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1 INTRODUCTION 

The population of England is healthier than it has ever been. However, the number 
of people with longstanding illnesses looks set to rise and many of the diseases that 
people in England now suffer from are linked to lifestyle. The numbers of people 
smoking, taking illicit drugs and drinking harmful levels of alcohol have all declined in 
recent years, but there remains a large population who seriously harm their health 
through lifestyle choices.i 
 
The people of Leicestershire County and Rutland are living longer than they ever 
have before. A man in LCR can expect to live to 79.7 years and a woman to 83.4 
years (2007-09). ii Despite the overall progress in life expectancy, one in three 
deaths occur before the age of 75 and one in six before the age of 65 years (LCR 
data, 2009). 
 
Many deaths and illnesses could be avoided through healthier lifestyle choices. By 
focussing efforts on reducing smoking, obesity and substance misuse, it is possible 
to achieve health and other benefits in the short, medium and longer term. Action to 
improve health must find a balance between helping people to maintain healthy 
lifestyles and supporting people to change unhealthy behaviours. Protecting people 
from avoidable injury is an emerging issue that will be included in more detail in the 
next programme of JSNA work. 

2 KEY ISSUES AND GAPS 
 
While services are well established to help people to stop smoking or using illicit 
drugs or to reduce harmful levels of drinking, broader programmes of work to prevent 
tobacco use, obesity and problems associated with alcohol or physical inactivity are 
in their infancy. Improving health for all and reducing inequalities between more and 
less advantaged social groups are long-term ambitions that can only be achieved 
through organised efforts of agencies, communities and families. Specific issues and 
gaps are as follows; 
 

 The biggest unmet needs in LCR continue to relate to the most disadvantaged 
social groups, such as people with mental illness, offenders and routine and 
manual workers. In order to reduce inequalities, health improvement services 
should be targeted to priority groups and areas.  

 Targeted services are effective for those who access them, but to achieve a 
step change in lifestyle behaviour at a population level, there is a also need to 
scale up and sustain current health improvement programmes for the long-
term. 

 Some of this scale can be achieved by using the potential of every frontline 
contact by health, social care and other professionals. Public health 
messages should be simple and consistent and approaches to lifestyle 
change should be based on whole families and address multiple factors. 

 



 

 

3 TOBACCO CONTROL (INCLUDING SMOKING) 

3.1 Recommendations for commissioning 

 Maintain resources for stop smoking services and wider tobacco control to 
sustain momentum of current programme of tobacco harm-reduction. 

 Implement the Tobacco-free Leicestershire & Rutland (TLR) Strategy and 
Action Plan locally in order to achieve comprehensive tobacco control. Key 
strands of the local programme include young people‘s services to preventing 
the uptake of smoking, enforcement activities to tackle underage and illicit 
sales and stop smoking services to help smokers to quit. 

 Commission stop smoking and other services that work and are value for 
money by following relevant guidance (including NICE and Department of 
Health) and utilising tobacco control toolkits. 

3.2 Who’s at risk and why 
 

Among adults aged 16 and over, in England, in 2009: iii 

 21% reported smoking 

 Prevalence of cigarette smoking continued to be higher among men (22%) 
than women (20%). 

 Those aged 16-19 and 20-24 reported the highest prevalence of cigarette 
smoking (27% and 28% respectively), while those aged 60 and over reported 
the lowest prevalence (14%). 

 Prevalence of smoking amongst people in routine and manual occupations 
(28%) continues to be greater than amongst those in managerial and 
professional occupations (14%). 

 The smoking prevalence in England has dropped from 25% (2003-2005) to 
21% (2006-2008). Accurate trend data at a local level has been historically 
difficult to obtain, but new data collections are in place nationally to resolve 
this.  

3.3 The level of need in the population 
 

The level of need relating to smoking is illustrated in the Tobacco Factsheet. Data is 
also available in the JSNA core dataset available via: http://www.lsr-
online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1  
 
The London Health Observatory have developed Local Tobacco Control Profiles. 
These profiles provide a snapshot of the extent of tobacco use, tobacco related 
harm, and measures being taken to reduce this harm at a local level. These are 
available at PCT and District level and can be accessed via: 
http://www.lho.org.uk/LHO_Topics/Analytic_Tools/TobaccoControlProfiles/profile.asp
x  
 

 Smoking remains the single biggest preventable cause of death, between 
2007 and 2009 there were an estimated 920 deaths per year caused by 
smoking in Leicestershire County and Rutland (Health Profiles).iv  

 18% of the adult population of LCR smoke, equating to 101,000 people aged 
18 years and over (Integrated Household Survey (IHS)).v This is significantly 
lower than the England smoking prevalence of 21%.  

http://www.lsr-online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1
http://www.lsr-online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1
http://www.lho.org.uk/LHO_Topics/Analytic_Tools/TobaccoControlProfiles/profile.aspx
http://www.lho.org.uk/LHO_Topics/Analytic_Tools/TobaccoControlProfiles/profile.aspx


 

 

 Smoking prevalence in routine and manual groups in LCR is substantially 
higher than the LCR average (27%).v  

 Smoking prevalence varies by district from 17% in Rutland, Charnwood and 
Hinckley and Bosworth to 22% in North West Leicestershire, however, the 
variation is not statistically significant. 

 The map in the Tobacco Factsheet illustrates that smoking prevalence is 
highest in parts of Loughborough, Coalville, Ashby, Measham, Hinckley, 
South Wigston and Melton. 

 In 2008/09, it was estimated that there were 6,000 hospital spells attributable 
to smoking in LCR, with an estimated cost of £12.5 million. vi 

 Smoking in pregnancy is the most significant single driver for the gap in infant 
mortality between routine and manual groupsvii.In 2010/11, 13% of pregnant 
women in LCR were smokers at the time of delivery. 

 

3.4 Current services in relation to need 
 

 Tobacco-Free Leicestershire & Rutland (TLR): An alliance of organisations 

working together to reduce the harm and prevalence of tobacco use in LCR.  
Targets residents and employees (temporary and permanent), smokers and 
non-smokers. The partnership is still forming and the impact on smoking 
prevalence is not yet known. 
 

 NHS LCR Stop Smoking Services. The service provides information, advice 
and treatment to support smokers and other tobacco users to quit. In 3 of the 
past 4 years, the service has met its target to help smokers quit at 4 weeks. 
Provides for smokers and their families in all settings, pregnant smokers and 
their families, in worksites, prisons and mental health settings. 

 

 Step Right Out (Smokefree Homes and Cars campaign).  Targets smokers 

with dependents across Leicestershire, Leicester City and Rutland (LLR) who 
haven‘t quit yet in an effort to encourage them to alter their smoking behaviour 
(cut down, quit or at least no smoking inside). 

