





Manchester Mental Wellbeing Survey 2009

Table 51:
Table 52:
Table 53:
Table 54:
Table 55:
Table 56:
Table 57:
Table 58:
Table 59:
Table 60:

Table 61

Satisfaction with local area as a place to live, Manchester and North West. ........... 127
Belonging to the immediate neighbourhood, Manchester and North West. ............ 130
Type of organisation participated in, Manchester and North West. ............c..ooooc. 135
Influence on decisions affecting local area, Manchester and North West. ............... 137
Feeling of safety in area outside after dark, Manchester and North West. ............... 140
Feeling of safety in area outside during day, Manchester and North West. ............. 142
Feeling of safety while home alone at night, Manchester and North West............... 144
Working status, Manchester and North West. ..., 147
Household economic status, Manchester and North West. ..o, 151
Household type, Manchester and North West. .......ccooooieiiiiiiiiiie e 154
: Highest qualification, Manchester and North West. .........ccccccviiiiiiiiii e, 160

13



North West Public Health Observatory for NHS Manchester

1. Introduction

The Manchester Mental Wellbeing Survey was carried out in 2009 as part of the North West
Mental Wellbeing Survey, which was undertaken in response to a growing need to understand
more about the positive mental wellbeing of people in the region. Although there is increasing
emphasis on the need to improve mental health and wellbeing, little data exists on the
population’s mental health status, or the means to measure it. This remains a local, regional,
national and indeed global challenge.

There is increasing evidence that positive mental wellbeing leads to a more flourishing and
fulfilling life at home, school, work and in the community we live. It is central to individual and
community resilience, our ability to function well, be productive, healthy and cope with adversity
and change. This survey helps us to understand more about the different aspects of people’s
lives that lead to better mental wellbeing in order that resources can be targeted more efficiently
and effectively to improve the wellbeing of the population of the North West. The Government
Office for Science’s Foresight report’ found that action to improve mental wellbeing could have
very high economic and social returns.

While there are data on a number of determinants of mental wellbeing, this study fills a gap in
available data on positive mental wellbeing itself. The aim of the Manchester and North West
Mental Wellbeing Surveys is to collect a consistent and comparable score of positive mental
health. They have been coordinated by the Strategic Health Authority (NHS North West),
Department of Health and the North West Public Health Observatory as a jointly-funded
collaborative with NHS Manchester, other primary care trusts (PCTs) and local authorities.

The survey includes a validated measure of mental wellbeing and so provides a new baseline at
local and regional level to support outcome based commissioning, Local Area Agreements
(LAAs) and the evaluation of interventions, programmes and mental wellbeing impact
assessments. The study also aims to provide intelligence to support more comprehensive Joint
Strategic Needs Assessments (JSNAs) through the identification of population groups with
lower and higher levels of wellbeing. The availability of positive outcome data is significant in
supporting a shift to invest in prevention and health improvement. It will support better targeting
of interventions to reduce inequalities and improve mental health and wellbeing. The intelligence
provided on the wider determinants of wellbeing and individuals’ lives is also of value in
developing insight into the complex interrelationships between the factors that impact on
wellbeing.

The Department of Health’s recent New Horizons policy? prioritises cross-government action to
improve the mental wellbeing of the population. It identifies the need for agreed measures of
mental wellbeing to support local improvement and a consensus about methodological
approaches, which the Department of Health will be addressing with research commissioners.

Likewise, the World Health Organization (WHO) European Action Plan® includes a commitment
to develop new indicators and data collection methods for mental health promotion, prevention,
treatment and recovery. It states that information needs to be available about the current state
of mental health across populations that is standardised and allows comparison locally,
nationally and internationally.

2. Defining Mental Health and Wellbeing

There are two main elements of mental wellbeing: feeling good and functioning well. This
includes how we feel about ourselves, our future and the world around us and our ability to
have positive relationships, a sense of control and purpose in life. Huppert® explains how
sustainable wellbeing does not require individuals to feel good all the time, but the experience of
painful emotions and the ability to manage them is essential for long-term wellbeing. If negative
emotions become extreme or prolonged, however, they compromise our ability to function well.
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The World Health Organization* defines mental health as:

“a state of wellbeing in which the individual realises his or her own abilities, can cope with the
normal stresses of life, can work productively and fruitfully, and is able to make a contribution to
his or her community.”

NHS Health Scotland® defines mental wellbeing as:

“‘more than the absence of mental illness or pathology. It implies ‘completeness’ and ‘full
functioning’. It includes such concepts as emotional wellbeing, satisfaction with life, optimism
and hope, self esteem, resilience and coping, spirituality, social function and emotional
intelligence.”

It is important to distinguish between mental health and mental illness. Mental health, or mental
wellbeing, is something we all have and seek to improve. Mental iliness or disorders affect up to
one in four people. Some of the determinants of mental wellbeing are not the same as the
determinants of mental illness® and as such, staying mentally healthy is more than treating or
preventing mental iliness.

2.1 National policy

The Government Office for Science published its Foresight report into Mental Capital and
Wellbeing in 2008." It used the best available evidence to develop a vision for meeting the
challenges of better mental wellbeing over the next 20 years. It acknowledged the impact of
mental capital and wellbeing on the healthy functioning of families, communities and societies
and how it fundamentally affects behaviour, social cohesion, social inclusion and prosperity. The
report proposed that “achieving a small change in the average level of wellbeing across the
population would produce a large decrease in the percentage with mental disorder, and also in
the percentage who have [low levels of mental wellbeing]”.®24 Overall, the results found that
action to improve mental capital and mental wellbeing could have very high economic and
social returns. Its actions included developing a long-term commitment to build upon the
existing evidence base and strengthening the focus across Government departments on this
agenda.

Within the Department of Health, improving positive mental health has been a growing priority
over the last decade. Within health policy in England and Wales, momentum came from
Standard One of the National Service Framework for Mental Health.” The publication of the
Public Health White Paper Choosing Health® built upon this, with improving mental health
identified as one of six overarching priorities. It is stated that the Government will know if it has
delivered if “we improve the mental health and wellbeing of the general population”. However,
positive mental health and wellbeing is still not measured across the adult population in England.

Since commissioning this work, the National Service Framework for Mental Health has been
superseded by New Horizons: A shared vision for mental health? published December 2009. It
has a specific twin aim to improve the mental wellbeing of the population. It recognises a clear
association between good mental health and better outcomes across physical health,
educational attainment, criminality, maintaining a home, employment opportunities, social
inclusion and reduced health inequalities.

Local government policy has a key impact on the broader determinants of mental wellbeing.
Empowering communities, increasing involvement and participation in decision making are
determinants of community wellbeing as laid out in the Department for Communities and Local
Government White Paper Communities in Control: Real people, real power.® The importance of
good work to mental wellbeing is recognised in the Department for Work and Pensions and
Department for Health’s policy Improving Health and Work: Changing Lives™ and follow-up
document on Working our way to better mental health.
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Issues of inequality are at the heart of the UK Government’s sustainable development strategy.
Securing the Future'® shows that average mortality rates are the same now in some parts of the
country as they were in the 1950s. To help to address this, a number of the Government’s
Spearhead PCTs' are being supported to address health inequalities through programmes such
as the Healthier Communities Collaborative. '

The WHO Commission on the Social Determinants of Health'* calls for achieving health equity
through a focus on the circumstances in which people grow, live, work and age. This work is
driving change within UK, and North West strategy to reduce health inequalities through an
increased focus on the broader social determinants and social injustices of health.

The importance of understanding the link between physical health and levels of wellbeing
cannot be underestimated as part of a strategy to reduce health inequality as only some of the
variation is explained by factors such as deprivation and age. Work that has explored the
relationship between being ill and being well using the Health Survey for England shows that a
number of characteristics vary consistently with prosperity, social capital and positive mental
health based on the General Health Questionnaire measure. It suggests that ‘being well’ is not
the same as ‘not being ill" and that being well is a learned social capacity that is accumulated by
some but not all members of society. This may be a significant factor to be understood when
addressing health inequality. ' The concept of mental capital has been put forward as a
summation of attributes indicative of how well an individual is able to contribute to society and
experience a high quality of life.®

2.2 The need for indicators of mental health and wellbeing

The UK Government’s strategy for sustainable development, Securing the Future'® recognises
that wider quality of life issues affect people’s wellbeing and identifies a need to ensure that
wellbeing issues are being tackled consistently in a way that makes a genuine difference to
people’s lives. The strategy contains a new indicator set for sustainable development, which is
more outcome focussed, and with commitments to look at new indicators such as wellbeing.
To support this commitment, The Department for Environment, Food and Rural Affairs (DEFRA)
set up a cross-government wellbeing working group with a broad membership including the
Environment Agency, the Improvement and Development Agency for local government (IDeA)
and the Sustainable Development Commission (SDC). It also commissioned four pieces of
research on the factors influencing wellbeing, '’ the links between wellbeing and sustainable
development,® ' and international experiences.?® Recognising that wellbeing cannot be
measured by a single indicator, a number of measures are used as proxy measurements for the
strategy’s new wellbeing indicator.?' Relevant reviews and wellbeing indicator sets are available
from the UK Government Sustainable Development Strategy.?? These measures include fear of
crime, poverty, education, self-reported health status and life satisfaction measures, among
others. Many of the existing indicators cover issues that affect people’s wellbeing, such as
employment, community participation, education, housing conditions, health, income, and the
environment more generally. The indicators are shared by the UK Government and the devolved
administration in Scotland, Wales and Northern Ireland.

