  The mental wellbeing of people struggling with the current 
financial climate is deteriorating and the IAPT service will need to forge greater links with relevant 
agencies to help those with a need. 

2.3.1 Benefit Claimants 

Statistics on the number of benefit claimants are available at Lower Super Output areas (LSOA ï 

see Glossary) and ward level from the Department for Work and Pensions (DWP)23. The data 

relate to all counts of benefit claimants, disaggregated to LSOA and ward level. They can be 

merged to Middle Super Output area (MSOA) and to local authority level (LA). 

DWP provides the number of claimants by main reason for claim by LSOA and ward for people 

claiming benefits who are working age. There is also information at ward level for the number of 

claimants of specific benefits such as Attendance Allowance, Disability Living Allowance, 

Incapacity Benefit and Severe Disablement Allowance, Income Support, Jobseekers Allowance, 

Pension Credit and State Pension. All this information is updated quarterly; the latest available 

quarter refers to claimants as at February 2012. 

Using the information provided by DWP on all claimants of working age, and using resident 

population estimates from the GP registration files, it is possible to calculate the percentage of 

claimants as well as the absolute number of claimants at LSOA, MSOA, LA, and ward level. 

2.3.2 Incapacity Benefit (IB) and Severe Disablement Allowance Claimants 
(SDA) 

Incapacity Benefit (IB) is paid to people who are too sick or disabled to work. It is available for 

people who are over 16 and under State Pension age, who have made enough National Insurance 

contributions, and are not able to work. There are three different rates payable depending on the 

duration of the illness:  

 3 days to 28 weeks.  

 29 weeks to 52 weeks.  

 Over 52 weeks.  

 

Severe Disablement Allowance (SDA) has not been available for new claims since April 2001, but 

people who were previously in receipt of SDA continued to receive it, paid this benefit if they had 

not been able to work for at least 28 weeks in a row because of ill health or disability. Table 15 

gives the number of claimants as well as the rate of claimants per 100 resident population of 

working-age as at February 2012 and these are shown ranked in Figure 4; rates were lowest in 

South Norfolk and Broadland and highest in Norwich and Great Yarmouth. 

                                            
23

 Department for Work and Pensions, 2012 (http://83.244.183.180/NESS/BEN/iben.htm) 
 

http://83.244.183.180/NESS/BEN/iben.htm
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Table 15: Number (and rate per 100 working-age population) of claimants of Incapacity 
Benefit and Severe Disablement Allowance by local authority, February 2012 

LA 

IMD 2010 Number Mental Health claimants 

Score Rank 

Mental 
Health 

claimants 
All 

claimants 
% of all 

claimants 

Rate per 100 
working-age 
population 

Breckland 15.91 187 1,095 2,625 41.7 1.5 

Broadland 10.41 279 975 2,230 43.7 1.4 

Great 
Yarmouth 27.66 54 1,345 3,240 41.5 2.4 

King's Lynn 
and West 
Norfolk 21.05 123 1,530 3,720 41.1 1.8 

North Norfolk 19.28 146 1,040 2,420 43.0 2.0 

Norwich 25.65 70 2,505 4,360 57.5 2.8 

South Norfolk 11.31 259 930 2,075 44.8 1.3 

Waveney 22.08 115 1,175 3,015 39.0 1.8 

Norfolk 

  
9,420 20,670 45.6 1.9 

NHS Norfolk 
and 
Waveney 

  
10,595 23,685 44.7 1.9 

Note: Aged 16-64 years for men and 16-59 years for women estimated from ONS mid 2011 estimate file 

 
Figure 4: Mental illness rate per 100 working-age population of claimants of Incapacity 
Benefit and Severe Disablement Allowance by local authority, February 2012 
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Overall, for February 2012, there were 23,685 people in NHS Norfolk and Waveney claiming IB or 

SDA which represents 4.2% of NHS Norfolk and Waveney working-age population (Table 16). 

Men had a higher claimant (55.2%) compared to women (44.8%) of all working age claimants.  

Table 16: Number and percentage of all claimants of Incapacity Benefit and Severe 
Disablement Allowance by gender and local authority, February 2012 

  Men Female Persons 

Percentage 
working-age 
population 

Breckland 1,430 1,195 2,625 3.5 

Broadland 1,230 1,000 2,230 3.1 

Great Yarmouth 1,825 1,415 3,240 5.8 

King's Lynn and Waveney 2,040 1,680 3,720 4.4 

North Norfolk 1,375 1,045 2,420 4.5 

Norwich 2,485 1,875 4,360 4.9 

South Norfolk 1,065 1,010 2,075 2.9 

Waveney 1,625 1,390 3,015 4.7 

Norfolk 11,450 9,220 20,670 4.1 

NHS Norfolk 13,075 10,610 23,685 4.2 

 

The DWP also categorises each claim according to disease group where feasible (Table 17 and 

Figures 5-6, overleaf). 

The commonest disease group is mental illness (1.9% of the working-age population and 44.7% of 

claimants). Great Yarmouth has the highest rate 5.8%, then Norwich 4.9% claimants as well as the 

highest rate of claimants for mental health (2.4% for Great Yarmouth, and 2.8% for Norwich). 

Data resulting from recent changes in English policy are not yet available for reporting. 

 

 

 

 

 

 

 

 

 

 

 
 



 The Improving Access to Psychological Therapies (IAPT) 

43 
 

Table 17: Number and percentage of claimants (of working-age) of Incapacity Benefit and 
Severe Disablement Allowance by disease group, February 2012 

  Mental 
Nervous 
System 

Respiratory 
or 

Circulatory 
Muscle-
skeletal 

Injury, 
poisoning Other Total 

Number  

Breckland 1,095 250 125 480 140 535 2,625 

Broadland 975 275 100 355 75 450 2,230 

Great Yarmouth 1,345 270 200 630 135 660 3,240 

King's Lynn and 
West Norfolk 1,530 345 230 695 195 725 3,720 

North Norfolk 1,040 255 120 345 90 570 2,420 

Norwich 2,505 310 180 555 140 670 4,360 

South Norfolk 930 230 90 355 85 385 2,075 

Waveney 1,175 335 175 570 125 635 3,015 

Norfolk 9,420 1,935 1,045 3,415 860 3,995 20,670 

NHS Norfolk and 
Waveney 10,595 2,270 1,220 3,985 985 4,630 23,685 

%  Percentage of claimants of Incapacity Benefit and Severe Disablement Allowance by disease 
group (for working-age population), 

Breckland 41.7 9.5 4.8 18.3 5.3 20.4   

Broadland 43.7 12.3 4.5 15.9 3.4 20.2   

Great Yarmouth 41.5 8.3 6.2 19.4 4.2 20.4   

King's Lynn and 
West Norfolk 41.1 9.3 6.2 18.7 5.2 19.5   

North Norfolk 43.0 10.5 5.0 14.3 3.7 23.6   

Norwich 57.5 7.1 4.1 12.7 3.2 15.4   

South Norfolk 44.8 11.1 4.3 17.1 4.1 18.6   

Waveney 39.0 11.1 5.8 18.9 4.1 21.1   

Norfolk 45.6 9.4 5.1 16.5 4.2 19.3   

NHS Norfolk and 
Waveney 44.7 9.6 5.2 16.8 4.2 19.5   

Rate per 100 working-age population of claimants of Incapacity Benefit and Severe Disablement 
Allowance by disease group  

Breckland 
1.5 0.3 0.2 0.6 0.2 0.7 3.5 

Broadland 1.4 0.4 0.1 0.5 0.1 0.6 3.1 

Great Yarmouth 2.4 0.5 0.4 1.1 0.2 1.2 5.8 

King's Lynn and 
West Norfolk 

1.8 0.4 0.3 0.8 0.2 0.9 4.4 

North Norfolk 2.0 0.5 0.2 0.6 0.2 1.1 4.5 

Norwich 2.8 0.4 0.2 0.6 0.2 0.8 4.9 

South Norfolk 1.3 0.3 0.1 0.5 0.1 0.5 2.9 

Waveney 1.8 0.5 0.3 0.9 0.2 1.0 4.7 

Norfolk 1.9 0.4 0.2 0.7 0.2 0.8 4.1 

NHS Norfolk and 
Waveney 1.9 0.4 0.2 0.7 0.2 0.8 4.2 
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Figure 5: Number of working age claimants of Incapacity Benefit and Severe Disablement 
Allowance by disease group, February 2012 

 
 
Figure 6: Percentage of working age claimants of Incapacity Benefit and Severe 
Disablement Allowance by disease group, February 2012 
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Incapacity Benefit (IB) and Severe Disablement Allowance Claimants (SDA) data at ward level is 

given on Appendix A2 page 109. Claimant rates within the wards vary from 0.2% Scottow (north 

Norfolk) to 5.8% in St Margarets with St Nicholas (Kingôs Lynn and West Norfolk) and there is 

strong association between the rate of claimants and the Index of Multiple Deprivation 2010 (Table 

18 provide information on the lowest and highest ten wards with mental health rate of claimants of 

Incapacity Benefit and Severe Disablement Allowance due to mental health, and all results are 

given in Appendix A2 page 109. 