 

 Young People’s Tobacco Control Program. Provides comprehensive 

(policy, education, empowerment and cessation) tobacco control activities and 
support in schools and young person environments (e.g. Youth Offending 
Service) across LCR. Targets school-aged young people, staff, parents and 
carers who are both smokers and non-smokers. 

 

 Tobacco Legislation and Enforcement by Trading Standards (TSS) and 
District Councils.  TSS enforces labelling laws and underage sales of 
tobacco and works with HM Revenue and Customs (HMRC) to tackle illicit 
tobacco sales. TSS has been enforcing the new vending machine ban on 
tobacco sales since 1 Oct 2011. District councils are responsible to enforce 
the smokefree law in public places (June 2007) and tobacco litter laws. 

3.5 Projected service use and outcomes in 3-5 years and 5-10 years 
 



 

 

The prevalence of smoking is reducing nationally. The smoking prevalence in 
England has decreased from 39% in 1980 to 26% in 1994viii and 21% in 2010/11v. 
The measures that have been put in place, both nationally through legislation and 
through local services and policies, are all aimed at reducing smoking prevalence 
further at a target rate of 1% reduction per year. 

3.6 Evidence of what works 
 

Tobacco Control is an internationally recognised approach to tackling the harm 
caused by tobacco products. The work incorporates a range of activity and work with 
a broad array of partners to reduce the prevalence of tobacco use. There is a large 
body of international evidence (informing national guidance listed below) that a 
comprehensive program of tobacco control activities can reduce smoking prevalence 
and the harms caused by tobacco over the longer term.  
 
The Department of Health‘s (DH) tobacco control plan for England, Healthy Lives, 
Healthy People, refers to the World Bank‘s 6 internationally recognised strands for 
tobacco control. While some actions are better dealt with at a national level, these 
themes should provide the basis of local tobacco control plans. These strands are:  

 Stopping the Promotion of Tobacco 
 Making Tobacco less affordable 
 Effective legislation of Tobacco products 
 Helping tobacco users to quit 
 Reducing exposure to secondhand smoke, and 
 Effective communications for tobacco control 

 
In 2008, the DH National Support Teams published Excellence in Tobacco Control: 
10 High Impact Changes to achieve tobacco control. The changes they suggest are 
consistent with the World Bank‘s strands listed above: 

 Work in Partnership 
 Gather and use full range of data to inform tobacco control 
 Use tobacco control to tackle health inequalities 
 Deliver consistent, coordinated and coherent communication 
 An integrated stop smoking approach 
 Build and sustain capacity for tobacco control 
 Tackle cheap and illicit tobacco 
 Influence change through advocacy 
 Helping young people to be tobacco free 
 Maintain and promote smoke free environments  

 
Cessation, or stopping smoking, is an important part of any tobacco control effort. It 
is a widely held view that helping smokers to quit through behavioural support and 
medication is the single most cost-effective, life-saving intervention provided by the 
NHS.  In 2009/10, the cost of NHS stop smoking services averaged £172 per 4-week 
quitter and £573 per life-long quitter. The DH estimated that each quitter would save 
the NHS £658 per year.ix 
 
A wide variety of national guidance is available to ensure stop smoking services and 
wider tobacco control programmes have the highest impact. 
 



 

 

 Department of Health Healthy lives, healthy people: a tobacco control plan for 
England 9 March 2011 -
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPo
licyAndGuidance/DH_124917  

 NICE pathway Smoking prevention and cessation overview 
http://pathways.nice.org.uk/pathways/smoking  

 Brief interventions and referral for smoking cessation (PH1) Issued: March 
2006 http://guidance.nice.org.uk/PH1  

 Smoking cessation services (PH10) Issued: February 2008 
http://guidance.nice.org.uk/PH10  

 Quitting smoking in pregnancy and following childbirth (PH26) Issued: June 
2010  http://guidance.nice.org.uk/PH26  

 Workplace interventions to promote smoking cessation (PH5)  Issued: April 
2007 http://guidance.nice.org.uk/PH5  

 Smokeless tobacco - South Asians expected issue date: September 2012 
http://guidance.nice.org.uk/PHG/Wave23/20   

 Smoking harm reduction expected issue date: May 2013 
http://guidance.nice.org.uk/PHG/Wave23/23#keydocs  

3.7 User views 

 Currently the Stop Smoking Service (SSS) collects user feedback at 52 
weeks. This is used to shape the services that are provided through SSS.  

 In 2009-10, the PCT‘s engagement team developed a range of engagement 
activities with five seldom heard groups, in line with the seldom heard groups 
strategy. The groups consulted were young people, the frail elderly, gypsies 
and travellers, those with learning disabilities and BME groups. This has 
helped to shape smoking cessation activities in Coalville.x 

 The following year, the PCT consulted members of the public on its Strategic 
Operating Plan. People were asked their views on healthcare spend. 
Prevention emerged from the feedback as a major theme. Other key themes 
included the importance of good health education and a sense that people 
should take some responsibility for their own health costs.xi 

 In 2010-11, the PCT engagement team consulted with members of the public 
to raise awareness of the effects of smoking, with particular reference to 
diabetes.xi 

3.8 Equality impact assessments 

This report reviews data on smoking by age, sex and socio-economic group. In 
addition to the data linked to smoking prevalence, we have intelligence on smoking 
in relation to other parts of the equality and diversity agenda:  

 Black and Minority Ethnic Groups - There is evidence to show that some 
communities have higher smoking rates compared with the general 
population. Research suggests high prevalence rates among Bangladeshi 
men (40%), Irish men (30%), Black Caribbean men (35%) and Pakistani men 
(29%). Among women, around 5% of Bangladeshi women smoke, compared 
with 25% of Irish women.xii 
 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_124917
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_124917
http://pathways.nice.org.uk/pathways/smoking
http://guidance.nice.org.uk/PH1
http://guidance.nice.org.uk/PH10
http://guidance.nice.org.uk/PH26
http://guidance.nice.org.uk/PH5
http://guidance.nice.org.uk/PHG/Wave23/20
http://guidance.nice.org.uk/PHG/Wave23/23#keydocs


 

 

 Sexual Orientation - There is some evidence showing minority groups such 
as lesbians, gays, bisexuals and transsexuals (LGBT) smoke at higher rates 
than the general population. The reasons behind this are not well known yet, 
but there are suggestions that gay and lesbian social spaces, violence, stress, 
and discrimination, as well as barriers to healthcare access and treatment 
services, are associated with higher rates of smoking. vi 

 

 Disability - Whilst smoking rates amongst adults with disabilities varies, 
smoking rates are higher amongst those with mental health problems than the 
general population. Sufferers of psychiatric disorders may have a deep 
dependence on tobacco and they are likely to be heavier, more dependent 
smokers and have smoked longer than smokers in general population.vi 
Although from 2008, all mental health units were required by law to be 
smokefree, psychiatric in-patient settings seem to have the highest level of 
smoking, with up to 70% of patients being smokers, of which 50% are heavy 
smokers. The extremity of these statistics has led to higher mortality rates for 
those with mental illness for example those with schizophrenia have a higher 
death rate from respiratory disease then the average person. vi 

 

 Prisoners - The Government estimates that at least 80% of people in prison 
smoke. Further information on prisoners can be found in the Offender Health 
chapter of the JSNA. 

