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Choosing Health in Leicester

Introduction
I am pleased to present my first annual report as Director of Public Health for the
two primary care trusts (PCTs) in Leicester.  As a newcomer, it has given me the
opportunity to reflect on the state of health in the city, as well as exploring what
action is needed to meet targets for improvement.

These targets are particularly challenging for Leicester.  The city is in the top 20%
of areas in the country with the worst health and deprivation indicators, and has
been identified by the Government as a “spearhead” area.  As such, it is
expected to achieve a bigger improvement in health at a faster rate than
elsewhere.

The national public health strategy, Choosing Health, which was launched in the
past year, encompasses many of the targets.  It puts emphasis on taking action
early on to help prevent many of the chronic health problems that threaten to
swamp future services as our middle-aged and elderly population continues to
grow.  The focus is on making it easier for people to make healthier choices and
improve their lifestyle.

Choosing Health recognises that the necessary wholesale changes in lifestyle will
only be possible if action is taken to tackle the wider determinants of health,
such as socio-economic deprivation.  It begins to tie together initiatives in many
areas of Government policy that can impact positively on health.  Our challenge
is to join these up at a local level and make sure all the resources we and our
partners have at our disposal are used to best effect.  Improving health is one of
the key themes of the community plan being taken forward by the Leicester
Partnership, and I was particularly pleased to discover the strength of partnership
working in the city and the active role both PCTs take in this.

This report aims to present a baseline of the current state of health in the city
and the action we should take to improve the situation.  The Leicester Public
Health Challenge 2005 on page 2 identifies the key public health issues I
recommend we address over the next year with our partners in the NHS and
other agencies.  I will revisit these challenges in next year’s report to comment on
progress made.

People both within and outside the public health directorate have contributed to this
report, either directly or by commenting on issues raised.  My thanks to them all and,
in particular, to Rod Moore and Sumina Azam for their tireless contribution.

Dr Stephen M Whitehead 
Director of Public Health for Eastern Leicester and Leicester City West Primary Care Trusts

This is an independent report of the Director of Public Health for Eastern
Leicester and Leicester City West Primary Care Trusts.  It aims to: 
• inform the PCTs about the health of the resident population of Leicester,

identifying areas for improvement;
• be an important component of the health planning and commissioning

cycle;
• inform Leicester City Council and other partner agencies about a range of

health concerns which depend on co-ordinated action from many
agencies to tackle them; and 

• act as a source of epidemiological information about the city.
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Figure 1 - The city of Leicester
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Leicester City West PCT area
Wards 1-9
1. Beaumont Leys
2. New Parks
3. Fosse
4. Western Park
5. Braunstone Park & Rowley Fields
6. Westcotes
7. Freemen
8. Aylestone
9. Eyres Monsell

Eastern Leicester PCT area
Wards 10-22
10. Abbey
11. Latimer
12. Belgrave
13. Rushey Mead
14. Charnwood
15. Humberstone & Hamilton
16. Thurncourt
17. Evington
18. Coleman
19. Spinney Hills
20. Stoneygate
21. Castle
22. Knighton
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To improve health and tackle health inequalities in Leicester

Work towards a city with smoke-free public places

Take action to improve sexual health

Reduce the upward trend in obesity in both adults and children

Review the impact of alcohol on health and develop a multi-agency strategy for reducing 
the harm it causes locally

Take action to minimise the stigma of mental illness

Review the health needs of asylum seekers, particular those who are destitute, and look for 
ways of meeting them

Continue to tackle the specific health needs of black and minority ethnic communities and 
speed up the introduction of ethnic monitoring to enable those needs to be better identified

Review the causes of high levels of perinatal mortality and reinforce efforts to reduce 
smoking in pregnancy

Develop plans to tackle the unacceptable levels of dental decay among children in the city

Ensure measures are in place to respond to an influenza pandemic and, in particular, 
promote basic hygiene measures such as hand washing

1.

Underpinned by action to tackle the social determinants of health inequality

2.

3.

4.

5.

6.

7.

8.

9.

10.
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2  Health in Leicester - an overview

To determine what needs to be done to improve health in a
geographical area, the health needs first have to be assessed.  Health
profiling is a process that allows one to make comparisons with other
areas and identify differences within an area - both important pointers
to local priorities.  It also provides a baseline against which to measure
future progress.

This chapter presents a brief overview of the current health profile
of people living in the city of Leicester and some of the key factors
that impact on the health of that population.  The Health Facts
section at the end of this report gives more in-depth information
about the state of local health.

There are two primary care trusts (PCTs) in Leicester, who are
responsible for improving health and tackling health inequalities,
securing and providing primary care services and commissioning
more specialised hospital-based services for the city’s residents.

Leicester City West PCT (LCW PCT) serves a resident population of
107,950 and Eastern Leicester PCT (EL PCT) 175,628.  The
geographical areas they are responsible for are shown on the map
(Figure 1) on page 1.  Most of the analysis in this report focuses on
data for the city of Leicester, with any important differences
between the two PCTs noted.  The data in the Health Facts section
look in detail at both areas.

Population structure
Age is a key determinant of health needs.  Chronic conditions such as coronary
heart disease, respiratory disease, musculo-skeletal disorders and cancer become
much more common in older age, while concerns related to sexual health are
more frequent among younger people.

Leicester has a higher proportion of younger people (aged 15-34) than England
as a whole (see Health Facts 1).  However, there is wide variation across the city
(see Health Facts 5): 21% of the city population is under the age of 15 but this
differs from 7.8% to 26.7% in different electoral wards.  The percentage of
those aged 65 and over citywide is 13.5% but this varies between 6.7% and
24.9%.  Most importantly, 32% of those under 15 live in the five most deprived
wards in Leicester.

It is important to understand how the population structure of the city is changing
when planning services to meet health needs.  Health Facts 1 shows how the
numbers of people in different age groups in the population altered between
1995 and 2000 and estimates how it will change up to 2015.  Over the next
decade the population of very old people in the city (85 and above) is anticipated
to increase, as will the populations aged 65-74 and 35-64.  There will be a
decrease in the 5-14 and 15-34 age groups.  There will thus be additional
demands for care of the very elderly, but there will also be the need to focus
action on middle-aged people to ensure they enter old age healthier.

Choosing Health in Leicester  Health in Leicester - an overview  3  



Life expectancy
Figure 2 shows how life expectancy for people in Leicester compares with the
East Midlands and England.  Men resident in Leicester have a life expectancy at
birth of 2.1 years less than their counterparts in the rest of the East Midlands,
and in women the gap is 1.4 years.  It is clear from the graph that over the past
decade the gap has been getting wider. 

Maternal and child health
Each year around 4,400 babies are born to residents of Leicester.  The general
fertility rate (live births per 1,000 women aged 15-44) is significantly higher for
Leicester than England as a whole, showing that local women are having more
babies than average for this country.  Health Facts 2 looks at statistics related to
births in detail.

The infant mortality rate (child deaths in the first year of life) has been steadily
dropping in Leicester in line with the national picture.  However, the rates of
perinatal mortality - those babies stillborn or who die in the first week of life as a
proportion of all live born and stillborn babies - are a particular cause for
concern, being significantly higher than the national average.  Data for Leicester
City West show a perinatal mortality rate of 14.1 and in Eastern Leicester of
10.6, compared with 9.4 in the East Midlands and 8.5 in England.

Perinatal mortality tends to be an indicator of health during pregnancy and is
linked among other factors to low birth weight.  Rates of babies born with a
birth weight of less than 2,500g (low birth weight) are significantly higher than
the national average of 8% at 10.6% in Leicester City West and 10.1% in
Eastern Leicester.  

Ensuring proper antenatal care, including good nutrition throughout pregnancy,
would improve the situation.  But most important is the need to reduce rates of
smoking in pregnancy.  Around 39% of mothers in Leicester City West smoke at
the time of delivery, compared with 12% in Eastern Leicester.

Breast feeding is important in protecting children in infancy.  The current rate of
initiation of breast feeding across the city stands at 50% in Leicester City West
and 76% in Eastern Leicester.  Targeted action is needed to support women in
making this healthy choice for their children through peer support and projects
such as the Baby Friendly Initiative.

Figure 2 - Trends in male and female life expectancy at birth
Source: National Centre for Health Outcomes Development, NHS Health and Social Care Information Centre
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Socio-economic deprivation and ill-health
The link between socio-economic deprivation and ill-health is well documented.
Leicester has some of the most disadvantaged areas in the whole of England -
and it is these that experience the worst health in the city.

Since the census in 2001, the Index of Deprivation (ID) has been adopted by the
Office of National Statistics as the standard measure of deprivation for a
geographical area.  It takes into account seven domains - income, employment,
health deprivation and disability, education skills and training, housing, the living
environment, and crime - and combines these into a single deprivation score for
an area. 

Variations in levels of deprivation across different electoral wards in the city are
shown in Figure 3.  Health Facts 5 lists various health indicators by electoral ward
showing wide variation across the city and, in general, worse health status in the
more deprived areas.

Ethnic mix
Leicester prides itself on being a city of diversity.  Data from the 2001 census
show that around 34% of the population would classify themselves as coming
from a black minority ethnic group.  Figure 4 shows the ethnic composition of
the population, which varies within different areas of the city.

Studies in Leicester and elsewhere have demonstrated the variation in these
communities, both in terms of prevalence of different diseases (for example, high
rates of diabetes and coronary heart disease and low rates of cancer in South
Asian communities) and in ease of access to some health services, such as
screening and antenatal services by some population groups.  These differences
need to be systematically identified through the Health Equity Audit process,
considered on page 27 of this report, and action taken to ensure services are
appropriate for the needs of different population groups. 

Figure 4 - Leicester ethnic groups 2001
Source: National Centre for Health Outcomes Development, NHS Health and Social Care Information Centre

Figure 3 - Levels of deprivation in Leicester
Source: Leicester City Council
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Major causes of ill-health and death 
Each year, some 2,800 residents of the city of Leicester die, 36% (1,000) before
they are 75.  Any death before this age can be regarded as a premature one.
Figure 5 shows the main causes, comparing the future years of life lost due to
specific diseases.  It demonstrates the importance of cancer and circulatory
diseases (coronary heart disease and stroke) in causing these deaths.

The picture of health in the city is generally worse than the national average.  In
some areas, the local picture is significantly worse, as shown in Figure 6 (see also
Health Facts 3).  Increasingly, as the population gets older, people are living with
these and other chronic conditions which cause ill-health and disability and can
ultimately lead to death.  

Figure 5 - Main causes of premature mortality in Leicester 2001-2003 
(% total future years of life lost, males and females combined)
Source: East Midlands Public Health Observatory, sourced from National Centre for Health Outcomes Development, 

NHS Health and Social Care Information Centre
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Figure 6 - Groups in Leicester with mortality significantly above national average
Source: National Centre for Health Outcomes Development. NHS Health and Social Care Information Centre

Conditions Groups

Coronary heart disease Both men and women in Eastern Leicester
and men in Leicester City West

Stroke Men and women in Leicester City West

Chronic liver disease Women in Leicester City West

Diabetes Women in Eastern Leicester

Lung cancer Men and women in Leicester City West

Gastric and duodenal ulcer Men in Leicester City West

Stomach cancer Men in Leicester City West

Accidental falls Women in Eastern Leicester

Tuberculosis Women in Eastern Leicester

These diseases are often caused or made worse by factors that are preventable
and Choosing Health - the national strategy for improving public health which is
considered in the next chapter - highlights these and what can be done about
them.  People with a chronic disease benefit from systematic management of
their illness and the NHS and social care model Supporting People with Long-
term Conditions provides a useful focus for tackling these issues1.

