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1.1 INTRODUCTION

Health inequalities are a key cross cutting theme that will be evident in every area of 
health and social care that has been considered within the JSNA. It is therefore 
important in reading the JSNA to remain aware of inequalities in health.

The Director of Public Health Annual Reports for 2010 and 2011 are key resources 
for understanding health inequalities. The 2010 report focuses on health inequalities 
and the 2011 report focuses on the health of children.1,2

Health in Leicestershire as in the rest of the UK is improving. However over the last 
10 years health inequalities between different social classes and groups have 
widened. Health inequalities are unjust differences in health outcomes or measures 
between different individuals or groups. They can be defined as 'systematic and 
potentially remediable differences in one or more aspects of health across 
populations or population groups defined socially, economically, demographically, or 
geographically' (Starfield 2001). 3

Health Inequalities are measured in different ways e.g. life expectancy at birth or 
through capturing how healthy people are e.g. disability free life expectancy. These 
measures represent differences in health of different populations and reducing them 
provide useful markers towards creating a more equal, healthy and fairer society.

As well as geographical and economic inequality, inequalities exist within specific 
population groups as a result of social exclusion. Leicestershire has a number of 
population groups that are often on the margins of society and particularly at risk of 
poor health. These groups frequently experience difficulty in gaining access to health 
care. Examples  include black and minority ethnic people; disabled people; people 
with mental health problems; gay, lesbian and bisexual people; transgender people; 
prisoners/offenders; gypsies and travellers; the homeless; asylum seekers and 
refugees.. Additional risk factors for these groups can include poor support systems, 
isolation, alcohol and substance misuse and unemployment. 

Clearly people affected by one dimension of deprivation are more likely to 
experience multiple deprivation. The specific health needs of socially excluded 
groups are discussed in related chapters; however it is important to remember that 
many individuals will belong to more than one group which make their health needs 
more complex.

Rural deprivation and rural health inequalities are also important issues for 
Leicestershire. On average people in rural communities enjoy better health and 
wellbeing than their urban counterparts, However many rural areas are characterised 
by high levels of inequality within them. The concept of the 'rural idyll' - an idealised 
stereotype of country life ignores the real difficulties faced in many rural 
communities, such as poverty, lack of services, poor public transport and traumatic 
social or economic changes at a local level.

Overall, inequalities in health arise largely because of social inequalities in society -
the social determinants of health, otherwise known as ‘the causes of the causes’.4
Factors including employment, education, housing, transport, leisure, neighbourhood 
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renewal, child poverty, fuel poverty, food poverty and crime and disorder all make a 
significant contribution to health and wellbeing.

Lack of access to high-quality health and social care are important contributing 
factors in terms of health inequalities and universal access is necessary to deal with 
problems of illness when they arise. The Department of Health (the Department) 
estimates that around 15 to 20 per cent of inequalities in mortality rates can be 
directly in•uenced by health interventions which prevent or reduce the risk of ill 
health5.

The NHS therefore largely addresses the consequences of inequalities in health that 
manifest themselves in disease. The development of Health and Wellbeing Boards 
through the leadership of local government offers greater opportunities for tackling 
the social determinants of health in partnership with the NHS which is vital to 
reducing health inequality. 

“Healthy Lives, Healthy People” the Public Health White Paper, published in 
November 2010 aims to drive down health inequalities and improve health at key 
stages of people’s lives6. It builds on “The Marmot Review, Fair Society, Healthy 
Lives – A Strategic Review of Health Inequalities in England post 2010” 7 which 
focussed on the clear evidence that social inequalities result in many lives being cut 
short and many people not living life to the full and enjoying opportunities open to 
them. 

The Marmot Review concluded that inequality is bad for health and reiterated that 
health inequalities are created by inequalities in people’s social and economic 
environments. These influences accumulate across the lifespan and manifest in 
differing levels of health or disease, and in disability or early death. The report clearly 
shows that disadvantage starts before birth and accumulates throughout life. The 
adoption of a life course approach is recommended to break the link between early 
disadvantage and poor health outcomes. Giving every child the best start in life was 
put forward as the Marmot Review’s highest priority recommendation. 

The Marmot Review also suggests there is a social gradient in health. Action needs 
to focus on reducing the gradient in health as concentrating solely on the most 
disadvantaged will not reduce health inequalities sufficiently. To reduce the 
steepness of the social gradient in health, actions must be universal, but with a scale 
and intensity that is proportionate to the level of disadvantage.

