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1. The Purpose of this Document 

This document has been written to present the information collated so far in relation 
to the healthcare service review taking place for the community of Belper and the 
surrounding areas. 

The information contained within this document has been used to create the 
communication materials provided across the Belper community during November 
and December 2015.  The communication materials have been created to inform the 
public of the progress of the review and obtain feedback in relation to the factors 
which are important to the community when making decisions about health care. 

The data presented within this document has not been analysed to determine the 
future implications for healthcare services within the Belper area.  This work is being 
completed and will be shared with the Belper community early in 2016. 
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2. Our Vision for Community Services 

 

When the NHS began in 1948 health services were planned to manage isolated 
health conditions and emergencies.  
 
But improvements in healthcare practice and technology, alongside significant 
improvement in standards of living mean the pattern of illness has changed. People 
live much longer, but often with illnesses that were previously fatal, which are now 
managed as long-term condition, or chronic diseases. One example of this would be 
heart disease. 
 
As people now live longer, they often develop more than one illness which needs to 
be dealt with. This obviously increases demand on health and social care services, 
which were not originally designed to handle today’s patterns of illness. 
 
Lots of research has gone into understanding how healthcare services need to 
change to support these changing health needs.  Evidence shows people with one or 
more long-term conditions can be better supported if: 

 Care is planned with patients themselves, and their carers. 

 Patients are educated and supported to take greater control of their own 
treatment decisions. 

 Plans are made for the future. 

 There is more use of generalist care. 

 Specialist, generalist and social care services work closely together. 

 There is more care nearer to, or within, patients own homes. 
 
As we plan services in the future we must make sure we get the best value for 
patients and taxpayers. For healthcare commissioners this means the services 
bought – which will mainly be from within the NHS – provide better patient care and 
outcomes for the same, or even less, of the available budget.  
 
The national NHS vision is to offer some elements of healthcare out of hospitals and 
in community settings instead, as part of steps to give patients’ greater 
independence and more choice and control over their healthcare.    
 
‘Our Health Our Care Our Say 2006’1 sets out a vision of healthcare services being 
built around patient preferences for treatments being given at home, or as close to it, 
as possible. To support this policy a programme of work was set up called ‘Care 
Closer to Home’2. This work has already highlighted how care is currently provided 
by multiple teams, across many organisations, which is not ideal. Patients began to 
voice frustration about having to navigate and coordinate their own care across 
many health and social care departments. This often included multiple assessments 
and duplicated care, resulting in time delay and emotional distress.   
 
So this historical structure of individual services being delivered by separate 
individual care teams does not tie in with the health and care services needed now. It 
is too complex and inefficient. Both national and local patient feedback has 
highlighted a need for more joined up, seamless services, with improved 
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communication between GPs and other healthcare providers, as well as closer links 
with the voluntary sector.   
 
National evidence continues to show that patients ‘expressed greater satisfaction 
with treatment at home regimes than hospital in patient care’3 and that patients ‘do 
not want to be in hospital unless it is absolutely necessary and then only as part of a 
planned approach1. 
 

‘I can plan my care with people who work together to understand me 
and my carer(s), allowing me control, and bringing together services 
that achieve outcomes important to me’ 4 

 
Patients being given full support so they can be discharged from hospital reduces 
the length of stay, provides better patient satisfaction and improves quality of life3,5.  
 
The use of integrated care pathways (where all organisations work closely together 
to treat patients) across hospital and community settings have resulted in reduced in-
hospital complications5 and the provision of ‘hospital at home’ services has shown 
patients have less risk of being admitted to long-term residential care6.   
 
Evidence is also showing, particularly for the very elderly, that hospital can be 
harmful for patients as it poses a greater risk of infection, pressure sores, falls and 
often a rapid loss of capacity for the skills needed to remain independent in their own 
homes. Research has also found improved care coordination has a significant effect 
on the quality of life for frail people and people with long-term conditions.  
 
We also know at least half of all people with long-term conditions suffer from other 
health conditions as well.  Mental health conditions are one of the most common that 
exist alongside other illnesses7. 
 
For all these reasons providing joined up, coordinated, continuous care within the 
community has become a national and local priority.  The Government Mandate to 
the NHS Board8 and NHS five year forward view9 requires improvements in the way 
that care: 
 

‘is coordinated around the needs, convenience and choice of patients, 
centres on the person as a whole, ensures people experience smooth 
transitions between care settings and organisations and empowers service 
users so that they are better equipped to manage their own care.’ 

 
It states that: 
 

‘ local commissioners have the vital role in stimulating the 
development of innovative integrated provision.’ 8 
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3. Proposed New Model of Care 

 

 
The southern Derbyshire health community vision outlines how services will need to 
change to meet the needs of patients now – and in the future. 
 

  A diagram below shows how we want to transform the way people are cared for. 
Over the next five years we want, as far as possible, for people to be able to find the 
support they need in their community and as close to home as possible (as you can 
see on the left-hand side of the diagram). To make this happen we will need to 
change the old pattern of NHS spending by moving services and resources closer to 
the patient and away from institutional forms of care. We need to invest in primary 
care (the first point of contact in the health system, which is most often GPs) and 
community services and shift the emphasis away from secondary care (secondary 
care is services provided by medical specialists who generally do not have first 
contact with a patient). The overall aim is to make sure all parts of the health system 
can cope with the current pressures and give the best patient care. 

 

 
 

The changes we want to make are designed to help people remain independent. By 
developing community services, to work in tandem with GP surgeries, we can 
provide a range of local support capable of caring for older people and those with 
long-term conditions. 
 
