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1. INTRODUCTION 

1.1 NHS Dorset Clinical Comissioning Group (CCG) is undertaking a review of Adult and Older 
tŜǊǎƻƴΩǎ Mental Health Acute Care Pathway for people with a serious/severe mental illness 
(SMI) in Dorset. SMI is focused upon functional mental illness and excludes organic conditions 
such as dementia.  Serious mental health illness includes psychosis, severe depression, bipolar 
disorder, personality disorder and schizophrenia. 

1.2 This report aims to identify the needs and demand profile of the local adult population of 
people who have a SMI to enable an evidenced case to be developed.   

2 DEMOGRAPHIC PROFILE OF DORSET 

2.1 Dorset CCG operates on the basis of a locality model with the geography of Dorset divided into 
13 GP localities.   

 

2.2 Based upon data obtained from Open Exeter (December 2014) Dorset has an estimated total 
registered GP practice population of 783,543 people split across urban and rural settings.  The 
split between the two very different types of urban and rural geographies impacts on how 
services need to be modelled to deliver appropriate care in these environments. The age and 
gender profile of each locality is outlined overleaf. 
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Dorset Registered GP Practice Population (December 2014) 

 

2.3 The population table illustrates that approximately 35% of the population are located in the 
rural areas of Dorset and 65% are in the urban areas, primarily in Poole and Bournemouth. This 
broadly reflects the rest of the country. 

2.4 It must be highlighted however that there is no singular definition of rurality but rather a 
number of different approaches to it. This encompasses spatial classification (based on 
population density, distance to cities and urban centres); a socio economic classification (based 
upon principle forms of employment in an area) and more complex definitions combining both 
of the above. (Nicholson, 2008 in Advances in psychiatric treatment). 

2.5 For the purpose of this report, population density has been used as the guiding principle for the 
rural / urban split stated above. 

2.6 The percentage of males and females in each age group is different for each GP locality and also 
for Dorset CCG as a whole.  The population pyramid for Dorset CCG is shown overleaf and the 
pyramids for the 13 Dorset GP localities are shown in Appendix 1.  The percentage of males and 
females in each age group are represented by the bars in the population pyramids and are 
compared with corresponding percentages for England (lines).  The population pyramids are 
helpful when considering the profile of the SMI population and associated need and demand. 
For example, first episode of psychosis generally presents between the ages of 16 ς 34 years.   

2.7 The population pyramids show that 11.4% of the Dorset registered population are in the age 
range 15-24 years, this the most common age when symptoms of psychosis first present.  
Overall the urban areas have higher percentages of people in this age range (urban 11.9%, rural 
10.4%) however this is almost exclusively due to patients registered with practices in the 
Bournemouth North GP locality (22.6%) the vast majority of which are likely to be students 
attending the Bournemouth Universities. 

2.8 In the 15-24 year age band of the Dorset GP registered practice population 11.6% of people are 
males and 11.2% are females.  Within urban areas 11.8% are males and 12.1% are females.  
This compare to 11.2% males and 9.6% females in rural areas. 
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Dorset CCG Age Sex Population Pyramid 

  

2.9 Predicted Bournemouth, Poole and Dorset local authority (LA) adult resident population figures 
obtained from the POPPI and PANSI websites (October 2015) are outlined in the table below:  
 

 
 

2.10 The adult resident population of Dorset is expected to grow by 5.8% between 2015 and 2025 
from 621,100 to 657,100. The predicted increase is almost exclusively in the 65 and older age 
group with an expected growth of 18.8% from 2015 to 2025.  The largest predicted growth for 
this age group is in the Poole UA area (20.0%).   
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2.11 Projected changes to the population profile of the county are not expected to alter existing 
prevalence of serious mental illness locally but there will be a slight increase in numbers of 
people potentially requiring services in line with the overall growth. 
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3 PREVALENCE OF SERIOUS/SEVERE MENTAL ILLNESS  

3.1 Public Health England (PHE) has outlined numerous factors to inform local profiles of serious 

mental illness which link to socioeconomic deprivation: this was recommended to be used as 

the key determinant of serious mental illness. The Index of Multiple Deprivation (IMD) 2010 is a 

composite of the following factors and weightings:  

¶ Income (22.5%) 

¶ Employment (22.5%) 

¶ Health and Disability (13.5%) 

¶ Education, Skills and Training (13.5%) 

¶ Barriers to Housing and Services (9.3%) 

¶ Crime (9.3%) 

¶ Living Environment (9.3%) 
 

3.2 The maps included below outline Index of Multiple Deprivation (IMD) national rankings. These 

demonstrate a wide variance in the levels of deprivation across the geographical boundaries of 

Dorset CCG ranging from some of the poorest areas in the country to those that are more 

affluent. 