Commissioners and partners across health and social care have a broad 
responsibility to tackle and positively influence social determinants of health. 
Commissioners must also ensure that services are commissioned equitably 
(including compliance with the 2010 Equality Act8). In essence, commissioners will 
need to ensure that equity sits alongside quality as a key standard. Therefore for all 
services commissioned, indicators of equity should be developed and monitored.

The Health and Social Care Act 2012 and its associated 2010 White Paper Equity 
and Excellence9 state that engaging with community and population health will 
become a policy imperative for GPs as commissioners New and challenging roles 
are emerging for general practice in tackling health inequalities particularly through 
partnership working. Clinical Commissioning Groups Consortia will have a duty to 
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promote equalities and to work in partnership with local authorities, for instance in 
relation to health and adult social care, early years services, public health, 
safeguarding and the wellbeing of local populations

1.2 KEY ISSUES AND GAPS

Life expectancy - health inequalities as measured by life expectancy 

On the whole Leicestershire is an affluent and healthy county. Both men and women 
are likely to live longer on average in Leicestershire than in the rest of England. 
Despite this, inequalities do exist. Leicestershire has geographical pockets of relative 
deprivation. Leicestershire has a variation in life expectancy between boroughs and 
across nationally identified super output areas. The difference in life expectancy 
between the most and least deprived individuals in Leicestershire County and 
Rutland is 5.9 years for males and 4.7 years for females (2005-09). 10

The causes of premature mortality that exist in deprived and socially excluded 
populations in Leicestershire are:

• Circulatory disease and cancers remain the main causes of premature death 
in Leicestershire. This is in line with national trends with disproportionately 
higher rates seen in certain geographical areas and amongst certain 
population groups 

• For some conditions such as malignant melanoma, people in Leicestershire
have higher rates of disease than England generally 

• Poor nutrition (including breast feeding), emotional and mental health and 
smoking all contribute to the mortality gap 

• There are higher rates of low birth weight babies and infant mortality in areas 
of deprivation and high risk groups. The main drivers of infant mortality have 
been identified as smoking in pregnancy, sudden unexplained death in 
infancy, maternal obesity and teenage pregnancy. 11

1.3 RECOMMENDATIONS FOR COMMISSIONING

Commissioners across health and social care have a broad responsibility to tackle 
social determinants of health. They also need to ensure that services are 
commissioned equitably and additionally that commissioning decisions comply with 
the 2010 Equality Act8. 

In essence, commissioners will need to ensure that equity sits alongside quality as a 
key standard and indicators of equity are developed and monitored for all services 
commissioned.

The key actions identified in the health inequalities strategy and action plan for 
Leicestershire are:

1. Supporting families, mothers and children – to ensure the best possible start 
in life and break the inter-generational cycle of health
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2. Engaging communities and individuals – to ensure relevance, responsiveness 
and sustainability

3. Preventing illness and providing effective care including: 
a. Strengthening smoking cessation and tobacco control
b. Providing effective substance/alcohol misuse services 
c. Improving sexual health services
d. Tackling obesity / healthy weight
e. Effective management of cardiovascular disease and diabetes
f. Cancer – early diagnosis and better management
g. Childhood immunisation – improved delivery

4. Addressing the underlying (wider) determinants of health including 
income/poverty, housing, education and employment through:

a. First contact services
b. Debt management / financial sustainability
c. Employment
d. Housing
e. Transport

The Director of Public Health Annual report in 2010 focussed on Health Inequalities1

and the Annual Report in 20112 focussed on children’s health. It should be ensured 
that the more detailed recommendations identified in these reports should be 
implemented.

1.4 WHO’S AT RISK AND WHY

The Marmot review concluded that people living in the most deprived 
neighbourhoods will on average die seven years earlier than people living in the 
richest neighbourhoods. Even more disturbing, people living in poorer areas not only 
die sooner, but spend more of their lives with disability – an average total difference 
of 17 years. 7

Health Inequalities also exist within specific population groups as a result of social 
exclusion i.e. vulnerable groups who experience health inequalities. In Leicestershire 
there are specific vulnerable groups who experience health inequalities: 

• Black and ethnic minority communities 
• Gypsies and Travellers 
• People who are homeless 
• People with mental health problems 
• People with disabilities 
• People with learning disabilities 
• Prisoners 
• Looked after children 
• Teenage parents and the children of teenage parents 
• Families living in poverty 
• Certain people living in rural areas
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1.5 THE LEVEL OF NEED IN THE POPULATION

Although life expectancy has increased in Leicestershire County and Rutland over 
the last few years, inequality remains.  

