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Foreword
�We are now cruising at a level of two to the power of twenty-�ve thousand  

to one against and falling, and we will be restoring normality just  
as soon as we are sure what is normal anyway.�

Douglas Adams, The Hitchhiker�s Guide to the Galaxy

I am delighted to be able to present the latest Public Health Annual Report for Cumberland � 
the �rst to be produced since 1973, when the County Medical O�cer, Dr John Leiper, presented 
his �nal annual report to Cumberland County Council before that body was subsumed into 
Cumbria County Council and the public health function transferred to the NHS. Forty years 
later public health was transferred back to local government, and now, ��y years later, 
Cumberland has itself returned. 

You might think that a lot has changed in those ��y years. However at a time when we are 
seeing a measles outbreak across some parts of England it is notable that in the preface to 
his 1972 report, Dr Leiper re�ects on the success of using �the County Council computer� to 
help achieve a 91% vaccination rate that �is slowly bringing under control those widespread 
outbreaks of measles which we have su�ered from every alternate year in this country in 
the past� (our vaccination rate today is around 95%). He also re�ects on evidence that the 
�uoridation of water supplies was already bringing improvements in dental health, an issue 
which remains live today, and bemoans the fact that �doctors, nurses and social workers are 
increasingly frustrated in that adequate arrangements cannot from time to time be found 
for the care of some of the diagnosed [psycho-geriatric] cases�. Some things, alas, remain 
challenges ��y years on.

Dr Leiper also re�ects that �the care of the mentally disordered is in a state of great change, 
with increasing emphasis on community care both in cases of subnormality and mental illness 
and the year has seen wide ranging multi-disciplinary discussions about the implementation 
of this policy.� The outdated language notwithstanding, it is clear that challenges around 
mental health are also long standing � and this is the focus of this Public Heath Annual Report. 

In some ways this report feels like the latest step on a long journey for me. My undergraduate 
degree was in psychology, and at the time I was particularly interested in the courses on 
what was then called �abnormal psychology�, and �social cognition� � which I later realised 
was a bit like undergoing a course of cognitive behavioural therapy, and which undoubtedly 
changed the way I saw the world. I was also interested in the course on addictions, and it was 
this that led me into working in drug policy; the rest, as they say, is history. In 2018 I focused the 
Cumbria Public Health Annual Report on the importance of adverse childhood experiences; 
in 2022/3 the focus was on our Health and Wellbeing Coach service, a team designed to take 
a di�erent approach to supporting people to deal with the challenges they face. This current 
report can to some extent be seen as a logical progression from that personal history. It re�ects 
on the rising rates of mental distress (as measured by demand for services) and challenges our 
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tendency to medicalise many things that could in fact be seen as normal human experiences, 
or as reactions to abnormal situations. One inspiration for this report came when I started 
hearing about young people being diagnosed with �climate anxiety�. Being anxious about 
the environment may be distressing but it is not a mental health disorder: it�s a perfectly 
reasonable and rational response to our climate emergency, and the �treatment� is activism, 
not Prozac. 

�Abnormal is so common, it�s practically normal�

Corey Doctorow, Li�le Brother

While tackling the social and economic factors that are driving what can be seen as a current 
mental health crisis is far from easy, the good news is that there is some strong evidence on 
what can be done to intervene. It will take a radical reimagining of what �normal� is, and of 
what mental health and neurodiversity support can look like but I believe that in Cumberland 
we are ready to rise to that challenge.

Colin Cox

Director of Public Health and Communities
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Introduction: Embracing a paradigm shi� in mental health and  
neurodiversity 
If the demand for services is any indicator, society appears to be going through a growing 
mental health crisis. Mental health services both for adults and children and young people 
(Child and Adolescent Mental Health Services, or CAMHS) are facing unprecedented demand, 
a pa�ern which has been developing for many years, with ever-growing waiting lists for 
diagnostic assessment and treatment services. This pa�ern is echoed in learning disability 
services, particularly those focused on Special Educational Needs and Disabilities (SEND) in 
children and young people; demand for diagnostic assessment is rising, as is the number 
of children subsequently receiving a Statement of Special Educational Needs and therefore 
additional support in schools.

Aside from the di�culty of meeting this rising demand, from a public health perspective 
this prompts the question of what is causing it. Most medical disorders have relatively clear 
(though sometimes complex) causes. They can be genetic; however in this case the changes 
in demand are too rapid to be explained by genetic changes in the population. They can be 
communicable diseases, which can of course spread rapidly; but these are not. They can be 
caused by biochemical changes created by factors such as smoking and poor diet; while there 
is evidence that lifestyle changes can improve mental health and wellbeing, it is far from clear 
that such factors can speci�cally cause diagnosable mental disorders. 

More pertinently, they can be caused by biochemical changes brought on by psychosocial 
factors. This is closer to the likely mechanism behind many or most mental health problems. 
Even here an emphasis on the biochemical changes rather than the psychosocial factors can 
distort the understanding of the individual experience and the response to it, but psychosocial 
factors can change rapidly enough that they are a credible reason for the rapidly rising 
demand for services. Such factors can include trauma and adverse experiences, which are at 
the heart of many mental health problems; social structures that encourage people to seek 
diagnoses (e.g. bene�ts and educational support systems that require medical diagnosis 
before help is o�ered); and changing pa�erns of expectation in the public of what sort of 
range of experience is considered to be �normal� and healthy.

