


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I am grateful to the Gloucestershire County Archive Office for help tracking down the 
last comprehensive Gloucestershire public health annual report from 1972. Extracts 
from this report - the Gloucestershire County Council Annual Report of the County 
Medical Officer of Health and the Principal School Medical Officer 1972 - are used 
throughout, with the kind permission of the Gloucestershire Archive Office. 



Welcome 
 
 

  
 
 
The year is 1972 and the local Director of Public Health's annual report describes a 
health service on the brink of the largest reorganisation since 1948, with the country 
facing a huge economic challenge. Health services in the community are developing 
steadily with a new health centre opening in Kingswood and community nursing 
working more closely with general practices. 
 
Fast forward to Autumn 2010 and there are remarkable parallels in the international 
economic climate and NHS reorganisation. And the builders are on site again at 
Kingswood Health Centre making way for a new GP surgery and adjacent Children’s 
Hub. 
 
The 1974 changes saw public health transfer from Gloucestershire County Council to 
the NHS: the current changes will see responsibility for public health transferring back 
to the local authority. Public health, in some respects, is returning to its roots. For this 
reason I have chosen to pick up the story from the 1972 report and provide a 40 year 
update.  
 
 
The old report is fascinating. It was written the year before I went to medical school 
and despite the feeling that some problems never change, there have, in fact, been 
huge changes in health over the intervening period. Some sentences could be cut and 
pasted into a 2010 report: others make the reader’s jaw drop. 
 
There is a pleasing formality to the 1972 report, yet the personality and views of the 
authors are clear. Graphs appear hand drawn and data has been manually collated. 
There are lessons for us all, forty years later. Although we have huge amounts of 
information encapsulated in local reports such as the Joint Strategic Needs 
Assessment for South Gloucestershire, we still need to interpret and clearly 
communicate the implications of this information and the actions needed to improve 
health. I hope this report helps with that task. 
 

 
 
Dr Chris Payne 
Director of Public Health, NHS South Gloucestershire 

I have pleasure in submitting my Report for 1972 on the Health and 
School Health Services of the Administrative County. 
(Gloucestershire Annual Report 1972 Page 2) 
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Introduction - Then and Now 
The purpose of the Director of Public Health annual report is to highlight the key 
health trends in the local population, together with recommendations for action. 
However, there is a risk that such frequent reports miss the 'big picture' of major 
changes in health. This wider perspective is important, as many health trends only 
become clear over decades. The interventions needed today may not have an 
impact for another generation or two. 
 
The impending NHS reorganisation involves local public health moving to the local 
authority. There is a certain symmetry with the 1974 changes, which included the 
transfer of a whole range of health services from the local authority to the NHS. This 
seems an ideal opportunity to seek out the last report from the Director of Public 
Health for the local authority and to use it to compare the health and services then 
with those we have today. This longer perspective helps us to check that we are still 
putting our efforts into the big challenges. It gives us heart to continue with things 
that are going well, or perhaps switch our efforts to health challenges that have 
sneaked up on the inside track. 
 
This opportunity to take stock is particularly timely as it coincides with the publication 
of a draft local health improvement strategy, developed with partners over the past 
12 months. This is available for viewing and comment at: 
 
http://www.sglos-pct.nhs.uk/publicationsattachments/DraftHealthImprovementStrategy.pdf 
 
This report also coincides with the recent publication of the public health White 
Paper1 and, together with the local Joint Strategic Needs Assessment, will assist the 
new Health and Wellbeing Partnership Board develop a set of priorities for improving 
health and services based on information on local health needs. 
 
Prior to 1974, South Gloucestershire was part of the County of Gloucestershire. The 
last comprehensive report is from 1972 and this was produced by the County 
Medical Officer and Principal School Medical Officer, Dr A.Withnell.2 
 
The scope of services that were run by the local authority at that time are a 
revelation. They comprised a comprehensive set of community-based services which 
included the school medical service, health visiting, district nursing, community 
midwifery, community dentistry, audiology, speech therapy, health education and 
chiropody. There were 32 part, or full time, doctors, a similar number of dentists and 
over 300 nurses. 
 
The changes to health services in 1974 were mirrored by boundary changes in local 
government, with the southern part of Gloucestershire, including the districts of 
Northavon and Kingswood, forming part of the new county of Avon. South 
Gloucestershire was not created until 1996 when Avon was abolished. 

                                            
1 Department of Health July 2010 Liberating the NHS Government White Paper 
2 Withnell, Dr A (1972) Annual Report of the County Medical Officer of Health and Principal School 
Medical Officer 1972 Gloucestershire County Council 

http://www.sglos-pct.nhs.uk/publicationsattachments/DraftHealthImprovementStrategy.pdf


 

The 1972 report does not present population and health data at a South 
Gloucestershire level, so we have made some estimates and assumptions for 
comparison purposes. We have drawn on the quite comprehensive information in the 
1972 document, including age-banded breakdown of cause of death, and compared 
it with the latest South Gloucestershire figures, turning, wherever possible, to reliable 
national data to comment on trends over time. 
 
We have also presented data at a Priority Neighbourhood level where that is 
available. These six neighbourhoods are areas in South Gloucestershire that have 
been defined as Priority Neighbourhoods because they are currently the most 
deprived, face the greatest health inequalities and have the greatest health need. 
 
A large proportion of the 1972 report is devoted to the health and associated 
services for children and mothers, reflecting the pattern of community provision at 
the time. It is interesting to reflect on the relative priority of these services today, with 
the UK performing very poorly in relation to rates of teenage pregnancy, child health 
and wellbeing and some indicators of the quality of maternity services. 
 
This report makes no apology for dwelling particularly on these topics and such a 
focus is supported by the recently published public health White Paper which 
emphasises the importance of providing help and support in the early years of life. 
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Section 1: Demographic patterns 
 

 
 
This section shows how demographic patterns have changed between 1971 and 
2008, both in the UK and in South Gloucestershire. These changes not only affect 
social structures, but also influence the demand for services, such as education, 
healthcare, social care and housing. 

1.1 The population and its age structure 
The population in the UK continues to grow. In 1971 there were 55.9 million people 
living in the UK. By 2008, this had increased to 61.4 million - a 9.8% increase in 37 
years. 
 
Locally, the proportional increase in population has been significantly greater than the 
UK average. In 1971, South Gloucestershire was part of the county of 
Gloucestershire, which had a population of 571,070. By 2008, the population of the 
same area was 846,584, an increase of 48%. A large part of the increase has been 
due to migration into the area. 
 
More detailed population data is available for South Gloucestershire from 1981. At this 
time it had a population of 203,100. By 2008, the population had risen by 26.5% to 
257,000. According to South Gloucestershire’s Core Strategy, the population is 
projected to rise to around 280,000 by 2015 and to 325,500 by 2030. 
 
Changes in the age profile/structure of the South Gloucestershire population are 
shown in Table 1. The UK figures for 1971 are included as comparators. Since 1981, 
in South Gloucestershire there has been a marked decrease in the proportion of under 
16s (from 24% to 19%) largely balanced by an increase in the proportion of over 65s 
(11% to 16%). Over the same period, there has been a doubling in the proportion of 
the over 85s age group. 
 
The projections to 2031 show continuing growth in the elderly population, with the 
proportion of over 85s expected to double again. The most marked reduction (of 5%) 
will be in the proportion of working age adults (16 to 65 years), with the proportion of 
under 16s remaining quite constant. 
 
 
 
 

'The gradually increasing population of the County continues to be 
due more to migration than to excess of births over deaths. Each 
year since 1965 there has been a fall in the birth rate, and the 
largest single decrease occurred in 1972.' 
(Gloucestershire Annual Report 1972 Page 2) 



Section 1: Demographic patterns 

Table 1: Changes in the South Gloucestershire population age structure 
1981-2031 and the UK population structure in 1971 

South Gloucestershire UK Mid-year population 2008-based projections Age band 
1971 1981 1991 2001 2008 2011 2021 2031 

85 and 
over 

1.0% 0.8% 1.2% 1.6% 1.9% 2.1% 2.9% 4.3% 

65 to 84 12.0% 10.6% 11.8% 12.8% 13.9% 14.6% 15.9% 17.0%
16 to 24 61.0% 64.6% 66.5% 64.9% 65.3% 65.0% 63.0% 60.6%
under 16 25.0% 24.0% 20.6% 20.7% 18.9% 18.3% 18.2% 18.0%

Source: Office for National Statistics; General Register Office for Scotland; Northern Ireland Statistics 
and Research Agency. Mid-year estimates for 1971 to 2008; 2008-based projections for 2031. 

1.2 Birth and deaths 
 

 
 
 
Local birth rates peaked in the mid 1960s and in 1972 the annual report pointed out 
that the rates were dropping. The birth rate in South Gloucestershire in 2009 has 
dropped further to 11.6 per 1,000 population. 
 
Nationally the birth rate fell gradually to a low point in 2002, but since then it has 
increased each year. The birth rate in South Gloucestershire has mirrored this pattern, 
but with only a small increase over the past decade. In comparison, neighbouring 
Bristol has seen a marked increase in births in recent years. 
 
Both areas have seen a pattern influenced by migration of working-age people. A 
South Gloucestershire maternity health equity audit of 2003-2005 data showed that 
8.5% of full-term deliveries (excluding multiple births) were to women born outside the 
UK. 
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'The Birth Rate for the year 1972 was 15.0 per 1,000 of the 
population, compared with 16.2 in 1971.' 
(Gloucestershire Annual Report 1972 Page 16)
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Section 1: Demographic patterns 

Figure 1: Live births in South Gloucestershire and adjoining unitary authority 
areas 2000-2006 

Number of Live Births within Local Unitary Authority Areas, 
2001-2008
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                  Source: www.nchod.nhs.uk (National Centre for Health Outcomes Development) 

National projections suggest that birth rates will decline over the next few years but 
then increase gradually again to around 804,000 by 2041. The death rate in the UK 
has fallen significantly over the twentieth century. Despite considerable population 
growth, the annual number of deaths remained relatively constant in that time at 
around 600,000 per year (see Figure 2). 

Figure 2: Births and deaths in the United Kingdom 1941 to 2039 (projected) 

 
Source: Office for National Statistics, 2010; General Register Office for Scotland, Northern Ireland 
Statistics and Research Agency 
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Section 1: Demographic patterns 

1.3 Life expectancy 
Life expectancy has increased significantly for both men and women. The increase in 
life expectancy nationally since 1970 is 9.1 years for men and 6.9 years for women as 
shown below. 

Table 2: Life expectancy 1970 and 2008 
 

 
Then Now 

Life 
expectancy 

England and 
Wales (1970) 

England and 
Wales (2008) 

South 
Gloucestershire 

(2008) 
Men 68.7 years 77.8 years 79.8 years 

Women 75.0 years 81.9 years 83.6 years 
Source for 2008 data: www.nchod.nhs.uk (National Centre for Health Outcomes Development) - For the 
period 2006-2008 

In South Gloucestershire there is a continuing trend of narrowing difference in life 
expectancy between men and women, although the improvements have not been 
shared across all groups. Lower life expectancy is experienced in the more 
disadvantaged areas of South Gloucestershire. 

1.4 Premature mortality rates 
In general terms, South Gloucestershire is a relatively healthy place to live. The 
premature death rate (proportion of deaths under the age of 75 years) is 23.5% lower 
than the national average and 12.9% lower than the rate for the South West region 
and it continues to decline. 
 
However, there are six localities in South Gloucestershire that have been defined as 
Priority Neighbourhoods because they are the most deprived, face the greatest health 
inequalities and have the greatest health need. These are: 

• Filton 
• Patchway 
• Kingswood 
• Staple Hill 
• Cadbury Heath 
• West Yate/Donnington. 

Figure 3 presents the premature death rate (all-cause) for South Gloucestershire as a 
whole and for each of the wards which contain a Priority Neighbourhood.3 The rates in 
these wards are significantly higher than the South Gloucestershire rate and some are 
higher than the national average. 
 