Within Scotland, the Scottish Executive’s National Programme for Improving Mental Health and
Wellbeing commissioned a mental health indicators programme in 2008. It recognised that
measuring mental health and wellbeing is important to track progress and determine whether
there is improvement in mental health amongst the population.?®

" A Spearhead area is a local authority that is in the bottom fifth nationally for three or more of the
following five indicators: male and female life expectancy at birth, cancer mortality rate in under 75s,
cardiovascular disease mortality rate in under 75s and Index of Multiple Deprivation 2004 score.
Spearhead local authorities are mapped onto PCT areas to identify Spearhead PCTs.
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Within the North West region, there is growing interest in having local and regional data on
mental health status and the determinants of mental health and wellbeing. This has been
considered necessary to support the development, implementation and monitoring of local
mental health strategies. More recently, local strategic partnerships have focussed on
measuring mental health outcomes through the development of Local Area Agreements, World
Class Commissioning and Joint Strategic Needs Assessment. The National Indicator Set?
presents 198 local indicators across a range of themes, many of which are determinants of
mental health. Measuring mental health status has been discussed nationally and the Warwick-
Edinburgh Mental Wellbeing Scale (WEMWABS) is to be included in the Health Survey for
England in 2011, while the Place Survey asks about self-reported general health rather than
wellbeing, although it includes many questions on determinants of wellbeing.

2.3 Measuring mental health

Researchers at Warwick and Edinburgh Universities have collaborated to validate a
measurement scale, the Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS).2* WEMWBS
has since been used in two national population surveys both further validating the scale.??" The
14 item scale covers both dimensions of wellbeing; that is, positive functioning and positive
feeling.?® The 14 item scale has undergone a Rasch rating, validating a 7 item scale.

The starting point for this work was a review? of different scales to measure mental health
(including Goldberg’s General Health Questionnaire, Beck’s Depression Inventory, Bradburn’s
Affect Balance scale, Antonovsky’s Sense of Coherence scale and Ryff and Keyes’
Psychological Wellbeing scale). The review found that the most accurate and robust scale of
positive mental health was the Affectometer 2.%° This scale was used within Scotland’s Health
Education Population Survey in 20023 and 2005 and its analysis led to improvements in its
robustness, theoretical construct and usability, resulting in WEMWBS.?°

This work was validated on a student and representative population sample developed by an
expert panel drawing on current academic literature, qualitative research with focus groups, and
psychometric testing of an existing scale. Further validation methods were used to assess
content validity by reviewing the frequency of complete responses and the distribution of
responses to each item. Confirmatory factor analysis was used to test the hypothesis that the
scale measured a single construct and internal consistency was assessed using Cronbach’s
alpha. Correlations between scores on the WEMWBS and eight other scales capturing different
dimensions of physical and mental health and wellbeing were calculated to explore criterion
validity. To assess the scale’s test-retest reliability, a random sub-sample of students who had
completed the scale pack were given the WEMWBS scale to complete a week later.
Susceptibility to bias was measured using the Balanced Inventory of Desired Responding.®

WEMWABS focuses entirely on positive aspects of mental health. It covers most aspects of
positive mental health currently in the literature, including both hedonic and eudaimonic
perspectives: positive affect (feelings of optimism, cheerfulness, relaxation), satisfying
interpersonal relationships and positive functioning (energy, clear thinking, self acceptance,
personal development, mastery and autonomy).®* The research suggests that WEMWABS is
likely to be a user-friendly and psychometrically sound tool for monitoring positive mental health
at a population level in the UK.

“What differentiates WEMWBS from all existing measures of mental health is that it has been
developed specifically to measure positive mental health - all the items represent positive
thoughts or feelings. It’s positive focus offers a vision of future population mental health and
enables others to see where mental health promotion programmes might be headed.” 3*

lts UK validation in Scotland showed good content validity. WEMWBS showed high correlations

with other mental health and wellbeing scales and lower correlations with scales measuring
overall health. Its distribution was near normal and the scale did not show ceiling effects in a
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population sample. It discriminated between population groups in a way that is largely
consistent with the results of other population surveys. Test-retest reliability at one week was
high (0.83). Social desirability bias was lower or similar to that of other comparable scales.?

WEMWBS still needs to undergo sensitivity to change research to test for changes due to a
programme or intervention. Affectometer 2 has been shown to be sensitive to change, which
makes it likely that WEMWBS wiill also prove to be so.%* However, for the purpose of a
population survey, WEMWRBS is considered to be a valid scale to measure population mental
wellbeing.

2.3.1 Seven item Warwick-Edinburgh Mental Wellbeing Scale

Recent validation studies conducted include a Rasch analysis using WEMWBS scores from the
Scottish Health Education Population Survey. A Rasch analysis tests how far observed data
meets model expectations (based on Guttman scaling) using a number of fit statistics. Using
such statistics, a shorter seven item version has been shown to be an effective alternative to the
fourteen item version. The seven item scale presents a more restricted view of mental wellbeing
than WEMWBS with most items representing aspects of eudemonic wellbeing (psychological
functioning, positive relationship with others and self-realisation) and few covering hedonic
wellbeing (subjective experiences of happiness and life satisfaction). A correlation score of 0.954
has been reported between the fourteen and seven item scales.®®

The seven item scale increasingly preferred as a measure of positive mental health. For example,
it is being used in an outcomes focused evaluation of Big Lottery funded projects." Further
validation studies (e.g. construct validity, content validity, responsiveness to change) are needed,
but it may be assumed that results will be similar to those for Affectometer 2 and WEMWBS.

The seven item Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) uses a five point Likert
scoring system, with responses ranged from ‘none of the time’ through to ‘all of the time’. A
score is attributed to each response for each of the seven items in the scale:

e |'ve been feeling optimistic about the future
e |'ve been feeling useful

e |'ve been feeling relaxed

e |'ve been dealing with problems well

e |'ve been thinking clearly

e |'ve been feeling close to other people

e |'ve been able to make up my own mind about things
Scores:

None of the time = 1

Rarely = 2

Some of the time = 3

Often =4

All of the time =5

2.4 Key impacts and determinants of mental wellbeing

Mental health and wellbeing influences a broad range of outcomes for individuals and
communities, including better physical health, financial and personal security, relationships with
friends and family and improved quality of life. In return, many of these factors may determine
levels of mental wellbeing and have been the focus of review for researchers and policy makers
attempting to capture the relevant domains of, and evidence base for, mental wellbeing. The
WHO Commission into the Social Determinants of Health argues:

I WEMWBS has been included in the national evaluation tools for the Big Lottery Funded Wellbeing
Programme 2008-2012.
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“These inequities in health arise because of the circumstances in which people grow, live, work,
and age, and the systems put in place to deal with iliness. The conditions in which people live
and die are, in turn, shaped by political, social, and economic forces. Closing the health gap
requires concerted action across sectors by national governments, WHQO, UN agencies, and
civil society organisations. Better health and its fair distribution should be adopted as shared
goals.” ¢

The work of Dolan, Peasgood and White'” address influences on wellbeing and their application
to policy making. Factors affecting an individual’s wellbeing identified from the wider wellbeing
literature include income, personal characteristics, socially developed characteristics, how
people spend their time, attitudes and belief towards ourselves and others, relationships and
the economic, social and political environment, all of which this study has attempted to capture
to provide a context to wellbeing scores.

2.4.1 Income

In their review, Dolan, Peasgood and White'” have found a positive association between
wellbeing and absolute income with diminishing returns to wellbeing as income rises. While
relative income may also impact on wellbeing, further research is needed on the precise nature
of comparisons individuals make in relation to other people’s income. In addition, a stock of
accumulated wealth appears to have a positive impact on wellbeing,®” while debt can impact
negatively.®®

2.4.2 Personal characteristics

Personal characteristics include age, gender and ethnicity. The correlation between age and
wellbeing is curvilinear: higher among the young and the elderly and lower among the middle-
aged.® Older people are (on average) less healthy and that substantially reduces their subjective
wellbeing, but among equally healthy respondents, older people are more satisfied with their
lives. Blanchflower and Oswald*° suggest there is u-shaped curve between age and wellbeing
as measured by life satisfaction, with a dip occurring in middle age (35-50 years).

The evidence of differences in gender from the review of studies by Dolan, Peasgood and
White'" is unclear and suggests that differences between the causes of personal wellbeing
across genders for different measures needs to be inspected further. Again, they also report
that differences by ethnicity are unclear in the UK, and comparisons between White and non-
White groups may not help given potential variations between ethnic groups that make up the
non-White category.

2.4.3 Socially developed characteristics

Education, health and unemployment are socially developed characteristics. The relationship
between wellbeing and education is mixed and studies trying to relate these two need to be
aware of the association between income and education and relative social position which may
confound any apparent association. The relationship between physical and psychological health
and wellbeing is established,*' *? but the relationship may vary depending on whether mental
health or life satisfaction is measured.”