Life expectancy
Life expectancy is a key measure of the overall health of the population. It allows us 
to measure improvements in the overall health of the population over time and to 
measure differences in health status between different populations.

Between 2001-03 and 2007-09 life expectancy has increased significantly in 
Leicestershire County and Rutland (LCR) for both males and females, from 78.0 
years to 79.7 years for males and from 81.7 years to 83.4 years for females.  Life 
expectancy in LCR has remained significantly higher than the England average for 
both males and females throughout this time. 12

The slope index of inequality (SII)10 is a single score which represents the gap in 
years of life expectancy between the best-off and worst-off within each local 
authority.  Overall in Leicestershire County and Rutland the gap in life expectancy 
between the best and worst off is estimated to be 6.1 years for males and 5.5 years 
for females.10

Life expectancy and deprivation in local authority districts in Leicestershire
All districts have similar life expectancy to the LCR average apart from North West 
Leicestershire which has significantly lower life expectancy for both males and 
females. Both males and females in North West Leicestershire can expect to live 
approximately a year less than the LCR average.  

For males in LCR the SII suggests that the greatest gap in life expectancy is in 
Charnwood, where the gap in life expectancy is estimated to be 9.6 years between 
best and worst, the smallest is in Blaby where the gap is 2.2 years.  For females the 
SII suggests the greatest gap in life expectancy is in Oadby and Wigston where 
there is estimated to be a gap of 9.3 years between best and worst, this compares to 
Blaby where the difference is estimated to be 1.1 years.  However, this should be 
interpreted with caution as large confidence intervals mean that differences between 
districts are not significantly different. 13

Main causes of health inequalities at local authority district level 
Table 1 shows the main two causes of death that contribute to the inequalities gap 
for each district. In each case these two causes account for between 46 and 70% of 
the inequalities in each district and suggest that the most significant factor in these 
health inequalities is circulatory disease. 14

The key to reducing inequalities in life expectancy in the short term is linked to 
addressing the factors that cause circulatory diseases (and indeed the vascular 
diseases as a whole: cardiovascular disease, diabetes and chronic kidney disease),
cancer and respiratory diseases, in particular chronic obstructive pulmonary disease. 
Cardiovascular diseases have a common set of risk factors: poor diet, obesity, lack 
of physical activity, high blood pressure and smoking and these risk factors are 
explored in more detail in the Staying Healthy chapter. Cancer shares many of the 
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risk factors for CVD including smoking, poor diet, obesity. COPD is also strongly 
associated with smoking.

In addition effective secondary prevention of cardiovascular disease, diabetes and 
COPD and earlier diagnosis and effective treatment of cancer will all have a 
relatively quick impact on premature mortality rates. 

Table 1: Top two causes of health inequalities for each district

Cause 1 Cause 2
Male Female Male Female

Blaby
All circulatory 
diseases

Respiratory 
diseases Other

All circulatory 
diseases

Charnwood
All circulatory 
diseases

All circulatory 
diseases

Respiratory 
diseases

Respiratory 
diseases

Harborough
All circulatory 
diseases All cancers

External 
causes Other

Hinckley & Bosworth
All circulatory 
diseases

All circulatory 
diseases

Respiratory 
diseases Other

Melton
All circulatory 
diseases

All circulatory 
diseases

Respiratory 
diseases Other

North West 
Leicestershire

All circulatory 
diseases

All circulatory 
diseases

Respiratory 
Diseases All cancers

Oadby & Wigston
All circulatory 
diseases All cancers All cancers

Respiratory 
Diseases

Rutland
All circulatory 
diseases

Under 28 
days All cancers

All circulatory 
diseases

Source: Health Inequalities Intervention Tool -
http://www.lho.org.uk/LHO_Topics/Analytic_Tools/HealthInequalitiesInterventionToolkit.aspx

Mortality
In 2010 there were almost 6000 deaths in Leicestershire County and Rutland, over 
two thirds of these were in those aged over 75, and almost a quarter were in women 
aged over 85. 15