Circulatory diseases
Circulatory diseases include coronary heart disease and stroke and together
accounted for 1,092 deaths in 2003 in Leicester, equivalent to 39% of all deaths
in the city and 36% of deaths before the age of 75.

The national average rate for premature deaths from circulatory diseases is 103
per 100,000 population under the age of 75.  However, in Leicester the rate is
currently 149 and the target is to reduce this to 124 per 100,000 by 2008. 

Males and females 2001-2003
28.92% Other
25.92% All cancers
17.60% Coronary heart disease
7.72% All accidents
5.57% Suicide
5.00% Stroke
4.30% Chronic liver disease
2.79% Road traffic accidents
1.43% Diabetes
0.52% Ulcer
0.23% Chronic Obstructive 

Pulmonary Disease



Cancer
Cancer is not a single entity but a wide range of different diseases with different
causes, treatment needs and outcomes.  As Health Facts 4 shows, lung,
colorectal and prostate cancer are the main causes of death in men in the city
and lung, breast and colorectal cancer in women.

In 2003, 607 Leicester city residents died of cancer - 21% of all deaths.  It is
estimated that at any one time around 1,700 city residents will be living with the
disease.  Overall rates of death from cancer are similar to the national average and,
indeed, women in Eastern Leicester have rates significantly lower than the national
figure.  Cancer deaths over the past ten years in the city have followed a similar
downward trend as in England.  The target for Leicester is to reduce premature
cancer mortality from 123 deaths per 100,000 population in under 75s in 2003 to
99 per 100,000 population in 2008.

Screening plays an important part in the public health response to cancer.
Currently screening programmes are in place to tackle cervical and breast cancer.
The national standard for cervical cancer is that at least 80% of women aged 
25-64 should have been screened within the last five years.  It is of concern that,
up to 31 March 2004, the screening rates in both Eastern Leicester PCT (75.1%)
and Leicester City West PCT (78.8%) were significantly less than the national
standard and the overall rate achieved in the Leicestershire, Northamptonshire
and Rutland (LNR) Strategic Health Authority area (82.4%).

Breast screening results have been similarly disappointing.  In 2004, 76.4% of
women aged 53-64 had been screened in Eastern Leicester PCT within the last
three years and 69.8% in Leicester City West PCT.  This means both PCTs had
significantly lower take-up than the LNR Strategic Health Authority area (80.2%)
and Leicester City West significantly less than the national average of 75%.  

There is clearly room for improvement in the coverage of these screening
programmes locally.  Work is being undertaken to understand the reasons for the
low rates and determine what action is needed.

Oral health 
Dental disease is totally preventable, but is strongly influenced by lifestyle, and
cultural and socio-economic factors.  Oral health in Leicester is poor and there
are substantial inequalities - both geographically, where there is a direct
relationship with poverty and deprivation, and in access to dental services, where  
more than ten residents a day used the city’s dental access centre for urgent
treatment in 2004/05.  Many marginal groups receive limited support in terms of
treatment, care and prevention.

Children living in the city have more dental disease than almost any other part of
the East Midlands.  Five year olds in Leicester have had more treatment for
dental disease than the national average, and they have more decayed and
missing teeth too.  The extent of active decayed teeth in this age group in
2003/4 was 46% in Eastern Leicester and 48% in Leicester City West, compared
with 34% in England as a whole.  In 2002/03 (surveys are not conducted every
year), some 34% of 14 year olds in Leicester City West and 29% in Eastern
Leicester had active decayed teeth, compared to 26% in England.  

While there are some signs of improvement, this is happening more slowly than
in other parts of the region.  Specific measures need to be taken to address this,
such as: further development of oral health promotion programmes, including
improvements in diet; promotion of the effective use of fluoride toothpaste; a
greater awareness of oral health among general healthcare staff; creation of a
unified dental service; and better access to dental services for marginalised
groups.

Further information

References
1 Supporting People with Long Term Conditions: an NHS and social care model to support local

innovation and intergration, 2005
http://www.dh.gov.uk/PublicationsAndStatistics/
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In November 2004 the Department of Health (DH) published its
strategy for public health – Choosing Health1.  This recognises that
individual lifestyle factors are key determinants of health and aims to
make it easier for people to make healthier choices.  Information is
seen as crucial to achieving this, combined with support to help
individuals improve their own health and that of their families.
There is a great emphasis on “marketing” good health and
personalising support through, for example, the idea of individual
health trainers.

Choosing Health recognises that wholesale change will only come
about if the social environment better supports healthier lifestyles
and that the Government must take necessary action to achieve this.
However, its main focus is on individual responsibility, with
legislation being introduced to achieve change in areas where one
person’s lifestyle can impact negatively on another’s health (passive
smoking, for example). 

The catalyst for Choosing Health was the review of the NHS by Sir
Derek Wanless in 20042.  He concluded that taking action early on
would help prevent many of the chronic health problems that
threaten to swamp future health services as our middle-aged and
elderly population continues to grow.

3  Choosing Health in Leicester - introduction
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Choosing Health - Priorities for action

• Reduce numbers of people who smoke

• Improve sexual health

• Tackle obesity

• Reduce harm from alcohol and encourage sensible drinking

• Improve mental health and well-being

• Tackle health inequalities



Choosing Health targets for 2010

Increase life expectancy at birth:
• to 78.6 years in men and 82.5 years in women

Substantially reduce mortality rates:
• from coronary heart disease, stroke and related diseases by at least

40% in people under 75
• from cancer by at least 20% in people under 75
• from suicide and undetermined injury by at least 20%

Reduce health inequalities between the 20% of areas with the worst health
and deprivation indicators and the population as a whole by cutting the gap:
• in heart disease, stroke and related diseases by at least 40%
• in cancer by 6%
• in mortality of children under one year between “routine and

manual” groups and the population as a whole by at least 10%
• in life expectancy by 10%

Tackle the underlying determinants of health by:
• reducing the proportion of adult smokers to 21% or less (26% or

less in “routine manual” groups)
• halting the year-on-year rise in obesity among children under 11 as

part of a broader strategy to tackle obesity in the population as a whole
• halving the number of conceptions among under 18s as part of a

wider programme to improve sexual health.

Further information

References
1 Choosing Health: Making healthy choices easier. Department of Health, 2004

www.dh.gov.uk/PublicationsAndStatistics/
2 Securing Good Health for the Whole Population. HM Treasury, 2004

www.dh.gov.uk/PublicationsAndStatistics/
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The DH strategy identifies key priorities to be tackled and targets against which
progress can be measured (see opposite).  We have, where possible, adapted
these targets to Leicester, as shown in Health Facts 6.  Progress towards them
will be reported annually.

The city is in the top 20% of areas in the country with the worst health and
deprivation indicators, and has been identified as a “spearhead” area.  As such,
it is expected to achieve a bigger improvement in health at a faster rate than
elsewhere and extra resources will be provided to help do this.  An additional
£2.1 million is due to be made available in 2005/06, with a further £0.5 million
in the next year, to support Leicester in achieving its Choosing Health targets.

It is worth remembering that economic, social and environmental factors can
conspire against making healthier choices easier ones as is graphically depicted in
Figure 7.  Confronted with a range of adverse life circumstances, changing
lifestyle can be seen as a low priority by the very people it would benefit. 
To make real progress, it is essential we make sure that all current resources are
used to best effect to achieve health improvement targets.  We also need to
work closely with partners to ensure the resources invested in all areas of public
policy impact positively on health.  This work will be taken forward through the
Leicester Partnership.

In this chapter members of the public health team review each of the Choosing
Health priorities in a Leicester context and suggest local priorities for action.

Figure 7 - Factors impacting on behaviourial change
Taken from Addressing Health Inequalities in Leicestershire, Leicester & Rutland: the annual report of the Director of Public

Health. Leicestershire Health, 2001 
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Around a fifth (450) of all Leicester residents who die each year do
so because they smoke.  Smoking is by far the largest preventable
cause of ill-health and death.  In 2003 it was responsible for 84%
of the 134 deaths in the city from lung cancer and 17% of the 215
deaths due to coronary heart disease.

Levels of smoking and variations across the city
According to the Leicester Lifestyle Survey carried out in 2002, 23% of those in
the city over the age of 18 smoke1. This figure is less than the national rate of
27% of adults over the age of 16 and may well be an underestimate.  Despite
this, it still equates to around 50,000 regular smokers. 

As with many of the factors that impact on health, smoking disproportionately
affects the health of those living in the poorer areas (see Figure 8).  This is
particularly so in the more disadvantaged areas in the west of the city, where
more than one in three people are smokers.

Premature death rates from lung cancer are 36% higher than the national
average in the area served by Leicester City West PCT, but they are 16% lower in
the Eastern Leicester PCT area - undoubtedly a direct consequence of differential
smoking rates.  

The Leicester Lifestyle Survey showed that members of black and minority ethnic
populations are least likely to smoke (14%), a finding which is consistent with
the Health Survey for England2.

More than six out of ten people who smoke want to quit, particularly those
under the age of 45 - this is similar to the national picture too.  It is well
recognised that many continue to smoke, not because they want to but because
they are addicted to nicotine.  Actions to support people quitting smoking,
through counselling and nicotine replacement therapy for example, can double
the chances of success.

Smoking and young people
In a local survey of 1,609 school pupils aged 8-15 in 2003 by the Leicester
Children’s Fund, 10% said that they had tried smoking once or twice and 2% had
smoked at least one cigarette in the week prior to the survey3. National estimates
suggest that around 20% of 15 year olds (15% boys and 26% girls) are regular
smokers, despite the fact it is illegal to sell cigarettes to people under 164.

3.1 Reducing the number of smokers
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Figure 8 - Prevalence of smoking in different areas of Leicester
Source: Leicester Lifestyle Survey 2002

38% Saffron
34% Braunstone
32% New Parks
30% St Matthews
27% Northwest Leicester
19% Highfields
18% Greater Humberstone
16% Belgrave
22% Other city

23% Leicester city as a whole



Smoking in pregnancy
Smoking in pregnancy causes a range of adverse outcomes, including an
increased risk of miscarriage, reduced birth weight and perinatal death.
Continued smoking by parents after birth increases the likelihood of sudden
infant death syndrome.  Local figures show that at the time of delivery 39% of
mothers from Leicester City West smoke, compared with 12% from Eastern
Leicester.  Urgent action is required to support mothers to quit as soon as they
know they are pregnant, if not beforehand. 

Passive smoking
As well as being a respiratory irritant, passive smoking can increase the risk of
contracting smoking-related diseases and other conditions5 and could account
for 47 additional deaths in Leicester each year. (based on the application to the
relevant Leicester population of UK estimates by Konrad Jamrozik)6.

At the time of writing, the Government is consulting on the Health Improvement
and Protection Bill which proposes a ban on smoking in public places with some
exceptions.  It recognises that, while a complete ban would save more lives and
be more cost-effective, public opinion would not support this.  However, research
in Leicester has shown substantial backing among the general public for smoke-
free public places (see Figure 9).  