Building blocks for the new range of services were set in 2013 with investment in 
Community Support Teams (CST). These teams of District Nurses, Community 
Matrons and Care Coordinators work with GP practices to provide care and 
treatments for patients which prevent unnecessary admissions into hospital and 
improve people’s health and well-being. Managing long-term conditions in a way that 
identifies early signs of deterioration means a quick response is possible to prevent a 
patient’s health from getting worse. This again reduces the need for patients to have 
the upheaval and upset of hospital treatment and stays. 
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To strengthen Community Support Teams links are being built with Community 
Mental Health Teams, local authority social care teams and with Local Area 
Coordinators (which provide informal community support for vulnerable people).  In 
the Belper area NHS Southern Derbyshire Clinical Commissioning Group has 
increased investment in providing pharmacy support and advanced clinical skills.  
 
The next stage is reviewing how all community services link into community support 
teams so all services can be joined up and professionals work closely together, 
based around a geographical area, to give patients the best care.   
 
We want to put teams in the same building where possible, to improve 
communication and coordination. We want to move towards a standard single 
assessment process to check what patients’ needs are. Results can then be shared 
across organisations and used with patients and carers to develop a comprehensive 
care plan.   
 
We also want to strengthen links between community services and hospital care for 
patients who are frail or who have long-term conditions, so rapid treatment is given 
when people become seriously ill and need more specialist expertise and 
technology. Once they no longer need that specialist help we want them to have a 
seamless and speedy transfer to community services, so they receive the support 
they need to carry on with their life back at home as soon as they can.  
 
We want to provide a single point of access into the variety of community services 
currently provided across Belper and surrounding areas so care is well organised 
and clear across teams and organisations.  
 
Health promotion and disease prevention educational sessions will support patients 
to make informed decisions about their lifestyles and impact on quality of life. This 
will help people take the best care of themselves and understand their health 
conditions better so they can be healthier and make the most of life. 
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By providing changes outlined in the diagram above, this should help people: 
• Get more help in the community and know where to find it. 
• Have access to information and a greater support network to manage their 

conditions better to remain independent for as long as possible. 
• Know where to go and who to talk to. Services will be joined up so 

professionals work together to make it easier for patients. 
• Have their GP practice at the centre of their care so patients know they can 

make one call and care will be delivered by the most appropriate person. 
• Only have to tell their story once as community teams will work together.  If 

anyone has a mental and physical illness the patients will still deal with one 
team. 

• Visit hospitals for treatment only if specialist care is needed. The hospital will 
support community teams with links to their specialist doctors. 

• Get rehabilitation for physical or mental health and be fully supported so 
patients receive help at home if possible.   

 
We also understand the environment where healthcare is provided can have an 
impact in improving how well patients’ respond to treatment, as well as impacting on 
staff job satisfaction and moral. Where possible we aim to provide healthcare in 
modern, clean buildings which support patient experiencing high quality care.  This 
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supports health improvements, staff satisfaction, physical and mental health and 
quality of life.  
 
We also know that many patients no longer need to be in a hospital bed for the care 
they receive and it is often safer for them to be cared for either at home or in the 
community as they avoid the risk of infection and the reduction of independence 
which often comes with a hospital stay.   
 
Our Joined Up Care approach requires integration between health and social care 
teams in facilities which can continue to be flexible to meet changing health needs. 
The healthcare facilities which provide many of the community services used by 
patients in Belper and surrounding areas have remained unchanged for many years 
and are becoming both difficult and expensive to maintain.    
 
Regulations for providing healthcare rightly continue to be more stringent and we 
must provide care from buildings which can meet them in the future. We know that 
Babington Hospital started off as a workhouse, with an infirmary being added at a 
later date, but neither area of the site will meet the standards required of a 21st 
Century healthcare facility for much longer and the cost of converting them may not 
be a good use of public funds.  
 
Current maintenance issues at Babington Hospital include: 
 

 The site has relatively new boilers renewed in recent years, but these rely on 
a very old distribution pipework which passes through asbestos contaminated 
areas. If repairs are needed it means patient services have to be transferred 
and inpatients have to be given new accommodation off-site due to the HSE 
notification required to remove asbestos   

 

 The single passenger lift serving the main building is currently out of order 
pending extensive repairs, in the meantime patients have been re-located on 
the lower floor with reduced beds. This creates difficulties for the inpatient 
ward on the first floor, makes service delivery very difficult and without major 
contingencies being planned, creates a safety risk. 

 

 The fire detection and alarm system requires continuous maintenance and 
repair, which needs additional operational and management time from staff to 
make sure the building operates safely. 

 

 The internal layout cannot be adapted to meet current requirements. 
 

 Planning restrictions are in place owing to listed building status 
 

 There is flood risk. 
 
 
 
It would be extremely expensive to sort out all these problems and even if this was 
done, it would still leave patients receiving services in a Victorian former workhouse 
building which doesn’t support the model of care we need for the future.   
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4. What we know so far – Health Care Services 

 

 
NHS Southern Derbyshire Clinical Commissioning Group commissions a wide range 
of healthcare services to meet the needs of the population of Belper and the 
surrounding areas.  These include: 

 Primary health services (GPs). 

 Community health services. 

 Maternity care. 

 Elective hospital care. 

 Mental healthcare. 

 Children’s healthcare. 

 Urgent and emergency care (including ambulance services). 

 Continuing healthcare. 
 
 
Other healthcare services funded through Derbyshire County Council and by the 
national NHS teams include:- 

 Dental Services   
 Health Promotion Services (stop smoking teams and weight management 

services) 
 Sexual Health Service 
 Children’s health promotion services (health visiting, school nurses etc) 

 
 
This review is looking at community care to: 

 Understand local population health needs and how long-term conditions 
are managed, and conditions related to frailty.  

 Use patient and carer feedback so services are well coordinated, voluntary 
sector support is used effectively and there is a single point of access for 
patients.  This will give people greater independence, more choice and 
control over their healthcare. 

 See what local service development priorities are and understand how 
these tie into national policy regarding healthcare being provided closer to 
home, and care offered by different organisations can work effectively 
together. 