Unemployment is shown to have a severe and long lasting effect on life satisfaction and
happiness,*® while living in a household or area with other unemployed people may reduce
effects.*

24.4 How we spend our time

How we spend our time includes activities such as work, caring for others and community
involvement. As already discussed, being in work is better for wellbeing than unemployment.
The evidence on the number of hours worked and wellbeing is less clear. The UK National Child
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Development Studies (NCDS) suggest that part time work is associated with lower life
satisfaction for men than full time work.“> However, other studies using the General Health
Questionnaire (GHQ) in the British Household Panel Survey (BHPS)“¢ suggest this not to be the
case.

Where more time is given to care giving, this tends to be associated with lower GHQ scores.*
Clear evidence of participation in community or voluntary activity has not been found and
suggests this may not be a panacea for improving wellbeing.”” Moreover, there is a need to
understand which of these activities is most associated with wellbeing for particular groups of
people.

2.4.5 Attitudes and belief towards ourselves and others

This considers more subjective factors such as attitude towards our financial situation and our
trust and relationships with others. Poorer perceptions of our financial situation tend to be
associated with lower life satisfaction scores.“® Social trust in other people is associated with
higher levels of life satisfaction and happiness.®

24.6 Relationships

Being in a close, caring partnership appears to be associated with positive wellbeing.*° Being
married is associated with higher levels of wellbeing than being divorced,*® although this may
depend on the extent to which the relationship is seen as being stable.®° Stable cohabiting
relationships may be associated with similar levels of wellbeing to married partnerships.
Breakdown in relationships is associated with lower levels of wellbeing.®' The evidence on the
effects of having children appears to be mixed."”

The effect of socialising with friends and family would appear to be positively associated with
wellbeing,'” although other studies demonstrate this is not always shown.%? The latter may be
the case where the family contact is due to an adult still living at home with their parents. Quality
and quantity of social networks are important, with those who are network rich reaping more
benefits than those who are network poor.*

2.4.7 Economic, social and political environment

Increased deprivation is associated with reduced wellbeing. Disadvantaged communities not
only receive less economic wealth but they also live in environments which reduce their
wellbeing further.®* Living in an unsafe or deprived area is detrimental to life satisfaction and
mental health.®®

Levels of car ownership, access to public open space and recreational or play opportunities,
and alternative (non-car) travel options remain critical issues for many deprived areas in the UK.
All of these have a health and wellbeing impact, disproportionately imposed upon the most at
risk and vulnerable.?®

2.4.8 Physical health

Poor mental health such as continuing anxiety, insecurity, low self-esteem, social isolation and
lack of control over work and home life can have powerful negative effects on physical health.*®
Likewise, mental ill-health is common in people with physical long-term illnesses and people
with mental illness have significantly higher rates of mortality and morbidity from physical
illnesses.’

Improving healthy lifestyles requires supporting and encouraging people to change negative
health behaviours such as smoking and drinking alcohol above sensible levels. Approaches
such as social marketing®” seek to influence behaviour through understanding what moves and
motivates people®® (that is, understanding how an individual feels about themselves and their
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capacity and willingness to change their situation). This places significant importance on the
need to improve wellbeing and people’s ability to change their situation if we are to tackle
lifestyle behaviours that are detrimental to health.

The Choosing Health White Paper® sets out the need to address lifestyle related ill health in
tackling health inequality. Tackling this requires supporting and encouraging people to change
negative health behaviours such as smoking and drinking alcohol above sensible levels.

2.5 Wellbeing and sustainable development

It is important to understand wellbeing in the wider context of sustainable development and how
wellbeing can influence sustainability and in turn impact both positively and negatively on it.
Dolan et al.'® define sustainability with both an environmental aspect (related to the use of the
world’s natural resources) and justice-focussed sustainability, emphasising the costs and
benefits of our activities within our current generation and between future generations. Their
focus on the relationship between wellbeing and sustainable development explores the tensions
and synergies between these subjects, including the need to identify and quantify the trade-offs
between:

elements of an individual’s wellbeing;

current and future wellbeing;

current wellbeing of an individual vis-a-vis that of other people now; and

current wellbeing of an individual and the future wellbeing of others.

The link between wellbeing and sustainable development has been made in the UK
government’s sustainable development strategy Securing the Future.' Further work
commissioned by DEFRA'® makes the case for a schema of pathways that explore both positive
and negative associations between managing our environment and improving wellbeing. For
example, consumption is a crucial aspect of the relationship between sustainable development
and wellbeing. A strong and stable economy has wellbeing benefits, but there are also negative
environmental effects associated with excessive consumption that can impact on wellbeing. The
relationship between wellbeing and environmental sustainability is complex and mediated
through the attitudes and behaviours of individuals.

2.5.1 Delivering wellbeing activity

Delivering wellbeing is not the sole responsibility of one government body or agency. Levett-
Therivel?® have reviewed current ‘wellbeing’ related activity outside the UK using case studies of
interventions intended to promote certain related aspects such as life satisfaction, happiness,
contentment and welfare. They identify common factors of governance such as longer-term
thinking, active public administration and realignment of economic and monetary performance
measures to support and improve the ability of the UK government to deliver wellbeing. It is
suggested that facilitating interventions that promote wellbeing will require multiple sources of
political authority.

2.6 Wellbeing and inequality

Mental health is key to understanding the impact of inequalities on health and other outcomes.*®
Poor mental health is both a cause and consequence of social, economic and environmental
inequalities. The importance of the social and psychological dimensions of deprivation is gaining
greater recognition. Issues of inequality are at the heart of the UK Government’s sustainable
development strategy and policies to address this include new programmes such as the
Healthier Communities Collaborative, health and wellbeing equity audits and additional support
to Spearhead PCTs.

Mental health is, above all, socially determined. The WHO Commission on the Social
Determinants of Health™ laid out specific action on the social determinants that will impact on
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positive mental health. Tackling inequalities includes observing and tackling inequalities in
wellbeing within the population, not just in mortality and morbidity.
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3. Survey Methodology
3.1 The questionnaire

The questionnaire used for the Manchester and North West Mental Wellbeing Surveys was
designed and developed by the North West Public Health Observatory in collaboration with
NHS North West and local partners. The survey tool contains 44 questions that seek to
measure a wide range of determinants of mental wellbeing such as feelings, relationships,
health, life events, lifestyle and place, and incorporates the seven item WEMWABS. In addition,
information describing the age, gender, ethnicity and place of residence of respondents was
collected (see Section 12.2).

3.2 Sampling
3.2.1 The sample size

The sample size for each local area needed to be sufficiently large enough to be able to provide
a useful analysis of the geography of interest for each of the questions in the survey, and to
compare the local area with the region as a whole.

Sample calculations to obtain representative sample surveys at the PCT level suggested 500
would be a sufficient sample size for populations of around 200,000 with an assumption of
proportion of 0.5 and a 4.4% confidence interval.” That is, we could be confident that for any
response value the true answer could be +/- 4.4% of what is reported, or we could be 95%
confident that we can attribute any given response to a question as being true of the population.

Eighteen out of the twenty-four PCTs in the North West, including Manchester, commissioned
at least 500 interviews in their local area. In addition, a number of PCTs commissioned
additional boosts in order to compare sub-groups of the population such as the most deprived
populations or all the local authority areas within a PCT boundary (Table 1).

i Calculations from www.dssresearch.com/toolkit/spcalc/power_a2.asp
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Table 1: Survey samples in North West PCTs.

TOTAL SAMPLE
AREA SAMPLE DESCRIPTION SAMPLE SIZE SIZE
Blackburn with Darwen Across PCT area 500 500
Blackpool Across PCT area 500 500
Central and Eastern Cheshire | Across PCT area 500 500
Chorley 500
. Preston 500
Central Lancashire South Ribble 500 2,000
West Lancashire 500
Allerdale 500
Barrow in Furness 500
. Carlisle 500
Cumbria Copeland 200 3,000
Eden 500
South Lakeland 500
East Lancashire Across PCT area 500 500
Halton and St Helens Across PCT area 500 500
Heywood, Middleton and Across PCT area 500 1,000
Rochdale 3% most deprived SOAs 500
Knowsley Across PCT area 500 500
Liverpool Across PCT area 500 500
Manchester Across area 1,000 1,000
North Lancashire Across PCT area 500 500
Sefton Across PCT area 500 500
Deprivation quintile 1 500
Deprivation quintile 2 500
Stockport Deprivation quintile 3 500 2,500
Deprivation quintile 4 500
Deprivation quintile 5 500
Tameside: Across area — 500
males
Tameside and Glossop Tameside: Across area - 500 1,500
females
Glossqp: Across local 500
authority area
Warrington Across PCT area 500 500
Western Cheshire Across PCT area 500 500
Across PCT area 500
Wirral Selco.nd most deprived 500 1,500
quintile
Most deprived quintile 500
Regionally representative Across f[he region .
sample (approximately 85 in each 500 500
of the 6 non boost PCTs)
Total 18,500
3.2.2 The sampling method

The Post Office Address File (PAF) was used as the sampling frame as the most up to date
source of households in Manchester and across the North West using a clustered random
sample. Although the clustered approach does not allow all members of the population an
equal chance of selection given differences in cluster size, it allows for an element of random
selection within budget. The sampling used lower super output areas (LSOA) as the primary
sampling unit. LSOAs within a PCT were listed by quintile of deprivation from the Index of
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Multiple Deprivation (IMD) 2007, and a random selection of LSOAs was made for each quintile
in line with their proportion in the PCT. Households were then selected at random within the
selected LSOAs. Individuals within the household were then selected on the basis of the person
next having a birthday. Fieldwork was undertaken between April 1 and June 30 2009.