There is a long history of critiques of biomedical approaches to mental health, most notably 
going back to RD Laing and the antipsychiatry movement that came to the fore in the 1960s. 
Most psychiatrists would now endorse what is known as a �biopsychosocial� model of 
mental health, recognising the importance of psychological and social factors in addition to 
biochemical ones. However this still sees mental health and learning disability in a medical 
framework � there is a de�ned disorder that can be diagnosed and treated, at least with the 
aim of mitigating the symptoms. But if psychosocial factors are indeed driving the increase in 
demand, the appropriate response is to tackle those factors that are a�ecting on people�s lives 
and experiences in a profoundly negative way, rather than to see the individual�s experience as 
the problem. 

If that is to be achieved, the landscape of mental health and neurodiversity support needs a 
radical transformation, moving away from traditional diagnostic-centric approaches to a more 
inclusive, nuanced, and holistic understanding of individual experiences. And a new emphasis 
is needed on public mental health � on promoting those factors that protect people from poor 
mental health, and on tackling factors that cause it. This report sets out some of the key ways in 
which this transformation could be achieved. 
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Chapter One begins with an overview and critique of mainstream medical models of mental 
health and learning disability. 

Chapter Two delves into the pa�ern of mental health problems in Cumberland, at this point 
utilising mainstream diagnostic categories � as this is how the data are currently collected. 
It shows the demand for services and the poor outcomes we see in Cumberland, including 
through high mortality associated with substance misuse and suicide.

Chapter Three illuminates the profound impact of trauma on mental health. It explores 
trauma theory, the prevalence of traumatic experiences, and the imperative to transition 
from diagnostic and treatment-oriented models to trauma-informed care. By emphasising 
safety, trust, compassion and healing, this chapter advocates for services that support 
individuals in processing trauma rather than solely focusing on clinical diagnoses and 
treatments.

Chapter Four considers societal expectations surrounding mental health. It unpacks 
the prevalent misconceptions that lead individuals to seek clinical support for emotions 
and thinking pa�erns that fall well within the spectrum of normal human experiences. 
This chapter advocates for a more inclusive approach that encourages the recognition 
of everyday emotional struggles as normal, with support o�ered outside of professional 
interventions.

Chapter Five extends this thinking to some categories of learning disability, neurodiversity 
and special educational needs. It provides an overview of pa�erns of demand for SEND 
services, then goes on to explore why individuals seek clinical diagnoses for traits that could 
be seen as part of normal cognitive diversity. This chapter advocates for mainstream services 
such as schools to adopt inclusive approaches that support diverse thinking styles and 
personalities without solely relying on diagnostic labels.

The implications of implementing these progressive approaches within local mental health 
services are far-reaching. Chapter Six therefore o�ers recommendations on reshaping 
services to adopt trauma-informed care, strengths-based assessments, recovery-focused 
models, inclusive practices, and collaborations with diverse stakeholders to create supportive 
environments that accommodate diverse learning and mental health needs without rigid 
diagnostic boundaries.

In essence, this report calls for a substantial focus on public mental health in Cumberland, 
and a seismic shi� in how mental health and neurodiversity support are approached � a shi� 
that prioritises empathy, compassion, inclusion, empowerment and individual strengths, 
creating pathways to wellbeing that honour the diversity of human experiences.

There are two crucial caveats to what is set out in this report. First, nothing in this report 
should be read as an absolute. It does not apply to several health problems that fall under 
the general heading of mental health or learning disorders, notably degenerative brain 
disorders including dementia, acquired brain injury, and profound learning disorders that 
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have a signi�cant impact on people�s ability to function independently � though some, 
like Foetal Alcohol Syndrome, can present in very similar ways to some neurodiverse 
characteristics. While it argues for an approach that resists over-medicalisation and the 
dependence on diagnostic categories, some people �nd diagnosis extremely helpful 
in aiding their understanding of their experiences; and pharmaceutical interventions 
undoubtedly have their place in supporting people. The aim is to promote an alternative 
view where this would be helpful, not to reject the role of medicine altogether. 

And second � nothing in this report is intended to suggest that any mental health or 
learning challenge is in any way invalid, not �real�, or the fault of the people experiencing 
it. The distress and di�culties that people face are very real, and usually driven by external 
factors; the question is how we help people to respond to these, and how we can change 
society to reduce the negative external factors. This is the essence of public mental health.



8

Chapter 1: Mainstream medical paradigms and critiques

ICD-11 Classi�cation 06: Mental, behavioural or 
neuro-developmental disorders 

�Mental, behavioural and neurodevelopmental 
disorders are syndromes characterised 
by clinically signi�cant disturbance in an 
individual�s cognition, emotional regulation, 
or behaviour that re�ects a dysfunction in the 
psychological, biological, or developmental 
processes that underlie mental and 
behavioural functioning. These disturbances 
are usually associated with distress or 
impairment in personal, family, social, 
educational, occupational, or other important 
areas of functioning.�  Sub-headings are 
de�ned as:
�	 Neurodevelopmental disorders (including 

Autism Spectrum Disorder, ADHD, and a 
range of learning disorders)