 
 
4.1 Community Services 
 

Community health services are non-emergency, non-critical care, including those 
delivered in people’s home by healthcare staff.  Community services focus on 
treating a person’s every health need, helping them stay healthy, and providing long-
term care for chronic debilitating illnesses and specialised palliative care (to relieve 
symptoms and improve quality of life for people with serious illnesses) who are at the 
end of their lives. Alongside primary care services these are the key building blocks 
for the provision of general healthcare, providing treatment as well as preventative 
services across all ages.  
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4.1.1  Services Provided Within Patient’s Home 
 
Within Belper and the surrounding area the following health services are provided 
within a community setting and patients’ own homes: 
 

 Community nursing services deliver care in the home for patients with a broad 
range of nursing needs. The community nurses have particular expertise in wound 
care, palliative care and long-term conditions management. The service has a 
strong focus on promoting independence and enabling patients to remain at 
home. 

 Community matrons – who are more highly skilled, qualified nurses who identify, 
assess and proactively manage the care of complex patients with long-term 
conditions, supporting them to manage their own condition. They are responsible 
for managing a caseload of patients, coordinating care packages to reduce 
inappropriate hospital admissions and reduce lengths of stay. They are also 
skilled in advanced clinical assessment, prescribing and contributing to end of life 
care services.  

 Stroke rehabilitation services provide a coordinating role across hospital and 
community settings, delivering inpatient specialist stroke rehabilitation services, 
early supported discharge service, and community-based stroke rehabilitation and 
support services. 

 Specialist continence nursing advice, treatment and education service is provided 
as part of an integrated community nursing and community hospital service, 
delivering outpatient clinics, education and training programmes and signposting 
and referral to relevant services. 

 Community Diabetes Service provides specialist nursing advice and support for 
diabetes patients in the community. 

 Tissue Viability Service providing specialist nursing advice and treatment for 
patients in the community. 

 Community Respiratory Service delivering chronic obstructive airways disease 
assessment and treatment and pulmonary rehabilitation. 

 Community Cardiac Liaison service providing cardiac liaison service for patients 
on discharge from hospital following a heart attack. 

 Community Neurological Service for patients with Parkinson’s Disease, Multiple 
Sclerosis, Epilepsy and Motor Neurone Disease. 

 Community therapies delivering services in an integrated way alongside 
community nursing teams and in partnership with Derbyshire County Council 
Adult Social Services and other statutory and voluntary agencies. The services 
provided in the home and other community settings for vulnerable, elderly or frail 
people and their carers.  

 
Information about how all of these services are used by patients are not currently 
recorded electronically but analysis has been done – using 2014/15 data where 
patients’ personal details have been kept anonymous – for Community Nursing, 
Community Matron Services, and the following specialist nursing services; 
Continence Advisory Service, Heart Failure Service and Respiratory.  The following 
information was highlighted: 
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4.1.2 Belper Clinic 
 
In addition the following community services are provided at Belper Clinic: 
 

 Integrated Children’s Teams providing Health Visiting, School Nursing, Speech 
and Language Therapy Services, Children’s Audiology Services and Pre-School 
Vision Screening. 

 Midwifery and Antenatal Clinic Services, including parentcraft sessions. 

 Contraception and Sexual Health Services providing community-based 
comprehensive specialist contraception and sexual health including vasectomy, 
chlamydia screening, sexually transmitted infections (STI) partner tracing and 
notification, menopause services and psychosexual therapy. 

 Community Weight Management Service ‘Live Life Better’. 

 Podiatry assessment, diagnosis and management of lower limb problems, 
enabling patients to be and stay mobile, including comprehensive patient 
information, promotion of self-care / management and patient education 
programmes. 

 Orthotic services. 

 Phlebotomy clinics. 

 Mental health and counselling services. 

 Dietetic clinic. 

 Oxygen at home education sessions. 
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Service use information is not currently recorded electronically for many of these 
services either, but analysis has been done using 2014/15 data.  It has found: 
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4.1.3 Inpatient Services 
 
The Babington Hospital site also provides inpatient services to people in Belper and 
surrounding areas.  Inpatient hospital beds provide rehabilitation services for people 
recovering from a serious illness who no longer need to be cared for at an ‘acute’ 
hospital. They also provide services for people who are too ill to remain at home but 
do not need acute hospital services.  The hospital currently has one ward of 10 beds, 
Chevin Ward, but during winter additional beds can be provided according to 
requirements.   
 
The inpatient services are Nurse and Advanced Nurse Practitioner led, supported by 
a GP and Consultant Geriatrician who between them visit three times per week.  The 
nurses provide care on the wards, supported by a range of specialist input, to care 
for all needs of patients.  This multi-disciplinary team provides integrated 
rehabilitation services to support people, helping them to regain their health, 
independence and emotional well-being. 
 
The range of specialist services supporting the inpatient unit include: 

 Specialist therapy services provide assessment, treatment and education 
including: 

o Physiotherapy. 
o Occupational health. 
o Speech and language therapists. 

 Specialist nursing services provide assessment, advice, treatment and 
education including: 

o Tissue viability. 
o Continence. 

 Clinical pharmacy service, including the provision of medication risk 
assessments and supporting self-medication for inpatients. 

 

Analysis of data relating to the use of the inpatient beds at Babington Hospital over 
the previous four years (2011/12 to 2014/15) provides the following information: 

 88% of patients were admitted following an admission to an acute hospital, 
12% of patients were admitted directly from their usual place of residence. 

 The average length of stay across all age ranges and all conditions was 23 
days. 

 Over 50% of admissions related to 11 primary conditions. 

 56% of patients receiving care had their main home in Belper and the 
surrounding area. 

 Over 50% of patients receiving care were aged between 80-89 on 
admission to the ward. 