 
 

                                            
3 Six localities in South Gloucestershire have been defined as Priority Neighbourhoods because they 
are the most deprived, face the greatest health inequalities and have the greatest health need. 



Section 1: Demographic patterns 

Figure 3: Premature mortality rate for South Gloucestershire as a whole and for 
each Priority Neighbourhood* 2004-2008 

All cause mortality, under 75yrs, 2004-08
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Source: Public Health Mortality files, ONS.  *Kings Chase, Parkwall and Yate Central wards contain the 
Priority Neighbourhoods of Kingswood, Cadbury Heath and Yate & West Dodington respectively 
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Key messages 
Since 1972, South Gloucestershire has experienced: 

• faster population growth than the rest of the UK, due to new housing and 
migration into the area 

• a decline in birth rate until 2001, since when it has stabilised 
• a marked reduction in the proportion of the population under 16 years 

(from 25% to 19%) 
• a doubling in the proportion of over 85s (and this is set to double again in 

the next 20 years) 
• a comparable increase in life expectancy to the rest of the UK, of 

approximately nine years for men and seven years for women (since 
1971). 
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Section 2: Causes of ill health 
 

 
 
This section describes the leading causes of ill health, both nationally and in South 
Gloucestershire and makes comparisons between 1972 and the present day. Local 
data is primarily from the Joint Strategic Needs Assessment. 
 
In 1972, cardiovascular disease (CVD)4 was by far the leading cause of death (about 
53%) in Gloucestershire. The second largest cause of death was cancer (20%). 
Today, cardiovascular disease and cancer remain the two greatest causes of 
premature death in South Gloucestershire, although the rates are below the national 
average. 

Table 3: Rate and percentage of total deaths by different causes in 
Gloucestershire in 1972 

Cause Rate per 1,000 
population 

Percentage of total 
deaths (%) 

Cardiovascular disease 
(including circulatory) 

5.6 52.9 

Cancer 2.1 20.0 
Respiratory diseases 1.4 12.9 
Motor vehicle accidents 0.1 1.4 
Other accidents 0.1 1.3 
Total  88.5 
Source: JSNA 2008 and The Big Picture 2010 

Table 4: Percentage of total deaths by different causes in South 
Gloucestershire in 2008 

Cause Percentage of total deaths 
 

Cardiovascular disease (including circulatory) 33.9 
Cancer 29.0 
Pneumonia 5.7 
COPD 4.1 
Accidents 1.7 
Source: JSNA 2008 and The Big Picture 2010 
                                            
4 cardiovascular disease is a term covering diseases of the heart or blood vessels such as coronary 
heart disease, angina and stroke 

‘The infant mortality rate in the Administrative County…..is the 
highest for nine years and requires investigation. The general 
downward trend in infant mortality rates over the last two decades 
is in marked contrast to the rising death rates in adult life from 
what can be described as diseases of modern civilisation.  
(Gloucestershire Annual Report 1972 Page 2)



Section 2: Causes of ill health 

Cardiovascular disease has remained the leading cause of death among males (see 
Figure 4). Cardiovascular disease was also the leading cause of death for females 
throughout this period until 2006, after which cancers became more prevalent (see 
Figure 5). 

Figure 4: Leading causes of death amongst men in the UK 1971 to 2007 

Leading causes of death amongst men in the UK 
1971 to 2007
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         Source: Office for National Statistics, 2010 

Figure 5: Leading causes of death amongst women in the UK 1971 to 2007 

Leading causes of death amongst women in the UK 
1971 to 2007
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         Source: Office for National Statistics, 2010 



Section 2: Causes of ill health 

2.1 Cardiovascular disease 
 

 
 

The 1972 report cited that about 40% of deaths were from heart and circulatory 
disease and an additional 13.3% from cerebrovascular disease (stroke). It cited 2,381 
deaths from heart and circulatory disease (1,585 deaths from ischaemic heart disease 
and about 800 from cerebrovascular disease).  
 
The author of that report would have been astounded at the reduction in mortality over 
the following 40 years. Deaths from cardiovascular disease have reduced by two 
thirds and are now the second leading cause of premature death for adults. They 
accounted for approximately 24% of all premature deaths in South Gloucestershire in 
2008 - that is 150 premature deaths. 

Table 5: Death rates due to circulatory disease in the UK 1971 and 2008 

 Then Now  
Age-standardised 
death rates due to 
circulatory disease 
in the UK 
 

6,936 deaths per 
million males 
(1971) 
 
4,285 deaths per 
million females 
(1971) 

2,298 deaths per 
million males (2008) 
 
 
1,494 deaths per 
million females 
(2008) 

 
 
Mortality rates 
have fallen by 
two thirds in 37 
years 

 
However, premature cardiovascular disease mortality rates are significantly higher in 
the Priority Neighbourhoods than in the rest of South Gloucestershire. 
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‘Numerically, the most important cause of death is ischaemic heart 
disease.... The aetiology of ischaemic heart disease is not so clearly 
established as is lung cancer, but there is now little doubt that the 
three most important controllable factors are cigarettes, obesity 
and lack of exercise. To an increasing extent, the avoidance of 
premature death is coming within individual control.’ 
(Gloucestershire Annual Report 1972 Page 2) 



Section 2: Causes of ill health 

Figure 6: Cardiovascular disease mortality rate for South Gloucestershire as a 
whole and for each of the Priority Neighbourhood wards* 

Cardiovascular Disease mortality, under 75yrs, 2004-08
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Source: Public Health Mortality files, ONS.  *Kings Chase, Parkwall and Yate Central wards contain the 
priority neighbourhoods of Kingswood, Cadbury Heath and Yate & West Dodington respectively 

2.2 Cancer 
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‘More men are now dying from cancer of the lung than from any 
other malignant condition, and the proportion of women dying from 
this disease is also increasing.’ 
(Gloucestershire Annual Report 1972 Page 2) 
 

‘This sex differential…….may in part be due to the fact women 
commenced smoking heavily about a quarter of a century later than 
men’ 
(Gloucestershire Annual Report 1972 Page 17) 
 

‘Cancer of the breast is one of the commonest causes of death from 
cancer among women, being about twice as common as cancer of 
the uterus, and four times as common as carcinoma of the cervix 
alone.’ 
(Gloucestershire Annual Report 1972 Page 17) 



Section 2: Causes of ill health 

There have been marked changes in the patterns of cancer since 1972. Overall, 
mortality from cancer is decreasing, despite increasing incidence. The UK death rates 
for cancers have declined steadily over the forty years since 1971, declining faster for 
men (-25%) than for women (-12%). 
 
Some of the differences are due to better diagnosis, for example in prostatic cancer. 
However, there have been genuine increases in several cancers, over and above 
those you would expect from an ageing population. Cancers, particularly associated 
with old age, have seen a marked increase because of the proportionate increase in 
the elderly population. 
 
The 1972 report cited the following number of deaths from the leading causes of 
cancer deaths in Gloucestershire. 

Table 6: Number and percentages of total cancer deaths in Gloucestershire in 
1972 

Cancers Number of deaths Percentage of total 
cancer deaths (%) 

Lung 272 22.6 
Colorectal 183 15.2 
Breast 119 9.9 
Stomach 116 9.7 
Prostate 48 4.0 
Total 1,202 100 
 
As a consequence of the decline in cardiovascular disease, cancer is now the main 
cause of premature death in South Gloucestershire, accounting for 45% of premature 
deaths. In 2008, there were: 

• 285 premature deaths due to cancer 
• 18% of these were due to lung cancer. 

This is consistent with the regional and national proportions (20% and 24%). Lung 
cancer deaths are falling for men, but rising for women, reflecting the national picture. 

Cancer in men 
In 1971, the leading causes of cancer death in men were lung, bowel and stomach 
cancer. The first two remain leading causes in 2008, with prostate cancer gaining in 
relative importance. 

Table 7: Leading causes of cancer deaths amongst men in the UK in 1971 and 
2008 

 Then Now 
Cancer type Death rate (1971) Death rate (2008) 
Lung 109.0 51.0 
Colorectal 33.6 22.3 
Stomach 31.0 7.9 
Prostate 19.9 23.9  

Page 12 of 81 

Source: http://info.cancerresearchuk.org/cancerstats/mortality/timetrends/#All 
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Figure 7 shows the changes in new cases of cancer diagnosed (incidence) over the 
same period. The incidence of both prostate and colorectal cancer has increased 
considerably. But the death rates have reduced markedly for colorectal cancer and 
risen only slightly for prostatic cancer. Death rates from prostate cancer rose by 50% 
from 20 to 30 deaths per 100,000 in 1992, but since then they have decreased by a 
fifth. However, because prostate cancer particularly affects older men, the total 
number of deaths has risen substantially. 
 
Although death rates from lung cancer have halved, it continues to dominate other 
causes of cancer death. 
 
Death rates from stomach cancer have dropped substantially since 1971 and by more 
than a third in the past ten years alone. Liver cancer is relatively uncommon but death 
rates have increased by a similar proportion (36%) in the same period. Death rates 
from malignant melanoma have tripled in men from a rate of 1.1 per 100,000 to 3.1 
per 100,000 between 1971 and 2008. 

Figure 7: Incidence of selected major cancers amongst males in the UK 1971 to 
2007 
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Source: Office for National Statistics, 2010. Note: Cancers are coded to the International Classification 
of Diseases, Tenth Revision (ICD-10) 
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Cancer in women 
In 2006, cancer became the most common cause of death among females. 

Table 8: Leading causes of cancer deaths amongst women in the UK in 1971 
and 2008 

 Then Now 
Cancer type Standardised mortality rates per 

100,000 (1971) 
Standardised mortality rates per 

100,000 (2008) 
Breast 37.5 26.2 
Colorectal 26.1 14.0 
Lung 25.0 32.0 
 
Figure 8 shows the marked increase in the incidence of breast cancer, yet the age 
standardised death rate has reduced by a third.5 
 
Unfortunately, the increase in lung cancer incidence is reflected in the 74% leap in 
death rates, which means it has become the leading cause of cancer death. 
 
The uterine cancer death rate has increased by 18%, but death rates from cervical 
cancer are down by 29%. Stomach cancer death rates were approximately half that of 
men in the early 1970s and women have benefited from a similar dramatic reduction in 
death rates of 14.9 to 5.4 per 100,000 in 2007. 

Figure 8: Incidence of selected major cancers amongst females in the UK – 
(1971 to 2007) 
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Source: Office for National Statistics, 2010. Cancers are coded to the International Classification of 
Diseases, Tenth Revision (ICD-10) 
                                            
5 The age standardised death rate adjusts for differences in the age distribution of the population 
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Cigarette smoking is strongly linked to cases of lung cancer and remains the single 
biggest risk factor for the disease. 
 
In England, the incidence of lung cancer has fallen sharply in males since the 1970s, 
mainly as a result of the decline in cigarette smoking (see Section 6.3). Historically, 
lung cancer incidence and the number of smokers have been lower among females 
than males. In 2007, incidence of lung cancer increased to 13,600 cases among 
females. Although this is an increase from 1971, it is just over a half of the peak male 
figure in 1977. 

2.3 Respiratory diseases 
Nationally, death rates from respiratory diseases have shown a large decline over the 
last 40 years for both men and women. 

Table 9: Deaths from respiratory diseases 1971 and 2008 

 Then Now  
Deaths from 
respiratory diseases 
per million - males  

 
2,015 deaths 

(1971) 

 
901 

(2008) 

 
The rate fell by 
55% 

Deaths from 
respiratory diseases 
per million - females 

 
909 deaths 

(1971) 
 

 
674 

(2008) 

 
The rate fell by 
26% 

Source: ONS Social Trends 40 Report 

In 1971, the death rate from respiratory diseases for females was less than half the 
rate for males. 
 
Although chronic obstructive pulmonary disease (COPD) death rates in men are 
slowly decreasing, rates in women are increasing.6 This is a similar pattern to death 
rates from lung cancer and it reflects long term trends in smoking. 
 