Interviewers were given a letter to introduce the survey on the doorstep. This was signed by
local Directors of Public Health and displayed local NHS logos. The letter used in Manchester is
presented in section 12.1. Sixty per cent of those households contacted from the initial sample
selection took part in the survey. Up to four attempts were made to contact pre-selected
households, after which another household was selected at random.

Interviews were undertaken using computer assisted personal interviewing (CAPI) within the
Market Research Society’s (MRS) Code of Conduct. Interviewers had received accredited MRS
training. MRS leaflets were left with respondents at the end of the interview in case they had
queries about the survey. Respondents were invited to self complete the WEMWBS scale
themselves on screen and approximately three-quarters of respondents did this. Those who did
not tended to be very elderly (75+ years). Where possible, interviewers completed the scale with
people looking at the screen. Despite reassurance, some respondents were concerned about
completion of questions using a computer, fearing their information may end up on the Internet,
and this may have impacted on responses.

3.3 Weighting

A weighting variable was added to both the Manchester and North West survey datasets to
equalise the sample characteristics with population characteristics, so the resulting analysis
more accurately reflected the populations under study.

Every respondent that had a valid gender, age group and national IMD 2007 quintile entered in
the dataset was assigned a weighting value.

Weighting calculation for Manchester

e A three-way crosstab (gender, age group, IMD 2007 quintile) was produced for Manchester.
This was obtained from LSOA single year of age population estimates for 2007, which IMD
2007 quintiles had been matched with. The proportion of the total population that each cell
represented was then calculated (e.g. the proportion of the total population that males,
aged 16-24 years, living in the least deprived quintile comprised).

e A three-way crosstab (gender, age group, IMD 2007 quintile) was also performed on the
Manchester dataset (Table 2). The proportion of the overall sample that each cell
represented was then calculated.

e For each subgroup (gender — age group — IMD 2007 quintile), the proportion of the
population was divided by the proportion of the sample to produce weighting values. When
weighting is applied to the dataset, the distribution of the sample changes to that in Table 3.

¥ The Index of Multiple Deprivation 2007 combines a number of indicators, chosen to cover a range of
economic, social and housing issues, into a single deprivation score for each small area in England. This
allows responses to be categorised and subsequently analysed according to their level of deprivation.
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Table 2: Manchester unweighted dataset.

Age group
Gender IMD 2007 quintile 16-24 25-39 40-54 55-64 65+
Least deprived 0 0 0 0 0
Fourth most deprived 2 0 1 1 0
Males Third most deprived 9 11 4 4 4
Second most deprived 23 23 8 4 20
Most deprived 39 94 93 42 64
Least deprived 0 0 0 0 0
Fourth most deprived 1 1 3 1 2
Females Third most deprived 8 11 1 3 8
Second most deprived 14 24 13 3 25
Most deprived 42 128 89 60 116
Table 3: Manchester weighted dataset.
Age group
Gender IMD 2007 quintile 16-24 25-39 40-54 55-64 65+
Least deprived 0 0 0 0 0
Fourth most deprived 2 0 2 1 0
Males Third most deprived 15 20 8 4 5
Second most deprived 34 47 22 9 12
Most deprived 69 108 71 33 40
Least deprived 0 0 0 0 0
Fourth most deprived 2 2 2 1 1
Females Third most deprived 16 15 8
Second most deprived 34 34 19 9 16
Most deprived 68 98 69 33 54

3.4 Analysis

Analysis for both Manchester and the North West was only performed on the weighted datasets,
so only the respondents that were assigned a weighting variable (i.e. respondents that had a
valid gender, age group and IMD 2007 quintile in the dataset) were included in the analysis. This
meant one respondent was excluded from the Manchester dataset.

Overall responses to the questions from Manchester residents were extracted and are
presented in full in this report. Results have also been compared with the responses from
people across the region as a whole, as intended by the design of the sample size
(section 3.2.1).

During analysis, when comparisons were made, 95% confidence intervals' were applied to the
results to indicate where there were ‘significant’ differences.

Reponses to questions by Manchester residents were also broken down by level of mental
wellbeing, gender and age group, to provide further insight into mental wellbeing in the area,
which may be helpful to readers. However, in some cases confidence intervals are very large as
the survey sample was not specifically designed to do this. Differences between sub-groups of
the Manchester population may not be significant and caution should be applied when reading
figures attributable to these sub-groups. The general trends shown can still provide useful

v Confidence intervals indicate the reliability of the survey results. Sample surveys are always subject to
some error, but it is possible to be 95% confident that the true result for the particular population
segment in question is within the confidence limits calculated. In other words, where one measure is
‘significantly’” higher or lower than another, we are 95% confident that this is not due to random error or
chance.
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indications however, but this report should be considered in conjunction with the North West
Mental Wellbeing Summary and full technical reports,®°" in which differences by sub-groups
are more apparent and the issues of deprivation and ethnic grouping are also considered.

4, Distribution of WEMWBS scores

In previous validation studies using the 14 item scale sampling distributions were found to be
normally distributed.®® The 2006 Scottish population study with a sample size of 1,216 also had
a normal distribution.?” The North West study used a much larger sample (18,500) and used the
7 item scale. As the seven item WEMWBS uses a five point scale individuals were given a score
out of 35. This was used to calculate the mean score for the region and for Manchester.

The distribution of regional scores is shown in Figure 1, with a regional mean score of 27.70
and a standard deviation of 4.98. This compares to the Scottish mean score of (51.05 [divided
by 2] = 25.53) with a standard deviation of 8.54.

Cut off points were applied to the regional distribution to show high (referred to in this report as
above average) and low (referred to in this report as below average) levels of mental wellbeing
based on one standard deviation above or below the mean. The North West Mental Wellbeing
Survey Steering Group agreed that the cut offs for these categories should be used throughout
analysis for local areas to ensure consistency across the region.

Figure 1: Regional distribution of WEMWABS scores.
14% - High

Moderate (average) wellbeing (62.8%) | (above ave.)
wellbeing
Mean score (20.4%)
12% - (27.70)

10% -
Low (below average) wellbeing (16.8%)

8% -

6% -

4% A

2% -

0% T T T T T T
7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35
WEMWBS score

The distribution is non normal with a clear peak at 35 suggesting that the 7 item scale may be
displaying a ceiling effect; that is, if the scale was extended we may see a more graduated talil
differentiating out those with the highest levels of mental wellbeing. There is also the possibility
that the peaks at multiples of 7 are a statistical artefact" that is more pronounced with a larger
scale survey. This could be due to a blocking effect (respondents choose to give the same
score to each item in the scale) that is more pronounced with the 7 item scale than with the 14
item. There is methodological research suggesting the possibility of blocking, or of respondents
tending to provide more positive responses.®

I An error resulting from bias in the collection of data.
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4.1 Local WEMWBS scores

It is possible to calculate a local mean WEMWABS score for the 18 PCT areas, including
Manchester, that had a survey sample of at least 500 individuals."" Therefore, mean PCT scores
can be listed and displayed alongside each other and the North West regional mean score
(Figure 2). However, due to the distributions being non normal, it is not possible to perform
statistical tests on the data to infer which areas had significantly higher or lower scores than
others. Areas that had samples larger than 500, however, will have a mean score with lower
potential variation than those areas with a sample of 500. Therefore, suitable caution should be
taken when interpreting the results. Out of the 18 PCTs that have a WEMWBS mean score,
Manchester had the thirteenth highest score (26.60).

Another way of comparing mental wellbeing levels in local areas is by assessing the proportions
of populations with relatively high, moderate and low mental wellbeing according to the North
West cut offs (Figure 3). This provides further insight into the differences between local areas as
local distributions of scores (like for Figure 1, but for each PCT area) can be different and
therefore pull the mean score one way or another. For example, although Manchester has the
thirteenth highest mean score, it has the eleventh highest proportion of people with high mental
wellbeing. Pulling the mean score down is the higher than average proportion of people with
low mental wellbeing (23.2% compared with 16.8%).

Vi Mean scores were taken from each individual local area dataset, which had its own weighting variables
calculated and applied to ensure that the sample surveyed was representative of the local population as a
whole.
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Figure 2: Mean WEMWABS scores, North West PCT areas.
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5. Feelings
5.1 Background

Feelings were measured using WEMWBS as an outcome of the factors that affect mental
wellbeing. This measures the hedonistic (pleasure) and eudaimonic (social functioning)
components of mental wellbeing, although with a greater emphasis towards the eudaimonic. It
has been derived from the Affectomer 2 scale® and was originally developed to monitor
changes over time. In this respect, it has some policy relevance as the driver for this survey has
been to provide a baseline of mental wellbeing that can be reassessed in the future. In addition,
a question was included on life satisfaction. This is a standard question from the European
Social Values Survey and is more a cognitive approach to measuring mental welloeing. "’

How we spend our time can have an impact on our mental wellbeing and studies have shown
that activities such as working excessive hours® and commuting® can lead to lower levels of
mental wellbeing. In particular, the length of time spent on commuting has negative effects on
partners. For the brevity of the interview, respondents were asked if they had time to do the
things they enjoyed rather than about time spent on a range of daily activities.