Table 18: The ten Norfolk and Waveney wards with the highest rates of people on Severe 
Disablement Allowance for mental illness as a percentage of all in the ward on incapacity 
benefit, and the ten wards with the lowest 

Ward name District 

  Mental Health 

Mental 
Health 

claimants 
All 

claimants 
% of all 

claimants 

% 
working-

age 
population 

Top 10 wards with lowest rate NHS Norfolk and Waveney 

Scottow  North Norfolk  5 30 16.7 0.2 

Great Witchingham  Broadland  5 35 14.3 0.3 

Upper Yare  Breckland  5 30 16.7 0.3 

Tasburgh  South Norfolk  5 25 20.0 0.3 

Cringleford  South Norfolk  10 40 25.0 0.4 

The Saints  Waveney  5 25 20.0 0.4 

South Wootton  
King's Lynn and West 
Norfolk  10 40 25.0 0.4 

Thetford-Guildhall  Breckland  25 75 33.3 0.4 

High Heath  North Norfolk  5 25 20.0 0.5 

Lothingland  Waveney  10 45 22.2 0.5 

Top 10 wards with highest rate in NHS Norfolk and Waveney 

Claydon  Great Yarmouth  150 385 39.0 3.2 

Kirkley  Waveney  160 305 52.5 3.4 

Thorpe Hamlet  Norwich  285 420 67.9 3.4 

North Lynn  
King's Lynn and West 
Norfolk  130 290 44.8 3.5 

Central and Northgate  Great Yarmouth  215 410 52.4 3.6 

Downham Old Town  
King's Lynn and West 
Norfolk  45 75 60.0 3.6 

Cromer Town  North Norfolk  100 185 54.1 4.3 

Nelson  Great Yarmouth  310 555 55.9 5.6 

Mancroft  Norwich  445 635 70.1 5.7 

St Margarets with St 
Nicholas  

King's Lynn and West 
Norfolk  180 290 62.1 5.8 

Note: Percentages per working-age population for the named NHS Norfolk and Waveney ward, February 

2012 
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2.4 Housing Indicators 
 

In Norfolk 1,165 people were designated as statutory homeless in 2011. Norwich had the highest 

number of homeless, with 344 people (29.5% of the total homeless) followed by Kings Lynn & 

West Norfolk 210 people (18%) and Broadland 201 people (17.3%). Being homeless significantly 

increases the incidence of mental illness, risk of suicide and other long term conditions. Once the 

Welfare Reforms are fully implemented the number of evictions is expected and subsequently the 

number of homeless is expected to increase too, and this could increase the incidence of mental 

illness (see below). 

Number of people published by Office for National Statistics (ONS) of Statutory Homeless 
people in Norfolk, April 2010-March 201124 

Local authority  

Statutory Homeless 

Number % 

Breckland 114 9.8 

Broadland 201 17.3 

Great Yarmouth 
Not 

available 

 King's Lynn and West Norfolk 210 18.0 

North Norfolk 179 15.4 

Norwich 344 29.5 

South Norfolk 117 10.0 

Norfolk (except Great 
Yarmouth) 1165 100.0 

Note: the percentage of homeless people by local authority among all those in Norfolk (NOT total 

population) 

2.5 Debt (Financial inclusion and economic development) 
 

Debt can be both a consequence and catalyst of mental health problems. The mental health 

charity Mind finds that there is a well-established link between debt and mental health. 

Government surveys report that in Britain: 

 one in six adults is living with a mental health problem (ONS, 2001) 

 one in four adults with a mental health problem is living with debt or arrears 

 Three times as many adults with mental health problems report debt or arrears, compared 

to those without mental health problems (ONS, 2002). 

On the basis of these figures, as many as 1.75 million British adults with mental health problems 

may be living with debt or arrears. Debt is not only an issue for people already living with a mental 

health problem. Research studies indicate that debt can be both a consequence and catalyst of 

mental health problems, including: 

                                            
24

 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=7&r=1&i=1001&m=0&s=1372936402696&en
c=1&areaSearchText=King%27s+Lynn&areaSearchType=13&extendedList=false&searchAreas= 
 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=7&r=1&i=1001&m=0&s=1372936402696&enc=1&areaSearchText=King%27s+Lynn&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=7&r=1&i=1001&m=0&s=1372936402696&enc=1&areaSearchText=King%27s+Lynn&areaSearchType=13&extendedList=false&searchAreas


 The Improving Access to Psychological Therapies (IAPT) 

47 
 

 Anxiety and stress 

 Depression 

 Self-harm and suicidal thoughts 

 Strain on personal relationships, social inclusion and self-esteem25. 

2.6 Welfare Reform and Mental Health   
 

The cost of ill health to the UK economy is estimated to be £100b a year through loss of 

productivity and a further £30-£40b of healthcare costs and these are linked to poor mental 

health26. Despite this, a series of welfare benefit reforms come into place between 2012 and 2016, 

mainly affecting workless households. The age of retirement will be raised, and the introduction of 

a universal credit (UC) will abolish incapacity benefit, Income support and Severe Disability 

Allowance, Disability Living Allowance (DLA) for adults, housing benefit, council tax benefit, Job 

Seekers Allowance, tax credits, crisis loans, and so on and majority of these claimants will see 

their benefits change. There will be some losers but also some winners. 

Norfolk Community Advice Network (NCAN) 2013, state that 70,000 households in Norfolk are 

living in poverty but the welfare changes will mean that 8% of their income from benefits will be 

lost; this is in the region of £17pw in 2014-15 (per household). There will be a single monthly 

payment to approximately 100,000 claimants in Norfolk, paid direct into the bank, to one person in 

the household; this includes rent.  

 Changes in the eligibility for DLA (especially lower level) will result in a 20% reduction in people 

being able to claim DLA (approximately 1,000 people); affecting those with lower levels of mental 

illness. 

8,500 households will have their benefit reduced as their home will be deemed to be too large for 

their need (under-occupancy) this will mean a reduction of benefit of 14% for one bedroom too 

many and 25% two bedrooms and so on. For those in e.g. Mid Norfolk, clients will have to find an 

additional £582pa and £1,040pa respectively towards their rent. 

 Dr Chris Edwards of University of East Anglia 2012, paper ñwelfare Reform the Effects on People 

of Norfolkò suggest 30% will move off benefits altogether.  

There will be a cap on total benefits that can be received of £26k a year per household (£350pw if 

single parent) but exempt if on DLA or ESA. Approximately 20% of workless claimants will receive 

lower entitlement under UC. 

Legal aid will be cut by 80% and relates to civil cases about 1/6th of this would have covered 

welfare and debt advice.  

                                            
25

 http://www.mind.org.uk/assets/0001/6203/Still-in-the-Red.pdf 
26

 (www.healthycities.org.uk, Sept 2012). 

http://www.mind.org.uk/assets/0001/6203/Still-in-the-Red.pdf
http://www.healthycities.org.uk/
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Shelter are already seeing an increase in the number of homeless, seeing a 9% year on year 

rise27.  

The Norwich food-bank has seen a rise in people needing help with 505 people including 151 

children in 2012 compared with 33 in 201128.  