 
The following charts show more information: 
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The following table summarises inpatient admissions to Babington Hospital from 
2011/12 to 2014/15, providing details on total admissions alongside total bed days 
and length of stay. 
 
 

Table 1 – Babington Hospital Admissions 
 

 2011/12 2012/13 2013/14 2014/15 

Total Admissions 346 331 345 258 

Total Bed Days 8975 7160 7278 5899 

Average Length of Stay 26 22 21 23 

Length of Stay (Range in 
days) 

0-88 1-59 0-73 1-62 

 
 
 

The following chart shows the total annual available beds against the total annual 
occupied beds in comparison to the annual occupancy rate.  The chart shows the 
number of beds available has been reduced over the last four years. However, the 
service has managed to meet the demand for beds (total annual occupied beds) 
whilst maintaining an annual occupancy rate of around 85%.  This is as a result of a 
reduction in total admissions and a reduction in length of stay, based on changes in 
clinical practice and increase in community support services. 
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Primary Diagnosis data (ICD10) has been reviewed to provide a breakdown of the 
most common conditions which resulted in admissions.  Analysis of the data shows 
that over 50% of admissions were as a result of 11 conditions.  The average (mean) 
length of stay varies between conditions with respiratory conditions resulting in a 
longer length of stay on average than cellulitis.  The length of stay varies across 
conditions and across years, which reflects changes in service provision and clinical 
practice (i.e. provision of IV antibiotics at home for the treatment of cellulitis thus 
removing the need for some hospital admissions).  
 
 
Table 2 – Reasons for Admission to Babington Hospital (ICD10 condition) 

 

Primary Diagnosis Total Number of Admissions 

 2011/12 2012/13 2013/14 2014/15 

Fracture of neck of femur - closed 33 47 39 20 

Tendency to fall, not elsewhere classified  31 30 35 22 

Other and unspecified abnormalities of gait and 
mobility  

27 21 23 17 

Urinary tract infection, site not specified  22 14 14 11 

Senility  17 7 19 10 

Pneumonia, unspecified  12 4 21 5 

Congestive heart failure  7 11 6 6 

Cerebral infarction, unspecified  9 9 5 5 

Unspecified acute lower respiratory infection  8 8 5 6 

Chronic obstructive pulmonary disease with acute 
lower respiratory infection  

4 6 5 8 
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Fracture of pubis – closed 9 7 4 3 

Cellulitis of other parts of limb  5 3 6 6 

 
Table 3 – Average length of stay per admission per year for admissions to Babington Hospital (ICD10 
Condition code) 

 

Primary Diagnosis Average (mean) Length of Stay 

 2011/12 2012/13 2013/14 2014/15 

Fracture of neck of femur - closed 27 24 26 26 

Tendency to fall, not elsewhere classified  33 28 25 26 

Other and unspecified abnormalities of gait and 
mobility  

28 19 23 30 

Urinary tract infection, site not specified  27 21 20 25 

Senility  20 30 21 38 

Pneumonia, unspecified  28 24 26 24 

Congestive heart failure  23 25 18 22 

Cerebral infarction, unspecified  29 17 20 11 

Unspecified acute lower respiratory infection  39 30 29 25 

Chronic obstructive pulmonary disease with acute 
lower respiratory infection  

20 15 31 20 

Fracture of pubis – closed 25 20 23 26 

Cellulitis of other parts of limb  44 16 16 17 

 
 

The following chart shows a breakdown of the therapy input for patients receiving 
inpatient services within Babington Hospital across all conditions for 2014/15. 
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4.1.4  Day Services Rehabilitation Unit. 
 
The unit supports patients across Amber Valley to maintain or regain their 
independence if they are experiencing difficulties coping with everyday activities.  It 
provides multidisciplinary therapy and nursing intervention to patients with physical 
problems affecting their functional abilities. This includes a comprehensive 
assessment, identification of problems and joint agreement of health-related 
goals.  The service is provided by an integrated team of therapists and nurses.  It 
provides advice and education for patients and carers and on-going monitoring of 
patients with long-term conditions to enable early detection of any deterioration with 
direct referral into medical consultants if required.  
  
Analysis of activity data over 2014/15 provides the following information: 

 The largest proportion of patients using the service are aged between 80-89. 

 35% of patients using the service live in the Belper area. 
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Other services provided from the Babington Hospital site include: 
 

 A Geriatric Medicine Outpatient Clinic – provide access to Consultant 
Geriatrician for assessment, review and treatment. 

 Pulmonary Rehabilitation Services – specialist rehabilitation programme 
provide service for patients with chronic obstructive pulmonary disease 
(COPD) and emphysema.  A six to eight-week course supporting self-
management and education. 

 Musclo-skeletal Physiotherapy services - Physiotherapy and Occupational 
Therapy Services provide assessment, diagnosis, treatment and advice on 
self-management for a wide variety of musculoskeletal problems.  

 A coordination centre for Amber Valley Single Point of Access and rapid 
response service. 
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4.1.5 Community Mental Health Services 
 
Child and Adolescence Mental Health Services provide comprehensive and targeted 
treatments which positively impact upon the emotional and psychological wellbeing 
of children and young people. The Belper services provided from Rivermead clinic 
include:  

 CAMHS liaison team - for children and young people who self-harm and are 
admitted to the Royal Derby Hospital. 

 Young people’s services - for 16 and 17 year olds within Derby city and the 
south Derbyshire county area. 

 South Derbyshire CAMHS Learning Disabilities Service - a southern 
Derbyshire county service for children and young people with a learning 
disability and mental health problems. 