3.3 The maps of deprivation overleaf for Dorset and the Bournemouth and Poole area show 

differences in deprivation levels in Dorset based on national quintiles (fifths) of the Index of 

Multiple Deprivation 2010 by area (Lower Super Output Area). The darkest coloured areas are 

some of the most deprived areas in England. The areas with most significant deprivation are 

mainly located in the urban areas of Bournemouth, Poole and the Weymouth & Portland 

locality. There are also some pockets of deprivation in Christchurch and Bridport.  
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3.4 The map below illustrates a more detailed overview of relative deprivation across Dorset.  To 

determine relative deprivation the level of deprivation in each area is ranked and divided into 

local quintiles.  The relative deprivation shows that in addition to the urban areas, relatively 

speaking Sherborne, Bridport, Blandford and parts of East Dorset and Dorchester also have 

relatively high levels of deprivation when compared to other areas in Dorset. 

 

3.5       Using the boundaries of CCG GP localities, the box plot overleaf shows deprivation levels for each locality 

sorted from lowest to highest deprivation (lowest being East Dorset and highest East Bournemouth). The 

chart illustrates differences between each locality in addition to demonstrating the variation within 

localities themselves.  
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   3.6 Ten Dorset GP practices mapped within areas of the highest deprivation in descending order 

are: 

Practice CCG Locality 

Providence Surgery East Bournemouth 

Crescent Surgery East Bournemouth 

Boscombe Manor Medical Centre East Bournemouth 

Shelley Manor Medical Centre East Bournemouth 

Holdenhurst Road Surgery Central Bournemouth 

Kinson Surgery Bournemouth North 

Herbert Avenue Surgery Poole Bay 

Durdells Avenue Surgery Bournemouth North 

Panton Practice Central Bournemouth 

Bridges Medical Centre Weymouth & Portland 

 
3.7 Nationally, East Dorset was recorded among the top 20 LA Lower Super Output Areas with the 

highest proportion of population in the least deprived decile of IMD 2010. Central Boscombe 

(East Bournemouth GP practice locality) on the other hand was recorded within the 3.5% most 

deprived areas in the country thus demonstrating the wide variance across the county.  

N.B: Lower Super Output Areas ς are homogenous small areas of relatively even size (around 1,500 people) of which there are 32,482 in 

England, for more detail see:  

www.neighbourhood.statistics.gov.uk/dissemination/Info.do?page=userguide/moreaboutareas/furt herareas/further-areas.htm  

http://www.neighbourhood.statistics.gov.uk/dissemination/Info.do?page=userguide/moreaboutareas/furt%20herareas/further-areas.htm
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3.8 A chart outlining deprivation level by practice is shown in Appendix 2.  The chart clearly shows 
the four GP practices in the East Bournemouth locality highlighted above with the highest levels 
of deprivation in Dorset. 

3.9 GP registers of serious mental illness, using the Quality Outcomes Framework (QoF) data 
broadly align (correlation of 75%) with the indices of deprivation thus supporting the use of 
IMD as a proxy for mental health need prevalence as valid.  In fact seven of the ten Dorset GP 
practices with the highest deprivation listed above are also in the highest quintile for SMI 
prevalence in Dorset. 

3.11 QoF data is generally acknowledged to be robust; however local practice behaviour needs to be 
considered when interpreting the data. It also needs to be noted that this data is not weighted 
by practice population demographics.  

3.12 Utilising the 2013/14 QoF data, the following box plot outlines the percentage of the practice 
population on SMI registers by locality. The GP locality with the highest median GP recorded 
prevalence of serious mental illness is East Bournemouth although the prevalence range within 
this locality varies considerably. 

 

 

3.10 A chart outlining SMI prevalence by practice is shown in Appendix 3.  The chart again clearly 
shows the GP practices with the highest levels of SMI prevalence in Dorset are within the east 
Bournemouth locality.  The lowest levels of SMI prevalence are seen within the East Dorset GP 
practices. 