More people will fall into rent arrears, as evidenced by Wakefield & Districtôs pilot where rent 

arrears increased from 2% to 11%. 

More people will move or be moved from their social housing into B&B or houses in multiple 

occupations (HIMO) as they will not be able to afford their rented properties that are deemed to be 

too large.  

More people will need to obtain help from homeless societies such as Shelter.  

Dr Edwards of the UEA suggests the welfare reform will affect the most vulnerable, i.e. the 1/5th 

poorest households and as only £8b of the £36b cuts in benefits have been implemented the 

outcome will become worse. 

Mind writing on the effects of the cuts on mental health say ñRecent months have seen sweeping 

changes to public policy and public services, with devastating consequences for people with 

mental health problemsò. Stating 

People tell us they feel under attack. 

 Cuts to public spending mean some vital mental health services have been forced to close 

their doors. 

 Changes to the welfare system mean people with mental health problems are beginning to 

lose crucial benefits such as Employment and Support Allowance, and the future of other 

benefits like Disability Living Allowance is uncertain29.  

The people that the cuts affect will require greater support from services such as IAPT, if they are 

to deal with all the changes in an effective manner. 

2.7 Educational Attainment30 

Being out of work has a significant effect on an individualôs mental well-being, therefore supporting 
those with a mental illness back into education is essential. One barrier to becoming employed is 
having no formal qualifications such as National Vocational Qualifications (NVQs). Yet in Norfolk 
the number of people without such qualifications is 9.2% (49,200) with Norwich featuring the 
highest with the proportion of people without a qualification (9,700); followed by Kings Lynn & West 
(8,800) and Great Yarmouth (8,200).  Of the 160,600 with a NVQ level 4 and above only 9,100 

                                            
27

 (http://england.shelter.org.uk/news/septen=mber-homeless-remains-high) 
28

 http://www2.bbc.co.uk/news/uk-england-norfolk-20010446. 
29

Http://www.mind.org.uk/campaigns_and_issues/report_and_resources/5721_mental_health_defenders-
because_nobody_wins_when_mental_health_loses 
30

 https://www.nomisweb.co.uk/reports/lmp/la/1946157245/report.aspx 
 

http://england.shelter.org.uk/news/septen=mber-homeless-remains-high
http://www2.bbc.co.uk/news/uk-england-norfolk-20010446
http://www.mind.org.uk/campaigns_and_issues/report_and_resources/5721_mental_health_defenders-because_nobody_wins_when_mental_health_loses
http://www.mind.org.uk/campaigns_and_issues/report_and_resources/5721_mental_health_defenders-because_nobody_wins_when_mental_health_loses
https://www.nomisweb.co.uk/reports/lmp/la/1946157245/report.aspx
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were from Great Yarmouth, 14,900 from Waveney compared with 22,000 in Kings Lynn & West 
and 25,100 in South Norfolk.  
 
Great Yarmouth has the lowest proportion of people undertaking vocational education at NVQ 
level 1, 2, 3, and 4; compared with the rest of Norfolk. 450,800 people take the lowest level NVQ 
(1), but what is unclear from the data is whether people are using this as a stepping stone to 
higher level NVQ. IAPT workers would be advised to recognise the lower educational level 
achievement when working in these areas. 
 
Proportion of people with national vocational qualifications (NVQs), (Jan 2012-Dec 2012) 

  

Number 

NVQ4 
and 

above 

NVQ3 
and 

above 

NVQ2 
and 

above 

NVQ1 
and 

above 
Other 

qualifications 
No 

qualifications 

Breckland 22,500 40,900 56,100 65,100 7,600 7,900 

Broadland 22,800 43,300 61,000 69,400 # 4,600 

Great Yarmouth 9,100 22,300 36,400 43,800 6,200 8,200 

King`s Lynn and 
West Norfolk 22,000 39,400 52,800 68,200 4,400 8,800 

Norwich 43,100 64,700 78,700 90,500 6,200 9,700 

North Norfolk 16,000 27,300 38,800 47,500 # 5,700 

South Norfolk 25,100 39,200 51,500 66,400 # 4,300 

Waveney 14,900 28,900 46,300 59,100 5,000 5,600 

Norfolk 160,600 277,000 375,200 450,800 32,800 49,200 

  Percentage (%) 

  

NVQ4 
and 

above 

NVQ3 
and 

above 

NVQ2 
and 

above 

NVQ1 
and 

above 
Other 

qualifications 
No 

qualifications 

Breckland 27.9 50.8 69.5 80.7 9.4 9.9 

Broadland 29.4 55.8 78.6 89.5 # 5.9 

Great Yarmouth 15.6 38.2 62.3 75.2 10.7 14.1 

King`s Lynn and 
West Norfolk 27 48.4 64.9 83.8 5.4 10.8 

Norwich 40.6 60.8 74 85.1 5.8 9.1 

North Norfolk 29.1 49.5 70.5 86.2 # 10.3 

South Norfolk 34.1 53.2 70 90.2 # 5.8 

Waveney 21.4 41.4 66.4 84.7 7.2 8.1 

Norfolk 30.1 52 70.4 84.6 6.2 9.2 

East 32.9 53.7 72 85.5 6.1 8.5 

Great Britain 34.4 55.1 71.8 84 6.3 9.7 

Notes: For an explanation of the qualification levels see the definitions section. 
 Numbers and % are for those of aged 16-64 
 % is a proportion of resident population of area aged 16-64 
# = Sample size too small for reliable estimate 
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2.7.1 Qualifications 

Qualifications data are only available from the annual population survey (APS) for calendar year 
periods, for example, Jan to Dec 2012. 
 

 No qualifications: No formal qualifications held. 

 Other qualifications: includes foreign qualifications and some professional qualifications. 

 NVQ 1 equivalent: e.g. fewer than 5 GCSEs at grades A-C, foundation GNVQ, NVQ 1, 

intermediate 1 national qualification (Scotland) or equivalent. 

 NVQ 2 equivalent: e.g. 5 or more GCSEs at grades A-C, intermediate GNVQ, NVQ 2, 

intermediate 2 national qualifications (Scotland) or equivalent. 

 NVQ 3 equivalent: e.g. 2 or more A levels, advanced GNVQ, NVQ 3, 2 or more higher or 

advanced higher national qualifications (Scotland) or equivalent. 

 NVQ 4 equivalent and above: e.g. HND, Degree and Higher Degree level qualifications or 

equivalent. 
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Chapter 3: Estimated mental ill health within NHS Norfolk and 
Waveney 
 
Local up-to-date information on the prevalence of different types of mental illness is not readily 
available. The prevalence information from the Quality and Outcomes Framework (QOF) GP 
disease registers is incomplete and not age adjusted.  
 
Data used in this chapter is not available at a local level. The only available estimate data is from 
the Psychiatric Morbidity Survey (PMS) 200931, which describes county boundaries but does not 
break down further than this.  We took national population estimates of people with mental health 
problems and applied these to local populations. This would only be a valid measure if the local 
population characteristics were similar to the national prevalence.  
 
NHS Norfolk and Waveney is, in fact, likely to have a higher prevalence of mental ill health than 
other areas of England, due to high numbers of older people and some areas having significant 
material deprivation, including hidden rural deprivation. 
 
In terms of data extracted from the IAPT data collection system, PC-MIS, there is no data available 
for morbidity.  A mental health diagnosis, or co-morbidity, is not currently collected by the service, 
although this may need to change in the future.  Therefore, any prevalence data for people 
accessing IAPT who may also have another mental health diagnosis is not currently available. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                            
31

 http://www.hscic.gov.uk/pubs/psychiatricmorbidity07 
 

http://www.hscic.gov.uk/pubs/psychiatricmorbidity07
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3.1 Adults 

3.1.1 Common Mental Disorders (CMD) 

 
Estimates of the prevalence of common mental health disorders vary considerably depending on 
where and when surveys are carried out, and the period over which prevalence is measured. 
 
National surveys of adult psychiatric morbidity were carried out in 199332, 200033 and 200734. Each 
of these surveys had a sample size around 10,000 and they were designed to produce results 
representative of the UK population at the level of NHS regions or quinary age groups. 
 