3.9 Unmet need and service gaps 
 

 Currently, the biggest unmet needs in LCR relate to smokers with mental 
health issues, routine and manual (R&M) smokers and Polish/ Eastern 
European smokers. These groups are particularly hard to reach by NHS LCR 
Stop Smoking Services. 

 Interest amongst schools across LCR in the Young People‘s Tobacco Control 
Program continues to be high.  The main gap is capacity to deliver in every 
school with an interest. 

3.10 Conclusions 

There is no safe level of exposure to cigarette smoke. Smoking is the number one 
preventable cause of illness and premature death across LCR and is also the 
biggest cause of health inequalities between more and less advantaged social 
groups.  

International evidence strongly suggests that the best way to reduce smoking 
prevalence is through a comprehensive tobacco control program. There are 6 
internationally recognised strands that all good tobacco control plans should 
incorporate. Tobacco-free Leicestershire & Rutland (TLR) is leading local efforts to 
address tobacco control and is implementing a local tobacco control strategy and 
action plan that incorporates recognised strands. 

Effective tobacco control is a long term strategy. In order to maintain the momentum 
of a good tobacco control plan resources must be allocated and maintained. 



 

 

3.11 Recommendations for needs assessment work 
 

A Tobacco Control needs assessment for LCR has been completed and will be 
available on the JSNA webpages. This needs assessment should be combined with 
Stop Smoking Service data to effectively target areas of the county where need is 
greatest and focus interventions for best return on investment. 
 

3.12 Consultation 

Tobacco-free LCR and the Staying Healthy Boards of Leicestershire and Rutland 
were consulted on early drafts on this section in January 2012. 

3.13 Key contacts 

Julian Mallinson, Consultant in Public Health:  julian.mallinson@lcr.nhs.uk 

Aaron Bohannon, Tobacco Control Co-ordinator aaron.bohannon@leics.gov.uk 
 

mailto:julian.mallinson@lcr.nhs.uk
mailto:aaron.bohannon@leics.gov.uk


 

 

4 OBESITY, PHYSICAL ACTIVITY AND DIET 

4.1 Recommendations for commissioning 

 Current support for physical activity and diet and nutrition interventions should 
be maintained.  Any additional investment should be focussed on broadening 
the provision of weight management interventions across LCR.   

 Alternative funding and delivery models for obesity (such as Social Impact 
Bonds) should continue to be explored. 

 Commissioners should refer to NICE guidance on obesity and physical activity 
when commissioning obesity interventions. 

4.2 Who’s at risk and why 

In 2009 in England: xiii 

 Almost a quarter of adults (22% of men and 24% of women aged 16 or over) 
were classified as obese (BMI 30kg/m2 or over).  

 A greater proportion of men than women (44% compared with 33%) were 
classified as overweight (BMI 25 to less than 30kg/m2).  

 Using both BMI and waist circumference to assess risk of health problems, for 
men: 19% were estimated to be at increased risk; 14% at high risk and 20% at 
very high risk in 2009. Equivalent figures for women were: 14% at increased 
risk, 18% at high risk and 23% at very high risk.  

 In 2009/10, almost a quarter of adults (24.3% of respondents) in England 
reported that they had taken part in sport on 11 to 28 days within a four week 
period.  

 In 2009, 41% of respondents (aged 2+) said they made walks of 20 minutes 
or more at least 3 times a week and an additional 22% said they did so at 
least once or twice a week. However 20% of respondents reported that they 
took walks of at least 20 minutes ―less than once a year or never‖.  

 Average total sedentary time combines both time spent watching the 
television and other sedentary time. Similar proportions of men and women 
were sedentary for six or more hours on weekdays (32% and 33% 
respectively). On weekend days, men were more likely to be sedentary for six 
or more hours than women (44% of men and 39% of women).  

 In 2008/09, it was found that people are eating less saturated fat, trans fat and 
added sugar than they were 10 years ago.  

4.3 The level of need in the population 
 

The level of need relating to obesity is illustrated in the Obesity Factsheet.  Data is 
also available in the JSNA core dataset available via: http://www.lsr-
online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1  
 
More information on obesity is available from the National Obesity Observatory. This 
provides a single point of contact for wide-ranging authoritative information on data, 
evaluation and evidence related to weight status and its determinants. This is 
available via: http://www.noo.org.uk/  

http://www.lsr-online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1
http://www.lsr-online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1
http://www.noo.org.uk/


 

 

 Between 2006 and 2008, an estimated 23% (133,000 people) of the adult 
population aged 16 years and over were obese (APHO). Nationally, 23% of 
adults were obese in 2009, 22.1% of men and 23.9% of women (HSE) xiv 

 Obesity increases with age with the lowest rate in 16-24 year olds at 11%, 
15% in 25-34 year olds and 23% in 35-44 year olds. 45-74 year olds have the 
highest prevalence nationally at over 30%. Obesity rates fall again in the over 
75 year olds to 24%. 

 The prevalence of obesity in Leicestershire varies across the districts but no 
districts are statistically significantly higher than England. The range varies 
from 21% in Rutland to 27% in Hinckley and Bosworth. 

 The map in the Obesity Ffactsheet illustrates that obesity prevalence is 
highest in parts of Loughborough, Coalville, Ashby, Hinckley, South Wigston 
parts of Blaby and Melton. 

4.4 Current services in relation to need 

Strategic Direction 

 In October 2011, the Department of Health published Healthy Lives, Healthy 
People: A Call to Action on Obesityxv.  The report sets out a clear future 
ambition to establish a clear downward trend in the level of excess weight 
averaged across all adults by 2010. 

 A Healthy Weight Strategic Group for Leicestershire and Rutland has been 
formed as part of the Health and Well Being Board structures. This county-
wide partnership has a remit to reduce the level of obesity across LCR and is 
currently producing an Obesity Strategy for the counties. The associated 
action plan will provide overall direction for tackling obesity in LCR. 