One of the proposals is to ban smoking in bars and pubs where food is prepared
and served.  In outlets which do not offer food, the licensee can choose whether
to allow smoking or not.  Interviews with the bar managers and licensees of 154
such outlets in Leicester found that a significant proportion would stop serving
food to allow smoking to continue on their premises.  This outnumbered those
intending to begin serving food by 4:1.  It appears that the proposed ban will
also widen health inequalities across the city since a higher proportion of outlets
in the more deprived Leicester City West PCT area, where there are less outlets
serving food, said that they would continue to allow smoking on the premises7.
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Figure 9 - The East Midlands Big Smoke Debate; Leicester results
Source: Big Smoke Debate Leicester City: The Results. Directorate of Public Health, Eastern Leicester and Leicester City West
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What’s happening in Leicester now
Stop smoking support services are provided by GPs, pharmacists and the STOP!
specialist service.  A recent review of these services has reinforced the important
part pharmacists can play in helping people to give up, and highlighted the
importance of tailoring approaches to meet the needs of different communities
and individuals.  In 2003-2005 some 3,300 people were helped to quit for at
least four weeks using these services.  The challenge is to ensure this success is
sustainable.  The target for 2005/06 is 5,051 four-week quitters.

Since January 2005 new arrangements have been in place to improve the
availability of smoking cessation advice and support to pregnant smokers.  
These include a dedicated specialist, who works with a wide network of people
providing health and social care services to advise them on how to engage with
pregnant smokers and refer them to specialist help when appropriate. 

The Leicester, Leicestershire and Rutland Smoke Free Alliance was re-established
with a co-ordinator in 2005 to take forward the smoke-free agenda, promote
the National Clean Air Awards and actively help organisations across the area to
become smoke free.

Leicester City Council’s consumer protection service takes the lead for tobacco
control and enforcement, working to limit illegal underage sales of tobacco by
both shops and vending machines and providing advice to retailers on the law.

Choosing Health priorities

Two million less smokers in the UK by 2010 by:
• Focusing on smoking cessation activity, targeting those communities

that are harder to reach
• Reducing exposure to second-hand smoke by making public places

and workplaces smoke free, including Government departments, the
NHS and licensed premises 

• National publicity campaigns 
• Reducing availability and supply by cutting the smuggled share of

the cigarette market and enforcing legislation on underage sales.

Priorities for local action

• Work to turn Leicester into a smoke-free city
• Take leadership by ensuring all NHS and local authority buildings

are completely smoke free well in advance of the Government
deadline of the end of 2006

• Initiate novel approaches to help hard-to-reach communities with
smoking cessation

• Put particular emphasis on stopping smoking in pregnancy to help
reduce low birth weight and perinatal mortality rates

• Ensure every contact with healthcare both in primary and secondary
care is used as an opportunity to identify smokers and encourage
them to quit.

Further information

Key contact
Rod Moore
Assistant Director of Public Health
rod.moore@lcwpct.nhs.uk

Further information

References
1 Leicester Lifestyle Survey, 2002 

www.phleicester.org.uk/Documents/LifestyleSurveyFinal.pdf  
2 Health Survey for England: The health of Ethnic Minority Groups. London, Department of Health, 1999
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7 An Assessment of the Impact of the Government’s Smoke-Free Proposals on Licensed Premises in 
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Figure 10 - Trends in sexually transmitted infections: Leicester 1997-2004
Source: Health Protection Agency, East Midlands South. Survey of Prevalent Diagnosed HIV Infection. 

Leicester Royal Infirmary KC 60 data

3.2 Improving sexual health 

As is the case nationally, the picture for sexual health in Leicester is a
deteriorating one (see Figure 10).  The proportion of the population
with sexually transmitted infections (STIs), including HIV, is rising and
the rate of previously rare STIs, such as syphilis, is on the increase -
yet people are having to wait longer to access services.

HIV
Human Immunodeficiency Virus (HIV) is the primary cause of AIDS (Acquired
Immune Deficiency Syndrome).  The number of people in Leicester with HIV is
growing - 392 cases in 2003 and 482 in 2004 - and the majority of them are
women.  Most have acquired the infection through heterosexual sexual activity
abroad, notably in sub-Saharan Africa.  The next most common modes of
transmission are between men who have sex with men, and from mother to
child.  Some of these people are in severe financial difficulty and they may also
have to pay for their treatment, since recent Government policy requires the NHS
to charge non-residents of EU countries for healthcare.  

Chlamydia
Epidemiological evidence is that chlamydia is the most commonly diagnosed STI.
(Unfortunately, data on STI cases, which are sent from GUM - genito-urinary
medicine - in Leicester to the Health Protection Agency to be analysed and sent
back, are not broken down into which PCT area cases live in, so it is difficult to
determine local statistics.)  All women in Leicester who have their pregnancies
terminated are offered screening, as are all men and women who present at a
GUM clinic.  Chlamydia has few symptoms and can lead to pelvic inflammatory
disease, which contributes to female infertility.  Screening and treatment can cut
this risk by up to 64%.  Leicester is not currently part of the national screening
programme.

Teenage pregnancies
Despite a recent fall, the number of teenage pregnancies is increasing again.  
The electoral wards with the highest number of conceptions among girls and
young women under 18 are in Leicester City West and in the areas of highest
deprivation (see Figure 11).  
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* = where there has been <10 diagnoses in PCT, the data has been suppressed. In these cases, the figure has been arbitrarily quoted as
<10 and has been incorporated into the data as 10. The data for HIV covers new diagnoses within all 6 Leicestershire PCTs.
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What’s happening in Leicester now 
A range of initiatives are working to counteract the worsening situation in the
city.  A multi-agency sexual health and HIV steering group for Leicester,
Leicestershire and Rutland meets to take forward both the National Sexual Health
and HIV Strategy and the sexual health elements of Choosing Health1.

Since a teenage pregnancy co-ordinator was appointed in Spring 2005, the
citywide teenage pregnancy partnership has been reinvigorated and its explicit
action plan has been commended by the National Teenage Pregnancy Unit2.

The voluntary sector in particular has several examples of good practice within
the area of HIV. These include a Faith and HIV project; Leicester Aids Support
Service, providing social and emotional support; and a group doing outreach
work with sex workers, called New Futures.

Contraceptive services for young people are provided by University Hospitals
Leicester NHS Trust (UHL), through its clinic at St Peters Health Centre and an
outreach clinic at Beaumont Leys, and by Leicester City West PCT’s four nurse-led
youth clinics.  Emergency hormonal conception is provided free to those under
24 through community pharmacies.  IUDs (coils) can now be obtained at any of
the contraceptive services clinics via a walk-in and booked appointment service,
which has cut waiting times.  UHL also provides training in family planning for
GPs and a sexually transmitted infections course to all clinicians.

There has been a review of termination of pregnancy services across Leicester,
Leicestershire and Rutland, which has resulted in improvements in access. This
will continue over the current financial year.

Figure 11 - Teenage pregnancy rates in wards higher than the city average 2000-2002
Source: East Midlands Public Health Observatory Collaborative Project
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Choosing Health priorities

Choosing Health aims to modernise sexual health services to provide
faster access to a wider range in a number of ways.  These include
investing in more accessible and effective contraceptive, abortion and
sexually transmitted infection services; providing fully-integrated care
pathways and networks; and working with the Health Protection
Agency to identify needs.  It calls for new service models to be
developed and standards for HIV and STIs to be implemented, as well
as better communication of the risks of sexual infections.

The Department of Health will provide funding to primary care trusts
from 2006/07 to support the modernisation programme and roll out
a national chlamydia screening programme.  There will also be a
national campaign on sexual health.

Choosing Health sets a variety of targets:
• Everyone referred to a GUM clinic to have an appointment within

48 hours by 2008
• All primary care trusts to have a chlamydia screening programme,

including non traditional sites, by 2007
• 50% of sexually active 16-24 year olds to be screened for chlamydia

every year by 2007
• Gonorrhoea rates to fall.

It also has local targets.  For Leicester, these are:
• Reduce the number of teenage pregnancies from 56.4 per 1,000

(2003) to 34.2 per 1,000 by 2010 (Public Service Agreement target)
• At least 49% of all NHS terminations to be done within the first

ten weeks of pregnancy (balanced scorecard target).  In Eastern
Leicester PCT the current rate is 38%, in Leicester City West 32%
(2004)

• At least 18,884 16-24 year olds to have chlamydia screening each
year by 2007.

There are also numerous other sexual health targets from national
drivers such as the Teenage Pregnancy Strategy, and the National
Sexual Health and HIV Strategy1, 2.

Priorities for local action

• Review the current provision of sexual health services across
Leicester to ensure that they are in line with the National Sexual
Health and HIV Strategy and can provide services within Choosing
Health’s 48-hour target1

• Set up a chlamydia screening programme across Leicester,
Leicestershire and Rutland to deliver the local Choosing Health
target of at least 47,000 16-24 year olds screened annually by 2007

• Strengthen partnerships and work across organisations in all
areas of sexual health, including teenage pregnancy

• Develop a promotional strategy across Leicester that raises the
profile of sexual health across all age groups, readily directs people
to services and communicates well about prevention

• Ensure that HIV voluntary sector provision is well funded and
provides services that are responsive to needs, by setting up a joint
funding arrangement (Section 31 Health Act Flexibility) across the
health and local authority sectors.

Further information

Key contact
Liz Rodrigo
Public Health Specialist - Sexual Health
liz.rodrigo@elpct.nhs.uk

References
1 National Sexual Health and HIV strategy

www.dh.gov.uk/PolicyAndGuidance/
2 Leicester City Teenage Pregnancy Strategy and Action Plan

www.leicester.gov.uk
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Weight (kgs)
Height (metres)2

BMI Weight status

Below 18.5 Underweight

20.0-25.0 Normal

25.0-29.9 Overweight

30.0 and above Obese

Above 40 Very obese

3.3 Tackling obesity

Over the last 20 years there has been a rapid rise in the number of
obese people in England and around two-thirds are now classified
as overweight or obese.  In Leicester there are an estimated 82,000
adults considered to be overweight, 43,000 who are obese and
around 5,000 who are very obese (see Figure 12). 

Obesity is associated with many serious health conditions, including
heart disease, stroke, diabetes and cancer.  It is also allied with
psychological and social problems, including reduced self-esteem,
increased social isolation, anxiety and depression.  

It has been estimated that obesity is responsible for 9,000
premature deaths each year in England and can reduce life
expectancy by, on average, nine years.  If current trends continue, it
will soon overtake smoking as the greatest cause of preventable
premature death in this country.

Trends
Levels of obesity in Leicester are generally the same as nationally and regionally.
In England the proportion of overweight or obese adults has risen significantly in
ten years (between 1993 and 2002), to 70% of men (up 8%) and to 63% of
women (+7%).  The proportion of these categorised as obese was 21% of men
(+6%) and 22% of women (+4%). 

More people in the East Midlands are obese than in England as a whole: 23% of
men and 26% of women, which is 4% higher than the national figure (see
Figure 13).  Across all age bands, the prevalence of obesity in women in the East
Midlands is consistently higher than nationally.