The main aim of the surveys was to collect data on mental health among adults aged 16 and over, 
living in private households. They are the primary source of information on the prevalence of both 
treated and untreated psychiatric disorders and their associations. All of the surveys used a two 
stage approach. In the first phase interviews included structured assessments using diagnostic 
criteria and screening instruments for a range of mental disorders, as well as questions on topics 
such as general health, service use, risk factors and demographics. The second phase interviews, 
carried out on sub samples of the survey population, were carried out by clinically trained 
interviewers. 
 
All surveys included assessment of the prevalence of common mental disorders (CMDs). CMDs 
include different types of depression and anxiety; they cause appreciable emotional distress and 
can interfere with daily function, but do not usually affect insight or cognition.  
 
CMDs were assessed in the phase one interview using the revised Clinical Interview Schedule 
(CIS-R) which covers all non-psychotic symptoms in the past week. Responses were used to 
generate an overall score and to diagnose six types of CMD: depressive episode; generalised 
anxiety disorder; mixed anxiety and depressive disorder; phobia; panic disorder and obsessive 
compulsive disorder. A summary ñany CMDò total was also calculated, to exclude double counting 
as some people suffered from more than one disorder.  
 
Surveys on this scale provide good evidence about the variation in rates of mental disorders 
between the Standard English regions. However their sample size is too small to provide direct 
evidence about the variations in prevalence within regions which are widely recognised to occur. 
Crude application of national prevalence rates to local populations are likely to under or over-
represent the true number of cases depending on the socio-economic characteristics of the area in 
question. 

 

Table 19 shows the prevalence of different types of mental disorder, as found in the most recent 
psychiatric morbidity survey (McManus et al, 2009). The vast majority of psychiatric disorders are 
for common mental health problems such as anxiety and depression (12.5% of men and 19.7% of 
women).  There is also a substantial number of people with a dual diagnosis, meeting the 

                                            
32

 Meltzer, H et al (1995). The prevalence of psychiatric morbidity among adults living in private households, in OPCS Surveys of 
Psychiatric Morbidity in Great Britain 1995. London: HMSO.   
33

 Singleton, N., Bumpstead, R., O'Brien, M., et al (2001) Psychiatric morbidity among adults living in private households, 2000. 
London: The Stationery Office.   
34

 McManus, S et al (2009). Adult Psychiatric Morbidity in England 2007: Results of a household survey. Leeds: The Information 
Centre.   
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diagnostic criteria for two or more psychiatric disorders (6.9% of men and 7.5% of women) 
(McManus et al, 2009).  
 
Table 20 provides the estimated number of people with different types of mental disorders for each 
CCG and by gender after applying the mental health psychiatric morbidity survey rates shown in 
Table 19 (McManus et al, 2009). It can be seen that there would be 44,434 men and 70,477 
women who suffer from Common mental disorder. 
 
Table 19: Prevalence of mental disorders by for those aged 16-74 years of age (McManus et 
al, 2009) 

  

% 

Males Females Persons 

Common mental disorder (past week) 12.5 19.7 16.2 

Current post traumatic stress disorder 2.6 3.3 3 

Suicidal thoughts (past year) 3.4 5.2 4.3 

Suicide attempts (past year) 0.5 0.9 0.7 

Psychotic disorder (past year) 0.3 0.5 0.4 

Borderline personality disorder (past year) 0.3 0.6 0.4 

Antisocial personality disorder (past year) 0.6 0.1 0.3 

Two or more psychiatric disorders 6.9 7.5 7.2 

Note: the survey was conducted in 2007 while the results were published in 2009. 
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Table 20: Estimated number of people with mental health disorders for those aged 16-74 
years of age by gender and CCG (based on rates calculated from McManus et al survey, 
2009), 2011/12  

  GY&W 
North 

Norfolk 
Norwich 

South 
Norfolk 

West 
Norfolk 

NHS 
Norfolk 

and 
Waveney 

Males             

Common mental disorder (past 
week) 

10,532 7,432 9,581 9,753 7,136 44,434 

Current post traumatic stress 
disorder 

2,191 1,546 1,993 2,029 1,484 9,242 

Suicidal thoughts (past year) 2,865 2,022 2,606 2,653 1,941 12,086 

Suicide attempts (past year) 421 297 383 390 285 1,777 

Psychotic disorder (past year) 253 178 230 234 171 1,066 

Borderline personality disorder 
(past year) 

253 178 230 234 171 1,066 

Antisocial personality disorder 
(past year) 

506 357 460 468 343 2,133 

Two or more psychiatric disorders 5,814 4,103 5,289 5,384 3,939 24,527 

Females             

Common mental disorder (past 
week) 

16,255 11,998 14,899 15,720 11,606 70,477 

Current post traumatic stress 
disorder 

2,723 2,010 2,496 2,633 1,944 11,806 

Suicidal thoughts (past year) 4,291 3,167 3,933 4,149 3,063 18,603 

Suicide attempts (past year) 743 548 681 718 530 3,220 

Psychotic disorder (past year) 413 305 378 399 295 1,789 

Borderline personality disorder 
(past year) 

495 365 454 479 353 2,147 

Antisocial personality disorder 
(past year) 

83 61 76 80 59 358 

Two or more psychiatric disorders 6,188 4,568 5,672 5,985 4,418 26,831 

Total (males and females)             

Common mental disorder (past 
week) 

26,787 19,430 24,480 25,473 18,742 114,911 

Current post traumatic stress 
disorder 

4,914 3,556 4,489 4,662 3,428 21,048 

Suicidal thoughts (past year) 7,156 5,189 6,539 6,802 5,004 30,689 

Suicide attempts (past year) 1,164 845 1,064 1,108 815 4,997 

Psychotic disorder (past year) 666 483 608 633 466 2,855 

Borderline personality disorder 
(past year) 

748 543 684 713 524 3,213 

Antisocial personality disorder 
(past year) 

589 418 536 548 402 2,491 

Two or more psychiatric disorders 12,002 8,671 10,961 11,369 8,357 51,358 

 

CMDs were assessed in the phase one interview using the revised Clinical Interview Schedule 
(CIS-R) which covers all non-psychotic symptoms in the past week. Responses were used to 
generate an overall score and to diagnose different types of CMD: depressive episode; 
generalised anxiety disorder; mixed anxiety and depressive disorder; phobia; panic disorder and 
obsessive compulsive disorder. The nationally estimated percentage of adults with a score of two 
or more on the Clinical Interview Schedule- Revised (CIS-R) symptoms (Lewis et al. 1992) is given 
in Table 13 and Figure 10.   
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This table gives the estimated number of men and women in NHS Norfolk and Waveney who 
might have these symptoms if the national prevalence for each symptom applied. Local resident 
population estimates for 2011/12 were used. The number for each age group was calculated 
separately and then summed for all ages 16-74 years, and then rounded to the nearest 100. As 
mentioned earlier, it is likely that certain areas have an increased prevalence of many of these 
conditions due to increased level of deprivation. 

3.1.2 Depressive episode and neurotic disorder 

The nationally estimated prevalence of depressive episode and neurotic disorders is shown in 
Table 21 and Figure 7, used to estimate the potential number of local residents affected aged 16-
74 years, the numbers rounded to the nearest 100.   
 