3.11 The map overleaf shows the estimated relative SMI prevalence of Dorset residents projected to 
2021.  The SMI prevalence in each area has been ranked and divided into local quintiles.  The 
relative prevalence shows that areas of Lyme Regis, Bridport, Frome Valley, areas of north 
Weymouth, Broadmayne, Swanage, Wareham, Six Penny Handley and some areas of 
Bournemouth and Poole have higher estimated SMI prevalence when compared to other areas 
in Dorset.   

.5 1 1.5 2 2.5 3
SMI: QOF prevalence % (all ages) 2013/14

East Bournemouth

Central Bournemouth

Poole Bay

Dorset West

Weymouth & Portland

Poole Central

Poole North

Bournemouth North

North Dorset

Mid Dorset

Christchurch

Purbeck

East Dorset

QOF prevalence % (all ages) 2013/14 by GP locality

Serious Mental Illness
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3.13 The Quality Outcomes Framework also requires GP practices to maintain a depression register, 
enabling a more holistic picture of overall prevalence of mental health need to be considered. 
Whilst the depression register will include those with severe depression, it is unlikely to be a 
good proxy for serious mental health need prevalence.  

3.14 Again the QOF data needs to be considered in the context that it is not adjusted for age, sex 
and other factors that may impact on prevalence. 

3.15 Across all localities, the prevalence of depression outweighs that of SMI prevalence.  QoF 
depression data does not allow further interrogation to determine the number and/or 
percentage identified with severe depression (which constitutes a serious mental illness). 

3.16 A chart outlining depression prevalence by practice is shown in Appendix 4.   

3.17 Of note, certain practices record substantially higher prevalence compared to other surgeries in 
the same locality and not all of this is explained by practice deprivation. This may be due to 
differences in other factors such as age, sex and practice recording and screening processes.  
These practices are highlighted below:  

Surgery  % Prevalence of 
Depression 

Locality 

Moordown Medical Centre >18% Bournemouth North 

Bridges Medical Centre >16% Weymouth & Portland 

Wyke Regis Health Centre җмп҈ Weymouth & Portland 
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3.18 Mental illness has a huge impact on health and wellbeing. People with mental health problems 
are more likely to develop significant preventable conditions such as diabetes, heart disease, 
bowel cancer and breast cancer, and at a younger age (KingΩǎ CǳƴŘύΦ They are also more likely to 
misuse substances (Coulthard et al 2002). 

 
3.19 Life expectancy is much lower with people dying on average 20 years younger than the general 

population (Newman and Bland  1991;  Brown et al 2010).  
 
3.20 Smoking is the largest single preventable cause of morbidity, mortality and inequalities in health 

in Britain and accounts for about half of the difference in life expectancy between the lowest 
and the highest income groups. Most of the reduction in life expectancy among people with 
serious mental illness is attributable to smoking.  People with mental health problems smoke 
significantly more and are more dependent on nicotine than the population as a whole, with 
levels about three times those observed in the general population.    Supporting individuals to 
stop smoking while receiving NHS care represents a significant opportunity to close the gap in 
morbidity and mortality, between those people experiencing mental health conditions, and the 
general population.  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/432222/Smoking_Cessation_in_
Secure_Mental_Health_Settings_-_guidance_for_commis....pdf 

 
оΦнм Φ  ¢ƘŜ YƛƴƎΩǎ CǳƴŘ report describes the wider societal impacts of mental illness. Increased levels of 

worklessness, reduced productivity in the workplace, increased rates of sickness absence 
(Sainsbury Centre for Mental Health 2007) and high social care costs are all associated with 
mental illness. Seventy per cent of people with psychotic disorders are economically inactive, 
while self-reported depression is the single most important cause of workplace absenteeism in 
the United Kingdom (Gray 1999).   There is a major impact on families and carers of those with 
mental illness and their health and wellbeing can also be affected. 

3.21 A summary of some key risk factors for serious mental illness for Bournemouth, Poole and 
Dorset compared with the England averages are included in the table below.   Across the Dorset 
area, Bournemouth UA has the highest number of risk factors significantly worse than the 
England average (10 risk factors), followed by Poole UA (7 risk factors) and then Dorset LA (4 
risk factors). 