5.2 Warwick-Edinburgh Mental Wellbeing Scale score

5.2.1 Survey and analysis methodology

A total score for each respondent was calculated by summing the response scores of the seven
items (see section 2.3.1), provided there were valid responses to each item. If a response to
one or more items was ‘Don’t know’ or missing, a total score was not calculated and the
respondent was excluded from the analysis connected to WEMWABS. In Manchester, 6
respondents (0.6%) did not have a WEMWBS total score.

Analysis by WEMWBS score category (level of mental wellbeing) has not been undertaken for its
component questions.
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Table 53: Type of organisation participated in, Manchester and North West.

Organisation Manchester North West
Religious group or church organisation 8.4% 6.5%
Sports club 8.2% 10.6%
Tenants’/Residents’ group or Neighbourhood Watch 2.3% 2.4%
Social club/working men’s club 2.3% 4.5%
Trade Unions (including student unions) 1.4% 1.9%
Education, arts or music group/evening class 1.3% 3.0%
Youth group (eg Scouts, Guides, Youth Clubs, etc) 0.9% 3.0%
Parents’/School Association 0.8% 3.3%
Group for elderly people (eg Lunch clubs) 0.7% 1.5%
Women’s Group 0.5% 1.3%
Political parties 0.3% 0.8%
Women'’s Institute/Townsmen’s Guild 0.3% 0.7%
Environmental group 0.2% 0.7%
Other organisation 0.0% 1.6%
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Table 54: Influence on decisions affecting local area, Manchester and North West.

Definitely Tend to Tend to Definitely Don’t

agree agree disagree disagree know

Manchester 4.3% 20.2% 30.7% 33.5% 11.4%
North West 7.9% 29.9% 23.9% 27.1% 11.2%

Figure 158: Influence on decisions affecting local area, by level of mental wellbeing.
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Figure 159: Influence on decisions affecting local area, by gender.
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Figure 161: Feeling of safety in area outside after dark, Manchester and North West.
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Table 55: Feeling of safety in area outside after dark, Manchester and North West.

Very Fairly Neither safe Fairly Very Don’t
safe safe norunsafe  unsafe  unsafe know
Manchester 24.6% 30.1% 88% 10.4% 24.0% 2.2%
North West 37.4% 37.1% 5.0% 81% 10.2% 2.2%

Figure 162: Feeling of safety in area outside after dark, by level of mental wellbeing.
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9.7.2.2 Outside during the day

The vast majority of adults in Manchester said that they felt very safe outside during the day
(75.6%), while a further 20.6% felt fairly safe, 0.5% said they felt neither safe nor unsafe, 2.1%
said they felt fairly unsafe and 1.2% said that they felt very unsafe (Figure 165, Table 56).
Significantly fewer adults in Manchester felt very safe compared with the regional average
(79.4%).

There were differences in feelings of safety outside during the day by levels of mental wellbeing
(Figure 166). As mental wellbeing increased, the likelihood of feeling very safe significantly
increased: those with above average mental wellbeing were significantly more likely to feel very
safe (84.6%) than those with average (79.3%) and below average (60.7%) levels of mental
wellbeing. As a consequence, the proportion of adults who felt fairly safe was significantly higher
among adults with below average mental wellbeing (32.8%) compared with those who had
average or above average mental wellbeing (17.6% and 14.8% respectively).

Significantly more men than women said that they felt very safe outside during the day (81.1%
compared with 70.0%), while significantly more women than men felt fairly safe (25.3%
compared with 15.9%) (Figure 167).

There were clear trends by age, with the proportion of adults who felt very safe outside during
the day generally decreasing as age increased (Figure 168): adults aged 16-24 years were the
most likely overall to say that they felt very safe (84.5%, significantly higher than all age groups
over 40 years). Conversely, the proportion of adults who felt fairly safe increased as age
increased, with adults aged 65+ years having the highest proportions (29.6%, significantly
higher than for those aged 16-24 years [13.0%)]).

Figure 165: Feeling of safety in area outside during day, Manchester and North West.
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Table 56: Feeling of safety in area outside during day, Manchester and North West.

Neither
safe nor Fairly Very Don’t
Very safe  Fairly safe unsafe unsafe unsafe know
Manchester 75.6% 20.6% 0.5% 21% 1.2% 0.0%
North West 79.4% 17.6% 0.5% 1.5% 0.8% 0.2%
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Figure 166: Feeling of safety in area outside during day, by level of mental wellbeing.
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Figure 167: Feeling of safety in area outside during day, by gender.
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Figure 168: Feeling of safety in area outside during day, by age group.
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9.7.2.3 Home alone at night

In total, 73.0% of adults in Manchester said that they felt very safe and 19.2% felt fairly safe
home alone at night. Smaller proportions said they felt neither safe nor unsafe (0.9%), fairly
unsafe (3.6%) or very unsafe (3.0%) (Figure 169, Table 57). The proportion of adults in
Manchester who felt very unsafe was significantly higher than the regional average (3.0%).

By level of mental wellbeing, there were clear differences in feelings of safety home alone at
night (Figure 170). The proportion who felt very safe significantly increased as mental wellbeing
increased, with those with below average mental wellbeing being significantly less likely (60.4%)
than those with average (75.6%) and above average (82.0%) levels of mental wellbeing to say
they felt very safe. Individuals with below average mental wellbeing were also significantly more
likely to feel fairly safe home alone at night than those with average and above average levels of
mental wellbeing (27.8% compared with 17.7% and 12.0% respectively). In addition, people
with average mental wellbeing were significantly less likely to feel very unsafe (1.8%) compared
with those with below average mental wellbeing (7.0%).

Significantly more men than women said that they felt very safe home alone at night (79.9%
compared with 65.9%), while significantly more women than men said that they felt very unsafe
(4.9% compared with 1.2%) (Figure 171).

There were few significant differences by age group. However, the proportion of adults feeling
very safe home alone at night generally decreased as age increased: those aged 16-24 years
were the most likely overall to feel very safe (81.5%) and those aged 65+ years were the least
likely (63.7%, a significant difference) (Figure 172). As a result, the proportion of adults who felt
fairly safe generally increased as age increased: those aged 16-24 years were the least likely to
feel fairly safe (13.9%) and those aged 65+ years were the most likely (29.6%, a significant
difference).

Figure 169: Feeling of safety while home alone at night, Manchester and North West.
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Table 57: Feeling of safety while home alone at night, Manchester and North West.

Fairly  Neither safe Fairly Very Don’t

Very safe safe nor unsafe unsafe unsafe know

Manchester 73.0% 19.2% 0.9% 3.6% 3.0% 0.2%
North West 71.9% 22.4% 0.8% 2.9% 1.6% 0.4%

144



Manchester Mental Wellbeing Survey 2009

Figure 170: Feeling of safety while home alone at night, by level of mental wellbeing.
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Figure 171: Feeling of safety while home alone at night, by gender.
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Figure 172: Feeling of safety while home alone at night, by age group.
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Figure 173: Working status, Manchester and North West.
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Table 58: Working status, Manchester and North West.

Manchester North West

Paid work: Full-time 24.8% 34.4%
Paid work: Part-time 7.7% 10.1%
Self-employed 1.4% 1.9%
Full-time education 13.5% 3.3%
Out of work, registered unemployed and actively seeking work 9.5% 6.0%
Out of work, registered unemployed but not actively seeking

work 2.7% 41%
Permanently sick or disabled 10.8% 57%
Not working for domestic reasons 11.7% 6.1%
Retired 17.1% 26.2%
Other 0.6% 1.0%
Don’t know/NA 0.0% 0.0%
Refused 0.4% 1.3%
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People aged 16-24 years were significantly more likely than any other age group to be living in
full-time student status households (30.5%) and adults aged 25-39 years were the most likely
overall to be living in employed households (69.6%, significantly higher than for all other age
groups apart from those aged 40-54 years). Individuals aged 40-54 and 55-64 years were
significantly more likely than other age groups to be living in inactive: sick households (20.0%
and 14.9% respectively).

Figure 177: Household economic status, Manchester and North West.
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Table 59: Household economic status, Manchester and North West.

FT Inactive:  Inactive:

Employed Unemployed  Retired student  domestic sick  Other
Manchester 52.7% 11.8% 14.1% 9.4% 4.9% 6.8% 0.2%
North West 60.7% 7.6% 22.8% 1.9% 2.7% 31% 1.2%

Figure 178: Household economic status, by level of mental wellbeing.
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16-24, 25-39 and 40-54 years were significantly more likely to live in a small family household
(20.5%, 33.1% and 20.5% respectively) than those adults aged 55-64 or 65+ years (1.1% and

1.5% respectively).

Figure 181: Household type, Manchester and North West.

OManchester @ North West

50% -

40% -

30% -

20% -

10% -

0% -

One adult ~ Two adults ~ Multi adults Small family Large family Lone parent

Table 60: Household type, Manchester and North West.

Multi Small Large Lone

One adult Two adults adults family family parent

Manchester 22.3% 26.3% 18.5% 20.2% 8.0% 4.5%
North West 23.9% 32.4% 14.6% 19.7% 5.0% 4.4%

Figure 182: Household type, by level of mental wellbeing.
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than for all age groups under 55 years (Figure 192). Adults aged 65+ years were also
significantly less likely than all age groups under 55 years to have a highest qualification level of
Entry/Level 1. People aged 25-39 years were the most likely overall to have a Level 4+
qualification (22.8%), significantly higher than for those aged 40-54 years and 65+ years (11.9%
and 7.3% respectively). In addition, those aged 16-24 years were also significantly more likely
compared with all other age groups to have a highest qualification level of Level 2 and Level 3
qualifications.