�	 Schizophrenia or other primary psychotic 
disorders  

�	 Catatonia  
�	 Mood disorders  
�	 Anxiety or fear-related disorders  
�	 Obsessive-compulsive or related disorders  
�	 Disorders speci�cally associated with stress  
�	 Dissociative disorders  
�	 Feeding or eating disorders  
�	 Elimination disorders  
�	 Disorders of bodily distress or bodily 

experience  
�	 Disorders due to substance use or addictive 

behaviours  
�	 Impulse control disorders  
�	 Disruptive behaviour or dissocial disorders  
�	 Personality disorders and related traits  
�	 Paraphilic disorders  
�	 Factitious disorders  
�	 Neurocognitive disorders  
�	 Mental or behavioural disorders associated 

with pregnancy, childbirth or the puerperium  

�Acute stress reaction� and �Uncomplicated 
bereavement� are excluded from diagnosis 
under this category; �Sleep-wake disorders�, 
�Sexual disfunction� and �Gender 
incongruence� are noted as potentially related 
but coded in di�erent sections. 

Mainstream medical paradigms
The prevailing medical paradigms in mental 
health and neurodiversity o�en revolve 
around the identi�cation and categorisation 
of various conditions through standardised 
assessment tools and diagnostic criteria. 
These paradigms tend to use clusters of 
symptoms to assign diagnoses, aiming to 
classify and treat mental health conditions 
and neurodivergent traits within established 
frameworks.

The two key established frameworks in 
this area are the Diagnostic and Statistical 
Manual (DSM) and the International 
Classi�cation of Diseases (ICD) (see 
Box 1), which both provide diagnostic 
criteria for mental health disorders and 
neurodevelopmental conditions based 
on symptom presentation. Assessment of 
symptoms may be supported by various 
psychological assessments, interviews, and 
questionnaires that are used to evaluate 
an individual�s behavioural, emotional, 
and cognitive pa�erns. These assessments 
o�en contribute to forming diagnostic 
impressions and guiding treatment plans. 
In some cases, tools such as brain scanning 
and genetic testing may complement 
diagnostic processes, o�ering additional 
insights into brain functioning and potential 
genetic factors associated with certain 
conditions.

These approaches o�en emphasise 
biological factors, such as genetics, 
neurochemistry, and brain structure or 
function as primary contributors to mental 
health conditions and neurodiversity. 
Research in �elds like neuroscience and 
genetics is used to identify biological 
markers and mechanisms underlying 
these conditions. The frontline biomedical 
treatments include medications such 
as antidepressants, anti-anxiolytics and 
anti-psychotics, all of which are aimed 
at alleviating symptoms or correcting 

8 Box 1: Mental health classi�cations 
under ICD-11
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perceived biochemical imbalances in the brain, and various forms of psychotherapies (�talking 
therapies� which aim to help people identify and change their thought processes. Somatic 
interventions such as electroconvulsive therapy are now much more rarely used than they 
once were due to concerns about e�ectiveness, long term e�ects and ethical considerations. 
Practical support such as skills training and various assistive technologies can also help people 
overcome speci�c barriers that they face. 

Further important considerations in the context of this report are the link between 
mental health and addiction, and the connection with suicide. While �Disorders due to 
substance use or addictive behaviours� falls within the heading of �Mental, behavioural or 
neurodevelopmental disorders� under ICD-11, conventionally addictions are treated as being 
somewhat separate to other mental health problems, though it is recognised that many people 
who su�er as a result of addictions also have other mental health disorders � so-called �dual 
diagnosis�. Likewise, while many people who take their own lives do have a mental health 
diagnosis, many do not, and therefore suicide is not necessarily seen as a result of �mental 
illness�. Within the con�nes of the biomedical approach, this is entirely appropriate. However 
alternative approaches can help bring greater coherence to these perceived relationships, as 
described further below.

Critique of biomedical paradigms
Critiques of this biomedical paradigm have existed for many years. Biomedical approaches 
to mental health, particularly those reliant on traditional psychiatric diagnoses, have faced 
growing scrutiny regarding their validity and potential arbitrariness. Several critiques challenge 
the objectivity and scienti�c grounding of these diagnostic categories, highlighting the 
following key points:

1.	 Lack of objective biomarkers: While poor mental health can undoubtedly manifest 
through physiological symptoms, traditional psychiatric diagnoses o�en lack clear, 
objective biological markers. Unlike many other medical conditions with identi�able 
physical indicators, mental health and learning disability diagnoses rely heavily on reported 
symptoms and subjective assessments. The absence of reliable biomarkers raises questions 
about the objectivity and scienti�c validity of psychiatric diagnoses. It underscores the 
challenge of establishing a clear biological basis for many mental health conditions.

2.	 Arbitrary diagnostic boundaries: Diagnostic criteria for mental health and learning 
disorders are o�en de�ned by a set number of symptoms or behaviours, leading to 
diagnostic thresholds that may seem arbitrary and even circular (for example: hearing voices 
� auditory hallucinations � leads to a diagnosis of schizophrenia, which is then given as an 
explanation for the hallucinations). The shi�ing nature of diagnostic criteria over time adds 
to the perception that these boundaries lack a solid scienti�c foundation.

3.	 Overlap and comorbidity: Many individuals receive multiple diagnoses simultaneously, 
indicating a high degree of overlap and comorbidity among di�erent disorders. The co-
occurrence of various diagnoses suggests that the discrete categories may not accurately 
capture the complexity and interconnectedness of mental health conditions. This challenges 
the idea of clear and distinct disorders.