3.22  

 Risk Factor 

 
Period 

England 
Value 

Bmth 
UA 

Poole 
UA 

Dorset 
CC 

Number of People with Learning 
Disabilities known to GPs: number 
on QoF registers 

 
 

2012/13 
  

1,732 (2012/13 LD Joint 
Health & Social Care Self-

Assessment) 

Children in poverty: % living in low 
income households 

 
2012 

19.2 18.4 15.3 12.3 

Looked after children: rate per 
10,000<18 population 

 
2013/14 

59.8 83.5 50.9 44 

Children leaving care: rate per 
10,000<18 population 

 
2013/14 

26.4 37.3 27.2 22 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/432222/Smoking_Cessation_in_Secure_Mental_Health_Settings_-_guidance_for_commis....pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/432222/Smoking_Cessation_in_Secure_Mental_Health_Settings_-_guidance_for_commis....pdf
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 Risk Factor 

 
Period 

England 
Value 

Bmth 
UA 

Poole 
UA 

Dorset 
CC 

English Language skills: % of people 
who cannot speak English / speak it 
well 

 
2011 1.65 1.32 0.54 0.25 

Domestic abuse incidents recorded 
by the police: rate per 1,000 
population 

 
2012/13 18.8 13.5 13.5 13.5 

Population turnover (internal 
migration): Rate per 1,000 resident 
population 

 
2014 90.7 157.1 121.4 93.5 

Migrant GP registrations: Rate per 
1,000 resident population 

 
2014 

11.7 21.3 6.0 3.7 

Black or Black British ethnic group 
proportion: % of population who 
identify their ethnicity as Black or 
Black British 

 
2011 

3.5 1 0.4 0.2 

Asian or Asian British ethnic group 
proportion: % of population who 
identify their ethnicity as Asian or 
Asian British 

 
2011 

7.8 3.9 2.2 0.9 

White ethnic group proportion: % of 
population who identify their 
ethnicity as white (British, Irish or 
other) 

 
2011 

85.4 92 95.9 97.9 

Mixed/multiple ethnic group 
proportion: % of population who 
identify their ethnicity as mixed or 
multiple groups 

 
2011 

2.25 2.28 1.3 0.82 

Other ethnic group proportion: % of 
population who identify their 
ethnicity as Other 

 
2011 1 0.9 0.3 0.2 

Statutory Homeless: rate per 1000 
households 

2013/14 2.3 1.7 0.9 1.1 

CPA adults in settled 
accommodation: % of people aged 
18-69 on CPA in settled 
accommodation 

 
2012/13 

58.5 19.9 29.5 13.8 

CPA adults in employment: % of 
people aged 16-69 on CPA in settled 
accommodation 

 
2012/13 

 
8.8 

 
2.5 

 
5.0 

 
       7.0 

Smoking prevalence in adults - 
current smokers (IHS) 

 
2013 18.4 16.6 20.2 14.3 

Estimated prevalence of opiate 
and/or crack cocaine use 

 
2011/12 8.4 15.2 5.7 5.6 

Admission to hospital for mental and 
behavioural disorders due to alcohol 
 

 
2012/13 84.1 134.2 51.3 55.6 
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 Risk Factor 

 
Period 

England 
Value 

Bmth 
UA 

Poole 
UA 

Dorset 
CC 

Mortality from suicide and injury 
undetermined: Standardised rate 
per 100,000 

 
2011/13 8.8 9.6 8.3 10.2 

Premature (<75) mortality in adults 
with serious mental illness: rate per 
100,000 population 

 
2012/13 1319 1462 1987 1521 

Emergency hospital admissions for 
intentional self harm: Directly age 
standardised rate 

 
2013/14 203.2 286.0 242.5 245.9 

Source: Public Health England Mental Health Profiles, accessed online October 2015 

 

 

3.22 Public Health England (PHE) has produced severe mental illness profiles from a variety of 

sources including:  

¶ QoF 

¶ Adult Psychiatric Morbidity Survey (APMS),  

¶ ONS population estimates including mid-year estimates for estimated prevalence 

¶ NHS resource allocation formula 

¶ Health & Social Care Information Centre  

¶ Monthly Mental Health Minimum Data Set (MHMDS) Reports  

 

3.17 A link to the Dorset CCG SMI Profile is included below: 

 http://www.nepho.org.uk/pdfs/severe-mental-illness/E38000045.pdf  

3.18 Of note is that PHE state there are some concerns over data quality for the majority of 

indicators from the profiles which therefore impacts on the reliability of the profiles. Finance 

elements in addition to some elements of the psychosis pathway are highlighted as having 

serious data quality concerns and have not been included in the key highlights outlined 

overleaf. 

 

 

 

 

  

http://www.nepho.org.uk/pdfs/severe-mental-illness/E38000045.pdf
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3.19 A number of key highlights taken from the PHE profile for Dorset CCG are shown below.  Dorset 

CCG figures were benchmarked against 10 other similar CCGs to determine significant 

difference.  