Generally there is more obesity in less affluent groups.  As Figure 14 shows,
women in unskilled manual households are twice as likely to be obese (38%)
than those in professional ones (19%).  The rates vary by ethnic group too.  In
1999 obesity was reported to be 50% higher than the national average among
Black Caribbean women and 20% higher among Pakistani women.  By contrast,
rates were much lower than the national average among Bangladeshi men and
women, and among Chinese men and women.

The proportion of obese and overweight children is also rising at a striking rate.
Between 1995 and 2003, the prevalence of obesity among children in England
aged 2-10 rose by nearly 4% from 9.9% to 13.7%.  Overall, levels of obesity are
similar between girls and boys, although there was a greater increase in obesity
among boys during this period.  The most significant rise in the eight years was
among older children aged 8-10 and obesity was generally found to be highest
among those living in inner city areas. 

Why is obesity increasing?
At a simple level, body weight is about the balance between energy taken in and
energy expended.  People become obese when they eat more than their energy
needs require.  There are complex economic, environmental, social and cultural
factors influencing both the diet and the physical activity sides of this energy
equation. 
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Figure 12 - Body Mass Index (BMI) formula
Source: World Health Organisation



Diet
Only a small proportion of people eat what is regarded as a healthy diet.  The
majority consume less fruit and vegetables and fibre than is recommended, and
eat more than recommended amounts of fat, saturated fat and added sugar and
salt.  The Leicester Lifestyle Survey carried out in 2002 found that only one in ten
people in the sample ate the recommended five portions of fruit and vegetables
a day.

Evidence suggests that many people are aware of what constitutes a healthy
diet, but there are many barriers to putting this into practice, particularly for low-
income households.  Energy-dense foods (high in calories without being filling)
and convenience meals are strongly marketed and relatively inexpensive.  People
spend less time preparing meals and eat more processed food, and eating out
and snacking are more common.  Some 90% of food products advertised on
children’s TV are high in fat, salt and/or sugar.  In the absence of practical
cookery lessons, young people are growing up without the skills to prepare
healthy meals. 

Physical activity
At the same time as it has become easier to take in more calories, people are
expending less energy.  Jobs are more sedentary and labour-saving devices
continue to make the tasks of daily life less physical.  Levels of walking and
cycling have fallen dramatically, while the number of cars has doubled in the 
last 30 years.  Television viewing has doubled since the 1960s, too, and other
screen-based entertainment, such as computer games, has increased significantly.

The current Government recommendation is that adults should take a minimum
of 30 minutes of at least moderately intense activity on at least five days a week.
In the UK only 37% of men and 25% of women currently meet these guidelines
and over a third of adults are inactive.  A fifth of children do less than 30
minutes of physical activity a day.  The Leicester Lifestyle Survey found that only
26% of adults met these guidelines.

Figure 13 - Trends in obesity by gender (age adjusted, adults over 16) 
Source: East Midlands Public Health Observatory, 2004
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Figure 14 - Prevalence of obesity by gender and social class 1998-2001 
(age standardised, adults over 16) 
Source: East Midlands Public Health Observatory, 2004
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What’s happening in Leicester now
There is a range of agencies in the city working together to increase physical
activity and help people to eat a more healthy diet.  Physical activity examples
include the Healthy Schools Programme, the Exercise Alliance and Local Sports
Alliance, and other projects such as Bikes for All and Safe Routes to School.

Dietary work includes projects involving community food workers in some
deprived communities, community groups, youth workers and dieticians, and
there is also primary care training on obesity reduction.

Choosing Health priorities

Choosing Health commits to a cross-Government campaign to raise
awareness of the health risks of obesity and the steps people can
take to prevent it through diet and physical activity.  

There are two supporting action plans:
• Choosing A Better Diet includes action on advertising and

promotion of foods to children, simplified food labeling, obesity
education and prevention, and nutritional standards in schools,
hospitals and the workplace3.  Each PCT area is to have a specialist
obesity service with access to a dietician and relevant advice on
behavioural change.  There is also to be co-ordinated activity in
each PCT on obesity prevention and management for both adults
and children, with a range of appropriately trained staff, including
health trainers, school nurses, health visitors, community nurses,
practice nurses, dieticians and exercise specialists.

• The work set out in Choosing Activity includes the drive to increase
school PE and sport, local action to encourage activity through
sport, transport plans, the use of green spaces, and the NHS
providing advice on increasing activity through the use of
pedometers.

The delivery of all these actions will be essential to meeting the
targets for life expectancy and health inequalities.  In addition,
Choosing Health introduced a new target: to halt the the year-on-
year rise in obesity among children under 11 by 2010.

Priorities for local action

• Plan and co-ordinate the implementation of the Choosing Health
delivery plan 

• Support the strategies Choosing Activity and Choosing a Better Diet 
across Leicester.  

Further information

Key contact
Deb Watson
Assistant Director of Public Health
deb.watson@lcwpct.nhs.uk

References
Government Response to the Health Select Committee’s report on Obesity. Department of Health, 2004 
www.dh.gov.uk/PublicationsAndStatistics/
Choosing Activity: a physical activity action plan, and Choosing a Better Diet: a food and health
action plan. Department of Health, 2005   
www.dh.gov.uk/PublicationsAndStatistics/
Profile of Obesity in the East Midlands. East Midlands Public Health Observatory, 2004 
www.empho.org.uk/themes/obesity/obesity.htm
Jotangia, D, et al. Obesity among children under 11. National Centre for Social Research, Department
of Epidemiology and Public Health at the Royal Free and University College Medical School, 2005
www.dh.gov.uk/assetRoot/04/10/94/10/04109410.pdf
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Figure 16 - Guidelines on safe drinking
Source: Alcohol and Health, Department of Health website

3.4 Reducing harm from alcohol

Alcohol is a social drug enjoyed by many people in Leicester.
However, excessive and frequent drinking impacts in many ways -
not just on the individual drinker, but on their family and social
network, their workplace, the police and other organisations
dealing with crime and public disorder, as well as health and social
care services.

Figure 15 sets out the financial and other quantified costs of
alcohol-related harm - it is estimated that it adds up to around £10
million a year for the health services in Leicester alone.

Financial costs Estimate* £

Health service 7.53-9.14m
Health - Total 9.14m

Drink driving 2.69m
Criminal justice system 9.68m
Consequence of crime 18.83m
Anticipation of crime 8.07m
(Human costs of crime)** 25.28m
Crime/public disorder - Total 39.26m

Lost working days 9.14-11.30m
Employee deaths 12.37-13.45m
Employee absenteeism 6.45-9.68m
Workplace - Total 34.42m

Wider societal costs (not quantified)

Deaths due to acute illness
Deaths due to chronic disease

Drink driving deaths
Sexual assaults
Victims of domestic violence
Arrests for drunkenness and disorder

Working days lost due to reduced employment
Working days lost due to alcohol-related sickness

Number of street drinkers
Children affected by parental alcohol problems

Disruption to family and social networks

* Assuming original data is based on England and Wales figures (conservative estimate)

** Human costs are those incurred as a consequence of the human and emotional impact suffered by victims of crime 
(eg attending victim support services); due to lack of research in the field, equivalent costs have not been estimated for other 
alcohol-related harms. For this reason, human costs are not included in the crime/public disorder total figure

Figure 15 - Estimated costs of alcohol-related harm in Leicester
Source: Adapted for Leicester from Alcohol Harm Reduction Strategy for England
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Maximum daily intake

Women 2-3 units
Men 3-4 units
with two alcohol-freedays after heavy drinking

Pregnant women and those engaging in potentially dangerous activities
should drink less or nothing at all.

A unit is 8g of alcohol, equivelant to a half-pint of beer a small glass of red
wine or one measure of spirits.



Alcohol misuse
Alcohol misuse refers to a range of drinking behaviours.  The most notable ones
are binge drinking and chronic drinking.

Binge drinking is defined as consuming more than the daily recommended
amount, often with a view to getting drunk (Figure 16).  It is most common in
males under 25 but has been rising fast among young women over the past ten
years.  It brings with it an increased risk of accidents and alcohol poisoning, and
is associated with violence and sexual assault.

Chronic drinking is when someone frequently consumes a lot more each week.
Over time, this can lead to alcohol-associated health problems, including chronic
liver disease, cancer and stroke, as well as mental health problems and even
suicide.

Rates of alcohol consumption
While around 90% of the adult population of England drink alcohol, the
Leicester Lifestyle Survey 2002 found that only around 72% of the city’s
population aged 18 years and over had done so in the last 12 months.  Non-
drinkers make up a considerable proportion of Leicester’s South Asian community
and this contributes to the lower local percentage1.  However, there is evidence
that alcohol consumption in second-generation South Asians is increasing2.

If the volume of alcohol drunk continues to rise at the current rate, the UK will
have one of the highest figures in Europe within ten years.  Although
consumption is growing in both men and women, the greatest increase is in
women aged 16-24 – from 1992 to 2002, the proportion drinking more than the
recommended limit doubled to 33%.

In line with increasing consumption, there has been a steady rise in alcohol-
related deaths.  Although less of the city’s population drinks alcohol, the rate of
such deaths in Leicester is higher than the average for England and Wales, and
the rate in women is significantly higher (see Figure 17). 
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Figure 17 - Alcohol-related deaths 2001-2003 (with 95% confidence limits)
Source: Office of National Statistics
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What’s happening in Leicester now
Healthcare professionals in primary and secondary care are able to give basic
advice and encourage patients to drink within recommended limits.  However,
these brief interventions are not systematically promoted or monitored.  There are
also a number of voluntary self-help and abstinence groups, such as Alcoholics
Anonymous and Al-anon, in the city.

People can get support from the assessment and referral services of the Alcohol
Advice Centre, which has an open access policy.  In 2004/05 the Centre saw 532
people from Leicester.  Of these, 88% were problem drinkers and 12% were
seeking help because they were affected by another person’s drinking.  Some
25% of users were from black minority ethnic backgrounds.

Treatment for people with long-term alcohol problems comes from the specialist
community-based service of the Leicestershire Partnership NHS Trust Community
Alcohol Team.  In 2003/04, 222 people from Leicester made use of this service.

There are a variety of enforcement initiatives in the city.  Leicestershire Police and
the Connexions service, supported by Leicester City Council, run a “proof of age”
scheme.  A Drink-Impaired Drivers programme is run by the National Offender
Management Service (previously the Probation Service).

Leicestershire Police and the Crime and Disorder Reduction Partnership4 have focused
on prevention and early intervention to reduce city centre violence.  Leicester City
Watch (City Centre) and a number of Pub Watch schemes elsewhere in the city,
promote communication and best practice between pubs and clubs to reduce disorder.

Leicester City Council is now responsible for granting licences for the sale of alcohol,
and has issued a Statement of Licensing Policy5.  The Leicester Healthy Schools
Partnership and the Leicester Drug and Alcohol Action Team’s Drug Awareness
Project both undertake initiatives to raise awareness among young people.

Choosing Health priorities

Choosing Health reinforces the approach of the Alcohol Harm
Reduction Strategy for England, calling for education about sensible
drinking, better treatment services for people with alcohol problems,
action to combat alcohol-related crime and disorder, and a need to
work with the alcohol industry to, among other things, tackle
irresponsible advertising3.