When looked at by the main cause of death the most common cause of death was 
diseases of the circulatory system (32%), followed by cancers (30%) and diseases of 
the respiratory system (13%). When looking at deaths in those under 75, cancers 
were the most common cause of death (45%), followed by diseases of the circulatory 
system (24%), and diseases of the respiratory system (8.4%).15

All age all cause mortality (AAACM) is strongly linked to life expectancy. Good 
progress in reducing all age all cause mortality rates will be reflected in improving life 
expectancy rates.  In LCR between 2005/07 and 2007/09 the AAACM rate has 
decreased significantly for both males and females and 2007/09 is significantly lower 
than the England average for both sexes.12

A mosaic profile of AAACM in Leicestershire County and Rutland can help us to 
understand the populations most at risk.  This shows that some groups have a 
significantly higher rate of AAACM than the LCR average, the highest rate was in 
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‘lower income workers in urban terraces in often diverse areas’, the rates in ‘young 
people renting flats in high density social housing’ and ‘families in low-rise social 
housing with high levels of benefit need’ were also high.16

Gypsies and Travellers:
In 2004 the Department of Health commissioned the “Health Status of Gypsies and 
Travellers in England” from the University of Sheffield17. This reported that Gypsy 
Travellers have significantly poorer health than any other disadvantaged UK 
residents. The Equality and Human Rights Commission in 2009 conducted a review 
of the inequalities experienced by gypsy and traveller communities.18  The review 
found that Gypsies and Travellers die earlier than the rest of the population and 
experience worse health, yet are less likely to receive effective, continuous 
healthcare.

Black and Minority Ethnic Groups:
In 2007 the Parliamentary Office of Science and Technology19 reported that Black 
and minority ethnic (BME) groups generally have worse health than the overall 
population, although some BME groups fare much worse than others, and patterns 
vary from one health condition to the next. Evidence suggests that the poorer socio-
economic position of BME groups is the main factor driving ethnic health 
inequalities.19

Rural Inequalities
Rural inequalities often remain hidden due to the way in which deprivation is 
measured e.g. indicators using car ownership as a measure of wealth, which is 
known not to be appropriate in rural areas.  Lack of a good public transport 
infrastructure means that car ownership in rural areas is a necessity rather than a 
luxury. This results in poorer households becoming more impoverished due to the 
need to maintain a family car. 

Deprivation, as seen in urban areas, has traditionally been tackled in area-based 
initiatives. It is harder to target resources in rural areas due to the difficulties in 
collecting small area data and identifying deprivation in sparsely populated areas. 

In deprived rural populations, wealthy surrounding areas can create spatial 
exclusion, making access to jobs and services highly dependent on money and 
access to transport. Above average housing costs can co-exist with below average 
local wages and low-income households struggle to find accommodation close to 
jobs and services. 

Rural areas can experience particular forms of deprivation:
• household deprivation: low incomes and lack of housing opportunities
• opportunity deprivation: decline in services and employment
• mobility deprivation: difficulties in obtaining access to jobs, services and 

facilities
• poverty including fuel poverty

Significant challenges exist with service provision (care and support services) in rural 
areas including economies of scale resulting in most services being located in highly 
populated urban areas-particularly specialist services such as care and support 
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services for people with mental health problems. This has a serious effect on access 
to services in urgent or crisis situations; the availability of outreach services for those 
who cannot leave their homes; and response times for on-call doctors who serve 
large, sparsely populated areas. 

Rural inequalities exist for specific diseases/situations as manifest in poorer health 
outcomes: some cancers, mental health including increased risk of suicide in 
farmers.

1.6 CURRENT SERVICES IN RELATION TO NEED

There are many areas of good practice that have been developed across the PCT 
specifically to address health inequalities, and are specifically targeted to areas of 
greatest need. These include: 

Early Access for women to maternity services
‘Baby Beginnings’ is a project delivered by a private antenatal education service 
based in Hinckley (Baby Dolly). It is funded through the Sure Start Children Centre 
Grant (now the Early Intervention Grant). The work of the project is commissioned by 
the Locality Partnership Group – a multi-agency planning and commissioning group 
leading on the implementation of the Hinckley and Bosworth Sure Start Children 
Centre Programme.  The service is aimed at more ‘vulnerable’ women resident 
within Hinckley and Bosworth. It provides a tailored antenatal programme designed 
to improve their confidence and skills in early parenting.