 

WHAT WE KNOW SO FAR – DEMOGRAPHIC INFORMATION 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.derbyshirehealthcareft.nhs.uk/contact-us/site-locations/royal-derby-hospital/
http://www.derbyshirehealthcareft.nhs.uk/contact-us/site-locations/temple-house/
http://www.derbyshirehealthcareft.nhs.uk/contact-us/site-locations/temple-house/
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5.1 Population and Demographic Information 
 
A 2014 area summary profile for the Amber Valley district shows the following 
information relating to age and gender profile for the population.  This data is taken 
from the Office for National Statistics (ONS) and is based on 2011 census data. 
 

 

 
 
 
More detailed analysis of the demographic data for Belper and surrounding areas provides 
the following information: 
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Belper Electoral Division 
 

     
 

Duffield and Belper South Electoral Division 
 

   
 

 
Alport and Derwent Electoral Division 
 

     
 

Horsley Electoral Division 
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The following table summarises key demographic data at electoral division level for 
Belper and surrounding areas: 
 

Table 4 – Demographic Data Summary 
 

  Belper Duffield 
& Belper 

South 

Alport & 
Derwent 

Horsley Derbyshi
re 

England 

              

Total Population 11408 10712 12440 12,364     

Total population 65-84 1581 1890 2766 2214     

Total population 85+ 216 400 396 375     

Working age 
(%of total population) 

65.6 59.5 60 62.3 62.9 64.1 

Total Dependency Ratio 
(% of total population) 

52.4 68.1 66.6 60.5 58.9 58.9 

Population Density 
(%of total population) 

33.2 5.7 1 3.8 3 4.1 

Ethnic Minority 
Population 
(%of total population) 

4.2 5.8 3.4 2.7 4.2 20.2 

Total Ethnic Minority 
Population  

470 673 392 334     

Total Households 4760 4896 5016 5224     

Lone pensioner 
households 

485 721 702 632     

% of total households = 
lone pensioner 

10 15 14 12   

 

Data obtained from 2014 Area Summaries published 13/6/2014 Derbyshire County 
Council.  2011 Census ONS, 2012 Mid Year Estimates, ONS 
 
Further analysis of key demographic data at ward level provides the following 
information regarding age profile, ethnicity, income deprivation and poverty levels: 
 
Table 5 - Demographic data for the wards within Belper and surrounding areas    
 
 % aged  

0-16 
years 
(2012) 

% aged 
over 65 
years 
(2012) 

% 
ethnicity 

is not 
white UK 
(2011) 

% Income 
deprivatio
n (2010) 

% Child 
poverty 
(2010) 

% Older 
people 

in 
poverty 
(2010) 

Belper East 20.6 11.8 3.4 6.5 7.7 11.5 

Belper South 17.4 18.5 4.1 10.8 13.1 16.8 

Belper North 14.4 24.7 4.1 8.3 11 11.6 

Belper Central 16.4 20.1 5 8 9.5 12 

Duffield 21.1 24.7 7.1 5.3 6 7.3 

Heage and Ambergate 15.9 21.8 2 7.1 8.9 10.3 

Kilburn, Denby and Holbrook 17.3 19.6 2.7 9.8 12.4 15.1 

Shipley Park, Horsley and 
Horsley Woodhouse 

15.9 23.2 2.5 12.9 16.9 18.6 

Derbyshire 17.6 19.4 4.2 12.2 16.6 16.2 

England 18.9 16.9 14.7 14.7 21.8 18.1 
Key:   significantly higher than the average for England     significantly lower than the average for England     

not significantly different to the average for England      no significance calculated 
Data in table is ©Crown Copyright, source: Public Health England 2014, available from http://www.localhealth.org.uk. 
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The data shows across Belper and surrounding areas there is a higher level of over 
65 than both the Derbyshire average and England average, which is reflected in 
higher dependency level and levels of lone pensioner households.  Taking into 
account projected increase in population levels we expect to see an increase in lone 
pensioner householders and proportion of total household in which lone pensioners 
reside and a resulting increase in total dependency ratio.      
 
Taken as a whole the area is lower than both Derbyshire and England averages for 
income deprivation and poverty levels, which is reflected in the health profile of the 
area. 
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What we know so far – 
Belper Health Profile 
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5.  What we know so far - Belper Health Profile 

 
 

To understand the health of the population of Belper and the surrounding areas 
Quality Outcomes Framework (QOF) data and emergency hospital admission data 
was analysed against the main disease areas. This provides information about 
current prevalence and last year’s hospital admissions data regarding key 
conditions. 
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6.1 Cardiovascular Disease 
 
QOF data for the four GP practices based in Belper and surrounding areas shows 
the majority have a significantly higher prevalence of coronary heart disease (CHD) 
than the average for England. Two of the four GP practices have a significantly 
higher prevalence of atrial fibrillation (AF) than the national average. 
 
Analysis of emergency hospital admissions at ward level for myocardial infarction 
(MI) are largely higher than average for England, although only significantly so in one 
ward. The standardised mortality ratios (SMRs) for CHD, are variable between 
wards, the lowest is Belper East, which has an SMR of 70.5 (that is, 29.5% fewer 
deaths from CHD than the English average). Within Belper, Belper South has an 
SMR of 123.7 (23.7% higher than the English average). 
 