Although no specific targets exist within Choosing Health, local
action is expected over the next year to improve treatment services
and ensure health professionals identify patients with alcohol
problems at an early stage and respond appropriately.

Priorities for local action

• Carry out a multi-agency audit to determine the size and nature of
alcohol related harm in Leicester and the current response to this
problem

• Develop a multi-agency strategy for tackling alcohol-related harm
in Leicester, based on the National Alcohol Harm Reduction
strategy and the above analysis.

Further information

References
1 Leicester Lifestyle Survey, 2002. 

www.phleicester.org.uk/Documents/LifestyleSurveyFinal.pdf. 
2 Orford, Johnson et al. "Drinking in second generation Black and Asian communities in the

English West Midlands," Addiction Research and Theory (12): 11-30, 2004
3 Alcohol Harm Reduction Strategy for England, 2004

www.strategy.gov.uk/work_areas/alcohol_misuse/index.asp
4 Community Safety Strategy April 2005 to March 2008. Leicester, Leicester Partnership Against 

Crime and Disorder, 2005
www.crimeanddisorder.leicester.gov.uk/strategy/2005-08/STRATEGY%20FINAL.pdf

5 Statement of Licensing Policy, Leicester City Council 
www.leicester.gov.uk/index.asp?pgid=8060

Further information

Key contact
Rod Moore
Assistant Director of Public Health
rod.moore@lcwpct.nhs.uk
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3.5 Improving mental health and well-being

Mental health problems are very common.  Depression, anxiety and
neurosis affect up to one in six people, some 10% of children
under 16 have a mental health issue of some kind, and stress is the
most commonly reported reason for sickness absence from work.  

Severe conditions - such as schizophrenia and bipolar affective
disorder - are relatively rare, affecting around 1 in 200 adults a year,
but also impact more on the lives and health of friends and family. 

Some people will not require any special help for their mental
health problems, but most will consult their GPs and the majority
will have all their mental healthcare provided in primary care.

Factors affecting mental health
There is a wide range of factors that can contribute to poor mental health (see
Figure 18), and action needs to be taken on a broad front.

People with mental health problems tend to have poor physical health.  Rates of
premature death are up to three times higher than in the general population and
those with severe mental illness die between 10-15 years earlier on average. 

Individuals need to be supported to adopt a healthy lifestyle and seek help for
physical health problems.  A healthier lifestyle improves both physical and mental
health; for example, exercise has been shown to reduce depression and anxiety
at the same time as improving mood and self-esteem1.

Stigma and discrimination
People with mental health problems are one of the most excluded groups in our
society.  The stigma that still exists today can result in discrimination that
compounds the situation.  People’s aspirations are limited and they can find it very
difficult to work, access services, participate in communities and enjoy family life2.

Responsibility for promoting social inclusion for people with mental health
problems lies with not just social care and health, but also employment,
education, criminal justice, housing and voluntary organisations. This should be
recognised within local strategic plans across a range of organisations.

Black and minority ethnic communities
Stigma and fear within black and minority ethnic (BME) communities, combined
with a distrust of mental health services, means they often seek professional help
at a very late stage when a problem can be more serious.  

National surveys have shown that BME communities have worse access to, and
are less satisfied with, mental health services.  A recent national report sets out
an action plan for improving this situation, including developing services that are
more appropriate and responsive, engaging better with communities in planning
and delivering services, and improving information for planning, including ethnic
monitoring3.
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Figure 18 - Factors impacting on mental health

Factors impacting on mental health

Childhood experiences
Employment status
Poor working conditions
Poverty and income inequality
Crime
Social support
Life events
Discrimination and exploitative practices
Sexual and physical abuse

Drugs
Alcohol
Diet and nutrition
Housing and transport
Physical illness
Gender
Physical environment
Community cohesion and social capital
Genetic and biological factors



What is happening now in Leicester
Suicide audits are being developed across Leicester, Leicestershire and Rutland to
increase knowledge and expertise and a joint working group on suicide
prevention across the area has been reformed.

Leicester has been identified as a pilot site for Delivering Race Equality in Mental
Health to help identify and develop good practice that can be disseminated
across the country4.

There are a number of initiatives and services in Leicester to promote positive
mental health.  Successful local projects like GLAD in New Parks, a self-help
group for people who have experienced depression, and FAB (Fit and Active,
Braunstone) which supports people to get active, have been taken up as models
by other neighbourhoods.

There are a number of services to support adults and children who are or have
been victims of domestic violence, sexual abuse, crime, discrimination, hate
crime, self-harm and bullying, and for people in the sex work industry.

Projects such as REMIT and Prescriptions for Healthy Learning provide access to
educational and employment opportunities for individuals who have experienced
mental illness.

Suicide
Suicide is considered to be a general indicator of overall mental health in a
community.  It is thought that 30 Leicester residents took their own lives in 2003.
There is a national target to reduce the rates of suicide by 20% by 2010.  Figure
19 shows the local trend and the national average. As can be seen, although
decreasing, rates in Leicester remain higher. 

Suicide is much more common in males and is the leading cause of death among
young men in the UK.  Of particular concern in Leicester is the high rate of
suicide in middle-aged men living in the west of the city. 

Figure 19 - Trends in deaths from suicide and undetermined injury 1993-2003 
(age and sex standardised mortality rates)
Source: National Centre for Health Outcomes Development, NHS Health and Social Care Information Centre
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Further information

Key contacts
Carole Devaney Dr Sue Read
Public Health Programme Manager Specialist in Public Health 
carole.devaney@lcwpct.nhs.uk sue.read@elpct.nhs.uk
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Bennett, 2005
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Choosing Health priorities

The National Service Framework (NSF) sets out a strategic direction
for improving mental health in this country, with standards for five
areas: mental health promotion; primary care and access to services;
effective services for people with severe mental illness; caring about
carers; and preventing suicide5.

Choosing Health builds on this by putting particular emphasis on
developing a range of services for people with mental health
problems in line with the NSF, including targeted action to raise the
quality of the patient experience for people from black and
minority ethnic communities and other disadvantaged groups, and
improving services for children and adolescents.  

There will be new services to improve mental and emotional well-
being; in particular, tackling the stigma and discrimination which
are a result of mental health problems.  There will also be healthy
workplace initiatives to promote better mental health at work by
addressing stress and supporting staff experiencing distress.

Collaborative work across Leicester, Leicestershire and Rutland is
being developed to take these initiatives forward.

Priorities for local action

• Ensure co-ordinated action to improve mental health awareness,
reduce stigma and promote social inclusion of people with mental
health problems

• Identify barriers and improve mental health services for
disadvantaged communities, including black and minority ethnic
groups

• Create workplaces that help promote mental health, with the NHS
leading by example 

• Take co-ordinated action to reduce deprivation and improve 
physical environments

• Work together to reduce physical and emotional abuse.
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3.6 Tackling health inequalities 

Although there have been many improvements over the past 20
years, considerable health inequalities still exist - both between the
people of Leicester and elsewhere, and also between residents in
different geographical areas and communities within the city.

Work is underway to map out the differences in death rates and
other aspects of poor health. Much finer measures have now been
developed which allow the measurement of deprivation in small
geographical areas with a population of around 1,500, known as
super output areas (SOAs). 

Life expectancy and deprivation
Figure 20 looks at variations in life expectancy between the most and least
deprived areas in Leicester.  Life expectancy is 3.9 years longer for men and 1.8
years for women in the most affluent neigbourhoods, and it is this gap that must
be closed.

The Leicester Partnership, the strategic partnership for the city, has looked at
deprivation levels in SOAs across the city and identified priority areas for action,
based on those that fall in the top 5% of deprivation across the country.  There
are 20 of these in all, with a total population of around 30,000, forming seven
clusters (see Figure 21).  They are all well known within the city as areas that are
relatively deprived.

Variations in health status
The variations that exist in health status between these priority areas and the city
as a whole are shown in Figure 22.  In the priority areas, life expectancy is lower
and the rate of premature death higher, and there is a higher proportion of
people who report their health as being poor and who experience a limiting
long-term illness.  The life expectancy gap between these areas and the most
affluent in the city is, unsurprisingly,  even greater (see Figure 20).

Identifying these areas in the city provides important criteria for prioritising action
to reduce health inequalities and a baseline for measuring progress.  The
indicators in Figure 22 should be used as the basis for setting local targets for
reducing the health inequalities gap.

However, it is important to recognise that health inequalities exist between other
areas of the city and between different population groups - for example, minority
ethnic communities, travellers and the prison population.  These must be
identified and appropriate action taken to address them.  One also needs to
remain aware of changes in circumstance and public policy that could lead to
new causes of inequality emerging.  For example, there is an urgent need to find
out more about the health and social care needs of the city’s asylum seeker
population (see Figure 23).
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Priority areas Rest of city
Life expectancy at birth for males (1999-2003) 72.1 years 73.7 years
Life expectancy at birth for females (1999-2003) 77.4 years 79.3 years
SMR* for all causes in the under 75s (1999-2003) 175 (163-188) 119 (116-123)
% babies with low birth weight <2500g (1996-2003) 10.6% 10.7%
SMR* for all cancers in the under 75s (1999-2003) 139 (121-160) 97 (92-103)
SMR* for all circulatory diseases in the under 75s (1999-2003) 195 (172-220) 131 (125-137)
Health self-reported as poor (2001 Census) 13.5% 9.9%
Limiting long-term illness (2001 Census) 23.3% 18.2%
* SMR = Standardised Mortality Ratio

Figure 20 - Life expectancy at birth by deprivation: Leicester 1999-2003
Source: East Midlands Public Health Observatory

Figure 22 - Health indicators for the Leicester Partnership priority areas compared with the rest of the city
Source: East Midlands Public Health Observatory
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Figure 21 - Leicester Partnership priority areas
Source: Leicester City Council (www.phleicester.org.uk)
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Role of the NHS
As an advocate for health, the NHS can take a lead with other agencies in
promoting action to tackle inequalities.  For example, the city’s health community
actively supports the work of the Leicester Partnership, which aims to improve the
quality of life and economic prosperity across the city.  The strategy being
developed by its public health partnership sub-group will form part of the Strategy
for Leicester (incorporating the Community Strategy and the Neighbourhood
Renewal Strategy).  The NHS is both a major employer and a large procurer of
goods and services in the city.  It can thus also address health inequalities by
ensuring its policies promote a healthy workforce and benefit local communities.

In the current year (2005/06), £353 million is available to the city’s two primary
care trusts to improve the health of residents.  The bulk of this money is spent on
healthcare services and it is essential this is used to best effect to secure equal
service for equal need. 

It is important to note that both of the city’s primary care trusts currently receive a
level of funding which is below the ‘capitation target’ funding for the populations
served. This means that, when compared with other parts of the country, Leicester
city’s health services would need to receive an additional £14.7 million in 2005/06
in order to reach a ‘fair share’ target level of funding.  In light of the levels of
deprivation and health need in the city, this situation further compounds historic
national inequalities and places considerable constraints on the development of
both healthcare and health improvement services across the city.

Health Equity Audit
Health Equity Audit (HEA) determines how fairly services and other resources are
distributed in relation to the health needs of different groups and areas.  The aim
is to identify areas of provision where need is not met with a fair level of service -
perhaps because it is not available, the quality is poor or take-up is low because
of cultural or other barriers - and to take action to address this.  The process is
shown in Figure 24 and Figure 25 gives an example of an HEA.