In South Gloucestershire, modelled data based on the Health Survey for England 
predicts that the number of older people with COPD will rise, especially in the over 
75s.7 
 
The prevalence of COPD in 2006 in South Gloucestershire was estimated at 4.1% 
(males) and 3.1% (females) of those aged over 15 years. These estimates equate to 
4,076 men and 3,262 women. However, the current register list size for those 
registered with COPD to a South Gloucestershire GP is 2,981.8 This is likely to 
represent a degree of under-reporting in GP practices. 
 
 
 
 
 
                                            
6 National Centre for Health Outcomes Development (NCHOD) January 2009 
7 Health Survey for England as quoted in JSNA p.65  
8 Quality Management and Analysis System (QMAS) April 2010 
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2.4 Road traffic accidents 
Despite the volume of road traffic more than doubling since 1972, the total number of 
deaths in the UK from road traffic accidents has reduced from 8,000 a year to less 
than 3,000. 
 
The 1972 report stated that 82 people in Gloucestershire were killed in motor vehicle 
accidents that year. In 2009, the total number of people killed in motor vehicle 
accidents in Gloucestershire and South Gloucestershire was 28. 
 
However, deaths from road traffic accidents remain a leading cause of premature 
death. Pedestrian and cyclist deaths currently account for 22% and 5% of them 
respectively.9 
 
The safety levels of most forms of transport in the UK are much improved compared 
with the early 1980s. All accidental deaths have fallen dramatically, but particularly 
deaths caused by road accidents. Pedestrians appear at first glance to have benefited 
disproportionately from road safety improvements. However, motorcycling, walking 
and cycling continue to have the highest fatality rates per kilometre travelled and much 
of the reduction in injuries relates to the reduction in people walking or cycling. This 
has contributed to low levels of physical activity and consequent increases in levels of 
obesity. 
 
The Clunk Click slogan became very well known in the 1970s, as successive 
campaigns tried to persuade people to 'belt up'. It was ten years later that the law was 
changed to make the wearing of seat belts in the front seat compulsory, but the slogan 
was used until 1993. Department of Transport figures show that, by 1982, advertising 
raised the percentage of drivers wearing seatbelts to 37% and front seat passengers 
wearing seatbelts to 39%. By April of 2005, the figures stood at 93% and 94%. This is 
a good example of how legislation can be an acceptable and effective means of 
reinforcing behaviour change.  
 
Road traffic accidents were reported as the main cause of death in children under 15 
years in 1972 (i.e. 0.06 deaths per 10,000 population). In 2006, road accidents 
accounted for 0.04 deaths of 5 to 18 year-olds per 10,000 population in South 
Gloucestershire. 

2.5 Suicide 
The 1972 report stated that there were 39 deaths due to suicide in Gloucestershire. 
This may be an underestimate as the conclusion of 'suicide' is subject to confirmation 
by the coroner and national figures at the time were considerably higher. 
 
Among females – national suicide rates have fallen for most age groups since 1971, 
particularly since 1979 in the over 45s. The lowest suicide rate throughout has been 
among those aged 15 to 24 years, where the rate has remained relatively stable. 
 
In the 1970s, gassing, followed by poisoning, were the most common means of 
suicide. However, gassing rapidly declined following the detoxification of domestic gas 

                                            
9 www.dft.gov.uk/pgr/statistics/datatablespublications/accidents/casualtiesmr/ 
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supplies. Reduction in prescribed medication, which could be toxic in overdose (most 
notably barbiturates) also contributed to a decline in the suicide rate in the older 
population. 

Figure 9: Suicide rates amongst women by age 1971-2007 
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             Source: Office for National Statistics (2010) Social Trends 40 

Among males - between 1971 and 2008, suicide rates were higher in all age groups 
compared with females. Suicide rates among males aged 15 to 24 years and those 
aged 25 to 44 years both increased and were around four times higher than for 
females in those age groups. 
 
The initial declines in suicides in the 1960s and 1970s, resulting largely from the 
detoxification of domestic gas supplies, was less effective in men who, between the 
1970s and 1990s, used car exhaust fumes as a means of gassing. Increasing the 
number of cars fitted with catalytic converters rapidly reduced gassing deaths in older 
men. 
 
There is also evidence of a decline in poisoning as a mode of suicide following the 
withdrawal of co-proxamol10 from the market between 2005 and 2007 for both men 
and women. These dramatic declines, linked to changes in the availability of method, 
show in a rather extreme way the important role the environment has in influencing 
personal behaviour and in protecting health. 
 
The high suicide rate in males age 25 to 44 is due to hanging which has a high rate of 
success as a mode of suicide. 
 
                                            
10 a painkiller similar to paracetamol 
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Figure 10: Suicide rates amongst men by age 1971 to 2007 
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             Source: Office for National Statistics (1991 to 2008)  

In South Gloucestershire, suicide rates are below the rates of its closest neighbours 
and below the regional and national averages. A recent audit of 109 suicide and open 
verdict deaths between 2001 and 2008 was carried out. The numbers of suicides each 
year are relatively small, so trends are difficult to analyse, but rates in the last three 
years have been closer to the regional average than the very low rates seen in 2002 
to 2005. A similar pattern of increase since 2004 can be seen in Bristol and North 
Somerset. 
 
Hanging was the most common mode of suicide in South Gloucestershire, between 
2001 and 2008, followed by poisoning. Most suicides of both men and women still 
occur in the home. 
 
There is also evidence in South Gloucestershire that, compared with nationally, a 
higher proportion of those committing suicide have been in contact with secondary 
mental health services (fluctuating between 35% and 42% since 2005 in South 
Gloucestershire compared to 26% nationally). This may indicate that there is 
appropriate referral of 'at risk' individuals. 
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Figure 11: Suicide in South Gloucestershire compared with the South West, 
England and other Avon and Wiltshire PCTs 2001 to 2008 
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                Source: NCHOD 

The 25 to 44 year old age group has seen a particular rise in suicide rates since 2002, 
although the numbers are still small. Suicides in the working-age population have 
been linked nationally and internationally to employment levels, amongst other risk 
factors. This is a particular concern in the current financial uncertainty.11 
 

 
                                            
11 Stuckler, D et al The public health effect of economic crises and alternative policy responses in 
Europe: an empirical analysis The Lancet July 2009 374 (9686): 315-32. 

Key messages 
Since 1972, South Gloucestershire has seen dramatic changes in the pattern of 
ill health. 
 

Improving 
• A decline by two thirds in deaths from cardiovascular disease for men 

and women 
• A decrease of one third in lung cancer deaths in men 
• Improved treatment and increased survivability of breast cancer 
• A marked reduction in suicides in women, particularly in older age 

groups with a four fold decrease in over 65s 
• A halving of suicide rates in men over 65 
• Death rates from road traffic accidents down by two thirds. 

 

Getting worse 
• A near three-fold increase in lung cancer deaths in women 
• An increased incidence of breast cancer 
• A marked increase in suicide rates for men below the age of 45, peaking 

in the mid 1990s 
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Section 3: Maternal and child health 
 

 
 
 
In 1972, the County of Gloucestershire was responsible for the public health of 
mothers and children and for the organisation and delivery of community and school 
health services. The 1972 report of the County Medical Officer, therefore, contained a 
combination of population health trends and a summary of the services provided to 
mothers and children at that time. 
 
This section discusses the maternal and child population health trends between 1972 
and 2010, including the new health challenges that have emerged during the 
intervening years. 
 
Maternal and child health was a particular focus for the 1972 annual report and the 
health and wellbeing of mothers and children continues to be an important focus for 
public health. There is consistent evidence for the need to focus on the early years, 
starting before birth, to influence the determinants of health and wellbeing.12 The 
recent Kennedy Report recommended that the NHS concern itself with interventions in 
maternal and child health as a means of improving the health and wellbeing of future 
generations.13 The report includes a memorable quote and graph. 
 

‘As for investment in services for children and young people, it is 
lowest in the very early years, which are the most crucial in the 
development of the brain, and increases only at the point when 
development slows.’ 

- Professor Sir Ian Kennedy 

 
 
 

 
12 The Marmot Review (2010) Fair Society Healthy Lives. Strategic review of health inequalities in 
England post 2010; RCPCH (2009) 
13 Kennedy I (2010) Getting it Right for children and young people: Overcoming cultural barriers in the 
NHS so as to meet their needs. A Review by Professor Sir Ian Kennedy 

‘CHILD HEALTH CLINICS 
The valuable work carried out in these clinics has continued during 
1972 and I am indebted to all the voluntary workers who gave up 
their time so willingly. During the year regular sessions were held 
at 108 static child health clinics and clinics were also held in six 
general practitioner premises throughout the County. New clinics 
were opened at Alveston and Pilning.’ 
(Gloucestershire Annual Report 1972 Page 23) 
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Figure 12: Total public investment in children being spent during indicated 
years in children’s lives 

 
 

The recently published public health White Paper proposes to increase numbers of 
health visitors working with children’s centres and GPs. Health visitors will lead and 
deliver the Healthy Child Programme, alongside the evidence-based Family Nurse 
Partnership and parenting programmes. Supporting parents with parenting 
programmes has a positive impact on both parents’ and children’s wellbeing and 
mental health. 

3.1 Maternal health and the first year of life 
In 1972, there was just one maternal death reported in Gloucestershire, reflecting the 
dramatic reduction in the risks of childbirth during the twentieth century. Maternal 
death rates have continued to decline slowly, but the UK has seen little improvement 
in the past 20 years. With a rate in 2008 of 8.2 maternal deaths per 100,000 births, it 
ranked 23rd in the world, having been leapfrogged by several countries from Eastern 
Europe such as Albania, Slovakia and the Czech Republic.14 
 
In South Gloucestershire, targeted initiatives have been implemented to address infant 
mortality rates and low birth weight in babies. These initiatives aim to reduce obesity 
and smoking, reduce the number of teenage pregnancies and encourage early 
antenatal booking. A health equity audit of maternity care and birth outcomes was 
carried out for births between 2003 and 2005 and has provided useful information 
about health need. 
 
 
 
 
 
                                            
14 www.thelancet.com/journals/lancet/article/PIISO140-6736%2810%2960518-1/fulltext 
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Infant mortality 
 

 
 
The infant mortality rate for the County of Gloucestershire has fallen since 1972. It 
was reported at 17.2 in 1972, whilst the rate in South Gloucestershire was 3.5 in 2004-
2006. 

Figure 13: Trends in the infant mortality rate 1999-2001 to 2004-2006 
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      Source: National Compendium of Clinical Indicators 2007 

Infant deaths include neonatal deaths (within 28 days of live birth) plus post-neonatal 
deaths (deaths of infants aged more than 28 days and less than one year). Three 
quarters of neonatal deaths are due to immaturity or congenital anomalies. Around 
44% of post-neonatal deaths are due to congenital anomalies and ‘signs, symptoms 
and ill defined conditions’, predominantly 'sudden unexpected death in infancy.' Infant 
deaths are more likely to occur in poor socio-economic circumstances. 
 
Recent international comparisons suggest that South Gloucestershire's infant mortality 
rate is at the same level as the average rate for the European Union.15 
 
 
 

                                            
15 OECD Health Data 2010 
www.irdes.fr/EcoSante/DownLoad/OECDHealthData_FrequentlyRequestedData.xls 

‘The infant mortality rate in the Administrative County…..is the 
highest for nine years and requires investigation.’ 
(Gloucestershire Annual Report 1972 Page 2) 

http://www.irdes.fr/EcoSante/DownLoad/OECDHealthData_FrequentlyRequestedData.xls
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Low birth weight babies 
 

 
 
In 1972, approximately eight per cent of all live births were babies under 5lb 8ozs. 
Whilst the measure for low birth weight is now babies under 2500g (5lb 5ozs), recent 
data shows that less than seven per cent of live births in 2006 were babies born with 
low birth weight.16 The proportion of low birth weight babies has increased in recent 
years, presumably mainly due to the survival of more premature babies. 