Smoking Cessation
Smoking cessation services are tailored to the needs of the client and there are 
specific services targeted to meeting the needs of the most vulnerable. For example, 
a teenager who is pregnant and smoked will be offered a referral into the stop 
smoking service by her midwife at any stage through the pregnancy. The service will 
then be designed to meet the needs of the individual client to provide maximum 
support, including home visits, advice on nicotine replacement therapy and other 
support mechanisms to improve success. 

Breastfeeding
Leicestershire Partnership Trust (LPT) has been working with maternity and local 
authority services to increase both the initiation and continuation of breastfeeding. 
The aim is to achieve the standards of care as set out by the UNICEF/WHO Baby 
Friendly Initiative (BFI)20. Best practice in community settings is represented by the 
seven point plan for sustaining breastfeeding in the community. The aim is to provide 
mothers with consistent, evidence based care throughout their breastfeeding 
experience. We have recently achieved Stage 1 of the BFI accreditation process. 

Obesity and physical activity
A number of new multi-agency programmes have been developed in order to offer a 
range of treatments and services as part of the obesity care pathways. In 2010-11, 
Leicestershire Nutrition and Dietetics Service (LNDS) launched the Family Lifestyle 
Clubs (FLIC) in targeted neighbourhoods, specifically to support families with 
overweight children aged 4-8 years old. 
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Children’s Centres
Services delivered through the Leicestershire children‘s centre programme are 
locality developed and tailored to the needs of individual localities and districts.

There are 36 children’s centres spread across the six localities of Leicestershire, 
providing county wide coverage. Children’s centres supplement services and 
activities in the local area. Targeted services are accessed via referral for vulnerable 
parents or families with additional needs – not for the wider public. Services provided 
will differ depending on the needs and priorities of the local area.  

Sure Start children’s centres have two child/ family health specific targets (improved 
uptake of infants continuing to be breastfed at 6-8 weeks and reduction in proportion 
of children in school reception year who are obese) and a wider set of health related 
outcomes that Ofsted inspections will include. Within localities and children centre 
reach areas, local priorities for the children’s centre programme are informed by a 
local analysis of needs. The range of health services that are directly delivered from 
children’s centres varies depending on local needs and the existing configuration of 
services. In most localities, children centre and health teams work closely through a 
named midwifery and health visitor link who take a lead role for liaison with the 
centre and the identification of families with additional needs. In some centres health 
visitor teams are co-located with children centre staff.

Health service practitioners are members of informal multi agency networks/ 
communities of practice that support integrated working. Children’s centre 
programmes have established “systemic points of contact” linked to the Healthy 
Child Programme targets, in order to improve the take up of the universal and 
targeted health service offer. 

Under the supervision of children centre co-ordinators, and in some instances health 
visitors, family outreach workers work individually with targeted children and 
vulnerable families who are identified to need additional support.  Family outreach 
workers also support families in gaining protective factors through contributing to 
child health clinics, breastfeeding support groups, baby massage, weaning groups 
and parenting courses. In recognition of the importance of predictive poor health 
outcomes for teen parents, bespoke programmes have been commissioned to 
support teen parents in parenting skills and in returning to education and training. 

1.7 PROJECTED SERVICE USE AND OUTCOMES IN 3-5 YEARS AND 5-10 
YEARS

Across NHS Leicestershire County and Rutland the health inequalities gap is 
widening and is projected to grow. 

If the inequalities gap continues to grow over the next 5 – 10 years demand for 
treatments services will increase. The focus on inequalities needs to be preventative 
and follow the life course.

The ongoing financial recession combined with cuts to funding for public and 
voluntary sector funding are is predicted to widen health inequalities 
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1.8 EVIDENCE OF WHAT WORKS

Professor Sir Michael Marmot in his Strategic Review of Health Inequalities in 
England, Post 2010 – Fair Society Healthy Lives presented an evidence-based 
strategy for the reduction of health inequalities with a focus on policies and 
interventions that address the social determinants of health7. 

These include: 

• A Life course approach - from early years to considerations for development 
through to adulthood and old age. 

• Addressing social inequalities 

• A universal approach – a broader look at inequality. 