 
Table 6: prevalence of cardiovascular disease 
 

 Prevalence of CHD 
(2012-13) 

Prevalence of AF  
(2012-13) 

Prevalence of heart 
failure (2012-13) 

Arthur Medical Centre  4.17% 2.26% 1.02% 

Whitemoor Medical Centre  3.57% 1.52% 0.84% 

Appletree Medical Centre  3.99% 2.33% 0.98% 

Riversdale Surgery  3.89% 1.65% 0.7% 

NHS Southern Derbyshire 
Clinical Commissioning Group 

3.5% 1.56% 0.6% 

England 3.34% 1.52% 0.71% 

Key:   significantly higher than the average for England     significantly lower than the average for England 
not significantly different to the average for England      no significance calculated 

Data in table is Copyright © 2013, Re-used with the permission of the Health and Social Care Information Centre. All rights 
reserved. Data available from: www.qof.hscic.gov.uk. Information on significance level of data taken from National General 

Practice Profiles 2014 (available at http://fingertips.phe.org.uk/profile/general-practice) 

 
 
Table 7: admissions and mortality data for cardiovascular disease  
 

 Emergency hospital 
admissions for MI 

(Standardised admissions ratio 
2008/9-2012/13) 

SMR  – 
coronary heart disease 2008-

12 

Belper East 128.1 70.5 

Belper South 121.4 123.7 

Belper North 102.5 93.5 

Belper Central 97.5 119.6 

Duffield 90.5 88 

Heage and Ambergate 110.3 126 

Kilburn, Denby and Holbrook 144.3 107.4 

Shipley Park, Horsley and 
Horsley Woodhouse 

134.2 118.7 

Derbyshire 119.2 112.9 

England 100 100 
 

Key:   significantly higher than the average for England     significantly lower than the average for England 
not significantly different to the average for England      no significance calculated 

Data in table is ©Crown Copyright, source: Public Health England 2014, available from http://www.localhealth.org.uk 
 
 
 

http://www.qof.hscic.gov.uk/
http://www.localhealth.org.uk/
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6.2 Stroke 
 
 
Table 8 shows the QOF data relating to prevalence of stroke and transient ischaemic 
attack (TIA). All practices have a higher prevalence than the English average for 
stroke and TIA, one significantly so. Table 9 shows that emergency hospital 
admissions for the corresponding wards are on the whole slightly lower than average 
for England, although this is not significant. The SMR for stroke shows huge 
variability between wards. The lowest SMR is in Belper East, where it is significantly 
lower than the English average at 36.9 (that is, 63.1% lower than the English 
average). The highest is Belper North which has an SMR of 131.6 (31.6% higher 
than the English average). 
 
 
Table 8: prevalence data for stroke and TIA 
  

 Prevalence of stroke and TIA 
(2012-13) 

Arthur Medical Centre  2.1% 

Whitemoor Medical Centre  1.8% 

Appletree Medical Centre  2.42% 

Riversdale Surgery  1.98% 

NHS Southern Derbyshire Clinical 
Commissioning Group 

1.75% 

England 1.7% 

Key:   significantly higher than the average for England     significantly lower than the average for England 
not significantly different to the average for England      no significance calculated 

Data in table is Copyright © 2013, Re-used with the permission of the Health and Social Care Information Centre. All rights 
reserved. Data available from: www.qof.hscic.gov.uk. Information on significance level of data taken from National General 

Practice Profiles 2014 (available at http://fingertips.phe.org.uk/profile/general-practice) 
 
 

 
Table 9: admissions and mortality data for stroke  
 

 Emergency hospital admissions 
for stroke 

(Standardised admissions ratio 
2008/9-2012/13) 

SMR – 
stroke 2008-12 

Belper East 73.9 36.9 

Belper South 89 113.2 

Belper North 83.5 131.6 

Belper Central 79.1 99 

Duffield 98.6 94.9 

Heage and Ambergate 87.8 123.3 

Kilburn, Denby and 
Holbrook 

90.8 68 

Shipley Park, Horsley and 
Horsley Woodhouse 

101.4 92.7 

Derbyshire 96 98.6 

England 100 100 

 
Key:   significantly higher than the average for England     significantly lower than the average for England 

not significantly different to the average for England      no significance calculated 
Data in table is ©Crown Copyright, source: Public Health England 2014, available from http://www.localhealth.org.uk. 

 
 

http://www.qof.hscic.gov.uk/
http://fingertips.phe.org.uk/profile/general-practice
http://www.localhealth.org.uk/


Page 38 of 52 
 

 
6.3 Respiratory disease 
 
The QOF data for the GP practices in this area show a variable prevalence of COPD 
(see Table 10) with one practice, Whitemoor, showing significantly lower prevalence 
than the average for England. The ward level data in Table 11 demonstrates that 
emergency hospital admissions for COPD are significantly lower than the English 
average for most wards. The SMR for respiratory disease (which includes conditions 
other than COPD) shows large variability between wards: Belper East has an SMR 
of 62.2 (37.8% lower than the English average) and Belper South an SMR of 124.9 
(24.9% higher than the English average). 
 
 
Table 10: prevalence of COPD in GP practices  
 

 Prevalence of COPD (2012-13) 

Arthur Medical Centre  1.85% 

Whitemoor Medical Centre  1.3% 

Appletree Medical Centre  1.44% 

Riversdale Surgery  1.78% 

NHS Southern Derbyshire 
Clinical Commissioning Group 

1.75% 

England 1.74% 

Key:   significantly higher than the average for England     significantly lower than the average for England 
not significantly different to the average for England      no significance calculated 

Data in table is Copyright © 2013, Re-used with the permission of the Health and Social Care Information Centre. All rights 
reserved. Data available from: www.qof.hscic.gov.uk. Information on significance level of data taken from National General 

Practice Profiles 2014 (available at http://fingertips.phe.org.uk/profile/general-practice) 
 
 
 

Table 11: admissions and mortality data for COPD for wards  
 

 Emergency hospital admissions 
for COPD 

(Standardised admissions ratio 
2008/9-2012/13) 

SMR – 
Respiratory disease  2008-12 

Belper East 57.9 62.2 

Belper South 58.6 124.9 

Belper North 48.2 77.8 

Belper Central 43.9 107 

Duffield 39.7 93.2 

Heage and Ambergate 63.6 88.5 

Kilburn, Denby and 
Holbrook 

69.1 91 

Shipley Park, Horsley and 
Horsley Woodhouse 

89.8 140.1 

Derbyshire 89.1 100.7 

England 100 100 

Key:   significantly higher than the average for England     significantly lower than the average for England 
not significantly different to the average for England      no significance calculated 

Data in table is ©Crown Copyright, source: Public Health England 2014, available from http://www.localhealth.org.uk 

 
 
 
 
 

http://www.qof.hscic.gov.uk/
http://www.localhealth.org.uk/
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6.4 Musculoskeletal illness 
 
Self-reported prevalence of long-term back problems and arthritis or long-term joint 
problems in the GP Patient Survey varies between practices, but does not differ 
significantly from the English average, with the exception of Riversdale Practice, 
which has a significantly lower number of patients reporting a long-term back 
problem. 
 