 
Weight Management Programmes 

 LEAP (Lifestyle, Eating and Activity Programme) is a Tier 2 service and 
currently runs in North West Leicestershire, Hinckley, Blaby and Oadby.  It 
includes a 1:1 assessment appointment, a twelve week group programme 
including physical activity, nutrition and behaviour change followed by regular 
maintenance support opportunities.  LEAP has been developed in line with 
NICE CG43 guidelines for prevention, identification and assessment of 
overweight and obesity in adults and children. 

 FLiC (Family Lifestyle Clubs) is a group programme for parents and 
overweight children aged 4—8 years or 8-12 years. The group runs weekly 
for 8 weeks and involves family based food preparation, tasting, information 
session and fun active play/games for children.  There are currently groups 
running in Hinckley, Charnwood, North West Leicestershire, Wigston and 
Blaby. 

 6 specialist clinics per month are offered for overweight children.   
 
Healthy Schools programme 

 One of the original aims of the Healthy Schools programme was to support 
children and young people to develop healthy behaviour.  In Leicestershire 
276 out of 282 eligible schools have achieved national Healthy School status. 

 The national Healthy Schools programme ended in 2010. Resource was 
secured in Leicestershire to enable continued networking and communication 



 

 

with schools and the maintenance of a local web-site for resources to help 
schools help themselves. 

Exercise on referral 

 The Exercise on Referral scheme offers patients referred by a GP a series of 
instructor-led exercise classes run by district councils.  The service is working 
towards a standardised core offer of activities across the locality schemes, 
building on existing programmes (tailored gym-based sessions, gentle 
exercise in the community, chair-based exercise, walking for health groups). 

 Ongoing improvements include significantly increasing the capacity of trained 
Level 3 Instructors (15 new instructors trained in 2011), and 7 new Level 4 
―cardiac rehab‖ instructors being trained in readiness for 2012-13.   

 
Physical Activity 

 ―Active Together‖ is Leicestershire‘s flagship physical activity programme to 
increase adult participation in physical activity. The programme was launched 
in 2006 through LAA1 funding and has received substantial joint investment 
from PCT and LAA2 to expand the programme‘s reach.   

 The programme is run by Leicestershire and Rutland Sport (LRS) and 
supports an extensive network of 15 District council based Physical Activity 
Development Officers, developing and co-ordinating a range of physical 
activity opportunities across local communities.  

 Active Together aims for LCR to be ―one of the top 5 most improved areas in 
England by 2017 in relation to participation levels in physical activity and 
sport‖ (Leicestershire & Rutland Strategy for physical activity 2009-13). 

4.5 Projected service use and outcomes in 3-5 years and 5-10 years 

The proportion of the adult population that is obese has increased steadily between 
1993 and 2008, from 14.9% of the adult population nationally in 1993 to 24.5% in 
2008. The 2009 prevalence was 23%, a drop from 2008. However, there would need 
to be a reduction over a sustained period of time to indicate that there has been a 
genuine reduction in the prevalence of obesity.  

The Foresight report on obesityxvi predicted that by 2050, without action, 60% of men 
and 50% of women could be clinically obese. The impact of this would be an 
estimated increase in the cost of obesity related diseases of £45.5 billion per year.  

4.6 Evidence of what works 

Evidence supports the view that prevention strategies are more likely to be effective 
than treatment strategies.  For population level improvement, a single-intervention 
approach is less likely to be effective than a comprehensive intervention that 
promotes both healthy nutrition and physical activity.  Approaches targeting many, 
not one, setting are also more likely to be effective. 

NICE guidance on Obesity for Local Authorities, schools and early years providers, 
workplaces and the public states: 

Local Authorities: Local authorities should work with local partners to create and 
manage safe spaces for incidental and planned physical activity by: 



 

 

 Providing facilities and schemes such as cycling and walking routes, cycle 
parking, area maps and safe play areas 

 Making streets cleaner and safer, through measures such as traffic calming, 
cycle routes, lighting and walking schemes 

 Ensuring buildings and spaces are designed to encourage people to be more 
physically active 

Early Years Settings: 

 Nurseries and other facilities should minimise sedentary activities during play 
time 

Schools 

 Head teachers should assess the whole school environment and ensure that 
the ethos of whole school policies helps children and young people maintain a 
healthy weight. 

Workplaces 
Workplaces should provide opportunities for staff to eat a healthy diet and be 
physically active 

4.7 User views 

In 2010/11 the PCTs engagement team carried out a health and wellbeing event at 
Loughborough University. The event targeted employees at 10 different 
organisations and the aim of the event was to deliver information on healthy lifestyles 
within a group that is hard to reach because they work full time. The impact of this 
event will be followed up with a second event in the future.  
 
In 2009/10 the people of Leicestershire County and Rutland were asked to rate, in 
order of importance, the priorities of the Trust. 16 programmes were rated and 8% of 
the participants identified a need to improve obesity and physical activity 
programmes. This information was used to inform the PCTs local operating plan.  

4.8 Equality impact assessments 

Within this report we have reviewed obesity with respect to age and sex. However, 
other sections of the population will have different risk factors associated with 
obesity.  
 

 Socio-economic Group – Obesity prevalence is significantly higher in the 
manual employment groups for both men and women compared to non 
manual groups. Obesity prevalence is also higher in both men and women 
who have fewer qualifications.xvii 

 Black and Minority Ethnic Groups - There is no straightforward relationship 
between obesity and ethnicity, with a complex interplay of factors affecting 
health in minority ethnic communities in the UK. Obesity prevalence varies 
substantially between ethnic groups for both adults and children in the UK. xviii 
Estimates of adult obesity prevalence by ethnic group differ according to the 
measurement used, including BMI, waist-to-hip ratio and waist circumference. 
Black African women have the highest obesity prevalence when using waist 
circumference as a measure, compared to Bangladeshi women when using 



 

 

waist-to-hip ratio. Chinese men and women appear to have the lowest obesity 
prevalence whichever measure is used. 

 Obesity and Mental Health - There are bi-directional associations between 
mental health problems and obesity, with levels of obesity, gender, age and 
socioeconomic status being key risk factors. The mental health of women is 
more closely affected by overweight and obesity than that of men. There is 
strong evidence to suggest an association between obesity and poor mental 
health in teenagers and adults. The relationships between actual body weight, 
self-perception of weight and weight stigmatisation are complex and this 
varies across cultures, age and ethnic groups.xix 

4.9 Unmet need and service gaps 

There is a recognised gap regarding the provision of a population scale weight 
management intervention.  The services provided by the Leicestershire Dietetics and 
Nutrition Service (LNDS) are effective for the people who access them but they are 
not provided universally across LCR and have limited capacity. The proposal to 
explore the Social Impact Bond model attempts to address this by working across 
whole communities and seeking to attract private sector, or voluntary sector, 
providers into the market. 