To be robust, HEA needs to work with good quality data.  A particular priority for
Leicester must be to improve the quality of ethnic monitoring information to
ensure comparisons can be made between different groups in the city.
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Figure 23 - Asylum seekers

Asylum seekers

Since 2000, Leicester has been a dispersal point for people seeking asylum
in the UK. Currently around 900 people are registered with Assist, the
primary care service established to meet the basic health needs of asylum
seekers.  

These people come from many parts of the world and arrive after varied
and often difficult journeys.  Many of them have complex physical and
psychological health needs.  They are a particularly disadvantaged and
marginalised section of our society, the traumas leading up to their attempt
to seek asylum compounded by the difficulties they experience with the
system in the UK.  Many have their request for asylum rejected and at this
point they are cut off from even basic needs such as financial support,
housing and healthcare. This has led, in many cases, to these people
becoming destitute. 

A recent survey carried out by the Leicester Refugee and Asylum Seekers
Voluntary Sector Forum identified 168 failed asylum seekers in contact with
agencies in the early part of this year (2005/06).  The actual number is
expected to be much higher.  Some 37% were assessed as being of high
vulnerability, with poor health and personal circumstances; 19% had slept
rough at some point in the survey; and 18% had dependents (adults or
children) they were responsible for.



Figure 24 - Health Equity Audit cycle Figure 25 - Health Equity Audit of STOP! in Leicester
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Health Equity Audit of STOP! in Leicester

The Health Equity Audit (HEA) was conducted to determine if there was
equity in the take-up of STOP! by the different populations in Leicester. 

The results showed that 64% of clients were recruited from Leicester City
West PCT (LCW PCT) and the remainder from Eastern Leicester (EL PCT).
Some 53% of clients were female, of whom 70% originated from LCW.
There were a higher proportion of smokers accessing STOP! services in LCW
compared with EL.

In EL, the average numbers of clients recruited by STOP! counsellors,
pharmacies and GPs was similar.  Humberstone & Hamilton ward was noted
to have a high number of recruits (170), which may be attributed to the
successful recruitment of 91 clients by GPs.  

LCW data indicated overall high recruitment rates by GPs and STOP!
counsellors.  However, the most effective method was via pharmacies, with
an average of 155 clients per ward (range of 52 in Western Park to 390 in
New Parks).  These pharmacies also had a high overall four-week smoking
cessation (quit) rate of 57%.  Quit rates were highest among the clients of
STOP! counsellors and lowest for GPs.

The majority of recruitment in LCW was done by three pharmacies.  
A similar approach in EL may help increase the number of clients and
therefore reduce the gap in the take-up of the STOP! service between the
two PCT areas. 

1
Agree priorities 
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Identify effective 
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with partners
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Further information

Key contacts
Dr Sumina Azam Dr Stephen Whitehead
Public Health Senior House Officer Director of Public Health
sumina.azam@elpct.nhs.uk stephen.whitehead@elpct.nhs.uk
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Reducing the life expectancy gap
The national picture suggests that the gap between the areas of lowest life
expectancy in the country and the average is caused by premature deaths from
circulatory diseases, respiratory diseases and cancers, with smaller contributions
from digestive diseases (principally chronic liver disease and cirrhosis), and suicide
and violence in men. 

Analysis by age shows that the burden of this inequalities gap is borne primarily by
people over the age of 50, who contribute around 80% of such premature deaths
among both men and women.  The analysis also indicates the importance of
addressing mortality in childhood.  Deaths in children under ten years contribute
around 10% of the inequality gap, mainly made up of deaths under 28 days.
Local analysis is not yet available but a similar picture in Leicester is expected1.

The national target is to reduce the gap in life expectancy between the fifth of
areas with the worst health and deprivation indicators and the population as a
whole by at least 10% by 2010.  This will require action on two fronts. 

On the one hand, the broader determinants of health need to be tackled and
widescale improvements in lifestyle achieved.  This is the wider public health
agenda, which will have a long-term impact and ensure any short-term gains are
sustainable.  Alongside this, the focus in the next few years needs to be on
specific clinical interventions which are known to reduce the risk of people dying,
with a particular emphasis on those aged 50-69.  

These interventions in cancer and coronary heart disease, as summarised in
Figure 26, already form part of current national policy.  The initial focus needs to
be on providing them to those in the more deprived areas.  This means
improving the quality of care, both in the community and in hospital services,
and ensuring that action between the two is co-ordinated.  Primary care
contracting, commissioning of secondary care services, clinical governance and
continuing professional education are just some of the areas that can help
achieve this.  The service recongfiguration initiatives - LIFT (Local Improvement
Finance Trust) and the University Hospitals of Leicester's Pathway project -
provide further opportunities to reduce the life expectancy gap.

Priorities for local action

• Develop a comprehensive public health strategy as an integral part 
of the Strategy for Leicester

• Initiate a program of Health Equity Audit, focusing on short-term
interventions that will reduce the life expectancy gap 

• Conduct an assessment of the health and social care needs of failed
asylum seekers.
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Cancer Coronary heart disease

Reduce smoking Control blood pressure

Improve access to diagnostics Lower cholesterol levels

Reduce delay in going to doctor Management of heart attack

Reduce delays in referral Reduce smoking

Increase take-up of screening Treat atrial fibrillation

Figure 26 - Clinical interventions to reduce life expectancy gap
Source: Tackling Health Inequalities: What Works. Department of Health, 2005



Despite major declines in the incidence of communicable diseases
over the past century, infectious diseases still pose an important risk
to people in Leicester.  New ones emerge, as was highlighted by
the global SARS outbreak in 2002, there is continuing concern
about the potential for a global influenza pandemic, and old ones
such as tuberculosis are beginning to reappear. 

Tuberculosis
Tuberculosis (TB) continues to be a public health problem in Leicester.  Between
2001 and 2003, there were nine deaths (almost 80% women) and the most recent
figures from the Health Protection Agency (HPA) show 85 notifications in 2004. 

The picture in Leicester is in line with the national data, which show that the
number of people with TB is increasing.  In the developed western world, it is
more likely to affect older people and be a result of breakdown from infection
during the early years of life.  The pattern of disease in Leicester is closer to that
seen in the developing world and the data show that younger people are
catching infectious tuberculosis.  The disease is much more common in Eastern
Leicester than in Leicester City West (see Figure 27).

TB is caused by a germ called mycobacterium tuberculosis and can affect any
part of the body.  There are other germs in the tuberculosis family, the best
known of which is the form that affects cows and badgers, caused by a germ
called mycobacterium bovis.  

How does it infect people?
Turberculosis is spread when someone with the lung-based form of the disease
coughs over another person who then breathes it in.  Not everyone who breathes
in the germ will end up with TB.  As a general rule, about one in every ten people
who are exposed to the germ will go on to be infected.  Once infected, the TB
germ is inside the lung and can remain there for the rest of the person’s life.  For
some people it will cause disease almost immediately, for others it will be many
years after exposure, and in some cases it will always remain dormant.

One of the causes of the infection escaping from the control of the body’s
defences and progressing to the disease is major stress which can be caused by
such life-changing events as immigration.  It is therefore no surprise that people
who arrive in Leicester from countries where they were likely to be exposed to TB
in childhood develop the infection once they get to the city.  This usually occurs
up to five years after arrival.

4  Health Protection

Figure 27 - Pulmonary TB notifications Leicester 2004
Source: Health Protection Agency, East Midlands South
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Figure 28 - Take-up of primary immunisation
Source: Health Protection Agency in 2004

Figure 29 - Take-up of boosting immunisation
Source: Health Protection Agency in 2004

Not all TB disease affects the lungs.  Whilst the infection is always in the lungs,
when it escapes from the body’s defences, it can affect any part of the body;
most commonly, the lymph glands that drain the lungs, which are situated in the
neck.  It can also cause meningitis and affect bones. 

It is important to remember that TB can only be passed from one person to
another by someone with TB disease of the lungs.  The most infectious form
occurs when the germ which causes it is seen in the sputum (spit) of someone
with TB disease of the lungs.  Tuberculous meningitis cannot be passed to
another person.  

How do we control it?
Because TB can lie dormant in a person for many years, screening is of limited
value.  Blood tests have been developed and introduced in Leicester over the last
year to help find people with the infection before they develop the disease, and
therefore before they infect other people.  

The most important way to stop TB from spreading is to find it early.  This is
achieved by doctors and nurses ensuring that they think about TB when a
patient tells them that he or she has a cough and then carrying out an x-ray test.
For this to happen, the doctor needs easy access to x-ray tests and to get the
results back quickly.  During 2004, the process for x-ray reporting was improved
and a rapid referral clinic led by the TB nurse specialists introduced for people
who have suspicious symptoms and abnormal x-rays that are suggestive of TB.
This approach can be seen to be effective, as the proportion of people with the
most infective form has declined against a background of increasing numbers of
people with TB disease.  It continues to be essential that people with TB comply
with and complete their treatment. 

Since the 1950s the BCG (Bacille Calmette-Guerin) vaccine has been offered to
children of school age, which helps to prevent some forms of TB disease,
particularly in newborn and young children.  It does not help very much to protect
adults from TB of the lungs.  The Department of Health has therefore advised
primary care trusts to focus their immunisation campaigns on those newborn and
young children who are at risk of developing TB, as they will benefit from the
protection that the vaccine offers.  The two city primary care trusts are in the
process of setting up a new service to deliver BCG to these children.

Diphtheria, tetanus, Diphtheria, tetanus, MMR 
polio and meningitis polio and meningitis at 24 months
%  children immunised % children immunised
at 12 months at 24 months
(had 3 doses of primary immunisation) (had 3 doses of primary immunisation)

Eastern 95% 97% 90%
Leicester
Leicester  88% 95% 85%
City West

Diphtheria, tetanus, Diphtheria, tetanus, MMR MMR 
polio and  polio and meningitis 1 dose 2 doses
whooping cough % children
%  children immunised at 5 years 
immunised at 5 years (had pre-school 
(had primary course) boosting immunisation)

Eastern 97% 87% 95% 83%
Leicester
Leicester  95% 78% 92% 75%
City West

Immunisation
Immunisation of children offers them the very best protection against serious and
life-threatening infections, such as tetanus, diphtheria, whooping cough, polio,
meningitis, haemohilus influenzae b (Hib), measles, mumps and German measles
(rubella).

To be protected, a child needs three doses of vaccines: during the first year of life,
a booster before entering school, and a final booster at the age of 15.  Take-up of
these vaccines is inadequate in some areas and an action plan needs to be
developed urgently to boost the numbers and ensure that all the children of
Leicester are adequately protected against vaccine-preventable diseases (see
Figures 28 and 29)
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A course of primary immunisation consists of diphtheria, tetanus, polio, whooping cough, haemophilus
influenzae b (Hib) and meningitis, which should be given at two, three and four months, together with MMR
(mumps, measles and rubella) which should be given at 13 months.

Boosting immunisation consists of diphtheria, tetanus, polio, and whooping cough and MMR, which should
be given at four years.