Emergency admissions for hip fracture are in line with the English average, as are 
elective admissions for knee replacement.  
 
 
Table 12: self-reported back and joint problems in GP practices  
 

 % of practice population reporting 
a long term back problem 2012-

13 

% of practice population reporting 
arthritis or long-term joint problem 

2012-13 

Arthur Medical Centre  16.2 21.7 
Whitemoor Medical 
Centre  

11.6 16.7 

Appletree Medical 
Centre  

8 10.1 

Riversdale Surgery  4.7 10.4 
NHS Southern 
Derbyshire Clinical 
Commissioning Group 

10.2 13.6 

England 10.2 13.1 
Key:   significantly higher than the average for England     significantly lower than the average for England 

not significantly different to the average for England      no significance calculated 
Data taken from National General Practice Profiles 2014 (available at http://fingertips.phe.org.uk/profile/general-practice);  

original data available at https://gp-patient.co.uk/) 
 
 

Table 13: admissions data for hip fractures and joint replacements for wards 
 

 Emergency hospital 
admissions for hip fracture 
(Standardised admissions 

ratio 2008/9-2012/13) 

Elective admissions for 
hip replacement 
(Standardised 

admissions ratio 
2008/9-2012/13) 

Elective admissions 
for knee replacement 

(Standardised 
admissions ratio 
2008/9-2012/13) 

Belper East 84.9 99.2 76.8 

Belper South 95.2 110.2 80.2 

Belper North 86 105.5 96.9 

Belper Central 79.5 89.1 78.1 

Duffield 108.4 101.5 81.1 

Heage and Ambergate 88.1 124.3 128.4 

Kilburn, Denby and 
Holbrook 

98.8 104.1 91 

Shipley Park, Horsley and 
Horsley Woodhouse 

95.7 112.6 106.2 

Derbyshire 100.2 119.3 122.4 

England 100 100 100 

Key:   significantly higher than the average for England     significantly lower than the average for England 
not significantly different to the average for England      no significance calculated 

Data in table is ©Crown Copyright, source: Public Health England 2014, available from http://www.localhealth.org.uk 
 

 

http://fingertips.phe.org.uk/profile/general-practice
https://gp-patient.co.uk/
http://www.localhealth.org.uk/
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6.5 Cancer 
 
Table 14 shows the standardised incidence ratios (ratio of observed to expected 
incidence) for all cancer for these wards, together with Standard Mortality Ratios 
(SMR) for the wards. There is little variation between wards, except for Duffield, 
which has a significantly lower incidence ratio. SMRs are also broadly similar to the 
English average, although again Duffield has a significantly lower SMR for cancer. 
 
 
 
Table 14: incidence and mortality data for all cancers for GP practices 
 

 All cancer incidence, standardised 
incidence ratio, 2007-11 

SMR – all cancer 2008-12 

Belper East 98.1 103.8 

Belper South 93.3 89.4 

Belper North 95.8 86.5 

Belper Central 96.6 96.3 

Duffield 83.5 77.8 

Heage and Ambergate 93.4 93.5 

Kilburn, Denby and 
Holbrook 

99 111.1 

Shipley Park, Horsley and 
Horsley Woodhouse 

107.6 88.3 

Derbyshire 99.9 97.4 

England 100 100 
Key:   significantly higher than the average for England     significantly lower than the average for England 

not significantly different to the average for England      no significance calculated 
Data in table is ©Crown Copyright, source: Public Health England 2014, available from http://www.localhealth.org.uk 

 
 
6.6 Dementia 
 
The QOF prevalence of dementia across the four GP practices is similar to the 
English average, with the exception of Appletree Medical Practice, which has a 
significantly higher prevalence compared to the English average. 
 
Table 15: prevalence of dementia for GP practices  
 

 Prevalence of dementia (2012-13) 

Arthur Medical Centre  0.71% 

Whitemoor Medical Centre  0.69% 

Appletree Medical Centre  1.09% 

Riversdale Surgery  0.55% 

NHS Southern Derbyshire Clinical 

Commissioning Group  

0.6% 

England 0.57% 
Key:   significantly higher than the average for England     significantly lower than the average for England 

not significantly different to the average for England      no significance calculated 
Data in table is Copyright © 2013, Re-used with the permission of the Health and Social Care Information Centre. All rights 
reserved. Data available from: www.qof.hscic.gov.uk. Information on significance level of data taken from National General 

Practice Profiles 2014 (available at http://fingertips.phe.org.uk/profile/general-practice) 

 
 
 

http://www.localhealth.org.uk/
http://www.qof.hscic.gov.uk/
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6.7 Diabetes 
 
Table 16 shows the QOF prevalence of diabetes amongst the four practices. The 
prevalence is higher than the average for England in two of the four practices. 
 
Table 16: prevalence of diabetes in the GP practices  
 

 Prevalence of diabetes (2012-13) 

Arthur Medical Centre  5.88% 

Whitemoor Medical Centre  4.39% 

Appletree Medical Centre  4.44% 

Riversdale Surgery  4.97% 

NHS Southern Derbyshire Clinical 
Commissioning Group  

5.31% 

England 4.82% 
Key:    no significance calculated 

Data in table is Copyright © 2013, Re-used with the permission of the Health and Social Care Information Centre. All rights 
reserved. Data available from: www.qof.hscic.gov.uk.  