4.	 Reliability issues in diagnosis: Studies reveal inconsistencies in psychiatric diagnoses, with 
di�erent clinicians sometimes providing di�erent diagnoses for the same individual. The 
lack of consistent reliability in diagnoses raises concerns about the robustness of psychiatric 
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categories, including the potential con�ation between the presentation of neurodiversity 
and complex trauma. The subjective nature of diagnostic assessments and potential 
clinician bias contribute to the variability observed in practice.

5.	 Heterogeneity within diagnoses: Many psychiatric diagnoses encompass a wide range 
of symptoms and presentations, leading to considerable heterogeneity within diagnostic 
categories. Critics argue that this heterogeneity challenges the validity of overarching 
diagnostic labels, as individuals within the same category may exhibit vastly di�erent 
symptom pro�les and trajectories.

6.	 Cultural and contextual bias: Psychiatric diagnoses may re�ect cultural biases and be 
in�uenced by prevailing societal a�itudes. Perhaps most notoriously, homosexuality was 
included as a mental disorder in the Diagnostic and Statistical Manual of the American 
Psychiatric Association until 1974, and even then it was still referenced in the DSM until 1987; 
more broadly, it has been argued that many diagnostic de�nitions have been developed 
by a profession that has historically been predominantly white and male, who clearly bring 
a certain perspective to interpreting others� experiences. The cultural speci�city of certain 
diagnoses and the potential for pathologising normal variations in behaviour highlight the 
in�uence of societal factors on diagnostic frameworks.

7.	 Reductionist approach with limited emphasis on social and environmental factors: The 
biomedical model can be inclined to focus on biochemical and neurological di�erences 
without always considering the impact of social and environmental factors on the 
experiences of individuals. A more comprehensive understanding should account for the 
complex interplay between biology, environment, and individual experiences, challenging 
the reductionist view of solely biological causation.

8.	Pathologisation of neurodivergent traits: Traditional psychiatric diagnoses may 
pathologise neurodivergent traits, such as those associated with autism, ADHD, or dyslexia, 
by framing them as disorders rather than natural variations in cognitive functioning. 
Neurodiversity advocates argue that many traits classi�ed as disorders are part of the 
natural spectrum of human diversity, challenging the appropriateness of medicalising these 
di�erences, and recognising that e�orts to �mask� these traits can in fact create additional 
challenges for people. 

9.	 Overemphasis on de�cits: Biomedical models o�en focus on de�cits associated with 
neurodivergent conditions rather than recognising the diverse skills and capabilities 
neurodivergent individuals may possess. Critics argue that framing neurodivergence 
primarily in terms of de�cits perpetuates a de�cit-based model, neglecting the positive 
aspects of neurodivergent thinking and potentially hindering opportunities for neurodiverse 
people.

10.	Pharmaceutical industry in�uence: The in�uence of the pharmaceutical industry on 
psychiatric research and practice has raised concerns about the potential over-reliance 
on medication-based interventions. Critics argue that the close relationship between 
pharmaceutical companies and psychiatric research may contribute to a medicalisation of 
normal human experiences, with an emphasis on pharmacological solutions.

In conclusion, the critique of biomedical approaches to mental health and learning disability 
centres on the arbitrary nature of traditional diagnoses and the failure to recognise the validity 
of the breadth of human experience. The lack of clear biological markers, overlap between 
diagnoses, reliability issues, and cultural biases all contribute to questions about the scienti�c 
validity and objectivity of the current diagnostic framework.
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Alternative perspectives
While mainstream medical paradigms try to o�er systematic approaches to mental health 
and neurodiversity, a critical lens suggests that a signi�cant portion of diagnoses may be 
adaptations to adversity or represent variations within the broad scope of normal human 
experiences. This perspective urges a re-evaluation of diagnostic frameworks to encompass 
the nuances of adversity responses and the diversity of human cognition and behaviour.

As Peter Kinderman puts it in his recent book A Manifesto for Mental Health: 

�We are born as natural learning engines, with highly complex but very receptive brains, 
ready to understand and then engage with the world. As a consequence of the events 
we experience in life, we develop mental models of the world, including the social world. 
We then use these mental models to guide our thoughts, emotions and behaviours. Our 
social circumstances, and our biology, in�uence our emotions, thoughts and behaviours 
� our mental health � through their e�ects on how we have learned to make sense of, 
and respond to, the world...Seeing our mental health as the consequence of normal, 
understandable, psychological processes, rather than ill-de�ned and elusive �illnesses�, 
o�ers an opportunity radically to re-conceptualise mental health services.� 

Such a re-conceptualisation would need to take signi�cant account of two key factors. First, 
the impact of trauma and adversity. A growing body of research suggests that numerous 
mental health conditions may stem from experiences of trauma or adversity, which includes 
inadequate a�achment in childhood. These factors can signi�cantly a�ect an individual�s 
mental and emotional well-being, potentially leading to symptoms that align with various 
diagnoses. Their e�ects might manifest as symptoms resembling traditional mental health 
conditions such as anxiety, depression, or dissociation. These manifestations o�en represent 
adaptive responses to overwhelming experiences rather than inherent disorders. And second, 
diversity of experience. Many traits and behaviours encompassed within diagnostic criteria 
exist on a continuum within the normal spectrum of human experiences. Varied cognitive 
styles, emotional responses, and personality traits may not inherently signify pathology but 
rather re�ect diverse ways individuals engage with the world. There is therefore a risk of over-
pathologising common variations in human behaviour, where certain traits or reactions that 
deviate slightly from societal norms are labelled as disorders or deviations from the norm.