Figure 14: Percentage of low birth weight babies 2001-2005 in South 
Gloucestershire 
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     Source: PH Births database extract. Office of National Statistics 

Healthy pregnancy and infancy depend upon favourable social and economic 
circumstances, a healthy lifestyle and access to effective healthcare (including 
prevention such as screening and vaccination). Maternity and neonatal services have 
helped to improve survival rates, particularly of premature babies, but as more babies 
survive, greater numbers grow up with long-term disabilities and complex needs. 

Late antenatal booking 
The health equity audit in 2003-2005 found that around a third of women booked late 
for antenatal care. It found that women of Black and minority ethnic origin and women 
born outside the UK were approximately twice as likely to book late, than women of 
Caucasian origin, or women born in the UK. Differences were attenuated when socio-
demographic variables were taken into account. 
 

                                            
16 Joint Strategic Needs Assessment for South Gloucestershire 2008 and The Big Picture update 2010 

‘There were 575 babies of birth weight 5lbs 8ozs and less during 
1972.’ 
(Gloucestershire Annual Report 1972 Page 24) 
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Women in the most disadvantaged areas were more likely to book antenatal care late 
than women living in the least disadvantaged areas. 

Age of conception 
The age of conception is a factor in determining the health of mothers and babies. 
Nationally, the age at which women conceive is increasing. The fertility rate of women 
aged under 30 years has fallen since 1972 and the rate for all other age groups has 
increased. 
 
In 1971, 47% of babies born in England and Wales had mothers who were aged under 
25 years. By 2008, that figure had dropped to 25%. The 30-34 and 35-39 year age 
groups have shown the largest increase in fertility rate since 2000. 
 
Locally, a slight increase in the average age of conception has occurred in the last ten 
years. For births occurring at North Bristol Trust it increased from 28.4 years in 1997 
to 29.4 years in 2007. This may have implications on the health service, such as an 
increasing demand for in-vitro fertility (IVF) treatments and increased complications in 
pregnancy, or following birth. The risk of having a child with chromosomal disorders, 
such as Down's syndrome, increases in women over 40 years. The rate of having a 
child with Down’s syndrome in a mother at age 25 years is 1:2000 and climbs to 1:40 
for mothers over the age of 40 years. 
 
Individuals with Down's syndrome now have improved survival rates and life 
expectancy, hence individual support services need to be available for longer. 

Teenage pregnancy 
 

 
 
 
The UK has some of the highest rates of teenage pregnancy in Europe. In South 
Gloucestershire, a joint strategy with local partners has been implemented with the 
aim of reducing the local teenage pregnancy rate. Recent data shows that the under-
18 conception rate in South Gloucestershire has been reduced by 14.2% since the 
1998 baseline (see Figure 15). This is slightly better than the national reduction of 
13% and better than all of South Gloucestershire’s statistical neighbours. Data for the 
first quarter of 2009 shows the lowest quarterly conception rate since 2003. 
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‘There have been a number of enquiries during the year from 
parents regarding sex education and family planning. In 
Gloucestershire we have an advisory system in schools called 
Education in Personal Relationships (EPR).....So far discussions in 
school on contraceptives are rare and some schools opt out of the 
scheme completely..............The EPR arrangements have been 
active since 1962.’ 
(Gloucestershire Annual Report 1972 Page 75) 
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Figure 15: Under 18 conception trends for South Gloucestershire and its 
'statistical neighbours' 
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Source: Office for National Statistics 2008. Note: Statistical neighbour models provide a method for 
benchmarking progress used by Department of Children, Families and Schools (DCSF). For each local 
authority, these models designate a number of others with similar characteristics - known as statistical 
neighbours. 
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Local initiatives to reduce the teenage pregnancy rate 
The Teenage Pregnancy Project Worker coordinates work to raise awareness 
of pregnancy prevention amongst young people. This includes: 

• facilitating new multi-agency relationships 
• developing No Worries! scheme that enables young people to access 

contraception and advice from a range of sources 
• establishing a condom card scheme to allow young people easier access 

to condoms 
• a sexual health training programme for workers in different agencies. 

Further targeted projects, in partnership with Brook Young People’s Service, 
are improving access to sexual health advice for young people. Six sexual 
health outreach clinics have been set up in youth centres and further education 
colleges, and four schools now have a drop-in service offering sexual health 
advice and services. 
 
NHS South Gloucestershire commissions a range of mainstream services, 
including sexual health clinics in GP practices, access to GPs and other 
practice staff, pharmacy services, contraception and sexual health services 
(CASH), young people’s clinics and school health nurses. Further opportunities 
are being explored for focusing these mainstream services to impact upon the 
target to reduce teenage pregnancy and sexually transmitted infections. 
 
NHS South Gloucestershire is leading on the strategic implementation of the 
‘You’re Welcome’ quality criteria in all commissioned services to make them 
‘young people friendly’ by 2020. 
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Breastfeeding 
In 1972, data suggests that 50% of UK mothers ‘tried’ to breastfeed.17 There was wide 
regional variance, with the lowest rates of around 20% reported by mothers 
experiencing hospital births. 
 
Whilst international organisations such as the World Health Organisation (WHO) were 
beginning to recognise the importance of breastfeeding on the health of both the baby 
and mother, the medical profession in the UK still viewed artificial milk as safe, 
nutritious and in some instances better for the baby. Hence the inclusion of powdered 
milk as part of the welfare foods scheme in 1972. 
 
In 2000, WHO commissioned a review of the published scientific literature on the 
optimal duration of exclusive breastfeeding.18 As a result, it revised its guidance to 
recommend exclusive breastfeeding for the first six months of an infant’s life.19 
 
There is now sufficient evidence to encourage and support breastfeeding as a means 
to promote health and prevent disease for both child and mother in the short and long 
term. Babies that are not breastfed are more likely to develop a number of conditions 
including acute otitis media and gastrointestinal, respiratory and urinary tract 
infections.20 They are also more likely to be hospitalised as a result of infection.21 In 
the longer term people who have been breastfed as babies have lower prevalence of 
high blood pressure, obesity and type-2 diabetes.22 Mothers who have not breastfed 
their babies are at greater risk of some cancers in later life, particularly pre-
menopausal breast cancer, ovarian cancer and osteoporosis. 
 
Breastfeeding rates have increased in the UK. The Infant Feeding Survey reports:23 

• 78% initiation rate (a breastfeed in the first 48 hours of life) 
• 45% exclusive breastfeeding at one week 
• less than 1% exclusively breastfeeding at six months. 

In South Gloucestershire, the initiation rate is currently 76%. At the time of the 6/8 
week GP health check, the rate of any breastfeeds (exclusive and partial 
breastfeeding) has reduced to 45%. 
 

                                            
17 Non-standardised data 
18 Kramer MS, Kakuma R. The optimal duration of exclusive breastfeeding. A systematic review. 
Geneva, Switzerland: World Health Organization, 2002 
19 World Health Organization. The optimal duration of exclusive breastfeeding. Report of an Expert 
Consultation. Geneva, Switzerland: World Health Organization, 2001 
20 Ip S, Chung M, Raman G, Chew P, Magula N, DeVine D, et al (2007) Breastfeeding and maternal 
and infant health outcomes in developed countries. Evidence Report/Technology Assessment No. 153. 
Rockville, MD: Agency for Healthcare Research and Quality 
21 Quigley, M.A., Kelly, Y.J., & Sacker, A. (2007) Breastfeeding and Hospitalization for Diarrheal and 
Respiratory Infection in the United Kingdom Millennium Cohort Study Paediatrics Vol. 119 No. 4, pp. 
e837-e842 (doi:10.1542/peds.2006-2256) 
22 Horta BL, Bahl R, Martines J, Victora C. (2007) Evidence on the long-term effects of breastfeeding: 
systematic reviews and meta-analyses. Geneva: World Health Organization. 
23 Bolling, K., Grant, C., Hamlyn, B., & Thornton, A. (2007) The Infant Feeding Survey 2005 The 
Information Centre 
http://www.ic.nhs.uk/webfiles/publications/ifs06/2005%20Infant%20Feeding%20Survey%20%28final%2
0version%29.pdf 

http://www.ic.nhs.uk/webfiles/publications/ifs06/2005%20Infant%20Feeding%20Survey%20%28final%20version%29.pdf
http://www.ic.nhs.uk/webfiles/publications/ifs06/2005%20Infant%20Feeding%20Survey%20%28final%20version%29.pdf
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There is still some reluctance to breastfeed. Young mothers and mothers from lower 
socio-economic groups are the least likely to breastfeed. Research shows that 
supporting these mothers to breastfeed reduces the health inequalities gap more than 
any other intervention. 

Figure 16: Breastfeeding rates at six to eight weeks in South Gloucestershire  

Breastfeeding rates at 6-8 weeks, 2006-2010 pooled by local deprivation quintile

R2 = 0.9526
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Sources: Avon Child Health System - breastfeeding rates at 6-8 weeks for children born in 2006.Index 
of Multiple Deprivation 2007, Income domain. Quintiles calculated at local authority level. 

More work is needed to increase breastfeeding initiation and continuation in the more 
deprived areas of South Gloucestershire and among younger age groups. Yate 
Central, Kings Chase and Dodington had significantly lower percentages of mothers’ 
breastfeeding at six to eight weeks in 2006, than the South Gloucestershire average. 
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Local initiatives to increase breastfeeding 
Initiatives have been introduced to make breastfeeding the usual choice for 
mothers and babies. These include: 

• training for staff across different organisations who have contact with 
pregnant women or new mothers 

• peer support groups for mothers 
• targeted antenatal and post-natal services in Sure Start Children’s 

Centres 
• the introduction of new child development weight charts based on the 

standards for breastfed babies rather than bottle-fed babies 
• work with partners to support mothers with their breastfeeding 
• work towards achieving 'Baby Friendly Initiative' accreditation to 

promote, protect and support all mothers who choose to breastfeed 
• the Breastfeeding Directory to encourage workplaces and public places 

such as cafes, shops and restaurants to become breastfeeding-friendly. 
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3.2 Child health 
There have been remarkable changes in the health of children and young people over 
the past 40 years in the UK, with a reduction in death rates, but increasing recognition 
of the importance of safeguarding children, relatively poor mental health, sexual health 
and a marked rise in levels of obesity. 

Improving the mental health of children and young people 
In 1972, approximately 200 children and young people with an emotional or 
behavioural problem were placed in either day or boarding schools. The South 
Gloucestershire Joint Strategic Needs Assessment 2008 estimated that 3,000 (9.5%) 
of the total population of children and young people (aged 5-15 years) have a mental 
health disorder. The UK was recently ranked bottom out of 25 industrialised countries 
for wellbeing enjoyed by children.24 
 
There are differences in the focus of work on child health since 1972. One of those 
differences is the focus today on the work to improve the mental health of children and 
young people. The increasing concern about the emotional wellbeing and behaviour of 
children and young people since 1972 has been fuelled by evidence of mental health 
problems in children and young people.25 High-profile cases of children and young 
people engaged in antisocial behaviours have also had an impact. 
 
Interestingly, there was evidence both nationally and internationally of what we regard 
as a recent issue even in 1972, as illustrated by a Report to the President of the USA 
in 1971, in a White House Conference on Children.26 The conference considered 
evidence on the increasing alienation of children and youth and the rising levels of 
juvenile drug abuse, delinquency, and violence. There appears to be little difference 
between the 1971 USA experience and today’s UK experience. What is surprising is 
the observation of an influential researcher at that time. 

'It is noteworthy that, of all the countries in which my colleagues and I 
are working, ………….., the only one which exceeds the United States 
in the willingness of children to engage in antisocial behaviour is the 
nation closest to us in our Anglo-Saxon traditions of individualism. 
That country is England (UK)……. The only country in our sample 
which shows a level of parental involvement lower than our own.' 