Table 21: Estimated number of adults aged 16-74 years with neurotic disorders following 
clinical interview, using national prevalence applied to local NHS Norfolk and Waveney 
Clinical Commissioning Group (CCG) population figures 

  

Rates per 1,000 in past week by age (people may have more than one disorder) 

Prevalence 
per 1,000 

GY&W North Norwich South  West 
Norfolk and 

Waveney 

Males               

Mixed 
anxiety/depression 
disorder 

68 5,800 4,100 5,300 5,300 3,900 24,300 

Generalised anxiety 
disorder 

43 3,700 2,600 3,300 3,400 2,500 15,400 

Depressive episode 23 2,000 1,400 1,800 1,800 1,300 8,200 

All phobias 13 1,100 800 1,000 1,000 700 4,600 

Obsessive compulsive 
disorder 

9 800 500 700 700 500 3,200 

panic disorder 7 600 400 500 500 400 2,500 

Any neurotic disorder 135 11,500 8,100 10,500 10,500 7,700 48,300 

Females               

Mixed 
anxiety/depression 
disorder 

108 9,000 6,600 8,300 8,600 6,400 38,800 

Generalised anxiety 
disorder 

46 3,800 2,800 3,500 3,700 2,700 16,500 

Depressive episode 28 2,300 1,700 2,200 2,200 1,700 10,100 

All phobias 22 1,800 1,300 1,700 1,800 1,300 7,900 

Obsessive compulsive 
disorder 

13 1,100 800 1,000 1,000 800 4,700 

panic disorder 7 600 400 500 600 400 2,500 

Any neurotic disorder 194 16,100 11,800 14,900 15,500 11,400 69,800 

Total (males and 
females) 

              

Mixed 
anxiety/depression 
disorder 

  14,800 10,700 13,600 13,900 10,300 63,100 

Generalised anxiety 
disorder 

  7,500 5,400 6,800 7,100 5,200 31,900 

Depressive episode   4,300 3,100 4,000 4,000 3,000 18,300 

All phobias   2,900 2,100 2,700 2,800 2,000 12,500 

Obsessive compulsive 
disorder 

  1,900 1,300 1,700 1,700 1,300 7,900 

panic disorder   1,200 800 1,000 1,100 800 5,000 

Any neurotic disorder   27,600 19,900 25,400 26,000 19,100 118,100 
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Figure 7: Estimated number of adults aged 16-74 years with neurotic disorders following 
clinical interview, using national prevalence applied to local NHS Norfolk and Waveney 
population figures 
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3.1.3 Adults with personality disorders 
The estimated national prevalences by gender and age group of personality disorder(s) is given in Table 
22.  In Table 23 and Figure 8, these are applied to local resident populations aged 16-74 years in General 
Practice registered populations, 2011/12 by Clinical Commissioning Group (CCG). The numbers have been 
rounded to the nearest 100. 

 
Table 22: estimated national rates of adults with personality disorder(s) based on survey 
work using clinical interview by age 

  
 Personality disorder, rates per 1,000 by age 

(years)  

  16-34 35-54 55-74 16-74 

Males 52 58 53 54 

Females 17 29 63 34 

 
Table 23: Expected number of adults aged 16-74 years with personality disorder(s) if the 
rates shown in Table 15 are applied to CCG populations  

  16-34 35-54 55-74 16-74 

Males         

GY&W 1,300 1,800 1,500 4,600 

North Norfolk 800 1,200 1,300 3,200 

Norwich 1,600 1,600 1,000 4,200 

South Norfolk 1,100 1,700 1,400 4,200 

West Norfolk 800 1,200 1,100 3,100 

NHS Norfolk & 
Waveney 

5,600 7,600 6,300 19,300 

Females         

GY&W 400 900 1,900 2,800 

North Norfolk 200 600 1,600 2,100 

Norwich 500 700 1,200 2,600 

South Norfolk 400 900 1,700 2,700 

West Norfolk 300 600 1,400 2,000 

NHS Norfolk & 
Waveney 

1,800 3,800 7,800 12,200 

Total (males and 
females) 

        

GY&W 1,700 2,700 3,400 7,400 

North Norfolk 1,000 1,800 2,900 5,300 

Norwich 2,100 2,300 2,200 6,800 

South Norfolk 1,500 2,600 3,100 6,900 

West Norfolk 1,100 1,800 2,500 5,100 

NHS Norfolk & 
Waveney 

7,400 11,400 14,100 31,500 
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Figure 8: Estimated number of adults with personality disorder(s) following clinical 
interview by age band (national prevalence applied to local NHS Norfolk and Waveney 
population figures) 

 
 
In men, the estimated numbers increase from young to middle age, and then decrease slightly, 
whereas among women, the numbers are estimated to start from a lower number than seen in 
men at ages 16 ï 34, and then steadily increase, reaching a peak in the 55 ï 74 year old age 
group, where they outnumber men. 
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3.1.4 Prevalence of more severe mental health conditions 

Although relatively uncommon, more severe mental health conditions such as psychotic disorders 
result in high costs to the NHS and society. People with such conditions are known to have low 
rates of employment and when employed, are often in poorly paid and less secure jobs (McManus 
et al, 2009). Psychoses are disorders that produce disturbances in thinking and perception severe 
enough to distort perception of reality. The main types are schizophrenia and affective psychosis, 
such as bi-polar disorder (McManus et al, 2009). 
 
The latest psychiatric morbidity survey carried out in 2007 found that nationally, the overall 
prevalence of psychotic disorder was found to be 0.4% (0.3% of men, 0.5% of women). In both 
men and women the highest prevalence was observed in those aged 35 to 44 years (0.7% and 
1.1% respectively).  
 
The age standardised prevalence of psychotic disorder was significantly higher among black men 
(3.1%) than men from other ethnic groups (0.2% of white men, no cases observed among men in 
the South Asian or 'other' ethnic group). There was no significant variation by ethnicity among 
women (McManus et al, 2009).  
 
In NHS Norfolk and Waveney, Table 24 and Figure 9 show calculations based on national survey 
data of numbers of people that might have a psychotic disorder by CCG, using General Practice 
registered population 2011/12. In 2011/12 this suggests a range from 466 in West Norfolk to 665 in 
Great Yarmouth and Waveney. 
 
Table 24: Estimated number of adults aged 16-74 years with psychotic disorder (psychiatric 
morbidity survey carried out in 2007) national prevalence applied to local Clinical 
Commissioning Group CCG population figures) 

  

16-74 35-44 

Males Females Persons Males Females Persons 

GY&W 253 413 665 103 157 261 

North Norfolk 178 305 483 69 111 180 

Norwich 230 378 608 107 149 255 

South Norfolk 234 399 633 101 165 266 

West Norfolk 171 295 466 69 112 181 

NHS Norfolk 
and Waveney 1,066 1,789 2,855 449 694 1,143 

 

Figure 9 overleaf shows that these conditions are seen more commonly in women; due to the demography, 
there would be more sufferers in Great Yarmouth and Waveney and South Norfolk than the other areas. 
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Figure 9: Estimated number of adults aged 16-74 years with psychotic disorder (psychiatric 
morbidity survey carried out in 2007) national prevalence applied to local Clinical 
Commissioning Group CCG population figures) 
 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

  



 The Improving Access to Psychological Therapies (IAPT) 

61 
 

3.1.5 Adult Autism 

This section uses information given within the Adults with Autism Spectrum Conditions (ASC) 
Equity Audit (for full report see www.norfolkinsight.org.uk)35. Whilst the information can be updated 
for more recent population estimates, the majority of the prevalence estimates are from national 
surveys and have not been updated, so this will make relatively little difference to the estimates of 
the number of people within NHS Norfolk and Waveney with these mental illnesses. Therefore, this 
section has not been updated from our earlier work referenced above. 
 
The IAPT service would not currently be the most appropriate place for adults with ASC but if a 
person felt support for depression/anxiety was appropriate then the service may be appropriate.  
This section is included to ensure that no group is left out of future planning. 
 
The report showed the following: 
  
Assuming 1% adults have ASC, there were 5,173 adults between the ages of 18 and 64 with this 
condition in Norfolk in 2011.  This total was built up from predicted numbers by age group and by 
district council area. 
 
Numbers are expected to rise slightly up to 2030, in line with general population increases, such 
that there will be 5691 adults aged 18 ï 64 by this time. 
 