Figure 189: Highest qualification level, Manchester and North West.
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Table 61: Highest qualification, Manchester and North West.

Entry/
None Level 1 Level 2 Level 3 Level 4+ Other Foreign
Manchester 40.4% 11.6% 10.1% 14.5% 13.1% 4.9% 5.4%

North West 32.8% 12.3% 21.4% 11.8% 16.9% 3.9% 0.9%

Figure 190: Highest qualification level, by level of mental wellbeing.
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wellbeing there needs to be sustained investment in effective interventions that impact on
mental wellbeing.

11.4.2 Tackling health inequalities

These findings are significant to the North West and its localities as levels of mental wellbeing
clearly play an important role in tackling health inequalities, particularly in relation to tackling the
social determinants of health. It is recommended that a comprehensive approach to health
inequalities includes addressing inequalities in wellbeing, not only inequalities in illness and
mortality rates. First, this focuses on the positive dimension of health and the desirable outcome;
and second, it enables an exploration of the root causes of why people are experiencing poorer
health outcomes and have poorer health behaviours.

11.4.3 Aligned wellbeing policy

There is a clear association in the findings to social outcomes broader than health policy. This
presents some complexity in mental wellbeing being a cross-cutting issue and the need for
policy development across different departments to be coherent and consistent through greater
alignment and partnership working. It requires a mature commissioning system that invests in
return realised in multiple parts of the system.

11.4.4 Resilient communities

The significance of where we live, belonging, satisfaction and trust are key to understanding
‘place’ and supporting resilient and empowered communities. Within the survey data collected
there are likely to be pockets of deprived areas that buck the trend as far as mental wellbeing
goes and it is recommended that these need to be identified and investigated further to
understand what makes some individuals and communities more resilient than others in similar
circumstances.

Significant findings include the importance of supporting people’s ability to build and manage
relationships in all walks of life. Where people’s social networks are poor and social isolation
exists there is opportunity for community development activity to build on this, along with
availability of spaces and places that bring people together. The role of frontline staff and
volunteers who have regular contact with communities and also who support individuals have a
part to play here.

11.4.5 Sustainable employment

The associations between work and wellbeing suggest that improving mental wellbeing could
support those out of work into employment as well as support those in work to be healthy and
productive. The findings therefore support regional policy developments to increase
employment and develop healthy workplace environments.

11.4.6 Five ways to wellbeing

Tackling behaviour change cannot be done in isolation from improving wellbeing and clearly
there are policy implications for the approach that is taken here. Effective application of social
marketing principles has shown that messaging alone is unlikely to change behaviours. Deeper
understanding of individuals’ motivations to change and exchange negative for positive
behaviour is needed, and improving an individual’s positive sense of self and ability to change is
essential to this. Findings from the survey and further analysis of different target groups could
be utilised in applying messages on steps that individuals can take to improve their mental
wellbeing. The Foresight Report' evidenced the ‘Five ways to wellbeing’ as steps an individual
can take to improve their own wellbeing. It is recommended that such individual wellbeing
messages are used alongside other behaviour change programmes as well as considered in
bespoke wellbeing programmes.
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11.4.7 Wellbeing Impact Assessment

Key documents put the citizen and patient experience at the heart of policy. This can mean
taking account of the impact that service interactions can have on wellbeing and this has
implications for mental wellbeing impact assessments. It is not just the health service that has
opportunity here but also wider public services including local authorities and other statutory
and third sector agencies that will need an awareness of how they can improve population
wellbeing.

11.5 Value of collaboration

This piece of work was possible through the collaboration of many agencies. Individual localities
chose to conduct the study together so consistency of approach and comparability would be
gained between local areas, sub-regions and the region. Collaborating on a larger scale allowed
pooling of expertise and funding, resulting in a cost-effective approach. It is recommended that
such collaboration continues in any ongoing analysis and crucially in the application of the
findings to practice.

11.6 Methodology: WEMWABS scale and distribution

The survey has used a tool that has been validated for population surveys, but not used on
such a large scale sample and so presents some interesting methodological issues. The 7 item
scale appears to show a ceiling effect at the top end of the scale, suggesting that it may not
differentiate well among those with the highest level of wellbeing, although it does show
differentiation at the lower end. For this reason, it may be more useful for analysis of data
collected using this scale to be undertaken categorically (i.e. by groups of respondents, as the
categories of high, moderate and low mental wellbeing have been presented in this report),
rather than in a continuous form, as this reduces the ceiling effect. It is not clear why there may
be a ceiling effect with the 7 item scale. The 14 item scale has not yet shown such an effect,
but has not been tested with such a large sample. However, such methodological issues need
to be investigated further and their impact on the interpretation of the results considered.

11.7 Further analysis: methodological, regional comparisons, segmentation

The regional report, together with this report, has presented a reference of initial descriptive
findings. Clearly with a survey of this size there is far more work that can be undertaken to
explore further relationships in the data and consider the wider research literature that already
exists. A number of themed areas for further analysis have been suggested. These include
understanding what happens to people’s mental wellbeing in mid-life; understanding deprived
communities that thrive, understanding the relationship to physical health and health behaviours,
understanding the impact of life events and resilience factors, understanding unemployment

and getting back into employment, wellbeing and ethnicity.

In addition, further more complex multi-variate and clustering techniques could be undertaken
to identify segments of the population who have similar characteristics in relation to mental
wellbeing. This may help identify not just who is at higher risk of poor wellbeing, but also some
insight as to how their mental wellbeing may be promoted.

11.8 Further research: measuring mental wellbeing

Measuring mental health and wellbeing is a developing science and dimension of service
commissioning. Continued use and research of the WEMWBS scale and other measurements
will improve the availability of valid instruments. The other questions asked in the survey can
also inform the use of indicators of wellbeing. Ongoing research into mental wellbeing and the
different components will help to establish a comprehensive understanding of its determinants
and how mental wellbeing is a determinant of other social outcomes. Other research would be
needed with the public to further explore the causal relationships, associations and cultural
differences.

166



Manchester Mental Wellbeing Survey 2009

12. Appendix

12.1 Introduction letter

iU

Manchester

March 2009

Dear Resident

| am writing to you on behalf of NHS Manchester which is the organisation responsible for
health services in the city. The person who has given you this letter is carrying out an important
survey in your local area and across the region, about the health and wellbeing of residents.

The survey has been designed by Liverpool John Moores University working with NHS
organisations across the North West.

The survey is being carried out by mruk Research Ltd. The person who is calling on you today
is a fully trained interviewer, and they have I.D with them which will prove this. Please ensure
that you have checked their ID before continuing.

The aim of the survey is to help NHS Manchester better understand how we can help people
like you to improve their overall well-being and live happier, healthier lives.

The survey contains a number of questions about you, your lifestyle and your general health and
wellbeing. Your honest responses are important to us.

You do not have to reveal your name to the interviewer. You can fill in your answers privately if
you wish and all information that you provide will be treated confidentially. If you do not wish to
answer a question, you do not have to and you can stop the survey at any time. It will not be
possible for us to identify you from the answers that you give. Anything you tell us will not be
shared with any organisations other than Liverpool John Moores University and your local NHS
in an anonymised format.

If you have any questions about this research, or the subjects in the questionnaire, you can
contact Douglas Inchbold (0161 861 2905) or Janet Mantle (0161 958 4156) at NHS
Manchester.

If you have any general enquiries about health services available locally, including services
offering advice and support with mental health issues, then you can contact PALS (Patient
Advice and Liaison Service) on 0161 219 9451,

Yours sincerely,

= —,_j 5 —_J._.&

Dr Sally Bradley
Director of Public Health
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12.2 Questionnaire

Intro1. Good morning/afternoon/evening. My name is from mruk research
limited. We have been asked to conduct an independent survey of local residents in the North
West to obtain their opinions with regard to health and wellbeing. The survey is being
conducted on behalf of the North West Public Health Observatory and is being fed back to your
local primary care trust to help them tailor the services they provide to local people.

It should take approximately 20 minutes, and all the answers you give will be kept completely
confidential.

If you are happy to do this, for reasons of confidentiality we would like you to input your
answers yourself onto the keypad. In that way, no one else will be able to identify your
responses.

For certain questions there are showcards to assist with providing an answer. These are given
to the respondent throughout the survey.

RE-ASSURE FURTHER IF NECESSARY:

This interview has been conducted within the Code of Conduct of the Market Research Society..
This guarantees your anonymity. You will not be approached to buy anything as a result of
taking part in this research. It is only your opinion we want to understand.

All the answers you give will be added with at least 500 others and only presented in statistical
format.