 
 
  

http://www.qof.hscic.gov.uk/
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7. Looking to the Future  

 
 

7.1 Population Demographics 
 
The ONS population projections estimate an increase in the Amber Valley population 
of approximately 0.5% per year, with an overall increase of 11,600 over the next 20 
years. 
 
Analysis of projected population by age range shows the following increases: 
 

 
 
 

This data also shows a marked increase in the over 65 population which is projected 
to increase by 30% over the next 20 years, with a 16% increase for over 75 years 
olds and 6.5% increase for over 85 years and an expected increase in persons aged 
90 and above of 3,800. 
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7.2 Health Needs 
 

Across the UK people are living better for longer.  In Belper and the surrounding 
areas this now means the average life expectancy for men has risen in the last two 
decades from 74.8 in 1995 to 78.2 in 2005 to 79.4 years now10. For women it has 
increased from 79.1 in 1995 to 81.4 in 2005 to 83.6 years now10. We know this is as 
a result of healthier lifestyles, greater access and advances in health technologies 
and treatments and we expect this trend to continue. This will result in an expected 
69% increase in the number of people over 65 living in the Belper area by 2030. 
 

The healthcare needs of the local population have also changed.  We have moved 
from a historic ‘episodic’ model of care, where patients got ill, received treatment and 
got well, to long-term management of chronic diseases.  This requires different 
services and models of care to better address the burden of chronic disease and the 
reality of age-related health challenges. 
 

54% of the local population are now living with a long standing health condition, 49% 
report a health-related problem affecting daily life12. 
 

42.8% of people are dying at home or in a communal living establishment (i.e. 
care/nursing home) rather than 60% of people who report that they would prefer to 
die at home.  
 

Analysis of the demographic data alongside the health needs analysis shows Belper 
and surrounding areas has a higher need than the average for NHS Southern 
Derbyshire Clinical Commissioning Group area for mental health services to provide 
treatments for dementia and depression, and specialist rehabilitation services for 
stroke and TIA to meet the increased prevalence within the local population. 
 

The hospital admissions data also shows an increased level of fractured neck of 
femur indicating an increased need for falls prevention services and falls 
rehabilitation and recovery services. 
 

Frailty involves both physical and functional decline of multiple body systems.  While 
often associated with older people the symptoms of frailty (high vulnerability for 
adverse health outcomes, including disability, dependency, falls, need for long-term 
care, and mortality) are observed across all age ranges.  
 

Table 17: Proportion of people in each age bracket with long-term condition   
 

 

 
 

This table reported in the national long-term conditions compendium shows the increase in 
prevalence rates for long-term conditions and how the prevalence increase with age.   
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8. What’s Important to You? 
 

When buying healthcare services it is important to have a set of criteria to base 
decisions on and an understanding of what it will look like when we have achieved it. 
The following list is the criteria we use when making decisions. 
 

What we want to provide How do we know when we have achieved it? 

Physical access Access to the new service is easier for all.  
Sufficient parking is available with special parking 
for those who need it. 

Access to services Access to services is quick and care organisations 
work together. The need to go into 
hospital/residential care is reduced.  There is 
improved access to screening and earlier 
diagnosis of long term conditions and less 
duplication of effort, for example assessments. 

Support to carers and 
relatives 

There is greater focus on the wider psychological 
and social care support and provision of health 
information to carers, relatives and wider 
community. 

Services to fit the needs of 
the population of Belper and 
surrounding areas 

The new services reflect the significant current and 
potential future health needs of Belper and 
surrounding areas and this is kept under review 

Incorporate services in one 
place where possible 

Wherever possible, services are provided near to 
one another, with improved communication and 
ease of access. 

Services incorporating 
psychological, as well as 
physical needs, of the 
community and individuals  

Services support the improvement of both mental 
and physical health.   

Support for  
self-care 

There is a centre for access to information and 
advice supporting social care and long term 
condition management. 

Agreed models  of health 
and social care (with the 
Belper and wider health & 
social care community) 

Any new facilities support the long-term health and 
social care needs across Amber Valley and we 
look at best practice nationally and internationally. 

Best value and affordable Proposals are cost-effective. If a new facility is 
decided upon the build is delivered on time and 
within budget.  Services will be decided upon 
based on the needs of the population and will not 
cost more than current services. 

Right care, right place, right 
time 

Patients have knowledge or are signposted to 
attend the right service first time.  Services are 
provided from clinically safe locations by qualified 
staff and any health intervention is timely and of 
high quality. 
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9. Get involved and have your say 

 

There are a number of ways in which you can get involved: 

 

 In the months ahead we will be meeting with local groups, Patient 
Participation Groups and the people of Belper and surrounding areas to listen 
to local people’s views and concerns.  Details will be provided on our website 
at www.southernderbyshireccg.nhs.uk 

 

 
 Go to our website www.southernderbyshireccg.nhs.uk  and fill in a 

questionnaire telling us what is important to you when thinking about the 
future of health care services in Belper and the surrounding areas. 

 
 

 If you have any comments or concerns that you want to raise, or if you would 
like to become a member of our Health Panel, please contact Claire Haynes, 
Engagement Manager, NHS Southern Derbyshire Clinical Commissioning 
Group at 01332 868 677 or email enquiries@southernderbyshireccg.nhs.uk 

 

 
Our website contains the latest news, questions & answers and an online facility to 
ask questions. 
 

Visit: www.southernderbyshireccg.nhs.uk 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

http://www.southernderbyshireccg.nhs.uk/
http://www.southernderbyshireccg.nhs.uk/
mailto:enquiries@southernderbyshireccg.nhs.uk
http://www.southernderbyshireccg.nhs.uk/
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