4.10 Conclusions 
 

Obesity is a major contributor to ill health, premature death and health inequalities 
and has other impacts on society and the economy. The importance of reducing 
obesity has been recognised by the Health and Wellbeing Boards of Leicestershire 
and Rutland. A broad programme to prevent and reduce levels of obesity is coming 
together, but needs to be scaled up across the County and sustained in the long-
term to make a difference. Early intervention with children using a whole-family 
approach should remain a key focus. 

4.11 Recommendations for needs assessment work 
 

Obesity is an area the PCT has identified as a priority topic for a detailed needs 
assessment in 2011/12. 

4.12 Consultation 

The Staying Healthy Boards of Leicestershire and Rutland were consulted on early 
drafts in January 2012. 
 

4.13 Key contacts 

Mike Sandys, Consultant in Public Health.  Mike.Sandys@lcr.nhs.uk 

Mark Braham, Health Improvement Principal.  Mark.Braham@lcr.nhs.uk 
 

mailto:Mike.Sandys@lcr.nhs.uk
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5 SUBSTANCE MISUSE INCLUDING ALCOHOL 

5.1 Recommendations for commissioning 

 The Community Budgets plan to reduce health harm, crime and disorder, 
negative impact on children and families and associated costs needs to be 
fully implemented and adequately resourced. 

 Key elements of the community substance misuse treatment system need to 
be fully integrated to be effective and to ensure continuity of care. These 
elements include acute care, primary care, specialist services, pharmacies 
and social care. The same is true of the criminal justice treatment system. 

 The focus on recovery from substance misuse and reintegration into society 
should be maintained throughout the system, as well as the rebalancing of 
investment to tackle alcohol and drug problems. 

 Commissioning should be directed by national guidance and local needs 
assessment. Services should be tailored for equity of access and targeted for 
greatest impact. 

 The recently integrated, whole-system approach to tackling substance misuse 
across LCR needs to be properly evaluated. If this approach works and offers 
value for money, it should be sustained in the long-term. 

 

5.2 Who’s at risk and why 

Alcohol 
Alcohol is an important part of British culture, with many people enjoying alcohol as 
part of family life and social occasions. However, excessive alcohol consumption by 
some individuals and sections of the population is a cause for concern shared by 
both public services and members of our communities. 
 
Excessive alcohol consumption increases a person‘s risk of ill-health. This harm and 
its associated inequalities are entirely preventable. As well as the extreme harm that 
results in alcoholic liver disease and related conditions, excess alcohol consumption 
increases the risk high blood pressure and heart disease in the population and has 
wider social impacts such as domestic violence, mental illness and sexually 
transmitted infections. 
 
Reducing alcohol misuse will reduce the burden on hospital and community health 
and social care and other public services and will have a direct impact on life 
expectancy and health inequalities. 

Alcohol use in England, in 2009: xx 

 In 2007, 33% of men and 16% of women (24% of adults) were classified as 
increasing risk drinkers1. This includes 6% of men and 2% of women 
estimated to be higher risk drinkers2, when damage to health is likely. Among 

                                                
1 Increasing (or medium) risk drinking is regularly drinking more than the safe recommended levels but less than 
the level defined as high risk drinking, defined as: regularly drinking between 22 and 50 units of alcohol per week 
for males and between 15 and 35 units per week for females.  
2 Higher risk drinking is at levels that lead to significant harm to physical and mental health, defined as: men who 
regularly drink more than 8 units a day or more than 50 units of alcohol per week and women who regularly drink 
more than 6 units a day or more than 35 units of alcohol per week. 



 

 

adults aged 16 to 74, 9% of men and 4% of women showed some signs of 
alcohol dependence.  

 In 2009/10, there were 1,057,000 alcohol related admissions to hospital. This 
is an increase of 12% on the 2008/09 figure (945,500) and more than twice as 
many as in 2002/03 (510,800).  

 In 2009/10, 63% of alcohol related admissions were for men. Among both 
men and women there were more admissions in the older age groups than in 
the younger age groups. 

 There were 6,584 deaths directly related to alcohol in 2009, which was an 
increase of 20% on the 2001 figure (5,477). Of these alcohol related deaths, 
the majority (4,154) died from alcoholic liver disease.  

 It is estimated that the cost of alcohol related harm to the NHS in England is 
£2.7 billion in 2006/07 prices. 

 

Alcohol and crime 
The relationship between alcohol and crime is complex. Both offenders and the 
Probation service often cite alcohol as playing a significant role in offending 
behaviour. A report from the Institute of Alcohol studies (Alcohol and Crime, 2010)xxi 
found that: 

 Over one-third (37%)of offenders had a current problem with alcohol use; 

 A similar proportion (37%) had a problem with binge drinking; 

 Nearly half (47%) had misused alcohol in the past 

 32% had violent behaviour related to their alcohol use; and 

 38% were found to have a criminogenic need relating to alcohol misuse, 
potentially linked to their risk of reconviction 

 
More information on substance misuse and crime is available from the Offender 
Health chapter of the JSNA. 
 
Illegal drugs 
The use of illegal drugs often affects the most vulnerable and socially excluded 
individuals in our communities, bringing a range of problems and areas of public 
concern.  The health and social harms caused by drug misuse are significant and 
wide-ranging. The estimated cost is around £15.4 billion per year nationally for the 
most dangerous drugs, including crack cocaine and heroin.  Whilst all young people 
are potentially at risk of misusing drugs and alcohol, there are several groups who 
are at increased risk. These include children in care, young people absent from 
school, those involved in criminality and children affected by parental use.  
  
Drug use is strongly linked to a range of criminal activity such as burglary, robbery 
and vehicle crime, often used to fund an increasing habit.  The drug trade is also 
linked to more serious organised crime such as prostitution and the trafficking of 
people and firearms. 
 
Drug misuse among adults (16 - 59 years) in England and Wales: xxii 

 In 2009/10, 8.6% of adults had used one or more illicit drug within the last 
year, an overall decrease from 11.1% in 1996.  

 In 2009/10, 3.1% of adults had used Class A drugs in the last year, an 
increase from 2.7% in 1996. 



 

 

 In the British Crime Survey men report higher levels of drug use than 
womenxxiii, but there has been a decrease in the number using drugs in the 
last year (2009/10) in both men and women.xxiii 

 Adults living in a household in the lowest income group (£10,000 or less) have 
the highest levels of any drug use or Class A drug use compared with all other 
income groups xxiii. 

 Cannabis is now the drug most likely to be used by adults, reflected in a 
downward trend in users being treated for heroin or crack dependency. 

 In 2009/10, 7% of 16-59 year olds had used cannabis in the last year, 
compared with 7.9% in 2008/09. The number of heroin and crack users aged 
30-35 years has halved since 2005/06. 