Based on the 2011 Office for National statistics (ONS) estimates of 5,173 cases, 4,138 were 
expected to be men and 1,035, women. Table 25 gives the estimates by Clinical Commissioning 
Group (CCG), based on registration with a GP rather than place of residence and this explains the 
small differences to the data provided previously. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                            
35

 (for full report see 
http://www.norfolkinsight.org.uk/Custom/Resources/FinalAutisumdocument18July2012KALHSM.pdf) 
 

http://www.norfolkinsight.org.uk/
http://www.norfolkinsight.org.uk/Custom/Resources/FinalAutisumdocument18July2012KALHSM.pdf
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Table 25: Expected number of people aged 18-64 with Autism Spectrum Conditions by CCG 
and age band, 2011 

  18-24 25-34 35-44 45-54 55-64 18-64 

Males             

GY&W 175 232 266 285 280 1238 

North Norfolk 104 128 174 207 225 837 

Norwich 212 299 276 240 196 1223 

South 151 203 259 285 259 1157 

West Norfolk 111 150 181 203 198 843 

Norfolk & 
Waveney 

753 1012 1156 1220 1158 5298 

Females             

GY&W 18 24 29 31 32 134 

North Norfolk 10 14 20 24 27 95 

Norwich 27 33 27 25 22 134 

South 16 24 30 31 30 132 

West Norfolk 12 17 21 23 24 96 

Norfolk & 
Waveney 

83 112 127 134 135 591 

Persons             

GY&W 193 256 295 316 312 1372 

North Norfolk 114 142 193 231 251 932 

Norwich 239 332 303 265 218 1357 

South 167 227 289 316 289 1290 

West Norfolk 124 167 201 226 221 939 

Norfolk & 
Waveney 

837 1124 1281 1354 1291 5890 
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Chapter 4: Projecting Adult Needs and Service Information 
System (PANSI)  

4.1 Common mental health, personality, and psychotic disorders 

prevalence, 2012-2030 
IAPT as a concept is still developing and groups/communities who may not have been appropriate 
for the service when it was conceived may well be now.  The service is designed to help people 
suffering with a mild/moderate common mental health problem, which can include people from the 
whole Norfolk population.  Chapter 3 begins to project the needs of the Norfolk population going 
forward and for the planning of IAPT is vital to be cognoscente of its content.  IAPT will need to 
develop and better understand how it can serve communities over time and how it can contribute 
to a healthier, happier Norfolk. 
 
PANSI stands for Projecting Adult Needs and Service Information. It gives easy access to 
projections of the numbers, characteristics and care needs of people aged 18-64 in England at 
national, regional and council level. With POPPI covering the over 65 age bands, POPPI and 
PANSI bring together relevant information for council planners and commissioners of adult social 
care and provide a consistent starting point for Joint Strategic Needs Assessment. 
 
POPPI and PANSI were originally developed for the Care Services Efficiency Delivery Programme 
(CSED), part of the Department of Health.  They provides population data by age band, gender, 
ethnic group, and by disability living allowance, incapacity benefits, and guardianship for English 
local authorities, using population data and projections provided by the Office of National Statistics 
(ONS).  Also, nationally available performance data on individual budgets/self-directed 
support/direct payments and supported residents in care homes, are applied to the projected 
population figures. 
 
Hence, PANSI and POPPI enable data to be compared across councils and regions and data can 
be downloaded for many geographical locations.  
 
Prevalence rates from research have been used for the POPPI and PANSI databases to estimate 
the impact of many conditions, for example learning disability, including living with a parent, 
Down's syndrome, challenging behaviour, autistic spectrum disorders; moderate or serious 
physical disability including personal care, stroke, diabetes, visual impairment and hearing 
impairment; mental health problems including depression, neurotic, personality and psychotic 
disorders, drugs and alcohol, suicide, adult survivors of childhood sexual abuse. 
 
Looking specifically at mental health conditions, Table 26 below gives examples of population 
prevalence estimates from the report óAdult psychiatric morbidity in England, 2007: Results of a 
household surveyô, published by the Health and Social Care Information Centre in 2009 that have 
been used by PANSI. 
 
Common mental disorders (CMDs) are mental conditions that cause marked emotional distress 
and interfere with daily function, but do not usually affect insight or cognition. They comprise 
different types of depression and anxiety, and include obsessive compulsive disorder. The report 
found that 19.7% of women and 12.5% of men surveyed met the diagnostic criteria for at least one 
CMD. 
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Table 26: Prevalence estimates from the report óAdult psychiatric morbidity in England, 
2007 

  

% 

Males Females 

Common mental disorder 12.5 19.7 

Borderline personality disorder 0.3 0.6 

Antisocial personality disorder 0.6 0.1 

Psychotic disorder 0.3 0.5 

Two or more psychiatric 
disorders 6.9 7.5 

Results of a household surveyô, published by the Health and Social Care Information Centre 
 

Personality disorders are longstanding, ingrained distortions of personality that interfere with the 
ability to make and sustain relationships. Antisocial personality disorder (ASPD) and borderline 
personality disorder (BPD) are two types with particular public and mental health policy relevance. 
 
ASPD is characterised by disregard for and violation of the rights of others. People with ASPD 
have a pattern of aggressive and irresponsible behaviour which emerges in childhood or early 
adolescence. They account for a disproportionately large proportion of crime and violence 
committed. ASPD was present in 0.3% of adults aged 18 or over (0.6% of men and 0.1% of 
women). 
 
BPD is characterised by high levels of personal and emotional instability associated with significant 
impairment. People with BPD have severe difficulties with sustaining relationships, and self-harm 
and suicidal behaviour is common. The overall prevalence of BPD was similar to that of ASPD, at 
0.4% of adults aged 16 or over (0.3% of men, 0.6% of women). 
 
Psychoses are disorders that produce disturbances in thinking and perception severe enough to 
distort perception of reality. The main types are schizophrenia and affective psychosis, such as bi-
polar disorder. The overall prevalence of psychotic disorder was found to be 0.4% (0.3% of men, 
0.5% of women). In both men and women the highest prevalence was observed in those aged 35 
to 44 years (0.7% and 1.1% respectively). The age standardised prevalence of psychotic disorder 
was significantly higher among black men (3.1%) than men from other ethnic groups (0.2%of white 
men, no cases observed among men in the South Asian or 'other' ethnic group). There was no 
significant variation by ethnicity among women. 
 
Psychiatric comorbidity - or meeting the diagnostic criteria for two or more psychiatric disorders - is 
known to be associated with increased severity of symptoms, longer duration, greater functional 
disability and increased use of health services.  Disorders included the most common mental 
disorders (namely anxiety and depressive disorders) as well as: psychotic disorder; antisocial and 
borderline personality disorders; eating disorder; posttraumatic stress disorder (PTSD); attention 
deficit hyperactivity disorder (ADHD); alcohol and drug dependency; and problem behaviours such 
as problem gambling and suicide attempts.  Just under a quarter of adults (23.0%) met the criteria 
or screened positive for at least one of the psychiatric conditions under study. Of those with at 
least one condition: 68.7% met the criteria for only one condition, 19.1% met the criteria for two 
conditions and 12.2% met the criteria for three or more conditions.  Numbers of identified 
conditions were not significantly different for men and women. 
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Further information is given in Table 27 and Figures 10-12. Data by Clinical Commissioning 
Group (CCG) is given in Appendix B1 page 117. 
 
It can be seen that the estimated increase of mental health and behavioural disorders in 2030 
compared to 2012 for each disorder as follows: 
 

 Common mental disorder 2,075 for males, and 1,439 for females. 

 Borderline personality disorder 50 for males, and 43 for females. 

 Antisocial personality disorder 100 for males, and 6 for females. 

 Psychotic disorder 50 for males, and 37 for females. 

 Two or more psychiatric 1,146 for males, and 548 for females. 

 
Locally, Health Intelligence at NHS Norfolk and Waveney using information on prevalence from 
PANSI and POPPI 2009/10 rates, and other national surveys to apply it to the CCG projected 
population to estimate the number of people with Autistic Spectrum, Depression, Neurotic 
Disorder, Personality Disorder, Psychotic Disorder, and Alcohol Dependence for males and 
females of all ages for 2012, 2015, 2020, 2025, 2030 respectively.  These are shown in Table 28. 
Data by Clinical Commissioning Group (CCG) is given in Appendix B2 page 121. 
 