Within this broader approach, both addictions and suicide can clearly be seen as responses to 
or outcomes of mental distress brought on by a range of psychosocial factors rather than as 
separate phenomena. Addiction in particular is clearly not a choice, and nor is it helpfully seen 
as a disease; as the American psychiatrist Gabor MatØ puts it, �Addictions represent, in their 
onset, the defenses of an organism against su�ering it does not know how to endure. In other 
words, we are looking at a natural response to unnatural circumstances, an a�empt to soothe 
the pain of injuries incurred in childhood and stresses sustained in adulthood.� The same could 
be said of many experiences currently de�ned as mental disorders.
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Chapter 2: Mental health in Cumberland
Given some of the uncertainty surrounding mental health diagnoses previously described, it is 
perhaps inevitable that ge�ing a clear picture of the prevalence of mental health challenges in 
Cumberland is not easy. However a range of data can be used to give an indication of relevant 
pa�erns.

Primary care data
Data from GP Registers paints a dramatic picture of changes to some categories of mental 
health demand. Across the whole of England, the number of people being recorded by GPs as 
having a diagnosis of depression has nearly doubled in 10 years. While some of this may re�ect 
improved recording and reporting, it is stark that in 2022/3, over 40,000 people in Cumberland 
� 18% of the adult population � was recorded as having depression, a rate that is over a third 
higher than the England average (Figure 1). This rising trend is less dramatic with some other 
mental health disorders (Figure 2) but even here there has been a 15-20% rise in 10 years, with 
over 3,000 people in Cumberland recorded as being diagnosed with schizophrenia, bipolar 
disorder or other psychotic disorder, around 10% higher than the England average.

Figure 1: Rising rates of recorded depression over the last 10 years
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The prescribing picture is slightly di�erent for other mental health conditions. Prescribing of 
hypnotics and anxiolytics (anti-anxiety drugs � BNF Section 4.1) has been falling in recent years, 
and is low in North Cumbria compared to the national average, at about three quarters of the 
national rate (Figure 4). Despite that, the year to November 2023 still saw 53,041 items prescribed 
in this category, at a total cost of £448,668

Figure 4: Prescribing of anti-anxiety drugs over time (North Cumbria �gures highlighted) 

The picture for anti-psychotics (BNF section 4.2) has been quite stationary for the last �ve 
years (Figure 5) at around 10% higher in North Cumbria than the national average � relatively 
consistent with the GP Register data shown in Figure 2. In the year to November 2023, there were 
74,866 such items prescribed at a total cost of £887,301.

Figure 5: Antipsychotic prescribing over time (North Cumbria �gures highlighted)

In total, the cost of primary care prescribing across these three categories of mental health 
medications in North Cumbria in the year to November 2023 was £2,727,315. Note that this is only 
the prescribing carried out in primary care � it does not include prescribing done in secondary 
care or specialist mental health services.
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As an important side-note, prescribing of these drugs show a predictable pa�ern across the 
country: it is higher in northern and coastal communities and areas of higher socio-economic 
deprivation, as can be seen in Figure 6.

Figure 6: Prescribing of mental health medications by ICB sub-region (North Cumbria highlighted)

There is also considerable variation within Cumberland, as shown in the breakdown by GP 
Practice in Figure 7, with the highest prescribing practice issuing nearly twice as many items per 
patient as the lowest.



16

Figure 7: Antidepressant prescribing by Practice

Specialist mental health services 
In Cumberland, specialist mental health services are primarily provided by Cumbria, 
Northumberland, Tyne & Wear NHS Foundation Trust (CNTW). The number of referrals to CNTW 
has increased by more than 50% over the last three years alone (Figure 8), pu�ing huge and 
unsustainable pressure on the system.

Figure 8: North Cumbria referrals to specialist mental health services
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Within specialist mental health services, the number of people taking up talking therapies 
(mainly cognitive behavioural therapy) has increased by around 15% since 2020, rising from 
6,730 to 7,706 in 2023. Figure 9 shows how the use of talking therapies is highest in younger 
age groups, progressively decreasing a�er the age of 35; it also illustrates how this type of 
intervention is predominantly taken up by women � though this discrepancy reduces with age 
until middle age, a�er which it rises again.

Figure 9: Talking therapies by age, sex and year

Demand on services means that waiting times for talking therapies in North Cumbria are challenging. 

While the vast majority of referrals (4,985/5,050 in 2022/3) are seen for a �rst time within 28 days, with 

an average waiting time of 5.8 days, the time between �rst and second appointments is considerably 

longer – an average of 44.9 days, with 415 people waiting more than 90 days for a second appointment. 

This ma�ers because these therapies can be highly successful, with the majority of people seeing 

clinically and socially signi�cant improvements across a range of mental health and wellbeing scores 

and very high levels of satisfaction with services.