 
Drug misuse among young adults (16 – 24 years) in England and Wales: 

 Frequent drug use among 16-24 year olds is more than twice as high as for 
16-59 year olds. There has been a decrease in frequent drug use in young 
adults since 2002/3xxiv. 

 The likelihood of using an illegal substance in under 16s is nine times higher 
for frequent truants (45%) than non-vulnerable young people (5%) and five 
times higher for young people arrested (27%) or excluded (26%). 

 In 2009/10, 20.0% of young adults had used one or more illicit drug in the last 
year following a long term decrease from 29.7% in 1996.  

 The use of Class A drugs, including heroin and crack, among young people 
has stabilised since 1996. In 2009/10, 7.3% of young adults had used a Class 
A drug in the last year. 

 Cannabis remains the drug most likely to be used by young people. 16.1% of 
survey respondents aged 16-24 had used cannabis in the last year in 
2009/10, a decrease from 18.7% in 2008/09.  

 

5.3 The level of need in the population 
 
Need relating to alcohol misuse in the population of LCR is illustrated in the Alcohol 
Factsheet. Data is also available in the JSNA core dataset available via: 
http://www.lsr-
online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1  
 
The LCR Substance Misuse Strategic Team is currently updating their annual needs 
assessment and treatment. This will be available at www.drugs.org.uk. 
 
The North West Public Health Observatory publishes Local Alcohol Profiles for 
England (LAPE) for PCTs and Districts. These are available via: 
http://www.lape.org.uk/  
 

Alcohol  

 An estimated 88% of adults (16 years and over) across LCR drink alcohol, 
which equates to over 487,000 people. xxv 

http://www.lsr-online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1
http://www.lsr-online.org/reports/leicestershire_joint_strategic_needs_assessment_jsna1
http://www.drugs.org.uk/
http://www.lape.org.uk/


 

 

 Most (70%) adults drink responsiblyxxv
. An estimated 24% (116,000) of adults 

drink at levels of increased risk3 to their healthxxv
. 

 Around 6% (30,000) of adults drink at levels of higher riskxxv and an estimated 
19% (105,000) of adults binge drinkxxvi. 

 The areas with the highest concentrations of high and medium risk drinkers 
are Loughborough, Coalville and South Wigston. 

 In 2009/10, there were 11,900 hospital admissions in LCR that were related in 
some way to alcohol (e.g. mental illness or assault) xxv. In the same year, 
there were 191 deaths attributable to alcohol and 1,600 hospital admissions 
that were specifically related to alcohol consumption (e.g. alcoholic liver 
disease or intoxication). xxv 

 There were 189 deaths from chronic liver disease in LCR between 2007 and 
2009. For males the mortality rate from liver disease was significantly lower 
rate (9 deaths per 100,000 population) than the England average (14 deaths 
per 100,000), however for females the mortality rate was similar to the 
England average (7 deaths per 100,000). xxv 

 In 2010/11, there were over 3,700 recorded crimes attributable to alcohol in 
LCR.  Again, the local rate was significantly lower than the England 
average.xxv 

 The direct public service costs in LCR associated with alcohol misuse have 
been estimated at between £50m and £60m. These costs include healthcare, 
crime, welfare benefits and children‘s and families services in 2009/10. 

 
Illegal drugs 

 There are currently 995 Problematic Drug Users (PDU‘s) in effective 
treatment in LCR. 

 70% of those engaged in effective treatment are reported to have recovered 
within the first two to three years in treatment.  In 2010/11, around half of the 
clients had been in treatment between two and four years. 

 The population in treatment is aging.  The number of clients in the 18 - 24 age 
range is decreasing over time whilst the proportion of clients in the older age 
groups is increasing.  In 2010-11 there was a reduction in clients in treatment 
aged under 25 and an increase in those over 44. 

 In 2009/10 about 1% of ambulance call outs for overdose per month 
(approximately 4 per month) were related to Heroin. 

 The areas with the highest concentrations of problematic drug users are 
Loughborough, Coalville and Hinckley. 

 

5.4 Current services in relation to need 
 
In 2010/11, Leicestershire  implemented a whole-system approach to tackling 
alcohol misuse as a pilot of the national Community Budgets programme. This pilot 
paved the way for a broader and more integrated to addressing the complex health 
and social issues of substance misuse. 
 

                                                
3
 Men who regularly drink more than 3 to 4 units a day but less than the higher risk levels and women who 

regularly drink more than 2 to 3 units a day but less than the higher risk levels  



 

 

Key partners across health, social care, crime and disorder and other sectors came 
together to agree priorities and commission a range of services to reduce the harm, 
inequalities and public service costs associated with substance misuse. The priority 
outcomes, with examples of services, are to:- 

 Reduce substance related crime and disorder (e.g. effective licensing and 

enforcement of underage sales, early intervention in criminal justice settings). 

 Minimise the negative impact on children and families of substance misuse 
(e.g. ability of ‘family facing’ staff to identify substance misuse issues within 

families, offer support and make appropriate referrals). 

 Improve health and well-being for all substance users (e.g. integrated acute 

and community substance misuse services, including specialist care and brief 
interventions in criminal justice and health settings). 

 Reduce public service costs by optimisation of all interventions and service 
delivery (e.g. awareness raising of alcohol-related harm and early intervention 
to reduce excessive alcohol misuse). 

 
 
The Leicestershire and Rutland Substance Misuse Strategic Team (SMST) lead the 
commissioning of community substance misuse treatment services. The SMST 
produces an annual needs assessment that draws on local data and service 
evaluation and national policy and guidance to inform the treatment plan for the 
following year.  
 
The SMST Needs Assessment provides more information on the drug and alcohol 
treatment services commissioned including: the visions and principles on which 
services are based, coverage and performance of services and information on the 
prevalence and engagement of clients in effective treatment.  The Needs 
Assessment also provides information on service user involvement and family and 
carer involvement. 
 
A substance misuse officer post within Children and Young People‘s Services and 
other staff Youth Offending Services focus on developing and delivering services for 
young people. 
 
Inpatient detoxification services are provided to patients who have difficulty in 
achieving abstinence through treatment in a community setting and who require 
assessment, stabilisation and assisted withdrawal from substances. 
 
In Drug Treatment and Recovery 2010-11, the National Treatment Agency (NTA) 
reported that 27,969 drug users left the treatment system dependence free in 2010-
11, an 18% increase on the previous year.  
 
Further information on drug and alcohol treatment is available from the SMST 
Needs Assessment. 
 