. Yes | can help / proceed with interview

. Can | speak to... (repeat introduction)

. Not willing / refusal to participate

. Wrong Number

Named person not known / moved

. Named person decease (Apologise for contact)
. Inconvenient / Arrange time to call back

N O N

(Note: above are the standard codes and can be expanded / amended if appropriate)
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INTERVIEWER CODE FROM SAMPLE
QA. QA Sample reference number
*numeric

WRITE IN NUMBER

INTERVIEWER CODE FROM SAMPLE
QB. QB Local authority / PCT area
*single response
Stockport Deprived quintile 1
Stockport Deprived quintile 2
Stockport Deprived quintile 3
Stockport Deprived quintile 4
Stockport Deprived quintile 5
Wirral Across district
Wirral Second most deprived quintile
Wirral Most deprived quintile
Manchester City wide
North Lancs Across PCT area
Knowsley Across PCT area
Sefton Across PCT area
Warrington Across PCT area
Central Lancs Preston local authority
Central Lancs Chorley local authority
Central Lancs South Ribble local authority
Central Lancs W Lancs local authority
Cumobria Allerdale
Cumobria Barrow in Furness
Cumbria Carlisle
Cumbria Copeland
Cumbria Eden
Cumobria South Lakeland
Blackpool Across PCT area
Tameside Across area — males
Tameside Across area - females
Glossop Across local authority area
St Helens and Halton Across PCT area
East Lancs Across PCT area
Rochdale and Middleton Across PCT area
Rochdale and Middleton 3% most deprived SOAs
Blackburn and Darwen Across PCT area
Cheshire East Across PCT area
Cheshire West Across PCT area
Regionally representative sample Across the region
Liverpool Across PCT area
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Display1. SECTION A: YOUR LOCAL AREA
*no question

ASK ALL
Q1. Q1 How many years have you lived in this local area?
READ OUT
*single response
Less than 1 year
1 year but less than 2 years
2 years but less than 5 years
5 years but less than 10 years
10 years or more

ASK ALL
Q2. Q2 SHOWCARD 1: Overall how satisfied or dissatisfied are you with your
local area as a place to live? INTERVIEWER NOTE: local area is defined as area
within 15-20 minutes walking distance from home
READ OUT
*single response
Very satisfied
Fairly satisfied
Neither satisfied nor dissatisfied
Fairly dissatisfied
Very dissatisfied

ASK ALL
Q3. Q3 SHOWCARD 2: How strongly do you feel you belong to your immediate
neighbourhood? INTERVIEWER NOTE: (nearer to home than previous question if
need clarification)
READ OUT
*single response
Very strongly
Fairly strongly
Not very strongly
Not at all strongly
Don’t know
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ASK ALL
Q4. Q4 SHOWCARD 3: Do you join in the activities of any of the following
organisations, on a regular basis?
[ - CODE ALL MENTIONS]
*multi response
Political parties
Trade Unions (including student unions)
Environmental group
Parents’/School Association
Tenants’/Residents’ group or Neighbourhood Watch
Education, arts or music group/evening class
Religious group or church organisation
Group for elderly people (eg Lunch clubs)
Youth group (eg Scouts, Guides, Youth Clubs, etc)
Women'’s Institute/Townsmen’s Guild
Women’s Group
Social club/working men’s club
Sports club
None
Other (WRITE IN)

ASK ALL
Q5. Q5 SHOWCARD 4: Do you agree or disagree that you can influence
decisions affecting your local area?
READ OUT
*single response
Definitely agree
Tend to agree
Tend to disagree
Definitely disagree
Don’t know

ASK ALL
Q6. Q6 SHOWCARD 5: How safe or unsafe do you feel when...?
[ READ OUT)
*items popup

Very Fairly Neither safe | Fairly Very Don’t
safe safe nor unsafe unsafe unsafe | know

Outside after dark
QOutside during the day
Home alone at night
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Display2. SECTION B: YOUR FEELINGS AND RELATIONSHIPS
*no question

ASK ALL
Q7. Q7 SHOWCARD 6 Below are some statements about
feelings and thoughts. Please tick the box that best describes
your experience for each statement over the past two weeks

*items popup

None of | Rarely Some of the | Often All of
the time time the
time

I've been feeling
optimistic about the
future

I've been feeling
useful

I've been feeling
relaxed

I've been dealing
with problems well

I've been thinking
Clearly

I've been feeling
close to other people

I've been able to
make up my own
mind about things

ASK ALL
Q8. Q8 SHOWCARD 7: All things considered, how satisfied are you with your life
as a whole nowadays on a scale of 1 to 10 where 1 is extremely dissatisfied and
10 is extremely satisfied?
READ OUT
*single response
1 — Extremely dissatisfied

OO NOOOTA~WN

10- Extremely satisfied
Don’t know
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ASK ALL
Q9. Q9 During the last week, have you spoken, even if only on the telephone, to
anyone (apart from myself) who is not a member of your household?
DON'T READ OUT
*single response
Yes
No

ASK ALL
Q10. Q10 SHOWCARD 8: How often do you talk to any of your neighbours? Is
it...
READ OUT
*single response
On most days
Once or twice a week
Once or twice a month
Less often than once a month
Never

ASK ALL
Q11. Q11 SHOWCARD 8: We would like to ask how often you meet people,
whether at your home or elsewhere. How often do you meet friends or relatives
who are not living with you? Is it . . .
READ OUT
*single response
On most days
Once or twice a week
Once or twice a month
Less often than once a month
Never

ASK ALL
Q12. Q12 What factors prevent you from meeting up with family or friends more
often?
[ - CODE ALL MENTIONS]
*multi response
| see them as often as | want to
Not interested
Can't afford to
Lack of time due to paid work
Lack of time due to childcare responsibilities
Lack of time due to other caring responsibilities
Can't go out because of caring responsibilities
No vehicle
Poor public transport
Problems with physical access
Too ill, sick or disabled
Too old
Fear of burglary or vandalism
Fear of personal attack
Too far away
Other (WRITE IN)
None of these
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ASK ALL
Q18. Q13 SHOWCARD 9: | am going to read a list of situations
where people might need help. For each one, could you tell me if
you would ask anyone for help?
[ - READ OUT)
*items popup

Yes No Don’t know /
It depends

You need a lift to be somewhere urgently

You are ill in bed and need help at home

You are in financial difficulty and need to borrow
£100

If you had a serious personal crisis, do you have
people you feel you could turn to for comfort and
support?

ASK ALL
Q14. Q14 SHOWCARD 1: All things considered, how satisfied are you with your
personal relationships?
READ OUT
*single response
Very satisfied
Fairly satisfied
Neither satisfied nor dissatisfied
Fairly dissatisfied
Very dissatisfied
Don’t know

ASK ALL
Q15. Q15 To what extent do you agree that you have time to do the things that
you really enjoy?
DON'T READ OUT
*single response
Definitely agree
Tend to agree
Tend to disagree
Definitely disagree
Don’t know

display3. SECTION C: ABOUT YOUR HEALTH
*no question

ASK ALL
Q16. Q16 How is your health in general? Would you say it is....
READ OUT
*single response
Very good
Good
Fair
Bad
Very bad
Don’t know
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ASK ALL
Q17. Q7 For each category please indicate which statement best describes your
own health today

(interviewer note: Encourage respondent to complete responses to this question
themselves, rather than reading out)

READ OUT AND CODE ONE FOR EACH CATEGORY
*single response

Mobility

| have no problems in walking about

| have some problems in walking about

| am confined to bed

Self-Care

| have no problems with self-care

| have some problems washing or dressing myself

| am unable to wash or dress myself

Usual Activities (e.g. work, study, housework, family or leisure activities)
| have no problems with performing my usual activities

| have some problems with performing my usual activities
| am unable to perform my usual activities
Pain/Discomfort

| have no pain or discomfort

| have moderate pain or discomfort

| have extreme pain or discomfort

Anxiety/Depression

| am not anxious or depressed

| am moderately anxious or depressed

| am extremely anxious or depressed

ASK ALL
Q18a. Q18a Do you care for someone with long-term ill health OR problems
related to old age, other than as part of your job? And if so, for how many
hours?
READ OUT
*single response
No
Yes, 1-19 hours a week
Yes, 20-49 hours a week
Yes, 50+ hours a week

ASK IF YES AT Q18a, OTHERWISE SKIP TO SECTION D
Q18b. Q18b Does this person live in your home?
READ OUT
*single response
No
Yes
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Display4. SECTION D: LIFESTYLES AND LIFE EVENTS
*no question

ASK ALL
Q19. Q19 Which of these life events have you personally experienced in the last
12 months? Fine to change
(interviewer note: Encourage respondent to complete responses to this question
themselves, rather than reading out)
[ READ OUT AND CODE ALL MENTIONS]
*multi response
Going to University
Getting engaged
Getting married
Divorce/separation from long-term partner
Purchasing/selling a house/flat
Birth of a child
Birth of a grandchild
Moving house
House/flat repossessed
Change of job
Involuntary Redundancy
Voluntary Redundancy
Involuntary/voluntary bankruptcy
Entering Retirement
Bereavement
Child over 18 leaving home
None

ASK ALL
Q20. Q20 In the past week, on how many days have you accumulated at least
30 minutes of moderate intensity physical activity such as brisk walking, cycling,
sport, exercise, and active recreation? (Do not include physical activity that may
be part of your job or usual role activities).
READ OUT
*single response
0 days
1 days
2 days
3 days
4 days
5 days
6 days
7 days
Don’t know / refused
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Display5. READ OUT: Now we would like to ask you about the times when you are not being
physically active; when you are sitting or reclining at work and at home. This may be when you
are sat in front of a computer or television, or listening to music. Do not include the time you
spend sleeping.