Mumps
During the course of 2004 and on into 2005, there has been a national outbreak
of mumps.  This has particularly affected people aged between 16 and 25 who
were unlikely to be completely protected by immunisation as the programme
was only introduced on 1996.  Leicester has two universities and these have
been particularly affected by mumps outbreaks.  During February and March
2005, a vaccination campaign was carried out at both universities and since then
there have been very few cases in students.  The fact that these outbreaks took
place shows that diseases thought to have been conquered are still making
people ill and underlines the importance of taking every opportunity to vaccinate
all those children who should be immunised.  

Infection control
The increasing number of people with MRSA (methicillin resistant staphylococcus
aureus) in hospitals has led the Government to develop a new emphasis on
hygiene.  Handwashing campaigns and cleaner hospitals are the most effective
ways of reducing the number of infected people.  It is important that hand
hygiene is good in general practice and community nursing and that GP surgeries
and primary care centres are clean environments for both users and those who
work in them.  In Leicester a major campaign on handwashing and ensuring that
primary care centres are clean began this year (2005).  

Mad Cow Disease - or Variant Creutzfeld Jakob Disease (vCJD) as it is more
properly known - has caused some concerns in the use of surgical instruments.
Infection control specialists who advise the Department of Health (DH) are
concerned that the agent which causes the infection, known as a prion, may
stick to some surgical instruments after some operations and therefore transmit
the infection to other people.  While the risk of this is very small, there has been
a recommendation that healthcare providers move to single use of instruments
wherever possible.  In Leicester, the primary care trusts are working with GPs to
develop a strategy to achieve this by April 2007 in line with DH guidance.  

Influenza pandemic preparedness
In April the Chief Medical Officer launched the national influenza pandemic plan.
Each health community has been asked to develop plans to deal with an
outbreak.  In Leicester, the health services are working with other emergency
services to ensure that life can go on in the city, and that people who are ill with
the ‘flu can be treated.  

In a normal winter it is important that everyone over the age of 65 and those
who are vulnerable are immunised against influenza.  Healthcare staff in the city
work hard each autumn to ensure that as many people as possible are
vaccinated.  In addition, this year (2005) a pneumococcal vaccine is being offered
to those over 65.  This will help to protect people from a secondary infection
from a germ called the pneumococcus, which we know from previous ‘flu
pandemics can kill people who would otherwise recover.

Priorities for local action 

• Improve take-up of immunisation in areas where required
• Prepare for pandemic influenza 
• Promote hand hygiene and other fundamental infection control

measures
• Maintain and develop a strong TB nursing service in the fight 

against tuberculosis.

Further information

Key contact
Dr Philip Monk
Consultant in Health Protection
Health Protection Agency, East Midlands South Health Protection Unit
philip.monk@hpa-em.nhs.uk

Stopping Tuberculosis in England: an action plan from the Chief Medical Officer, 2004
www.dh.gov.uk/AboutUs/MinistersAndDepartmentLeaders/
UK Influenza Pandemic Contingency Plan, 2005
www.dh.gov.uk/PolicyAndGuidance/EmergencyPlanning/PandemicFlu/fs/en
Winning ways: working together to reduce healthcare associated infection in England, 2003
www.dh.gov.uk/PublicationsAndStatistics/
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5  Health Facts

Area

Eastern Leicester PCT

Leicester City West PCT

Leicester

East Midlands

England

Total

%

Total

%

Total

%

Total

%

Total

%

0-4 years

11,237

6.53

7,837

7.02

19,074

6.72

233,510

5.49

2,848.20

5.71

5-14

22,359

12.98

15,149

13.56

37,508

13.21

541,644

12.74

6,299.80

12.64

15-34

57,265

33.25

36,000

32.23

93,265

32.85

1,079,732

25.39

13,146.40

26.37

35-64

59,178

34.36

37,542

33.61

96,720

34.07

1,708,992

40.19

19,614.60

39.34

65-74

11,576

6.72

7,330

6.56

18,906

6.66

363,166

8.54

4,158.60

8.34

75+

10,590

6.15

7,850

7.03

18,440

6.49

325,250

7.65

3,788.30

7.60

Total

172,205

111,708

283,913

4,252,294

49,855.90

Health Facts 1 - Population of Leicester 
Source : Office of National Statistics. National Centre for Health Outcomes Development, NHS Health and Social Care Information Centre

Mid-2003 estimates of resident population by age

Year

1995

2000

2005*

2010*

2015*

0-4 years

22.2

19.3

19.5

19.4

19.5

5-14 

41.7

39.9

35.8

34

33.5

Age groups

15-34

98.4

92.9

91.8

90.1

89.6

35-64

88.0

93.4

99.1

103.2

102.7

65-74

22.7

19.5

18.5

18.4

20.2

Population projections for Leicester up to 2015 (figures are in thousands)

75-84

13.7

13.7

13.5

12.4

12.6

85+

4.9

5.0

4.7

5.3

5.6

* = projections
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Total births

Live births 

% low birth weight (<2,500g)

% very low birth weight (<1,500g)

General fertility rate 

Teenage pregnancy rate

Leicester

4,412

4,380

10.3**

1.5

65.04**

56.4

Eastern Leicester PCT

2,633

2,614

10.1**

1.3

64.24**

Leicester City West PCT

1,779

1,766

10.6**

1.8

66.24**

East Midlands

47,205

46,916

8.2

1.6

54.49*

41.2

England

593,256

589,851

8

1.5

56.9

42.1

Health Facts 2 - Maternal and child health (2003) 
Source : Office of National Statistics. Teenage Pregnancy Unit. National Centre for Health Outcomes Development, NHS Health and Social Care Information Centre

Births

Stillbirth rate

Perinatal mortality rate 

Infant mortality rate

7.3

12.0**

7.3

7.2

10.6

7.3

7.3

14.1**

7.4

6.1

9.4

5.9

5.7

8.5

5.3

Deaths

Live births = number of live births for all maternal ages 11+ years

Low birth weight = % all births below 2,500g

Very low birth weight = % all births below 1,500g

General fertility rate = live births per 1,000 women aged 15-44 

Teenage pregnancy rate = rates per 1,000 female population aged 15-17

Perinatal mortality rate = number of stillbirths and deaths in the first week of life per 1,000 total live and stillbirths 

Infant mortality rate = number of deaths in live born infants under 1 year of age per 1,000 live births

Stillbirth rate = number of stillbirths per 1,000 total births

** = significantly above national rates

*  = significantly below national rates    
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Cause of death 

Coronary heart  disease

Cerebrovascular disease (stroke)

All cancers

All accidents

All accidental falls

Road traffic accidents

Suicide and undetermined death

Chronic Obstructive 
Pulmonary Disease

Stomach and duodenal ulcer

Diabetes

Tuberculosis

Chronic liver disease 

All causes

ICD 10

120-125

160-169

C00-C97

V01-X59

W00-W19

V01-V89

X60-X84, Y10
Y34 (exc Y33.9)

J40-J43

K25-K27

E10-E14

A15-A19

K70, K73-K74

A00-Y99

No. of deaths in
Leicester (2003)

318

119

318

42

11

7

24

7

13

21

1

25

1,397

East Midlands

103**

98

97*

113**

88*

118**

101

124**

83*

105

70*

86*

101

Leicester

129**

116**

101

112

153**

70

116

64

163**

131

159

129

116**

Eastern
Leicester PCT

129**

107

93

102

154

54*

93

64

147

135

211

126

112**

Leicester City
West PCT

128**

129**

113**

127

151

94

152**

64

187**

126

80

133

123**

England 

107.7

25.5

171.2

62

5.6

34.7

44.5

1.7

3.3

6.0

0.9

26.1

620

East Midlands

107.2

25

163.9

68.1

3.9

41.8

46.9

2.1

2.4

5.9

0.7

21.8

605.8

Leicester

179

39.4

171.8

61.1

4.9

23.3

49.1

1.3

5.7

10.8

1.9

32.9

766.6

Eastern
Leicester PCT

180.4

44.8

154.4

48

3.9

14.9

37.5

1.6

5.1

11.2

1.9

31.4

725.2

Leicester City
West PCT

177.3

31.2

199.7

82.5

6.6

36.6

67.7

0.8

6.8

10.3

1.8

34.8

834.5

Standardised mortality ratio  (all ages, 2001-2003) Rate of FYLL per 100,000 population  (age standardised, 2001-2003)

Coronary heart disease

Cerebrovascular disease (stroke)

All cancers

All accidents

All accidental falls

Road traffic accidents

Suicide and undetermined death

Chronic Obstructive Pulmonary
Disease

Stomach and duodenal ulcer

Diabetes

Tuberculosis

Chronic liver disease

All causes

120-125

160-169

C00-C97

V01-X59

W00-W19

V01-V89

X60-X84, Y10
Y34 (exc Y33.9)

J40-J43

K25-K27

E10-E14

A15-A19

K70, K73-K74

A00-Y99

215

169

289

24

12

2

6

5

13

20

3

9

1435

102

103

100

121**

95

137**

95

105

93

117**

117

94

102**

115**

102

97

115

180**

96

81

111

105

146**

462**

153**

111**

119**

91

86*

129

206**

120

90

88

108

145**

792**

122

106**

111

118**

111**

97

145

60

67

144

102

148

0

201**

118**

29.7

19.6

157.7

18

2.2

8.9

12.9

0.9

1.7

3.8

0.5

13

370.5

31.4

20

158.4

21.4

1.6

13.2

13.6

1.2

1.5

4.1

0.8

11.7

373.5

52.5

24.2

157.2

20

2.3

5.5

9.8

1.9

1.3

6.6

6.1

18

454.2

55

17.4

146.2

21.7

2.0

5.6

10.2

1.7

1.1

6.9

10.1

14.1

445.1

48.1

34.4

174.3

17

2.6

5.2

9.2

2.1

1.6

6.0

0

24.5

467.9

Females
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Health Facts 3 - Mortality rates 
Source : National Centre for Health Outcomes Development, NHS Health and Social Care Information Centre

Males

ICD 10 = international statistical classification of diseases and related health problems using a system of categories to which cases are assigned according to established criteria.  The figure 10 indicates that the tenth revision was used

Standardised mortality ratio - see glossary

FYLL = future years of life lost - see glossary

** = significantly above national rates

*  = significantly below national rates  



Cancer

All

Lung

Colorectal

Stomach

Oesophageal

Bladder

Malignant
melanoma

Prostate

Leukaemia

ICD 10

C00-C97

C33-C34

C17-C21

C16

C15

C67

C43

C61

C91-C95

New cases
in Leicester
(1998-2000)

305

213

107

49

93

22

236

Deaths in
Leicester 2003

318

76

26

16

13

17

5

40

18

SRR

105

90

138**

92

86

62*

73*

East
Midlands

97*

95*

100

104

104

101

87

100

101

Leicester

101

104

102

126

98

98

93

92

102

EL PCT

93

88

95

107

88

80

77

89

107

LCW PCT

113**

130**

113

154**

114

125

118

98

94

England

171.2

38.7

17.4

6.7

11.4

3.8

4

7.4

8.1

East
Midlands

163.9

35.6

17.4

6.9

12.6

3.5

3.8

7.2

8.2

Leicester

171.8

45.1

16.8

8.5

7.7

2.1

1.4

8.5

9.3

EL PCT

154.4

35.6

14

4.2

5.2

0.9

0.7

11.9

9.2

LCW PCT

199.7

59.8

21.7

15.6

11.8

3.9

2.4

3.3

9.9

1 yr survival
LNR

19%

63.7%

30.6%

22.6%

83%

83%

5 yr survival 
LNR

4.1%

42.9%

8.5%

4.9%

68.3%

56.9%

All

Lung

Colorectal

Stomach

Oesophageal

Bladder

Malignant
melanoma

Breast

Leukaemia

Cervical

C00-C97

C33-C34

C17-C21

C16

C15

C67

C43

C50

C91-C95

C53

189

184

45

46

50

25

457

41

289

58

28

14 (2002)