In wider specialist mental health services it is now far from unusual to wait for more than 18 weeks 

before receiving services. Figure 10 shows the rapid rise in waiting times for general adult community 

mental health services since 2021; the comparison with older adults services is instructive as the la�er 

are mainly driven by dementia diagnoses, which are not so susceptible to the socio-cultural pressures 

described in Chapter 1.
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Figure 10: Waiting times for community mental health services

Consequences of poor mental health and wellbeing
As noted in Chapter 1, there are several health-related behaviours that can usefully be seen not 
just as separate phenomena but as symptoms of a broader mental distress � not themselves 
mental health problems, but consequences of them. These include self harm, addictions, 
and suicide. And across all three, Cumberland has signi�cantly high rates. Emergency 
admissions for intentional self-harm are signi�cantly above the England average in all three 
of Cumberland�s former Districts, as shown in Figure 11, and follow a close relationship with 
deprivation, as shown in Figure 12. 

				  

				  

				  

				  

				  

	

Count Rate

Allerdale 170    197.9*
Carlisle 240   225.6*
Copeland 160   258.3*
North West 14,275 190.3 
England 93,895 163.9

Figure 11: Emergency hospital admissions for intentional self-harm (Directly Standardised Rate per 
100,000), 2021/22.  * Statistically signi�cantly worse than England average, p<0.05
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Figure 12: The relationship between self-harm and deprivation

One very recent (February 2024) analysis of so-called �deaths of despair� (those related to 
alcohol use, drug use, or suicide) has highlighted the signi�cant geographic di�erences in 
such deaths, and shows clearly the much higher rates in many parts of the North of England � 
including in Cumberland � as shown in Figure 13.

Figure 13: Standardised rates of �deaths of despair� (relating to alcohol, drugs or suicide). Camacho et 
al (2024)

Looking at Cumberland in more detail, some very worrying recent trends can be seen. Our 
alcohol speci�c mortality data is somewhat out of date, with the most recent �gures available 
being for 2017-19, but this shows rates below the England average in Allerdale and Carlisle, but 
higher in Copeland (Figure 14). Our drug-related deaths (Figure 15), and suicide rates (Figure 16), 
on the other hand, are rising rapidly and are substantially higher than the England average.
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Figure 14: Alcohol speci�c mortality rates

Figure 15: Deaths due to drug poisoning (including drug misuse)
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Figure 16: Suicide rates

Worryingly, more recent unpublished data indicates that our suicide rate has continued to 
climb substantially over the last two years.

Summary
However you look at it, it seems clear that mental health challenges in Cumberland are higher 
than the national average, and ge�ing worse � or at least, demand for support, and the 
negative consequences of poor mental health, are increasing. And these challenges, like most 
other health concerns, are worse in our more deprived communities. The impacts of this are 
profound, both for human su�ering and the ability of local services to respond; these rising 
rates of demand are simply unsustainable for our current services. Even if increased funding 
was available � which is extremely unlikely, at least to the extent that would be required � we 
would struggle to recruit the quali�ed sta� to run our current service model. An alternative 
approach is desperately needed.
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Chapter 3: Understanding trauma and adversity�s impact on  
mental health
Trauma can be de�ned as an individual�s emotional, psychological, and physiological 
response to an overwhelming, distressing event or a series of events that exceed their ability 
to cope, leading to a profound disruption in their sense of safety, security, and well-being. 
This experience o�en challenges the individual�s ability to integrate and make sense of their 
emotions and perceptions, leaving a lasting impact on their mental, emotional, and physical 
health.

It is arguable that the word �trauma� has recently been over-used to the extent that it 
has become devalued as a descriptor, with even relatively low-level adverse experiences 
sometimes being described as traumatic. It can be helpful to see trauma and adversity in four 
di�erent categories:

1.	 Event-based trauma: This encompasses single, discrete traumatic incidents, such as 
accidents, natural disasters, or acts of violence. These events are typically intense and acute, 
leading to an immediate stress response that may result in post-traumatic stress symptoms.

2.	 Developmental trauma: Developmental trauma involves experiences of chronic stress or 
adverse events during critical periods of childhood development. These ongoing adverse 
experiences, such as poor a�achment, neglect, abuse, or chronic instability, can signi�cantly 
a�ect a child�s neurological, emotional, and social development, leading to long-term 
consequences in adulthood.

3.	 Complex trauma: Complex trauma encompasses prolonged, repeated, and o�en 
interpersonal traumatic experiences, such as chronic abuse, neglect, or exposure to 
community violence. This form of trauma can result in multifaceted and enduring 
consequences, a�ecting various aspects of an individual�s functioning including their sense 
of self, relationships, emotional regulation, and cognitive processing.

4.	 Continuous or low-level trauma (adversity): This category acknowledges long-term 
exposure to lower-level stressors or adverse conditions, such as ongoing discrimination, 
poverty, or environmental stressors. Although these experiences may not be characterised 
by acute trauma, their cumulative impact over time can lead to signi�cant psychological 
distress and contribute to mental health di�culties.

These categories are of course not entirely independent of each other, and can layer up for 
some people. Poor childhood a�achment may, for example, be connected to family poverty 
and domestic violence, and those experiences may in turn lead to someone experiencing a 
range of complex traumas as they grow up. Trauma can, sadly, breed further ongoing trauma. 
And di�erent traumatic experiences can interact; someone may experience both poverty and 
(unrelated) discrimination as a result of having a marginalised minority characteristic.