*no question

ASK ALL
Q21. Q21 Not including the time you spend sleeping, how much time do you
usually spend sitting or reclining on a typical day?
[ - INTERVIEWER INSTRUCTION: IF REFUSED CODE AS 9999 -]
* numeric
HOURS MINS

WRITE IN NUMBER:

ASK ALL
Q22. Q22 Have you ever smoked a cigarette, cigar or other tobacco product?
DON'T READ OUT
*single response
Yes
No
IF NO GO TO Q25 ELSE CONTINUE

ASK IF CODED YES AT Q22
Q283. Q23 Do you smoke at all nowadays?
DON'T READ OUT
*single response
Yes
No

ASK IF CODED YES AT Q22
Q24. Q24 Which best describes you?
READ OUT
*single response
| smoke daily
| smoke occasionally but not every day
| used to smoke daily but do not smoke at all now
| used to smoke occasionally but do not smoke at all now

ASK ALL
Q25. Q25 In general, how often do you drink alcoholic drinks?
READ OUT
*single response
Never
Monthly or less
Once or twice a week
Three or four days a week
Daily or almost daily
Don’t know/refused
IF CODED NEVER SKIP TO Q28
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ASK IF CODED 2-6 AT Q25
Q26. Q26 How many of each of the following types of drinks did you consume in
the last week?
[ - INTERVIEWER INSTRUCTION:WRITE IN NUMBER FOR EACH CATEGORY -
IF REFUSED CODE AS 99 -]
* numeric

Pints of non alcoholic beer/lager/cider
(Write In number)

Pints of low alcoholic beer/lager/cider
(Write In number)

Pints of normal strength beer/lager/shandy/stout/cider
(Write In number)

Pints of strong beer/lager/cider
(Write In number)

Bottles of alcopops
(Write In number)

Single glasses of spirits (25ml)
(Write In number)

Standard glasses of wine (175ml)
(Write In number)

Single glasses of fortified wine (sherry, port, martini)
(Write In number)

ASK IF CODED 2-6 AT Q25
Q27. Q27 Was last week a typical week?
READ OUT
*single response
Yes, | usually drink this much
No, | usually drink less
No, | usually drink more
Don’t know/refused

ASK ALL
Q28. Q28 Have you ever used cannabis?
DON'T READ OUT
*single response
Yes
No
IF CODED NO SKIP TO Q30
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ASK IF CODED YES AT Q28 ELSE GO TO Q30
Q29. Q29 Have you used cannabis in the last 30 days?
DON'T READ OUT
*single response
Yes
No
Don’t know/refused

ASK ALL
Q30. Q30 Which of these phrases comes closest to describing your feeling about
your household income these days?
READ OUT
*single response
Living comfortably on present income
Coping on present income
Finding it difficult on present income
Finding it very difficult on present income

ASK ALL
Q31. Q31 How often would you say you have been worried about money during
the last few weeks?
READ OUT
*single response
Almost all the time
Quite often
Only sometimes
Never

Display6. SECTION E: ABOUT YOURSELF
*no question

ASK ALL
Q32. Q32 What is your date of birth?
[ - INTERVIEWER INSTRUCTION: IF REFUSED CODE AS 999999 -]
* numeric
DAY MONTH  YEAR

WRITE IN DAY, MONTH AND YEAR:

ASK ALL
Q33. Q383 What term do you usually use to describe your sexual identity?
DON'T READ OUT
*single response
Lesbian/Gay
Bisexual
Heterosexual
Other

ASK ALL
Q34. Q34 Are you currently in a long-term meaningful relationship?
DON'T READ OUT
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*single response
Yes
No

Display7. READ OUT: We would like to find out a little bit about the people who live with you in
your household. If you live alone, then we only need information about yourself. If you have
other people living with you, please complete the following questions for ALL household
members.

*Nno question

ASK ALL
Q35. Q35 ASK FOR EACH PERSON IN HOUSEHOLD START WITH
RESPONDENT: How old are you/is s/he? CODE ONE ONLY FOR EACH
HOUSEHOLD MEMBER IF DON’T KNOW OR REFUSED AND ASK FOR
RANGE.
CODE ACCORDINGLY- IF NO PARTNER/ CODE PERSON 3 ONWARDS.

*items popup
Partner

Resp P3| P4 | P5 P6 | P7 | P8 | P9 | P10 | P11 | P12
/spouse

0 Less than 16 yrs
016-17
018-24
025-39
040-54
055-64

0 65 Plus

0 Don’t Know

0 Refused

0 Not Applicable

Q36. Q36 CODE RESPONDENTS GENDER AND ASK FOR EACH PERSON
IN HOUSEHOLD: Is s/he female or male? START WITH RESPONDENT
CODE ONE ONLY FOR EACH HOUSEHOLD MEMBER
*items popup

Partner/

Resp P3| P4|P5 |P6 |P7 |P8 |P9 | P10 | P11 | P12
spouse

0 Male
0 Female
0 Not Applicable

Q37. Q37 ASK FOR EACH PERSON IN HOUSEHOLD START WITH P3:
What is the relationship between you and each household member? CODE
ONE ONLY FOR EACH HOUSEHOLD MEMBER.

*items popup

P3 P4 P5 P6 P7 | P8 | P9 | P10 | P11 | P12

0 Parent

0 Child

0 Grandparent
0 Sibling

0 Niece/nephew
0 Friend

0 Other
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ASK ALL
Q38. Q38 Do you have any children who do not live with you?
DON'T READ OUT
*single response
Yes
No

ASK IF CODED 1 AT Q38

Q39. Q39 How many children do not live with you?
DON'T READ OUT

*single response

One

Two

Three

Four

More than four

ASK ALL
Q40. Q40 SHOWCARD 10 ASK FOR ALL PERSONS IN HOUSEHOLD
AGED 18+ YEARS: Which of the following best describes each persons
working status?
*items popup

Resp Part/ P3| P4 | P5 P6 | P7 | P8 | P9 | P10 | P11 P12
spouse

Paid Work: Full
Time

Paid Work: Part
Time

Self Employed
Full Time
Education

Out Of Work,
registered
unemployed and
actively seeking
work
QOut Of Work
registered
unemployed but
not

actively seeking
work
Permanently Sick
Or Disabled

Not Working For
Domestic Reasons
Retired

Other

Don’t Know/NA
Refused

ASK ALL
Q41. Q41 Are you in supported or assisted housing?
DON'T READ OUT
*single response
0 Yes
0 No
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ASK ALL
Q42. Q42 SHOWCARD 11: Which of these qualifications do you have? (If your
qualification is not listed choose the nearest equivalent)
[ READ OUT AND CODE ALL MENTIONS]
*multi response
1+ O levels/CSEs/GCSEs (any grades), Basic Skills
NVQ Level 1, Foundation GNVQ
5+ O levels (any grade), CSEs (grade 1), GCSEs (grades A*-C),
School Certificate, 1+ A levels/ AS levels / VCEs
NVQ Level 2, Intermediate GNVQ City and Guilds Craft, BTEC
First/General Diploma, RSA Diploma
Apprenticeship
2+ A levels, 4+ AS levels, Higher school Certificate
NVQ Level 3, Advanced GNVQ, City and Guilds Advanced Craft,
ONC,OND, BTEC National, RSA Advanced Diploma
First Degree (eg BA, BSc), Higher degree (eg MA, PhD, PGCE)
NVQ Level 4-5, HNC, HND, RSA, Higher Diploma, BTEC Higher
level
Professional Qualifications (eg nursing, teaching, accountancy)
Other vocational/work related qualifications
Foreign qualifications
No qualifications

ASK ALL
Q43. Q43 Which of the following best describes your ethnicity?
DON'T READ OUT
*single response
White - Biritish
White — Irish
White — Eastern European
White — Other White Background
Mixed — White and Black Caribbean
Mixed — White and Black African
Mixed — White and Asian
Mixed — Any Other Mixed Background
Asian or Asian British — Indian
Asian or Asian British — Pakistani
Asian or Asian British — Bangladeshi
Asian or Asian British — Other Asian Background
Black or Black British — Caribbean
Black or Black British — African
Black or Black British — Other Black Background
Chinese
Don’t know (Try to avoid)
Refused (Try to avoid)
Other (please specify)

Q44. Q44 May we have your postcode; this is to be used for geographical
analysis purpose only (but will be shown alongside data)

[ - INTERVIEWER INSTRUCTION: IF REFUSED CODE AS 999999 -]

* numeric

Yes
No

WRITE IN
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For back checking purposes we require your full name, address and telephone number. These
details are held in confidence are not linked to your answers, neither are they passed on to any
third party.

Respondent’s full name with whom the survey was completed
* open

ASK ALL

ADDRESS. Respondent’s full address (excluding postcode)
* open

ASK ALL
POSTCODE. Respondent’s full postcode
* open

ASK ALL
TELEPHONE. Respondent’s telephone number
* open

compend. THANK YOU FOR YOUR TIME, MAY | JUST REMIND YOU THAT MY NAME IS
FROM MRUK RESEARCH LTD, OUR COMPANY FREEPHONE NUMBER IS xxx

xxxx AND THE MARKET RESEARCH SOCIETY NUMBER IS xxx xxxx, SHOULD YOU HAVE

ANY QUERIES ON OUR COMPANY OR WITH REGARDS TO THIS RESEARCH.

*end
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