10

6

4

54

7

9

106

87

104

131

115

53*

91*

100

100

95*

100

102

106

104

85

102

99

99

97

105

82

114

101

88

61

105

109

103

86*

77*

66*

130

102

77

70

91

93

99

111**

145**

103

93

101

104

50

125

130

108

157.7

23.5

10.9

2.9

3.3

1.5

2.9

39.6

5.5

5.2

158.4

22.5

11.7

2.8

3.4

1.6

2.5

40.2

4.8

5.2

157.2

24.4

8.9

4.9

2.3

1.7

0.9

42.7

9.0

5.8

146.2

16.9

6.9

4.4

2.6

1.9

0.2

38.6

10.3

5.9

174.3

36

12.1

5.5

1.9

1.2

2

49.3

6.9

5.5

20.7%

62.6%

28.6%

25.6%

74.1%

91.3%

78.9%

5.7%

41.7%

10.5%

4.8%

59.8%

73.7%

59.7%

Females
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Health Facts 4 - Cancer rates  
Source : National Centre for Health Outcomes Development, NHS Health and Social Care Information Centre

Males

Standardised mortality ratio
(all ages, 2001-2003)

Rate of FYLL per 100,000 population  
(age standardised, 2001-2003)

SRR = standardised registration ratio. Number of cancers registered in a population compared with national rates

Standardised mortality ratio - see glossary

FYLL = future years of life lost - see glossary

** = significantly above national rates

*  = significantly below national rates  
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Health Facts 5 - Health indicators by electoral ward    
Source : East Midlands Public Health Observatory Collaborative Project

Ward name

Braunstone Park 
& Rowley Fields

Charnwood

New Parks

Freemen

Spinney Hills

Eyres Monsell

Abbey

Beaumont Leys

Coleman

Belgrave

Latimer

Westcotes

Stoneygate

Castle

Thurncourt

Fosse

Aylestone

Rushey Mead

Humberstone &
Hamilton

Western Park

Evington

Knighton

Index of Deprivation
(national ranking)

297

314

395

407

449

455

504

543

773

830

849

1,167

1,344

1,383

1,461

1,602

2,071

2,242

2,267

2,565

2,765

5,145

Standardised
mortality ratio
(under 75 years)

158**

163**

150**

145**

130**

138**

137**

138**

113

124**

117**

146**

103

160**

130**

115

111

106

112

114

93

87*

Life expectancy at
birth for males

71.0

71.4

71.8

72.9

73.7

72.2

73.7

74.2

74.7

74.0

74.4

71.4

75.8

68.3

73.1

74.5

74.2

74.6

75.5

74.5

75.8

76.9

Life expectancy at
birth for females

77.1

76.4

78.0

77.6

79.3

80.3

78.2

76.4

77.4

79.4

82.1

78.1

80.6

75.9

80.1

81.5

79.9

80.8

81.0

79.1

82.0

80.5

% low birth weight
(1996-2003)

9.6

11.1

8.9

9.5

13.3

10.5

9.8

10.0

11.8

14.1

14.3

10.2

12.3

8.5

9.2

9.9

6.9

12.3

9.2

9.0

11.4

7.1

Teenage pregnancy rate
per 1,000 women
aged 15-17

85

60

96

82

34

112

71

92

34

24

19

61

29

57

64

84

52

15

43

38

27

7

% People with 
limiting long-term 
illness

20.7%

19.6%

21.9%

18.6%

18.1%

22.8%

21.2%

16.8%

17.9%

20.0%

21.2%

14.9%

16.4%

14.8%

22.9%

16.4%

19.1%

18.2%

17.9%

18.4%

21.2%

15.5%

** = significantly higher than national rate

* = significantly lower than national rate



Health Facts 6 - Public health targets for Leicester 
Source : Leicestershire, Northamptonshire and Rutland Strategic Health Authority

Infant mortality 

Cancer mortality and
inequalities

Cardiovascular disease
mortality and
inequalities

Sexual health 

Inequalities

Aim

Reduce smoking levels during
pregnancy

Increase breastfeeding initiation

Reduce cancer mortality rates in 
under 75s

Reduce cardiovascular disease
mortality rates in under 75s

Practice-based registers of patients at
risk of CHD

Screen blood pressure

Check cholesterol levels

Reduce teenage conceptions

Improve access to GUM services

Reduce the number of new diagnoses
of gonorrhoea

Implement a chlamydia screening
programme 

By 2010 increase life expectancy at
birth in England to 78.6 for men

By 2010 increase life expectancy at
birth in England to 82.5 for women

Target

% smoking in pregnancy

% where breastfeeding is
initiated

Mortality rate per 100,000 directly
age standardised population from all
cancers in people aged under 75

Mortality rate per 100,000 directly
age standardised population from
heart disease and stroke and related
diseases in people aged under 75

% GP practices with PCT
validated registers for CHD

% patients with CHD
whose last blood pressure reading
measured within the last 15 months
is 150/90 or less

% patients with CHD
whose last measured cholesterol
checked within the last 15 months is
5mmol or less

Teenage conception rate per 1,000
population aged 15-17

% seen within 48 hours

New diagnosis of gonorrhoea per
100,000 population

% sexually active 16-24s
opportunistically screened for
chlamydia 

Life expectancy in men

Life expectancy in women

Trajectory

9.2% (Q4 2007/08)

81% (Q4 2007/08)

99 (2008)

124 (2008)

100% (March 2008)

77.8% (March 2007/08)

66% (March 2007/08)

38 (2008)

100% (Q4 2007/08)

Year on year fall in rates

50% (2007/08)

78.6 (2010)

82.5 (2010)

Current position

12.4% (Q4 2004/05)

76% (Q4 2004/05)

121 (2003)

149 (2003)

8.1% (March 2005)

76.6% (March 2004/05)

60.5% (March 2004/05)

56 (2003)

58% (Q1 2004/05)

35.2 (2002)

0

74 (2002)

79 (2002)

Current position

39.1%  (Q4 2004/05)

50% (Q4 2004/05)

120.9 (2003)

149 (2003)

0% (March 2005)

78.3% (March 2004/05)

62.2% (March 2004/05)

56.4 (2003)

58% (Q1 2004/05)

35.2 (2002)

0

74 (2002)

79 (2002)

Trajectory

34.5% (Q4 2007/08)

52% (Q4 2007/08)

99 (2008)

124 (2008)

100% (March 2008)

85% (March 2007/08)

74% (March 2007/08)

38 (2008)

100% (Q4 2007/08)

Year on year fall in rates

50%(2007/08)

78.6 (2010)

82.5 (2010)

Eastern Leicester PCT Leicester City West PCT
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Health Facts 7 - Disease notifications 2004   
Source : Health Protection Agency, 2004 Annual Report & Health Protection Agency, East Midlands South Health Protection Unit data

Disease notifications

Campylobacter

Cryptosporidium

Food poisoning

E. Coli 0157

Gastroenteritis

Giardia

Hepatitis A

Hepatitis B

Hepatitis C

Hepatitis E

Influenza A

Influenza B

Legionella

Listeria

Malaria

Measles

Meningococcal

Mumps

Norovirus

Pertussis

Rotavirus

Respiratory syncytial virus

Rubella

Salmonella

Scarlet fever

Shigella

Tuberculosis

Typhoid

Leicester

124

25

17

1

3

22

5

31

6

2

3

0

1

3

16

14

22

79

18

29

10

1

5

38

4

2

168

7

Leicester

43.68

8.81

5.99

0.35

1.06

7.75

1.76

10.92

2.11

0.7

1.06

0

0.35

1.06

5.64

4.93

7.75

27.83

6.34

10.21

3.52

0.35

1.76

13.38

1.41

0.7

59.17

5.9

Leicestershire, Northamptonshire &
Rutland

86.72

9.09

7.51

1.05

1.19

5.67

1.45

5.14

5.34

0.13

0.92

0.13

1.05

0.46

1.45

3.82

6.33

50.08

5.34

3.95

6.06

1.71

3.03

21.42

3.03

1.19

19.24

0.26

Leicestershire, Northamptonshire &
Rutland

1,316

138

114

16

18

86

22

78

81

2

14

2

16

7

22

58

96

760

81

60

92

26

46

325

46

18

292

4

Number Rate per 100,000



6  Glossary

Clinical governance

Commissioning

Confidence interval

Community-based

Community health services

Continuing professional education

Direct age standardised mortality rate

Future years of life lost

Incidence

Index of Deprivation

Life expectancy

Local authority

National Service Framework

Perinatal mortality

Primary care

Primary Care Trust

Prevalence

Registered population

Resident population

Screening

Secondary care

Standardised mortality ratio

An initiative to ensure and improve clinical standards at local level throughout the NHS. Areas covered include education and training, 
managing risk and maintaining clinical standards

Process PCTs go through to agree health services which a provider, eg NHS Trust, will provide for a specified sum of money. It also involves
monitoring the contracts to ensure the best value for money

The range of values that will be expected to contain the true value

Provided in the local community, rather than in a hospital setting

Services delivered outside the hospital, like those provided by district nurses, health visitors and many therapists

Education and training to maintain and further expand knowledge and skills within a healthcare framework

Measure which allows direct comparison between populations with different age and gender structures.  The crude rates in one or more
populations are applied to a standard population to derive rates per 100,000 persons per year

Measure of premature mortality ie before the age of 75

The number of new cases in a population within a specified period of time

Measure of deprivation at a small area level.  Indicators such as income, employment, health and disability, education skill and training, barriers to
housing and services, crime and living environment are combined to form a single score.  The lower the mean score, the more deprived the area

Measure of mortality at every age that allows comparisons between areas and time.  Life expectancy in an area can be interpreted as the number 
of years a baby born in a particular period could be expected to live, if it experienced the mortality rates in that time period and area throughout 
its life

Body governing local services such as education, housing and social services

NHS strategy for delivering national standards in specific services. Designed to remove variations in care and treatment

Babies who are stillborn or who die in the first week of life

Essential health care accessible to individuals and families in the community. It is the first level of contact with people in a community including all
initial (non-emergency) consultation with doctors, nurses or other health staff 

Organisation responsible for planning and securing local health services, a role which was previously carried out by health authorities.  
Its aim is to improve the health of local people and address health inequalities

Number of cases within a population at a particular point in time

Count of the population registered with a GP or PCT

Count of the population living within the geographical area of the PCT.  An individual may reside in a rural area, but be registered with a city GP,
and would therefore be counted in the registered population but not the resident population

Identification among apparently healthy individuals, who are sufficiently at risk from a specific disorder, to benefit from a diagnostic test or
procedure

Healthcare services usually provided from or at local hospitals

Measure of whether someone is more or less likely to die compared to the standard population.  A score greater that 100 indicates an increased
probability and one below 100 a reduced probability
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