While the importance of trauma is to some extent recognised in conventional biomedical 
approaches to mental health, being explicitly the trigger for Post Traumatic Stress Disorder, for 
example, many theorists have argued that it is fundamental to many or most mental health 
conditions. 
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Trauma theory serves as a foundational framework for understanding the profound impact of 
traumatic experiences on an individual�s mental health and overall well-being. It describes how 
exposure to distressing, life-threatening, or overwhelmingly distressing events can signi�cantly 
shape one�s psychological and emotional responses. The impact of trauma can manifest across 
various domains, and its e�ects o�en transcend singular diagnoses, contributing to a broad 
spectrum of mental health challenges. Key facets of trauma theory include:

1.	 Types of trauma: As described above, traumatic experiences can encompass a wide 
array of events, including but not limited to physical or emotional abuse, neglect, natural 
disasters, accidents, combat exposure, loss of a loved one, or witnessing violence. The 
subjective nature of trauma implies that an event�s impact can vary signi�cantly based on an 
individual�s perception and response.

2.	 Disruption of safety and coping mechanisms: Trauma disrupts an individual�s fundamental 
sense of safety, stability, and control over their environment. It overwhelms an individual�s 
coping mechanisms, leaving a lasting impact on their emotional regulation, cognitive 
functioning, and interpersonal relationships.

3.	 Post-traumatic stress responses: Traumatic experiences o�en lead to a range of post-
traumatic stress responses, which can include intrusive memories, �ashbacks, nightmares, 
hypervigilance, avoidance of trauma-related stimuli, negative alterations in mood and 
cognition, and alterations in arousal and reactivity.

4.	 Complex trauma stress responses: In cases of prolonged or repeated traumatic 
experiences, known as complex trauma (such as in childhood abuse or neglect), the 
cumulative e�ect can result in complex post-traumatic stress responses. These responses 
o�en entail di�culties in emotional regulation, disturbances in self-concept, relational 
challenges, and disruptions in cognitive processes.

It is essential to recognise that traumatic experiences can in�uence mental health across 
diverse spectra and may not always neatly align with speci�c diagnostic categories. Trauma 
theory underscores the need for a comprehensive, trauma-informed approach to mental 
health care that prioritises understanding an individual�s history, experiences, and coping 
mechanisms to provide appropriate and e�ective support and treatment.

One helpful way of visualising the impact that trauma can have on mental health � and 
how people can be supported to cope with this � is with the �window of tolerance� model, 
illustrated in Figure 17. This recognises that people�s ability to remain emotionally well-
regulated, or mentally healthy, can increase or decrease dependent on a wide range of 
external and internal factors and behaviours, and that moving outside of the space in which 
they are able to manage their own mental health can take the form of either hyper- or hypo-
arousal � ether a ��ght or �ight� response, or a �freeze� response. 
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Figure 17: The �Window of Tolerance� concept

Fundamentally, the symptoms of many conventional mental health diagnoses can be seen 
as either being characteristic of hyper- or hypo-arousal; given that the experience of trauma 
can signi�cantly narrow someone�s �window of tolerance� this can arguably be a su�cient 
explanation for a wide range of traditional mental health diagnoses, including but not 
limited to:
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�	 Post-traumatic stress disorder (PTSD): Characterized by persistent symptoms following 
exposure to a traumatic event, PTSD is o�en associated with re-experiencing, avoidance, 
negative alterations in mood and cognition, and alterations in arousal and reactivity.

�	 Depression and anxiety disorders: Trauma can signi�cantly contribute to the development 
or exacerbation of depressive and anxiety disorders, manifesting as persistent sadness, 
anxiety, panic a�acks, or phobias.

�	 Substance use and addiction: Individuals may turn to a wide range of coping mechanisms 
to alleviate trauma-related distress, leading to substance use and/or other addiction issues 
including gambling, gaming and pornography addiction.

�	 Dissociative disorders: Severe trauma can lead to dissociative symptoms, where individuals 
may feel disconnected from their thoughts, emotions, or identity, such as in Dissociative 
Identity Disorder (DID).

�	 Personality disorders: While personality disorder is a highly contested concept even within 
traditional psychiatry, there is no doubt that trauma can contribute to symptoms and 
experiences that can result in diagnosis of personality disorders, particularly those linked to 
interpersonal and emotional dysregulation such as Borderline Personality Disorder (BPD).

It is important to note that not everyone who experiences trauma develops a psychiatric 
diagnosis or long-term mental health problems. Trauma can a�ect people in di�erent ways, 
depending on a range of factors such as the nature, severity and duration of the trauma, the 
availability of support, the individual�s personality, coping skills and previous history of trauma. 
Some people may be able to overcome trauma with minimal or no professional intervention, 
especially if they have adequate protective factors and resources, such as supportive 
relationships, social networks, self-care practices and positive beliefs. Some people may even 
experience post-traumatic growth, which refers to the positive psychological changes that 
can occur as a result of facing and coping with trauma. These changes can include increased 
appreciation of life, enhanced personal strength, improved relationships, greater spirituality 
and a recognition of new possibilities or opportunities. People who experience post-traumatic 
growth may develop considerable resilience, skills, insights and a�ributes that can be used 
to great e�ect in their personal and professional lives. This does not mean that they do not 
su�er or struggle, but rather that they are able to �nd meaning and value in their traumatic 
experiences and use them as a catalyst for positive change.