(Bronfenbrenner, 1972 p116) 
 
The prevalence of antisocial children in the UK was examined in a study of three 
British cohorts of 15-16 year olds across three time periods. It found increased reports 

                                            
24 UNICEF (2007) Child Poverty in Perspective: Overview of child well-being in rich countries: A 
comprehensive assessment of the lives and well-being of children and adolescents in the economically 
advanced nations Florence: UNICEF Innocenti Research Centre 
25 Gilliom, M & Shaw, DS (2004) Codevelopment of externalising and internalising problems in early 
childhood. Development and Psychopathology, 16, 313-333: Luby, JL et al (2003) The clinical picture of 
depression in preschool children. Journal of the American Academy of Child and Adolescent Psychiatry, 
42, 340-348: Maughan, B et al (2008) Recent trends in UK child and adolescent mental health (2008) 
Social Psychiatry and Psychiatric Epidemiology, 43, 305-310. 
26 Bronfenbrenner, U (1972) Two Worlds of Childhood US & USSR. New York: Russell Sage 
Foundation. 
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from parents between 1974 and 1986 and between 1986 and 1999,27 but little 
increase since 1999.28 
 
Much work has been carried out to identify early indicators of future adjustment risks. 
The aim is to prevent behavioural and emotional difficulties in pre-school developing 
into more extreme and debilitating behaviours in middle childhood and beyond.29 
 
Of the estimated 3,000 local children aged 5-15 years with mental health problems, 
the majority will have conduct and emotional disorders, such as anxiety and 
depression. An estimated 240 young people (16-19 years) experience neurotic 
disorders such as depression, phobias, or obsessive-compulsive disorders, with 113 
of them likely to seek professional help. We know that children more at risk of 
developing mental health problems include those who: 

• have a significant learning disability 
• are 'looked after' 
• suffer physical illness 
• are within the criminal justice system. 

The focus of research on children and young people’s mental health between 1972 
and 2010 has led to increasing work in this area. Improving the mental health of 
children and young people and developing emotional resilience of children through 
positive parenting is a priority in South Gloucestershire’s Children and Young People’s 
Plan 2009-2012. 
 
 
 
 
 

 
 
                                            
27 Collishaw, S et al (2004) Time trends in adolescent mental health. Journal of Child Psychology and 
Psychiatry, 45, 1350-1362. 
28 Green, H et al (2005) Mental Health of Children and Young People in Great Britain, 2004. London: 
HMSO 
29 Gilliom, M & Shaw, DS (2004) Codevelopment of externalising and internalising problems in early 
childhood. Development and Psychopathology, 16, 313-333. 

Local initiatives to improve the mental health of children and 
young people 

Examples of the work that is being carried out as part of the Community 
Children’s Health Partnership include: 

• the targeted Mental Health in Schools Plan 
• the youth service workshops on emotional wellbeing 
• the targeted work with looked after children. 
• addressing the mental health of babies and the under-fives. (It has been 

estimated that seven per cent of under-fives have severe mental health 
problems). The current focus on early years prevention work across 
South Gloucestershire will allow interventions to take place at an earlier 
age. 
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Safeguarding children and young people 
There is no mention of child protection in the 1972 report. This is an extraordinary 
omission to modern eyes. In England, on average: 

• one child per week is killed by their parent or carer 
• 6-7% of children suffer neglect, physical or emotional abuse 
• 20% suffer sexual abuse.30 

These statistics indicate the size and nature of the challenge that the NHS and partner 
organisations face in protecting children and young people from harm and neglect and 
enabling them to feel safe within and outside their homes. 
 
The Children Act 1989 and the Children Act 2004 set out the duties of PCTs in 
safeguarding children and young people. In South Gloucestershire, the NHS works 
with partner organisations in the Local Safeguarding Board, to ensure that safe 
policies and procedures are in place and that staff have access to relevant and timely 
training on safeguarding children and young people. Staff across partner organisations 
are required to have access to advice and support in their work from a designated 
professional for safeguarding. 
 
When it is no longer possible to support children who have been abused to remain 
within their families, children and young people looked after away from home are 
designated as being particularly vulnerable. In South Gloucestershire, we have a 
designated nurse for 'looked after children' to ensure the health needs of this 
vulnerable group of children and young people are met. 

Changes in lifestyle 
The 1972 report made no mention of childhood obesity, or problems with risky 
behaviours such as alcohol and drugs. Section 6 of this report considers these in more 
detail, including the range of activities included in the 2010 ‘Be Healthy’ focus of the 
local Children and Young people’s plan. These are aimed at supporting parents, 
children and young people in the promotion and management of healthy eating, 
physical activity and healthy lifestyle changes. 
Substance misuse 
In 2006-2007, the Children and Young People’s Drug and Alcohol Service carried out 
a needs assessment in South Gloucestershire. As a part of this, 999 children and 
young people from youth centres, secondary schools and one college of further 
education, were surveyed about their attitudes to, and experience of, drugs and 
alcohol. From the findings, estimates were made of the number of children and young 
people using drugs and/or alcohol daily in South Gloucestershire. 
 
 
 
 
 

                                            
30 Cawson, P et al (2000) Child maltreatment in the United Kingdom: a study of the prevalence of child 
abuse and neglect. London: NSPCC. 



  Page 31 of 81 

Section 3: Maternal and child health 

Table 10: Substance use in young people in South Gloucestershire 2006-2007 
Substance Percentage using daily 

from survey responses 
Estimated number using daily in 

South Gloucestershire 
Cigarettes 14% 3,640 
Alcohol 2% 520 
Cannabis 2% 520 
Solvents 1% 260 
Tranquillizers 1% 260 

Source: Young People’s Drug and Alcohol Service; South Gloucestershire 2006-07 Young People’s 
Substance Use Needs Assessment. 

The most popular reasons for trying drugs or alcohol were said to be 'curiosity' and 
'because I was offered it'. The most popular reasons for regular use of drugs or 
alcohol were 'I like the way it makes me feel' and 'to get a buzz'. 
 
Children and young people need information and advice to be available to them in a 
variety of settings. Most young people (71%) were aware of where to get information 
and advice. Information sources included the internet, TV and family and friends, 
whilst the preferred sources for support were parents and friends. In the school 
environment, the school nurse was the most likely person that young people would 
ask for information, advice or support, with teachers being a close second. Almost a 
quarter of respondents stated that the fear of family, friends or school finding out about 
substance misuse might stop them seeking help. 
 
The survey results indicated that alcohol and cigarette use outweighed other drug use. 
However, substance misuse had not increased since previous local surveys - apart 
from cocaine use, which has also increased nationally. It should be kept in mind that 
findings of this survey are likely to under-represent the views of 17-19 year olds and 
those from hard to reach vulnerable groups (e.g. Travellers and those with poor school 
attendance).31 
 

 
                                            
31 South Gloucestershire 2006/07 Children and Young Peoples Substance Misuse Needs Assessment. 
Young Peoples Drug and Alcohol Service 

Local treatment for substance misuse 
Treatment for substance misuse in South Gloucestershire is provided by social 
services, the Young Peoples Drug and Alcohol Service and via the Youth 
Offending Team and UBHT Specialist Intervention Service. The number of 
young people accessing treatment in 2006-2007 was 144: 104 male and 40 
female. This is less than three per cent of those estimated to be using 
substances from the survey findings, but almost double the number accessing 
treatment in 2004-2005 (81). The 146 episodes of treatment by the 144 young 
people suggest very few re-enter treatment. Of those accessing treatment:  

• 52.7% were primarily accessing treatment for cannabis use  
• 37.5% were primarily accessing treatment for alcohol use. 

Only 1.4% of those receiving treatment were not 'White' and 7.8% were ‘Other 
White/Other Mixed White.’ 
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3.3 Children's service provision 
Over the past 40 years children and young people have become an important focus 
for policy makers, both nationally and internationally, with considerable energy 
directed towards the improvement of children’s wellbeing. 
 
With the passing of legislation such as the Children’s Act 1989 and 2004 that brought 
together requirements from previous legislation, and the adoption by the UK of the 
‘United Nations Convention on the Rights of the Child’, there has been a proliferation 
of policy documents to guide agencies in the standards and values that are required 
when providing services for children and young people. 
 

 
 
The Next Stage Review conducted by Lord Darzi in 2008 emphasised the importance 
of quality in NHS service delivery, a move towards greater personalisation of care, and 
care closer to home.32 The Darzi report has been advanced more recently by a review 
of children’s services by Professor Sir Ian Kennedy in 2010.33 
 
The Kennedy Review was carried out amid widespread concern about services 
provided to children and young people following a number of high profile cases in 
which children have died, or been harmed. Safeguarding children and young people 
has been one of the most significant policy directions introduced in the years between 
1972 and 2010 and is one of five priority areas in the South Gloucestershire Children 
and Young People’s Plan (2009-2012). 
 

                                            
32 Professor the Lord Darzi of Denham KBE (2008) High Quality Care for All: NHS Next stage Review 
final report 
33 Kennedy I (2010) Getting it right for children and young people: Overcoming cultural barriers in the 
NHS so as to meet their needs 

Policy documents concerning services for children and young 
people 

• The National Service Framework for Children Young People and 
Maternity (2004) 

• Care Matters (2006) 
• Aiming High for Disabled Children (2007) 
• Healthy Lives: Brighter Futures: The Child Health Strategy (2009) 
• Statutory Guidance on Promoting the Health and Well-being of Looked 

After Children (2009) 
• Healthy Child Programme : pregnancy and the first five years of life 

(2009) 
• Healthy Child Programme from 5-19 years old (2009) 
• Working Together to Safeguard Children (2010) 
• National Child and Adolescent Mental Health Review (2010) 
• National Children's Plan (2007) together with local Children and Young 

People’s Plan (2010) 
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There are particular themes that connect our focus on child health between 1972 and 
2010. These are discussed in this report to illustrate the current work in South 
Gloucestershire to improve children’s and young people’s health. The six themes are: 

• the move towards more personal responsibility for health 
• the progress made to integrate services and staff 
• the development of information and information technology 
• school as a focus for health intervention 
• the increasing specialisation of professions in children and young people 

services 
• the evidence of changes in lifestyle (see Section 6). 

In addition, there are new challenges for the health of children and young people that 
have emerged between 1972 and 2010, in particular the increasing evidence of 
mental health problems in children and young people and the safeguarding of 
children. 

Supporting more personal responsibility for health 
The 1972 report provides an early indication of the move towards more personal 
responsibility for health. 
 

 
 
For children and young people, the shift towards more personal responsibility for 
improving health has inevitably influenced the increasing preventive work with parents, 
children and young people, and the shift towards early intervention. This shift is also 
influenced by two of the other themes discussed here - integration and the increasing 
specialisation of professionals. 
 
In 1972, there was already a network of child health clinics that provided a focus for 
interventions with parents and children in the early years. This focus has developed in 
the interim and in 2010 we are developing a 'hub and spoke' arrangement for the 
delivery of interventions with families across South Gloucestershire. Child health 
clinics continue and these are now complemented by children’s centres and 'children’s 
hubs' in Yate, Kingswood and Severnvale. 
 
Interventions include working with partner organisations to promote secure 
attachments and positive parenting, with a focus on family support in the early years 
and with targeted support to young parents (aged 14 to 25 years).   
Parenting support 
In 2008, all local authorities were tasked with writing a strategy to provide support for 
parents. The South Gloucestershire Parenting Support Strategy was developed by a 
multi-agency partnership. The Parenting Commissioner has the responsibility of 
implementing the strategy. The strategy outlines a vision for all parents, children and 
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‘To an increasing extent, the avoidance of premature death is 
coming within individual control.’ 
(Gloucestershire Annual Report 1972 Page 2) 
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young people together with the current support and future priorities for parenting 
support. The Local Authority Parenting Consultancy Service organises training 
programmes for practitioners and runs various parenting course for parents of children 
aged between 3-16, which emphasises positive relationships between parents and 
their children, increasing children’s self-esteem and encouraging better behaviour. 
Children's centres 
The national aim is that, by 2010, every community will be serviced by a children's 
centre offering permanent universal provision to ensure that every child gets the best 
start in life. In South Gloucestershire, eleven Sure Start children centres including one 
mobile, were opened in 2008, followed by a further four centres. These centres are a 
key feature in helping achieve improved outcomes for children (being safe, being 
healthy, enjoy and achieve, economic wellbeing, making a positive contribution). The 
centres provide a range of services which may include: 

• drop in sessions  
• toddler groups for children and parents/carers 
• information and advice on various topics, including parenting support, local 

childcare provision, early years provision and early education services  
• support and advice on healthy living and prevention of health problems  
• outreach service for vulnerable and isolated families. 