Dorset Profile Data Issues 

Significantly higher % of people with learning disabilities on GP registers than 

national average 

No concerns 

Significantly higher % of people with SMI known to GPs than national average No concerns 

Significantly less people per 100,000 population on Care Programme Approach 

(CPA) 

Some concerns 

Significantly less service users in contact with MH services on CPA Some concerns 

Significantly less service users as in-patients in a mental health hospital Some concerns 

Significantly less people detained under MH Act per 100,000 population Some concerns 

Significantly less short term orders under MH Act per 100,000 population Some concerns 

Significantly higher % of exemptions from SMI health checks Some concerns 

Significantly less days of delayed discharge in quarter per 1,000 bed days Some concerns 

 

3.20 Work has also been undertaken by the Wessex Academic Health Science Network (AHSN) to 

understand the needs of service users with psychosis across the region. The work focused upon 

service users who were in contact with secondary care services in the period 2010-13. It did not 

include those who may have only had contact with primary care or did not contact secondary 

care within this time period.  

3.21 Data from the Mental Health Minimum Data Set (MHMDS) was used to identify individual 

patient records, using three different approaches: 

¶ ICD Diagnosis codes 

¶ PbR Cluster codes 

¶ HONOS codes (Question 6) 

After identifying individual records in MHMDS, they were linked with the Hospital Episode 
Statistics (HES) database to obtain A&E and non-mental health Trust admissions for these 
same patients. The user group was then divided by CCG to create the local CCG packs. 

The AHSN have stated their approach was clinically validated. Final figures for the Wessex area 

approached 85% compliance with QoF data, suggesting the approach was robust.  
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 3.21 The AHSN have produced a profile pack for Dorset CCG in which figures for Dorset were 

compared with 10 other similar CCGs. Key highlights are outlined below: 

¶ Although there is a need for local interpretation, the data suggests the estimated number of 
people with a psychotic disorder in NHS Dorset CCG is just under 20% higher than other 
areas. 

¶ There is an estimated 35% fewer service users treated under the Care Programme 
Approach. 

¶ An estimated 30% higher number of mental health admissions. 

¶ Over 40% more people subject to the Mental Health Act. 

¶ Dorset CCG has a higher percentage of known service users who have psychosis (30% 
compared to Wessex average of 26%). 

¶ A greater number of service users with psychosis reach old age. 

¶ Dorset has a high number of older people with mood disorders. 

¶ Higher than expected proportion of psychosis amongst service users of a minority ethnic 
background. 

¶ An estimated 9% of service users with psychosis have not got the opportunity to work 
despite wanting to. (This is likely to be greater as the employment status of the majority of service users was unknown) 

¶ Service users with psychosis in Dorset require three times as many health professional 
contacts when compared with other mental health conditions. 

¶ 27% of service users with psychosis get admitted to mental health inpatient wards (less 
than Wessex average of 30%) but stay twice as long in hospital when compared to others. 

¶ 2012-13 average number of A&E attendances for service users with psychosis was 2.4 per 
user and 2.1 for other mental health conditions. 

¶ A 5% increase in A&E visits by CCG users with Psychosis was recorded from 2011-12 to 
2012-13.  

¶ Emergency admissions and use of emergency bed days to non-mental health trusts of 
individuals with a mental health condition have also increased during the same period. Of 
these, there was a 12% increase in emergency admissions of people with psychosis with 
subsequent length of stay increasing by 6% for the same cohort of patients.  
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3.22 The PHE SMI profile for Dorset CCG shows Dorset GP practices have significantly higher 
proportions of people with recorded SMI than the national average (Dorset 0.90%, national 
prevalence 0.86%).  Dorset CCG also has higher SMI prevalence than the South of England area 
which is 0.78%. 

3.23 Across Dorset and within GP localities, there are significant variances in the prevalence of SMI.  
The tables in Appendices 8 and 9 show SMI prevalence by practice.  Prevalence is higher in the 
urban areas of Dorset (0.99%) compared to the rural areas (0.73%).  

3.24 Projected increases in the SMI population based on population projections are outlined below: 

 

3.25 Figures show a projected 5.4% increase (extra 378 patients on register) of patients on the 
Dorset CCG SMI practice register by 2022/23. The projections are crude and don't take into 
consideration the age and sex difference in population projections and whether certain groups 
(age and sex) of people are more likely to experience SMI. 

 

 

 

 

 

 

 

 