Table 27: Estimated number of those aged 18-64 with mental health illness by gender for 
Norfolk and Waveney, 2012-2030 (PANSI) 

Gender Year 

common 
mental 

disorder 

borderline 
personality 

disorder 

antisocial 
personality 

disorder 
psychotic 
disorder 

two or 
more 

psychiatric 
disorders 

Males 
 
 

2012 35,563 853 1,707 853 19,630 

2015 35,813 860 1,719 860 19,768 

2020 36,425 874 1,749 874 20,106 

2025 37,100 891 1,781 891 20,479 

2030 37,638 903 1,807 903 20,776 

Females 
 
 

2012 56,578 1,724 288 1,436 21,540 

2015 56,658 1,726 288 1,439 21,571 

2020 57,149 1,740 290 1,451 21,758 

2025 57,702 1,757 293 1,465 21,968 

2030 58,017 1,767 294 1,473 22,088 

Persons 
 
 

2012 92,141 2,577 1,995 2,289 41,170 

2015 92,471 2,586 2,007 2,299 41,339 

2020 93,574 2,614 2,039 2,325 41,864 

2025 94,802 2,648 2,074 2,356 42,447 

2030 95,655 2,670 2,101 2,376 42,864 
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Figure 10: Estimated number (prevalence) of males aged 18-64 with mental illness for 
Norfolk and Waveney, 2012-2030 (PANSI) 

 
 
Figure 11: Estimated number (prevalence) of females aged 18-64 with mental illness for 
Norfolk and Waveney, 2012-2030 (PANSI) 
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Figure 12: Estimated number (prevalence) of persons aged 18-64 with mental illness for 
Norfolk and Waveney, 2012-2030 (PANSI) 

 
 
 
Table 28: All ages, estimated mental illness - conditions for NHS Norfolk and Waveney by 
gender, 2012-2030 

Gender Year 
Autistic 

Spectrum Depression 
Neurotic 
Disorder 

Personality 
Disorder 

Psychotic 
Disorder 

Alcohol 
Dependence 

Illicit Drug 
Dependence 

Males 

2012 4,954 11,393 66,874 26,749 2,972 23,265 20,939 

2015 5,113 11,760 69,024 27,610 3,068 24,169 21,752 

2020 5,382 12,378 72,656 29,062 3,229 25,533 22,980 

2025 5,646 12,986 76,222 30,489 3,388 26,776 24,099 

2030 5,888 13,543 79,491 31,796 3,533 28,071 25,264 

Females 

2012 5,092 14,257 98,780 17,312 2,546 8,125 8,532 

2015 5,232 14,649 101,496 17,788 2,616 8,383 8,802 

2020 5,479 15,341 106,288 18,628 2,739 8,813 9,254 

2025 5,733 16,052 111,220 19,492 2,866 9,195 9,654 

2030 5,974 16,726 115,890 20,311 2,987 9,624 10,105 

Persons 

2012 10,046 25,650 165,654 44,061 5,518 31,390 29,471 

2015 10,345 26,409 170,520 45,398 5,684 32,552 30,554 

2020 10,861 27,719 178,944 47,690 5,968 34,346 32,234 

2025 11,379 29,038 187,442 49,981 6,254 35,971 33,753 

2030 11,862 30,269 195,381 52,107 6,520 37,695 35,369 

Note: Data is available by Clinical Commissioning Group (CCG) is given in Appendix B2 page 121. 
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Chapter 5: Mortality attributed to mental illness  
 

This chapter presents information on mortality where the primary diagnosis was a mental illness 
(ICD10 F00 ï F99), obtained from Office for National Statistics (ONS).  
 
The number of people who are classified as dying with a mental health condition as the primary 
diagnosis; (dementia and other organic disorders (ICD 10 codes F00-F09), mental and behavioural 
disorders due to psychoactive substance abuse (F10-F19) or óother mental and behavioural 
disordersô (F20-F99)) is small relative to the number of people with mental illness.  The 
classification depends on the decision of the person assigning the mental health condition as 
primary diagnosis for the death, where in fact there may have been one or more co- morbidities.  
Someone dying with a mental illness would often have that death attributed to a different cause, 
e.g. heart disease, diabetes; these deaths are not included in the data presented here.   
 
There were 3,669 deaths in the years 2003 ï 2011 recorded due to a mental and behavioural 
disorder.  This was 4.3% of all the 84,400 deaths registered among residents of NHS Norfolk and 
Waveney.  This gives an average of 408 deaths per year. Data by Clinical Commissioning Group 
(CCG) is given in Appendix C page 123. 
 
Table 29 shows a breakdown of deaths by mental health classification, gender and age. 
 
Table 29: Total number of deaths 2003-2011 in NHS Norfolk and Waveney CCG due to 
mental illness and behavioural disorders 

  
Age band % 

0-34 35-64 65-74 75+ Total Total 

Males             

F00-F03 0 7 51 937 995 84.2 

F10-F19 50 102 11 7 170 14.4 

F20-F99 0 0 * * 17 1.4 

Total 50 109 65 958 1182   

Females             

F00-F03 0 9 56 2323 2388 96 

F10-F19 15 37 * * 57 2.3 

F20-F99 * 7 * 28 42 1.7 

Total 19 53 63 2,352 2,487   

Persons             

F00-F03 0 16 107 3260 3383 92.2 

F10-F19 65 139 15 8 227 6.2 

F20-F99 4 7 6 42 59 1.6 

Total 69 162 128 3310 3669   

Note: (F00-F03) = Dementia, (F10-F19) = Mental and behavioural disorders due to psychoactive substance 
abuse, (F20-F99) = other mental and behavioural disorders 
* = cell suppressed number of events could be less than 5 
 

In the younger ages, deaths attributed to mental illness were more commonly recorded as mental 
and behavioural disorders due to psychoactive substance abuse and almost four out of five deaths 
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from substance abuse deaths were among men. In older age groups, deaths were more likely to 
be caused by dementia (Table 29). The total number deaths from dementia at age 65-75 years 
were slightly higher for females (56) than males (51), but for those aged 75+ years there were 
more deaths for women (2,323) compared to men (936). This may be associated with higher life 
expectancy of females. 
 
Note that (Table 29) does not include deaths from suicide and undetermined injury which will be 
discussed separately in Chapter 6 page 70.   
 
Table 30 provides the number of deaths due mental and behavioural disorders (F00 ï F99) from 
2003 to 2011 by local deprivation quintile (Index of Multiple deprivation IMD 2010). The number of 
deaths is not large enough to analyse further, e.g. to CCG level, or to calculate the age 
standardised rate to assess differences between deprivation quintile and specific mental illness 
condition. It can be seen that differences in number is small between deprivation quintiles over the 
nine years, ranging between 683 deaths in the most deprived quintile (an average of 76 deaths per 
year) and 752 deaths in the middle deprivation quintile (an average of 84 deaths per year). 
 
Table 30: Total number of deaths 2003-2011 in NHS Norfolk and Waveney CCG due to mental health 
and behavioural disorders by local deprivation quintile (IMD 2010) 

Deprivation 
Quintile 

  

Number % 

Males Females Persons Males Females Persons 

1 (most 
deprived) 241 442 683 20.4 17.8 18.6 

2 214 488 702 18.1 19.6 19.1 

3 231 521 752 19.5 20.9 20.5 

4 242 505 747 20.5 20.3 20.4 

5 (least 
deprived) 232 504 736 19.6 20.3 20.1 

Missing 22 27 49 1.9 1.1 1.3 

Total 1,182 2,487 3,669       
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Chapter 6: Suicide and injury undetermined36  

6.1 Suicide and injury undetermined trends for Norfolk and Waveney 
Deaths which may be suicide require an inquest from the Coroner. The Coroner requires proof 
beyond reasonable doubt of the intention to end life in order to reach a suicide verdict. This can be 
difficult and a verdict may be given instead as an óopen verdictô. Therefore, the Office for National 
Statistics (ONS) routinely includes open verdicts in deaths from suicide and injury undetermined 
within its definition of suicide. For this reason there can be substantial discrepancies between the 
Public Health Mortality File (PHMF) produced by the ONS for the number of deaths resulting from 
suicide or undetermined injury and the figures from the Coronerôs Office for the local suicide 
audit37.    
 
Trends in suicide or death from injury undetermined at a national level were reviewed by the 
Department of Health in 2012 to inform the latest suicide prevention strategy for England. The 
publication was accompanied by a statistic update38,  
 
ONS data on suicide and injury undetermined, 2000-2010 by local authority is shown on Table 31. 
Figures below five are not shown for confidentiality reasons. Due to the high number of males 
relative to females, data by gender likewise are not shown. 
 