Integration of services and staff 
 

 
 

During 1972 there was already a desire to integrate services and professions. The 
NHS reforms of 1974 were very much about the importance of bringing the different 
professionals and services together as a means to providing a better service for 
patients. 
 
The NHS reforms heralded a move to consensus management with the establishment 
of joint collaboration committees and professional advisory mechanisms. Changes in 
organisational structures were used as a mechanism for improving integration 
between services and professionals - for example the establishment of a single 
structure to bring together health visitors, district nurses and midwives. In the same 
way, in 2010, there is organisational change occurring with the development of the 
'hub and spoke' model to deliver integrated children and young people’s services. 
 
The first 'children’s hub' was opened this year in Yate, with two further hubs to be set 
up in 2011 in Kingswood and Patchway. The creation of the buildings is a symbol of 
the organisational change that is occurring in the development of an integrated 
children and young people’s workforce. 
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'The sole object of reorganisation is to provide, with the same 
resources, a better service to patients and to the community as a 
whole...’ 
(Gloucestershire Annual Report 1972 Page 7) 
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Information and information technology 
 

 
 
Between 1972 and 2010 we have witnessed an information and information 
technology revolution that has affected our focus on children and young people’s 
health. 
 
The 1972 public health report included a paragraph with the heading ‘The Computer’ 
to describe the experience of the first full year of the computerised school health 
system. Simplicity and ease of a single data sheet to be used between professionals 
was an issue then - as it is now. 
 
The computer has revolutionised the amount and specificity of information that is held 
about children and young people by different organisations and professionals. This 
has introduced a level of complexity into the system that we grapple with today. This is 
evident from our priority to introduce a Common Assessment Framework (CAF) for 
children and young people between professions and organisations. The aim of the 
CAF is to simplify the movement of information between professions and 
organisations, to ensure that children and young people’s needs are met as swiftly as 
possible. 
 

 
 
This quote could be lifted from the recent white paper on the NHS but in fact it came 
from the 1972 report. The desire for more and better information to guide our 
approach on improving the health of children and young people remains in 2010. 
 
We have been working with our partners to develop the Early Intervention and 
Outcomes Framework (EIOF) that describes the work required by each organisation to 
impact on the health of children and young people and sets out a way in which that 
work will be measured as evidence of improved health. 
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‘The medical histories and computerised Forms 10M have been of 
value to the examining medical officers in providing on one sheet of 
paper both a summary of a child’s key history to date and a form 
on which the findings at the examination could be recorded.’ 
(Gloucestershire Annual Report 1972 Page 41) 

'One of the fundamental needs of the new health service will be 
information, both for the better management of the service, for 
improved prevention of ill health and for better patient care.’ 
(Gloucestershire Annual Report 1972 Page 42) 
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School health services 
In 1972, the focus for improving the health of children and young people was on the 
health of the school child. This was the community of children through which national 
policies could be implemented across the population. Schools were, therefore, the 
focus for ensuring that children received the required level of nutrients recommended 
at that time through the provision of school meals. The 1972 annual report indicated 
that the uptake of school meals had been significantly affected by price increases 
since 1971, leading to a larger number of children, particularly in secondary schools, 
‘bringing sandwiches to school.’ 
 
This is an interesting observation as it indicates some loss of control by the Authority 
to influence the nutrition of children. This is a topic that is very much the focus of 
today’s Healthy Schools Programme in South Gloucestershire. 
 
School health services in 1972 were led by Community Medical Officers. The services 
consisted of large-scale universal interventions such as: 

• school medical examinations of all children on entry to school 
• routine annual universal vision testing carried out by school nurses 
• immunisation programmes 
• routine hearing tests for all children at six and eleven years.  

Schools continue to provide an important setting for promoting health in 2010. They 
are the focus of the government’s drive to reduce health inequalities through its 
Healthy Schools Programme. 
 
Personal, social and health education in schools is a means of introducing a wide 
range of health-related topics such as drugs, alcohol, tobacco, emotional health and 
wellbeing, nutrition, physical activity, safety and sex and relationship education. 

Increasing specialisation of professions 
From the 1972 report we can see that many health professionals at that time had a 
broad remit for the health of the population across the lifespan. For example, health 
visitors visited children up to 16 years, adults between 17 and 64 years and older 
people aged 65 years and over. 
 
In 2010, health visitors have become specialists in their work with families of the 
under-five age group. The health visitor service remains a universal service with the 
implementation of the Family Health Needs Assessment that commences either 
during the antenatal period, or at 14 – 28 days. In line with the Common Assessment 
Framework, this includes taking a full family history, assessment of parenting capacity, 
child development and environment factors. 
 
Once the assessment is complete, the health visitor will provide a universal core 
minimum service to all families. An enhanced level of service is offered where the 
family health needs assessment identifies vulnerability, or risk factors. 
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The service is delivered through a locality-based virtual integrated children and young 
people's service which includes a network of co-location and service delivery via GP 
practices, health centres, Sure Start children centres and 'extended schools'. 
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Key messages 
Since 1972, South Gloucestershire has seen dramatic changes in child and 
maternal health, in particular: 

• the infant mortality rate has dropped dramatically 
• emotional and behavioural problems have increased 
• lifestyles have changed and children and young people: 

o are less physically active 
o consume more confectionery and soft drinks 
o have rising levels of obesity 

• accidental injury continues to be the leading cause of death in children 
over the age of one year 

• teenage pregnancy rates are some of the highest rates in Europe 
• there is increased recognition of the importance of safeguarding children 

and young people. 
The 1972 report reminds us of the importance of: 

• access to and appropriate use of good quality information 
• joint working between professions and organisations, focussed on the 

child 
• early intervention 
• the school as a setting for health promotion and the potential delivery of 

healthcare. 
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Section 4: Community health services 
The 1972 Medical Officer of Health report describes a range of community health 
services provided by the local authority. Although there was a strong emphasis on 
serving the child population, some services to adults were provided. Community 
services were on the cusp of huge organisational change, with a transfer planned to 
the NHS. 
 
Local community services are currently in the process of organisational change and it 
is tempting to think that things move in full circle. However, the current landscape is 
very different. In service provision there is less of a 'monolithic' approach to 
organisational change. There is far more flexibility for services to form small, or large, 
alliances with other providers, be they NHS trusts, the voluntary sector or private 
organisations. 

4.1 Dental health 
A world weariness and refreshing non-corporate language permeates the Principal 
Dental Officer's section in the 1972 report. 
 

 
 
In one sense, the anxiety for the service was well founded. The 1972 report lists over 
30 dentists (nine of whom were part time) employed by the county service. The 
current local community dental service employs approximately 11 whole-time 
equivalent dentists serving a much larger population (the whole of the former county of 
Avon). In 1972, the community dental service focussed on schoolchildren, with regular 
surveys of dental health and accompanying treatment. However, overall children’s 
dental health has subsequently improved and there is adequate alternative local 
provision for children through 23 general dental practices.  
 
The community dental service has evolved into a specialised service providing care 
for people of all ages who are unable to access treatment from a general dental 
practitioner because of special needs, or disabilities. Until recently the service was 
provided from both Kingswood and Yate health centres. Provision in the Kingswood 
area is on hold, following redevelopment of the health centre site.  All local provision is 
now from the new Yate Health Centre, where the service has been increased to five 
days a week. Approximately 2,500 treatments were provided to local residents in the 
first nine months of this year. The longer term impact on access for patients in the 
Kingswood locality will need to be monitored. 
 

'Some of the fogs of uncertainty were at least thinned by the 
publication of the White Paper….A cynic might be forgiven for 
saying that if the dental service for children continues to improve it 
will be in spite of rather than because of the complex arrangements 
of the “grey, grey book.'' 
(Gloucestershire Annual Report 1972 Page 54) 
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The 1972 report identifies nine per cent of five year olds in the North Severn Vale 
(Thornbury) area as having ten or more decayed, missing or filled teeth (DMF). This 
was not as bad, however, as the 14% reported in the Forest of Dean. At that time only 
30% of children had perfect teeth at age five. By 2008, this figure had risen to 60%. 
 
Interestingly, there is no evidence from the 1972 report of the current clear pattern of 
inequalities in dental health. In fact, the Bristol suburbs had lower rates of decay in 
children than the more northern, rural areas in South Gloucestershire. 
 
The overall improvement in dental health is likely to be at least partly due to the 
widespread use of fluoride toothpaste. The importance of this was emphasised in 
1972. It was noted that Bristol City Council had agreed to fluoridation of water 
supplies. Although it was unclear at the time where responsibility would lie for 
fluoridation, enthusiasm was expressed for this initiative. 
 

 
 
There is still potential benefit from fluoridation of water supplies. However, NHS South 
Gloucestershire recently agreed, following advice from the Director of Public Health, 
that this should not be considered until 2013, when the results of an evaluation of the 
impact of the current local oral health improvement strategy will be available. 

4.2 Incontinence 
At least one in five of us will be affected by incontinence, an embarrassing and 
stigmatising condition that can lead to social isolation. One community study found 
that it was second only to dementia as a reason for admission to long-term care.  
 
The prevalence of incontinence increases with age with urinary incontinence affecting 
many more women than men. 
 
The common types of urinary incontinence are 

• Stress incontinence - where the pelvic floor muscles are too weak to prevent 
urination. There is leakage when the bladder is under increased pressure from 
coughing, laughing, heavy lifting, some exercise. 

• Urge incontinence - thought to result from incorrect signals being sent 
between the brain and the bladder. There can be little warning of the need to 
pass urine. Incontinence can be triggered e.g. by changes in position, hearing 
running water. 

• Mixed - where both of the above apply. 
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'..the Bristol City Council have agreed in principle to the 
fluoridation of water supplies...' 
(Gloucestershire Annual Report 1972 Page 56) 

'...this important Public Health measure should be introduced at 
the earliest opportunity.' 
(Gloucestershire Annual Report 1972 Page 56) 
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Urinary incontinence can also result from obstruction to the bladder outflow, causing 
frequent trickling of urine. It is ‘total’ when severe with continuing loss of urine, day 
and night. 
 
Faecal incontinence (or bowel incontinence) is leakage of bowels from the back 
passage. It can result from a wide range of short or long term conditions e.g. 
diarrhoea, muscle or nerve damage, dementia. An estimated one per cent of people 
are affected at any one time and of these, less than half are estimated to seek NHS 
help. 

Table 11: Estimated numbers of residents affected by urinary incontinence (UI) 
and faecal incontinence 

 Estimated South 
Gloucestershire adults 

affected 

Numbers (%) expected 
to seek NHS help 

Women with UI (33%) 39,500 1,500 (3.8%) 
Men 18-64yrs with UI (3%) 
Men 65yrs or older with UI 
(8.5%) 

3,700 1,000 (28%) 

People with faecal 
incontinence 

1,800 900 (50%) 

Sources: Estimates used NICE Costing templates 2006 (UI women), 2010 (UI men), 2007 (faecal 
incontinence) 

Of all those affected, only a minority seek NHS help. Five clinics are held in South 
Gloucestershire each month. NHS services work with people of all ages, but women 
aged 30-55 years with urinary symptoms for an average of two years are the largest 
community clinic user group. Pelvic floor weakness and urge incontinence are seen 
more than was the case 20 years ago. Faecal incontinence accounts for only about 
one per cent of the community service caseload. 
 
Compared with 1972, we are better equipped with evidence-based guidelines advising 
us that 'low tech' pelvic floor exercises and bladder training can improve, or cure, 
many people. Losing weight, if obese, is effective and training during first pregnancy 
reduces the risk of incontinence in women. Drugs or surgery may help some people 
where conservative treatments are insufficient. Even so, demand for incontinence 
pads is high, with numbers rising, particularly since the NHS took over supplying 
residents in nursing homes in 2009. 
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Table 12: Incontinence pads provided 1972, 2008 and 2010 
Estimated pads provided in South Gloucestershire* 

(pop 259,000) 
Pads provided in 
Gloucestershire  
(pop 571,000) in 1972 2008 2010 

 
Numbers of pads for use 
in bed =187,000 
Number of pads for use 
with pants =214,000 
Total: 401,000 
 
The number of pads 
greatly exceeded that of 
the previous year 
(308,000). 2,150 pairs of 
plastic pants were issued.’ 
 