5.5 Projected service use and outcomes in 3-5 years and 5-10 years 

Between 2002/03 and 2009/10, the rate of alcohol-related hospital admissions more 
than doubled from 685 per 100,000 population to 1,403 per 100,000. This is driving 



 

 

up the costs of health and social care and other public services. Immediate action is 
needed to halt the rate of increase in alcohol-related admissions and eventually to 
reduce this trend. 

Based on numbers in treatment compared to estimated prevalence, it is estimated 
that around one quarter of problematic drug users in Leicestershire are not currently 
engaged in treatment. 

5.6 Evidence of what works 

Alcohol 
A combination of interventions over the long-term will be most effective in improving 
health and delivering a reduction in alcohol-related harm, crime and disorder and 
demand on public services. 

There is less published evidence available for alcohol interventions and treatment 
compared to drug services, nor have alcohol services been party to the same 
development opportunities as drug services. There is good evidence that brief 
assessment, advice and referral for specialist help, often referred to as a brief 
intervention, can significantly reduce alcohol consumption. The appropriate level of 
treatment will also reduce alcohol-related hospital admissions in an efficient way. 
xxvii,xxviii 

Moyer et al (2002)xxviii found that for every 8 to 12 brief interventions delivered, one 
person would reduce alcohol consumption to low-risk levels. This success rate is 
higher than similar brief interventions for smoking. Cost savings were demonstrated 
at four years in the same study. Over a six month period, the UK Alcohol Treatment 
Trial (UKATT)xxix demonstrated that specialist alcohol treatment delivered savings of 
nearly £1138 per dependent drinker treated. 
 
There is good evidence that brief interventions delivered in A&E by alcohol nurse 
specialists are effective in reducing alcohol consumption among hazardous and 
harmful drinkers to low risk levels (Models of Care for Alcohol Misuse)xxx. 

Drug treatment 
Treatment systems have evolved under various drug strategies to firstly ensure 
individuals are supported to access treatment and then to ensure that their treatment 
journey is effective. Treatment systems must now look beyond treatment itself to 
enabling service users to exit treatment having achieved their goals and free from 
dependence. 

The Drug Treatment Outcomes Research Study (DTORS)xxxi, published recently by 
the Home Office, evaluates the long-term effectiveness and cost effectiveness of 
drug treatment. The study concludes that drug treatment reduces the harm caused 
to communities from drug addiction, is effective in improving the physical and mental 
health of the individual treated and is cost-effective for around 80% of clients treated. 
The estimated cost to benefit ratio for drug treatment was 1 to 2.5, so for every £1 
spent on drug treatment, there is a saving of £2.50. 



 

 

5.7 User views 

In 2009/10, the people of LCR were asked to rate, in order of importance, the 
priorities of the Trust. 16 programmes were rated and 5% of the participants 
identified a need to improve community-based help for people with alcohol problems. 
This information informed the PCT‘s Local Operating Plan. 

In the same year, existing users of SMST commissioned services were asked for 
their views on current substance misuse services locally. The following areas were 
described as ―very effective‖ by the majority of respondents; 

 Advice & Information 

 Syringe Distribution Programmes 

 Prescribing Services 

 Complementary/Alternative Therapies 

 Service User Support 

 Family/Carer Support 
 
Areas perceived to be not as effective included the lack of support/outreach in 
certain areas of the County, limited long-term support with housing, benefits and 
employment and for recovery, including aftercare/relapse prevention. These issues 
formed the basis of a full treatment system review and re-procurement in 2011/12, 
involving further consultation.   
 
The SMST conducted a consultation and engagement phase for the full treatment 
system review in 2010/11 to ensure that views from a wide variety of sources, such 
as practitioners, service users, stakeholders and members of the local community, 
were taken fully into account.  A key finding from the consultation was that 66% of 
respondents stated that drug treatment services were not very accessible. Reasons 
for inaccessibility related to geographical location, opening times, building design 
and access. 
 
The Confidence, Reassurance, Accessibility and Visibility (CRAVE) survey, 
commissioned by Leicestershire Constabulary and Leicestershire County Council 
PLACE survey, asked whether people using or dealing drugs was a problem within 
their local area. The last survey data available is from 2008. Overall, the perception 
that drug use or dealing is a problem locally reduced from 30.3% in 2007 to 23.3% in 
2008, and was lower than the regional (29.8%) and national average (30.5%)xxxii.  

 
The CRAVE survey also asked whether people being drunk or rowdy is a problem 
within their local area. Overall, the perception that drunk or rowdy behaviour was a 
problem locally has reduced from 28.5% in 2007 to 23.0% in 2008 and in 2008 was 
lower than that of the regional (26.8%) and national average (29.0%). 

5.8 Equality impact assessments 

Age and Sex - For all age groups men are at greater risk from harmful or hazardous 
drinking. The age group at greatest risk (harmful and hazardous) are 16-24 year olds 
at 37%. Risk decreases with age by approximately 4% per age group. xiv 



 

 

Sexual Orientation - A number of reports propose that alcohol consumption is 
higher in gay men than in the general populationxxxiii  

Vulnerable Groups: The national alcohol strategy identifies a range of vulnerable 
groups such as ex-prisoners, street drinkers, survivors of childhood abuse, children 
of those who misuse alcohol and young drinkers. It argues these groups are more 
likely to have problems with alcohol and they are more likely to experience a whole 
range of other problems, such as mental illness, drug use and homelessness. 

Hard to reach groups: Limited information is available on hard to reach groups 
such as gypsies/travellers, asylum seekers and refugees accessing substance 
misuse treatment services. More information is available on services specifically 
designed to meet the needs of these groups is available in the SMST Needs 
Assessment. 
 
Ethnicity: BME recruitment into structured treatment is consistently reported as 
below both the regional and national averages for SMST partnerships. This may 
indicate a systemic inequity that is also reflected in the under representation of BME 
groups in treatment when compared to population data. 

There are no available data on alcohol consumption related to religion or disability. 

5.9 Unmet need and service gaps 

 Key gaps in provision identified in the SMST-led review and re-procurement of 
substance misuse treatment services were as follows. 

1. Lack of provision in some parts of the counties 
2. Inequity of access and availability of interventions 
3. Disparity between drugs and alcohol [as well as shift in types used]. 
4. Lack of co-ordination between treatment service and mainstream 

provision 
5. Refocusing to an integrated recovery system. 

The new model of delivery across criminal justice and community pathways is 
becoming established and needs to be properly evaluated to ensure these gaps 
have been addressed. 

 Improving the range, quality and availability of local intelligence is essential for 
designing effective services and monitoring outcomes across the whole system. 
The collection of data relating to young people, criminal justice services and A&E 
attendances would be particularly useful. 

 Demand for inpatient services for drug and alcohol detoxification is 
outstripping supply. Capacity needs to be increased locally, ideally in a risk 
sharing arrangement with Leicester City or on a regional basis. 