Table 31: Deaths from suicide and injury undetermined by local authority for NHS Norfolk 
and Waveney, 2000-2010 

Local 
authority 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 

Breckland 10 13 14 14 12 10 16 11 7 8 6 

Broadland 11 6 9 8 15 12 <5 <5 14 10 <5 

Great 
Yarmouth 5 6 6 5 10 8 <5 <5 5 16 9 

KL&WN 12 20 12 15 18 14 16 9 18 5 14 

North Norfolk 9 10 10 11 8 8 6 <5 8 5 <5 

Norwich 13 12 11 14 15 13 12 13 16 13 16 

South Norfolk 11 9 12 6 13 9 8 12 12 8 12 

Waveney 14 10 17 5 16 8 10 16 15 11 6 

Norfolk 71 76 74 73 91 74 66 52 80 65 64 

Norfolk and 
Waveney 85 86 91 78 107 82 68 61 95 76 70 

Data source: Office for National Statistics (ONS), Published at Information Centre (IC) 

 

The highest number of deaths attributed to suicide and injury undetermined was seen in 2004 (107 
deaths) and lowest in 2007 (61), consistent with the national trend.  There were 70 deaths in 
Norfolk and Waveney in 2010, the most recent year where data was published.   
 
Table 32 shows the mortality figures for suicide and injury undetermined for 2003-2011 by Clinical 
Commissioning Group.  This data was obtained from the Primary Care Mortality Database 
(PCMD), based on registration with a GP rather than place of residence and this explains the small 
differences to the data shown on Table 31.  

                                            
36

 Suicide and injury undetermined defined based on International Classification of Disease as follows: (ICD9 E950-E959, E980-
E989 excluding E988.8; ICD10 X60-X84, Y10-Y34 excluding Y33.9): 
37

 Local internal audit is required to assess such differences. 
38

 https://www.wp.dh.gov.uk/health/files/2012/09/Statistical-update-on-suicide.pdf 

https://www.wp.dh.gov.uk/health/files/2012/09/Statistical-update-on-suicide.pdf
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Table 32: Total number of deaths from suicide and injury undetermined by CCG for NHS 
Norfolk and Waveney, 2003-2011 
  GY&W North Norwich South West Missing Total 

2003 13 15 20 14 12 7 81 

2004 26 15 24 23 18 5 111 

2005 20 15 17 19 17 4 92 

2006 20 6 17 14 14 5 76 

2007 18 9 18 18 15 4 82 

2008 18 9 20 12 11 8 78 

2009 15 10 18 13 7 6 69 

2010 20 5 14 15 14 2 70 

2011 19 8 16 19 13 0 75 

Norfolk and Waveney 
(2003-2011) 

169 92 164 147 121 41 734 

Average per year 19 10 18 16 13 5 82 

Note: Data source Primary Care Mortality Database (PCMD) 

 

The average figures of deaths from suicide and injury undetermined over the time period vary from 
13 per year in West Norfolk CCG to 19 in Great Yarmouth and Waveney CCG. 
 
Table 33 gives the combined number and percentage mortality from suicide and injury 
undetermined by age group for 2003-2011 by age group and gender. The highest figures for males 
is seen for those aged 35-54 years and those aged 75 years or more, while the highest figures 
were seen for females aged 50-59 and those aged 75 years or more. 
 
Table 33: Total number of deaths from suicide and injury undetermined by age band for 
NHS Norfolk and Waveney, 2003-2011 

Age band 
Numbers % 

Males Females Persons Males Females Persons 

10-19     13   1.8 

20-24 29 7 36 5.4 3.8 4.9 

25-29 36 13 49 6.7 7.1 6.7 

30-34 35 14 49 6.5 7.7 6.7 

35-39 60 12 72 11.2 6.6 9.8 

40-44 70 17 87 13.0 9.3 11.9 

45-49 64 13 77 11.9 7.1 10.5 

50-54 60 28 88 11.2 15.3 12.0 

55-59 58 17 75 10.8 9.3 10.2 

60-64 31 14 45 5.8 7.7 6.1 

65-69 25 13 38 4.6 7.1 5.2 

70-74 12 11 23 2.2 6.0 3.1 

75+ 58 24 82 10.8 13.1 11.2 

Total 538 183 734       
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MOSAIC is a geo-demographic segmentation system developed by Experian and marketed in 
over twenty countries worldwide. Each of the nearly one-quarter million block groups was 
classified into sixty segments on the basis of a wide range of demographic characteristics. The 
basic premise of geo-demographic segmentation is that people tend to gravitate towards 
communities with other people of similar backgrounds, interests, and means. MOSAIC is linked to 
the systems in other nations through the Global MOSAIC classification, which consists of fourteen 
market segments found in every modernised country. A number of geo-demographic segmentation 
tools are available, of which NHS Norfolk and Waveney currently hold a licence for the MOSAIC 
software, from which MOSAIC and Health MOSAIC classifications may be produced.  Table 34 
shows the social backgrounds for those who had mortality from suicide and injury undetermined 
for 2003-2011 after applying applied the PCMD mortality to MOSIAC.  There were 396 (54%) 
person residents of isolated rural communities, 279 (38%) Residents of small and mid-sized towns 
with strong local roots, 36 (4.9%) Young, well-educated city dwellers, and 7 (1%) Wealthy people 
living in the most sought after neighbourhoods who committed suicide or had undetermined injury. 
 
Table 34: Total number and percentage of deaths from suicide and injury undetermined by 
Mosaic Geo-demographic segmentation (social characteristics) within NHS Norfolk and 
Waveney, 2003-11  

MOSAIC group number % 

A Residents of isolated rural communities 396 54.0 

B Residents of small and mid-sized towns with strong 
local roots 279 38.0 

C Wealthy people living in the most sought after 
neighbourhoods 7 1.0 

G Young, well-educated city dwellers 36 4.9 

Missing 16 2.2 

Total 734   

 
Table 35 and Figure 13 provide the age specific mortality rates from suicide and injury 
undetermined per 100,000 persons for 2000-2002 to 2008-10 (Pooled as three years rolling 
average)39. Overall the rates are lower in Norfolk compared to East of England and England 
average rates for females but not for males who had lower rates than England but higher rates 
than East of England. For Norfolk, there has been a decline in the rates over the entire period of 
time for males and females. However there were small rises during 2000-02 and 2004-06 for both 
males and females. 

 

 

 
 
 
 
 
 
 
 

                                            
39

 Data source is Information Centre (IC) 
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Table 35: All ages, directly age-standardised mortality rates (DSR) for suicide and injury undetermined 
mortality per 100,000 persons (three years rolling average rate) for Norfolk, East of England, and 
England, 2000-2010 

Gender Area 
2000-
2002 

2001-
2003 

2002-
2004 

2003-
2005 

2004-
2006 

2005-
2007 

2006-
2008 

2007-
2009 

2008-
2010 

Males 

Norfolk 13.5 13.1 13.8 13.6 13.5 11.4 11.9 11.6 12.2 

EoE 12.1 12.2 12.2 11.8 11.4 11.3 11.6 11.4 11.6 

England 13.7 13.3 13.0 12.9 12.5 12.1 12.0 12.2 12.2 

Females 

Norfolk 3.5 3.7 4.5 4.4 4.5 3.4 3.1 3.0 3.0 

EoE 3.8 3.8 3.9 4.0 4.0 3.6 3.7 3.5 3.4 

England 4.3 4.2 4.3 4.3 4.2 3.8 3.7 3.6 3.7 

 
 
Persons 

Norfolk 8.3 8.3 9.1 8.9 8.9 7.3 7.5 7.2 7.6 

EoE 7.9 7.9 8.0 7.8 7.6 7.4 7.6 7.4 7.4 

England 8.9 8.7 8.6 8.5 8.3 7.9 7.8 7.8 7.9 

Note: Data source is Office for National Statistics (ONS), Published at Information Centre (IC) 
Note: Data for NHS Norfolk and Waveney is not published as combined data.  

 
 
Figure 13: All ages, directly age-standardised mortality rates (DSR) for suicide and injury 
undetermined mortality per 100,000 persons (three years rolling average rate) for Norfolk, 
East of England, and England, 2000-2010 

 

 

 

 

 












































































