 
Average. 2.9 pads per day 
used by 1,174 clients  
Annual estimate = 
1,242,679 pads  
 
 

 
Currently average of 3.7 
pads per day used by 2,491 
clients. 
Annual estimate = 
3,364,096 pads 

Note: * Pads are supplied through a commissioned service. Plastic pants are no longer recommended. 

4.3 Podiatry/Chiropody 
 

 
 

Woe betide any service planner who ignores feet. The human foot is a marvel but 
needs increasing care with age, from simple toenail cutting, through to skilled 
specialist treatment to avoid life threatening complications. Just how, and by whom, 
that care should be given, particularly the simpler procedures, such as toenail cutting, 
is a recurring theme through the years. The 1972 report shows a service providing 
35,559 treatments with a 13% increase in demand in one year. The service was 
clearly in some crisis and a working party led by seven councillors recommended 
considerable extra investment. 
 
Foot and lower limb problems are common and are a significant cause of ill health, 
pain and disability. It is estimated that 80% of older people have foot-related problems 
and in an ageing society the prevalence of chronic foot problems is expected to rise 
significantly. 
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'In my report for 1971, I referred to the depressing state of this 
service with requests for treatment rising and recruitment of 
chiropodists falling...It was agreed radically to improve the 
working conditions of the chiropodists over the next three years by 
improving the facilities at the more frequently used clinics and 
closing down most of the clinics which were open only once per 
fortnight or per month.' 
(Gloucestershire Annual Report 1972 Page 4) 
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Recently the importance of foot care was reflected in the local consultation ('Planning 
for Real') exercise carried out in Priority Neighbourhoods. This resulted in proposals 
for a toenail cutting service in Kingswood to be provided by the local authority and 
South Gloucestershire NHS as a partnership project. 
 
Interestingly, the volume of podiatry/chiropody provided now in South Gloucestershire 
under the NHS is considerably higher than in 1972, with the last three months data 
showing an annual rate of 22,572 treatments for a population less than half the 1972 
Gloucestershire area. The nature of the caseload has also changed with access to 
NHS funded podiatry being limited to people with either a high medical need (e.g. 
diabetes, poor circulation etc), or a high podiatric (foot health) need. Treatments are 
more complex, with more 'high risk' patients and more wound care, nail surgery and 
gait analysis being undertaken within community settings. 
 
The emphasis is now much more about treatment of – and hopefully prevention of – 
complications of long-term health conditions affecting the feet. Diabetics form the 
largest patient group, as diabetes can effect both circulation and sensation in the feet 
with severe consequences, including ultimately amputation. There is high quality 
evidence that systematic foot care can prevent complications. NICE guidance includes 
a recommendation that all diabetics with risk factors receive regular checks by a 
dedicated foot protection team.34 A report from Southampton suggests that such a 
team can generate considerable cost savings.35 
 
A recently published NHS atlas of variation in health care showed that amputation 
rates for diabetic complications varied widely across the country, with the highest rates 
in the South West.36 The report highlights that over 70 people a week in England 
undergo a major amputation for diabetic complications, 80% of which are considered 
preventable. Amputation rates in South Gloucestershire are approximately 10% less 
than the England average.37 

4.4 Community nursing 
In 1972, Gloucester County Council employed over 350 whole-time equivalent nursing 
staff, including district nurses, community midwives and health visitors. 
 
The age profile of patients cared for by district nurses has changed dramatically over 
the past 40 years. District nurses now spend most time caring for the elderly, 
particularly the over 75s (77% of current workload). In 1972 the under 65s accounted 
for the majority of caseload, which still included a small workload (7%) of children 
under five years of age. 

                                            
34 NICE Guidelines CG10 at www.nice.org.uk 
35 Bowen, G et al (2008) The impact of a diabetic foot protection team (DEPT) on outcome for patients 
with diabetic vascular disease. British Journal of Surgery, 95 (Supplement 1) 45 
36 www.rightcare.nhs.uk/atlas/ 
37 http://yhpho.york.ac.uk/diabetesprofiles/pdf/5A3_Diabetes%20Profile.pdf 
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Figure 17: District nurses caseload in 1972 and 2010 

 
Source: Withnell, Dr A (1972) Annual Report of the County Medical Officer of Health and Principal 
School Medical Officer 1972 Gloucestershire County Council and 2010 snapshot of sample South 
Gloucestershire PCT workload 

This trend towards focusing on the very old will continue, as predictions indicate a 
doubling of the number of people over the age of 85 over the next 20 years. 
 
In 1972, most district nurses were attached to GP practices, a model that was actively 
encouraged and has endured until today. This vision of closer working between local 
authority services and GPs was an important feature of the 1946 National Health 
Service Act and manifested itself most tangibly in the health centres that were set up 
in the ensuing 25 years. 
 
Although the William Budd Health Centre opened in Knowle in 1952, the majority of 
local health centres (Thornbury, Yate and Kingswood) opened in the 1960s and early 
1970s. Team working was encouraged through a national change to GPs contracts in 
the 1960s, which provided incentives for family doctors to group together and build a 
wider team. 
 
Close working between community health services and local authority services 
remains an absolute local priority in 2010. 
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Proportion of district nurses caseload above and 
below age 65 in 1972 compared with 2010 
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4.5 Benefit advice outreach service 
The value of taking an holistic view of an individual’s needs is demonstrated by the 
success of the recent benefit advice outreach service. Financial hardship can affect 
people’s mental and physical health. Older people, in particular, are reluctant to claim 
the tax credits and welfare benefits to which they are entitled. Since 2006, NHS South 
Gloucestershire has worked in partnership with the Age Concern Outreach Benefit 
Advice Service to bring their service to GP surgeries. Targeting the over 75s, the 
service enables people to live in their own homes for longer, as well as reducing the 
anxiety created by financial difficulties. 
 
The GPs' support and endorsement of the service is invaluable. They write to their 
patients in advance to inform them when and where the service will be available; they 
usually offer the advice worker a consulting room in the medical centre and often use 
an appointment system for patients to book in. Many patients opt for a home visit, 
which can be arranged with Age Concern. 
 
By the end of 2010, 24 out of 29 practices have had at least one visit from the advice 
worker. Some of the bigger practices in areas with high numbers of elderly patients 
are being visited for a second time. Since the service started in May 2006 it has 
generated over half a million pounds in benefits and arrears awarded to clients. In 
2009/10, seven practices were visited and the total sum generated was £172,263. 
 
The work and reward at a practice level is illustrated by the Christchurch Family 
Medical Centre which contacted over 1,000 patients in February 2010. This resulted in 
31 patients attending the surgery, 56 visited at home and 26 claims being made. This 
resulted in £49,096 worth of new benefits. 

4.6 Learning difficulties and mental health services 
Although some parts of the 1972 report would not look out of place today, there are 
huge topics that are missing. These include any reference to the public health impact 
of mental health problems, or the health problems of people with learning difficulties. 
Although some aspects of children’s services at the time cover this ground, there are 
no references to adult services. Services for mental health problems and for people 
with a learning difficulty form a huge part of current joint commissioning between NHS 
South Gloucestershire and the local authority. 
 
The 1970s saw an emphasis on de-institutionalisation of long-term care for people 
with mental health problems and learning difficulties. For mental health problems, 
improved drug treatment, de-stigmatisation and the development of community 
services with their focus on early intervention, crisis support and recovery has allowed 
many admissions to be avoided and, where hospital care is required, allowed for a 
shorter length of stay. 
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South Gloucestershire had a relatively high number of local long-stay institutions for 
people with learning difficulties. From the 1970s, these were gradually closed and 
replaced with a range of facilities and support in the community. The local model of 
care was based on residential care which provided accommodation and support for 
individuals. This has evolved into an approach focused much more on developing 
personalised care options that aim to support each individual in achieving their full 
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potential including, wherever possible, independent living and employment. This has 
been mirrored by successive legislation and guidance such as Valuing People and 
Valuing People Now.38 
 
This legislation has sought to strengthen the rights of those with a learning difficulty 
and has also helped a gradual change in public attitude. However, people with 
learning difficulties continue to suffer worse health than the general population and 
also face continuing discrimination and barriers to full independence. 
 

 
 
 
 
 

 

                                            
38 Department of Health (2001) Valuing People: a new strategy for learning disability for the 21st 
Century; Department of Health (2009) Valuing People Now: a new three-year strategy for people with 
learning disabilities 

Local initiatives with people with learning difficulties 
The local Learning Difficulty Partnership Board brings together agencies to 
develop and improve services. Recent health service improvements have 
included: 

• ensuring GP services are tailored toward the needs of this group 
• ensuring that there is good uptake of health checks 
• providing personal support from health trainers to help adopt healthy 

behaviours. 

Key messages 
• The community services reported in the 1972 report have largely 

endured because they are meeting an important health or care need. 
• Where dedicated services have been mainstreamed to primary care, as 

in children’s dentistry and services for people with learning difficulties, we 
need to check that universal access continues and inequalities do not 
widen. 

• Community nursing teams are an important route for identifying those 
who may benefit most from wider social and financial support. 

• Investment in diabetic foot care is likely to reduce complication rates and 
may be cost efficient. 
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 Infective 
Jaundice 

Measles Food 
Poisoning

Scarlet 
Fever 

Whooping 
Cough 

Kingswood 8 93 6 9 5 

Mangotsfield 37 55 3 9 - 

Thornbury 129 284 1 8 1 

Warmley 15 118 1 2 2 

Sodbury 6 294 14 5 1 
‘South Gloucestershire’ 195 844 25 33 9 

Rate for ‘South 
Gloucestershire’ per 
100,000 population 

102 443 13 17 4.7 

 
 
Deaths and illness from infectious diseases have decreased dramatically in the last 
century. Increased understanding of the transmission of disease has led to measures 
being put in place to curb the spread of infection. Improvements in housing and the 
environment and the development of highly effective vaccines have played a large 
part in the control of communicable diseases. Despite these advances, there remain 
complex challenges to control infectious diseases in the twenty-first century. Some 
diseases, such as measles, have become less common due to vaccination 
programmes. However, as time passes and the numbers of unvaccinated people 
increase, so does the risk of outbreaks. 
 
In 1972, the Medical Officer reported on new cases of infectious disease, mainly 
without comment. Legislation around the notification system means we can have 
some confidence in the numbers of cases reported, although some apparent changes 
in levels of disease may be accounted for by changing case ascertainment and 
diagnostic practices, as well as disease epidemiology. 
 
‘Animal health’ and the ‘Sanitary circumstances of the County’ were also reported in 
1972. Today we are more aware of the impact of travel and migration, lifestyle choices 
and personal behaviours on the level of infectious disease in the population (e.g. 
tuberculosis and sexually transmitted diseases). Some of the 1972 reporting appears 
rather distant from the concerns of a modern day Director of Public Health. Certainly in 
the present document, reporting on activity to control the impact of diseases in 
animals on human health is not a requirement. However, the importance of farming 
and slaughterhouse practices to human health is as clear today as it was then – 

(Collated from Gloucestershire Annual Report 1972 Page 87) 
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recent examples include BSE (Bovine Spongiform Encephalopathy), swine flu, E Coli 
and salmonella food poisoning. 
 
It is notable that human immunodeficiency virus (HIV) infection has only emerged 
since the 1972 report and the reporting of ‘infectious hepatitis’ without the distinction 
between hepatitis A, B and C is a reminder of the significant developments in both 
diagnosis and treatment of infectious hepatitis since this time. 

5.1 Tuberculosis 
 

 
 
Tuberculosis (TB) is a significant health problem, globally and in the UK. The number 
of TB cases in the UK is at its highest level since the 1970s - 9,040 in 2009.39 This 
reflects the global rise in TB infections over the last few decades. 