 Evidence supporting social marketing for alcohol harm reduction is emerging 
and the extent of national campaigns has reduced. There is a case for a large-
scale local campaign in order to influence social norms in relation to alcohol, 
particularly amongst young people. 

 Continuing to refocus on recovery requires the development of recovery 
networks and communities across the counties and the identification of recovery 
champions across services and strategic bodies to support this development. 



 

 

5.10 Conclusions 

Substance misuse doesn‘t just harm individual health. It has a major social and 
financial impact on families, communities and public sector organisations. Great 
progress has been made over the last year to integrate drug and alcohol services, 
join up efforts across organisations, rebalance priorities and re-commission whole 
systems of treatment. These developments have the potential to improve health, 
reduce crime and disorder, save costs and improve outcomes for children and 
families. To make a sustainable change, we need to understand our baseline 
position, evaluate our successes and maintain our investments. 

5.11 Recommendations for needs assessment work 
 

Further information on substance misuse needs in Leicestershire is available from 
the following sources: 

 Leicestershire & Rutland Substance Misuse Strategic Team Adult & Young 
Persons Substance Misuse Needs Assessment 2011 

 Summary of Attendees at Accident and Emergency for Assault: Leicestershire 
2009/10 

 Analysis of Alcohol Specific Admissions in Leicestershire 2009/10 ‗Frequent 
Flyers‘ Report 

 Summary of the Review of Chronic Liver Disease Mortality in Leicestershire 
and Rutland 2001-10 

 

The Substance Misuse Strategic Team (SMST) are currently updating their needs 
assessment on alcohol and substance misuse. This will be made available through a 
link on the JSNA website. 
 
Future work should include equity audit to better understand access to services 
relative to need, including recruitment into structured treatment by BME and other 
hard to reach groups. 

5.12 Consultation 

Leicestershire Substance Misuse Board members and the Staying Healthy Boards of 
Leicestershire and Rutland were consulted on early drafts in January 2012. 

5.13 Key contacts 

Paul Stratton, Senior Public Health Manager – Substance Misuse Paul.stratton@lcr.nhs.uk  
Julian Mallinson, Consultant in Public Health. Julian.Mallinson@lcr.nhs.uk 

Debbie Langham, Performance Manager. Debbie.langham@drugs.org.uk 
Mark Thomas, Young People‘s Substance Misuse Commissioning Lead. 

Mark.Thomas@leics.gov.uk 
Janine Dellar, Associate Director - Public Health Intelligence. Janine.dellar@lcr.nhs.uk 
Anita Parmar, Project Manager – Community Budgets Team. Anita.parmar@leics.gov.uk 
Susan-Louise Hope - Adult Commissioning Manager, Leicestershire SMST. 

Susan.hope@drugs.org.uk  
Debra Cunningham - Strategic Manager, Leicestershire SMST. 
Debra.cunningham@drugs.org.uk 
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6 AVOIDABLE INJURY 

6.1 Recommendations for commissioning 
 

 Avoidable injury in the broadest sense is an emerging issue and, beyond road 
traffic incidents, represents gap in our knowledge. 

 A detailed assessment of needs, current services and what works to reduce 
avoidable injury, including user views and wider consultation, should be 
included in the next programme of JSNA work. 

6.2 The level of need in the population 

In 2007/09 there were over 2400 people killed or seriously injured on the road in 
Leicestershire County and Rutland iv.  The rate of road injuries and death in LCR is 
significantly higher than the England average, with a rate of 55 people killed or 
seriously injured on the road per 100,000 population compared to 48 per 100,000 
nationally.  
 
There is significant variation within LCR with the rate of death and serious injury on 
the road. The rate is significantly higher than the England average in Rutland, 
Harborough, Melton and North West Leicestershire and significantly lower than the 
England average in Hinckley and Bosworth, Blaby, Charnwood and Oadby and 
WigstonError! Bookmark not defined..   
 
The rate of serious accidental injury relating to hospital admissions in Leicestershire 
(322 per 100,000 population) and Rutland (338 per 100,000) is similar to the 
England average (326 per 100,000)xxxiv.  However, these rates relate to over 3000 
serious accidental injuries in Leicestershire and almost 200 in Rutland. 
 
The rate of road traffic casualties in has decreased between 2002 and 2009 in both 
LCR and Englandxxxiv.  The rate in LCR has decreased by 37% over this time from 
530 road traffic casualties per 100,000 population to 335, which is a greater drop 
than England as a whole (34%). 
 
The rate of pedestrian casualties has decreased in England since 2002 from 68.2 
casualties per 100,000 population to 45.5 in 2009xxxiv.  The rate in LCR has 
remained substantially lower than the England average throughout this period and 
has also decreased, from a rate of 38.4 pedestrian casualties per 100,000 population 
in 2002 to 29.1 per 100,000 in 2009. 
 

6.3 Recommendations for needs assessment work 
 

A detailed assessment of needs, current services and what works to reduce 
avoidable injury should be included in the next programme of JSNA work. User 
views and wider consultation will be covered at this stage. 
 
 



 

 

7 DATA FACTSHEETS 

Tobacco factsheet: 

 Estimated number of people aged 18 years and over that smoke 2009/10 

 Smoking prevalence by age and sex, 2009 England 

 Estimate of smoking prevalence Adults aged 18+ 2009/10 

 Self reported cigarette status England adults aged 16 and over 

 Estimates of adult smoking prevalence Adults aged 16 and over 2006-08 
middle layer super output area 

 Smoking quitters per 1,000 population 2009/10 Peer PCTs 

Obesity factsheet: 

 Estimated number of people aged 16 years and over that are obese 2006-08 

 Estimate of obesity prevalence adults aged 18+ 2006-08 

 Body Mass Index, England adults aged 16 and over 

 Estimates of adult obesity prevalence Adults aged 16 and over 2006-08 
middle layer super output area 

 Obesity prevalence by age and sex 2009 England, Percent of adult population 

Alcohol factsheet: 

 Estimated number of people that abstain from drinking alcohol Mid 2008 
Estimates 16+ 

 Alcohol related hospital admission 2002/03-2009/10 

 Synthetic estimates of the percentage of the population aged 16 years and 
over who report engaging in binge drinking (2007-2008) 

 Estimated numbers of high and medium risk drinkers 

Avoidable injuries factsheet: 

 Road injuries and death 2007-2009 

 Road injuries and deaths rate per 100,000 population 2007-09 

 Serious accidental injury relating to hospital admissions per 100,000 
population 2008-09 

 Pedestrian casualties per 100,000 population 



 

 

 Road traffic casualties per 100,000 population 
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