Implications for public mental health
The aim of a public mental health approach is to improve mental health and wellbeing at 
a population level. While treatment services can be part of this approach, it includes a key 
focus on preventing mental health problems from arising in the �rst place, and on pu�ing 
protective measures in place to mitigate their e�ects when they do occur. The impact of 
trauma � particularly when extended into broader adversity � has clear implications for public 
mental health, which, like so many physical health problems, can be seen to be closely linked 
to poverty, discrimination and inequality. In addition, it becomes impossible to overstate the 
importance of childhood experience, which � even in the absence of acute trauma � is where a 
person�s way of interpreting the world is forged. A refreshed approach to public mental health 
in Cumberland would include:
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�	 Tackling social and economic 
determinants: In the long term, of 
course, the aim is to prevent people from 
experiencing so much trauma in the 
�rst place. This is a signi�cant societal 
challenge, given the variety of adverse 
experiences that people can have and 
the impact of wide social, economic and 
cultural factors. However a particular 
focus on tackling poverty, discrimination, 
domestic violence and substance misuse 
(which can cause trauma as well as being 
a symptom of it) is likely ultimately to 
have the biggest impact on people�s 
experience of trauma, and therefore 
on their long term mental health and 
wellbeing.

�	 Early intervention and support for 
children and families: Children and 
young people are particularly susceptible 
to the impact of trauma because it 
shapes their brain development and 
the way in which they interpret and 
interact with the world. A comprehensive 
programme of universal, early 
intervention, and children�s social care 
services aimed at developing secure 
a�achment and supporting all families to 
bring children up in a stable and loving 
environment is crucial in building public 
mental health over the long term.

�	 Resilience training and education: While 
being brought up in a secure and loving 
environment is one important factor in 
developing resilience to life�s challenges, 
there are other ways in which this can 
be taught and practiced. Programmes 
such as Decider Skills � which uses 
the principles of cognitive behaviour 
therapy to teach people how to monitor 
and manage their own thoughts and 
emotions � can build valuable skills for 
preventing adversity from triggering 
mental health problems.

The Well Communities

The Well Communities is a nationally renowned 
Lived Experience Recovery Organisation 
(LERO). While it formed around substance 
misuse, none of its members come with just 
one presenting problem � addiction, mental 
health, homelessness and criminal behaviour 
o�en go hand in hand, with past trauma being 
the common factor in most cases, and the 
approach is just as suited to mental health 
recovery where no addictions are present. The 
Well Communities uses the lived experience 
of its members to create a trauma safe 
environment that is focussed on connection 
(back to self and with the community), creating 
meaning and purpose and inspiring hope, 
enabling people to overcome and recover from 
their presenting issues.

The community-led LERO �reach one teach 
one� approach provides co-produced 
meaningful and purposeful mechanisms of 
support which place the client front and centre. 
Clear bene�ts are derived from the knowledge 
that the individual delivering the intervention 
has experienced the di�culties themselves 
and managed to regulate and overcome them. 
LEROs do not view discharge a�er short-
term treatment as a measure of success as 
they understand the relapsing nature of the 
condition, hence the intentional community 
led structure of such organisations.

�I believe that People Of Lived Experience give 
people that �rst glimmer of HOPE they need to 
overcome their presenting issues. I formulated 
the idea for a hub in the heart of the community, 
a lighthouse where visible recovery from trauma, 
addictions and mental illness was happening in 
the open, not hidden inside traditional services. I 
knew that addiction was contagious; if you hang 
around with people using drugs, you eventually 
do the same. I reasoned that recovery could be 
infectious too.�

Dave Higham, Founder, The Well communities

Box 2: Lived Experience Recovery Organisations
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�	 Community engagement and collaboration: Many people with adverse experiences cope 
with them on their own or with the support of family, friends and peers � and many others 
could be helped to do so. Involvement of wider communities in recognising these issues and 
responding sensitively to diversity could help to create a network of support for individuals 
a�ected by trauma.

Implications for services and interventions
This recognition of the importance of trauma on people�s mental health and wellbeing has a 
number of important implications for how services function. These include:

�	 A shi� to a trauma-informed approach: Mental health services in particular could shi� 
from a diagnostic and treatment-focused approach to a trauma-informed model that 
prioritises understanding a person�s history and experiences. One such approach is the 
Power/Threat/Meaning Framework described in Box 3; adoption of such a model could be 
transformative for services and service users. More broadly, a wide range of services would 
bene�t from becoming trauma-informed, shi�ing from asking �What�s wrong with you?� to 
�What happened to you?� This completely changes perceptions of what support might be 
appropriate.
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The Power Threat Meaning Framework (PTMF) is a conceptual framework that o�ers an 
alternative perspective to the traditional diagnostic model of mental health problems. 
Instead of focusing on symptoms and diagnoses, the PTMF explores how power 
imbalances, adverse experiences, and societal in�uences contribute to individuals� 
distress and behaviour. It considers the impact of social, cultural, and environmental 
factors on mental health, emphasising the importance of understanding individuals� 
experiences within broader contexts. The PTMF encourages a narrative-based 
approach, where individuals� stories and meanings are central to understanding 
their distress, rather than applying diagnostic labels. It aims to empower individuals 
by validating their experiences, promoting self-understanding, and supporting 
meaningful pathways to recovery. Overall, the PTMF provides a comprehensive 
framework for understanding mental health di�culties that integrates psychological, 
social, and political perspectives.

Box 3: The Power Threat Meaning Framework
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