• Reducing health inequalities will require action on six policy objectives. The 
vision is to: 

1. Give every child the best start in life 

2. Enable all children young people and adults to maximise their 
capabilities and have control over their lives 

3. Create fair employment and good work for all 

4. Ensure healthy standard of living for all 

5. Create and develop healthy and sustainable places and communities 

6. Strengthen the role and impact of ill health prevention

Giving every child the best start in life was put forward as the Marmot 
Review’s highest priority recommendation. 
Marmot review – a life course approach to addressing inequalities from childhood to 
adulthood and old age7. 

SEPHO: Health Inequalities – Best practice sharing of what works to address 
inequalities in health (http://www.sepho.org.uk/healthinequalities.aspx). 

Building Social Capital - Putnam21 - looking at Asset mapping and building on 
strengths of communities

Family based National policy: 

• Every Child Matters 
(https://www.education.gov.uk/publications/standard/publicationDetail/Page1/
DfES/1081/2004)  

• Healthy Start (http://www.healthystart.nhs.uk/) 

• Change for Life (http://www.nhs.uk/change4life/Pages/change-for-life.aspx) 
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Health Inequalities National Support Team has produced tools and guidance for 
local health and social care partners to reduce inequalities in health by focusing on a 
systematic and scaled up approach to commissioning and delivering interventions 
that will make a difference to health at a population level. The approach uses a 
diagnostic model for systematic analysis of the contributors to commissioning 
effective health outcomes, and a series of workshops drilling down to the 
contributors of the health inequalities gap as it relates to the local area. 
http://www.dh.gov.uk/en/Publichealth/NationalSupportTeams/HealthInequalitie
s/index.htm

Tackling Health Inequalities: 10 Years On (2009) A review of developments in 
tackling health inequalities in England over the last 10 years. 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalas
set/dh_098934.pdf

Tackling Health Inequalities, A Programme for Action
(2003),http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/do
cuments/digitalasset/dh_4019362.pdf

1.9 UNMET NEED AND SERVICE GAPS

Health inequalities are driven by unmet needs and gaps in the services provided for 
vulnerable populations. The DPH annual reports for 2010 and 2011 identify a 
number of recommendations for improving services and addressing these gaps. 
Health inequalities are not an isolated issue and each chapter of the JSNA will 
identify areas of unmet need and service gaps that need to be addressed through 
the services that are commissioned for each service area. 

1.10 CONCLUSIONS

Despite ongoing improvements in the overall health status of people in 
Leicestershire, health inequalities continue to widen. 

The key to tackling the life expectancy gap in the short term is by:

(1) Tackling the factors that cause circulatory diseases and cancer - particularly 
smoking, obesity, lack of exercise and alcohol abuse

(2) Developing effective mechanisms to promptly diagnose and manage 
cardiovascular disease, diabetes, COPD and cancer 

More broadly there is also an increasing recognition e.g. from the Marmot Review7 of 
the role of social determinants (‘causes of the causes’) in creating health inequalities. 
These influences accumulate across the lifespan and manifest in health or disease, 
disability or early death. 

There is an imperative upon commissioners to deliver evidence-based strategies and 
actions to reduce health inequalities by addressing the social determinants of health.  
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In doing so it is  important to adopt a life course approach and to particularly  focus 
on the early years and to give every child the best start in life. 

In addition commissioners have a broad mandate to ensure that services are 
commissioned equitably. Equity must sit alongside quality as a key standard and
indicators of equity should be developed and monitored for all services 
commissioned. 

Healthy equity is everyone’s business. It is in everyone’s interest to help create a 
fairer and therefore healthier society.

1.11 RECOMMENDATIONS FOR NEEDS ASSESSMENT WORK

Needs Assessment work is currently taking place within priority place boroughs. 
There is a need to shift focus to identifying community assets geographically and 
population based to build social capital. 

There is a need to refresh the health equity audit of smoking cessation services. 
Health equity audit is an essential tool for address health inequalities as this 
methodology reviews services in relation to health needs and is designed to identify 
areas of “inequity” to support service design specifically targeted at reducing health 
inequalities. 

There is more detail on unmet need for children and young people in the Children 
and Young People’s JSNA Chapter.

1.12 DATA FACTSHEETS

Health Inequality factsheet:

Trends in life expectancy 2001-03 – 2007-09

Life expectancy in LCR Districts

Map of all age all cause mortality

Causes of death in persons under 75 years of age

Life expectancy by deprivation deciles, showing Slope Index of Inequality

Profile of deaths by age and sex
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