Figure 18: Tuberculosis notifications in England and Wales 1972-2009 

Tuberculosis notifications by site of disease (respiratory/non-respiratory), England and Wales, 
1972-2009
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Source: Health Protection Agency ‘Tuberculosis notifications by site of disease, England and Wales, 
1913-2009’ 

In South Gloucestershire, the rate in 2009 was 9.2 per 100,000 which remains below 
that of the UK at 15 per 100,000, even though it has risen over the last few years. In 

                                            
39 Health Protection Agency (2010) Tuberculosis in the UK – Report on tuberculosis surveillance in the 
UK October 2010 HPA 

‘Arrangements with the Bristol Corporation whereby 
Gloucestershire residents who attend the Bristol Chest Clinics and 
Hospitals are supervised by Bristol welfare officers continued to 
work smoothly.’ 
(Gloucestershire Annual Report 1972 Page 43) 
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1972, mass screening by chest X-ray was still taking place, yet the number of new 
cases of TB identified in South Gloucestershire appears to be less than in 2009. 
 
The global rise in TB has prompted enhanced surveillance in the UK. Treatment for 
TB can take several months and it is important that a full course is completed to make 
sure that the disease is eradicated. There is also a risk that incompletely treated 
strains of bacteria, that are resistant to commonly used drugs, may emerge. This 
means that treatment completion has become a priority. 
 
In the 1972 report we are informed of the number of ‘removals’ from the TB register 
(260): today we record treatment completion, numbers and rates. The South West had 
a treatment completion rate of 71% in 2008 compared with 81% for England.31 
 
The epidemiology of TB has changed with increasing global travel and migration. In 
1972, only very small numbers of cases are reported to be ‘immigrants’ (Indian and 
Irish) and only 20% of cases appeared to be non-pulmonary TB. Today, in South 
Gloucestershire, around half of cases are non-pulmonary and more than half are 
diagnosed in people who are born outside of the UK in countries with a high 
prevalence of TB. Other groups more at risk of TB infection today include homeless 
people and drug users, who may not have easy access to healthcare services. 
 
The variety of tuberculosis statistics contained in the 1972 report give an indication of 
the types of services and programmes that were in place to control the disease at this 
time, namely: 

• mass screening run by the South West Regional Hospital Board 
• Bristol Chest Clinic reporting new cases and keeping a TB register 
• supervision by social workers from Bristol Chest Clinic 
• health visitors visiting on account of tuberculosis (157 in total) 
• school BCG vaccination programme. 

TB, like many infectious diseases, is more of a problem in urban than rural areas and, 
as a result, urban services tend to be better developed and better able to service 
urban populations. 
 
Contact tracing continues to be an important part of TB control, but mass screening no 
longer takes place. The universal school-aged vaccination with BCG has been 
replaced with neonatal BCG vaccination of babies at high risk of infection. 
 
The key to reducing levels of TB is early diagnosis and appropriate treatment. Efforts 
to improve early diagnosis and control the spread of this infection through awareness-
raising and delivery of appropriate clinical and public health TB services must remain 
a priority. The apparent recent rise of TB in South Gloucestershire and the national 
rise in drug resistant TB make a good case for investment in local TB services, even 
though the overall rates remain below those for England as a whole. 
 
 
 

                                            
31 Health Protection Agency (2010) Tuberculosis in the UK – Report on tuberculosis surveillance in the 
UK, October 2010 HPA 
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5.2 Immunisation 
A striking figure in the 1972 report is the number of measles infections, estimated at 
844 for South Gloucestershire. In contrast there have only been five cases of measles 
reported in the first ten months of 2010 for the whole of the South West. 
 
The 1972 report includes a dramatic graph showing the number of hearing aids that 
were needed for the deaf children in each school year, with a peak in 1962 ascribed to 
the 'Rubella Years' – a period of high incidence of congenital rubella syndrome. 
Immunisation programmes introduced in the 1970s have resulted in progressive 
reduction in both diseases. 
 
Immunisation is the safest and most effective available way of controlling many 
infectious diseases. In the UK we have seen dramatic reductions in all infections 
covered by the immunisation programme. However, as a result of the successes, 
people have forgotten the seriousness of some of these infections and some have 
declined immunisation. Figure 19 shows the impact of measles immunisation on the 
number of measles cases and deaths. 

Figure 19: Measles notifications 1972 - 2008 

Measles notifications and deaths, England and Wales, 1972-2008
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    Source: HPA Statutory Notifications of infectious diseases  (x axis shows years from 1972) 

In 1972, there was a large pool of un-immunised people resulting in around 443 cases 
of measles per 100,000 population in South Gloucestershire. 

Routine pre-school vaccination programmes (0 – 5 years) 
The percentage of children immunised by their fifth birthday in South Gloucestershire 
is generally in line with, or above, national and regional averages. 
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Figure 20: Vaccinations and immunisation uptake and targets 2009/10 

Vaccinations and Immunisation uptakes and targets, South Gloucestershire, 
2009/10

75%

80%

85%

90%

95%

100%

DTaP/IPV/Hib MMR (primary
course)

Hib/MenC (booster) Pneumococcal
(PCV) - booster

Diph, tet, polio,
pertussis - booster

MMR - 1st & 2nd
dose

1 year olds 2 year olds 5 year olds

pe
rc

en
ta

ge
 o

f a
ge

 g
ro

up

Uptake TargetSource: Avon Child Health Surveillance System  
 

To ensure protection for the population, ideally over 95% (although the target is 90%) 
of children should receive the second dose of the measles, mumps and rubella (MMR) 
vaccine by their fifth birthday. At nearly 86% (2009/10) the coverage rate for MMR is 
improving in South Gloucestershire compared with 80% in 2006-2007, but it is still 
below target (90%) and needs to improve further to reduce the likelihood of measles 
outbreaks. 
 
These vaccinations are delivered through primary care. Monitoring coverage rates by 
GP practice is one way to identify good practice and ensure that all population groups 
have access to this intervention. A recent report on vaccination and immunisation in 
South Gloucestershire identified a greater need for consistency across practices. 

Figure 21: Completed primary courses at two years of age England and Wales 
1972 and 2009/10 

 
        Source: Department of Health  

Completed Primary Courses at Two Years of Age, England and Wales 1972 and 
England 2009/10
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Routine teenage vaccination programmes (12 – 18 years) 
There are two vaccinations that form part of national programmes for this age group: 

• the long standing vaccination offered to all children aged 13 – 18 years, 
commonly referred to as the 'school leaver’s booster' 

• the new national programme targeted at girls aged 12 -13 years against the 
human papilloma virus (HPV). 

School leaver's booster 
In 1972, the school leaver's booster was delivered through the school health service. 
Unfortunately, only numbers of vaccinations given are reported so comparisons are 
difficult with today where it is administered through GP surgeries. According to 
information held on the child health computer system, the current uptake is less than 
ten per cent. It is likely that actual levels are higher and a priority in the next 12 
months will be to gain a more accurate picture direct from primary care systems and, if 
this confirms low levels, to take action to increase uptake. 
Human papilloma virus (HPV) 
This is a new national programme introduced in September 2008. The aim of the 
programme is to reduce the prevalence and incidence of cervical cancer. The HPV 
programme is delivered by school nurses through secondary schools. 
 
A coverage rate of over 80% of eligible girls is needed for the programme to be cost-
effective. Despite the first couple of years being complicated by additional catch up 
campaigns for older school children, recent analysis has shown a relatively high 
completion rate (three doses) of 76.6%, 79.6% and 72.1% in Years 8, 9 and 10 
respectively. 

Influenza vaccinations 
Seasonal influenza vaccinations are offered to those particularly at risk. 

Table 13: Seasonal influenza vaccinations 2009/10 
           Vaccination cohort Percentage vaccinated - seasonal 

influenza: 
Clinical risk groups 56.6% 
People aged over 65 years 81.7% 
Poultry workers Details unavailable 

 
This winter, pregnant women have been added as a clinical risk group, because of 
experience during last year’s H1N1 (swine flu) outbreak of severe illness in this group. 
Uptake by pregnant women ahead of this years upsweep in flu has been disappointing 
and will need a more systematic approach next year. 
 
The public health challenge is to maintain and improve on the coverage rates for all 
vaccine preventable diseases. Particular priority needs to be given to improve uptake 
of MMR and the school-leavers booster, to effectively deliver the relatively new HPV 
programme and to ensure equitable access for people who suffer the most 
disadvantage and may be considered 'hard to reach'. 
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5.3 Meningococcal disease 
Meningococcal disease is a serious illness caused by the meningococcus bacterium 
that can cause meningitis (infection and inflammation of the lining of the brain) and 
septicaemia (blood poisoning). There are a number of different groups of 
meningococci: Groups B and C are the most important in the UK. In 1972, six people 
in South Gloucestershire are reported to have been notified with meningococcal 
disease (two cases of meningitis and four cases of meningococcal infection). It is likely 
that in 1972, prior to the introduction of meningococcal C vaccine in 1999/2000, 
around 60-65% of cases in the UK were caused by Group B strains and around 35-
40% of cases caused by Group C strains.40 
 
The introduction of meningococcal C vaccine led to a marked reduction in Group C 
cases. There is, as yet, no vaccination for Group B strains. As a result, Group B now 
accounts for around 90% of all cases of meningococcal disease nationally and only 
1% - 2% of cases are caused by Group C strains. 
 
In 2009 in the South West, there were 93 cases of meningococcal disease and no 
Group C cases. There were five cases of meningococcal disease reported in South 
Gloucestershire in 2009, although not all of these were laboratory confirmed.41 

Figure 22: Laboratory confirmed cases of meningococcal disease England & 
Wales (five weekly moving averages) 1999 to 2009 

 

Source: www.hpa.org.uk/web/HPAweb&HPAwebStandard/HPAweb_C/1235119129097 accessed 
08.11.10 

 
 
                                            
40 HPA website accessed 08.11.10 
www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/MeningococcalDisease/GeneralInformation/m
eninMeningococcalfactsheet 
41 HPA South West Enhanced Meningococcal Disease Surveillance South West Regional Report 
January to December 2009 
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5.4 Sexually transmitted infections 
 

 
 
The number of reported sexually transmitted infections (STIs) has continued to rise 
and may be explained by better identification through screening and access to sexual 
health services and changing sexual behaviours. 

Table 14: Sexually transmitted infections in South Gloucestershire and Bristol 

 Then Now 
All STIs 
(estimated rates 
per 100,000) 

104.2 
(Gloucestershire and Bristol 

1972) 

476.1 
(South Gloucestershire 2009) 

960.8 
(Bristol 2009) 

Gonorrhoea 
(estimated rates 
per 100,000) 

20.6 
(Gloucestershire and Bristol 

1972) 

17.1 
(South Gloucestershire 2009) 

45.8 
(Bristol 2009) 

 
The South West has slightly lower rates of new diagnosis for sexually transmitted 
infections in 2009 than England as a whole. South Gloucestershire rates are lower 
than neighbouring Bristol, as would be expected. The figures from 1972 are from the 
clinics that are based in city centres (Bristol and Gloucester) and so would be 
expected to be higher than the rate for South Gloucestershire at that time. 
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It was reported in 1972 that there had been a ‘very considerable 
increase in the number if county residents seen at the Venereal 
Disease Clinics held at Gloucester, Cheltenham and Bristol.’ 
(Gloucestershire Annual Report 1972 Page 44) 
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Figure 23: New diagnosis of sexually transmitted infections by PCT 2009 
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         Source: Health Protection Agency 

Sexual health services have developed and expanded over the years and are now 
available across a number of different settings, rather than just through specialist 
venereal disease clinics, as in 1972. Services have become more integrated for 
example: 

• in contraception and sexual health (CASH) clinics 
• in community and primary care settings such as GP surgeries where some 

sexually transmitted infections may be both diagnosed and treated. 
For those people attending specialist sexual health services, there have been 
improvements in access to services with 100% of people offered an appointment 
within 48 hours of contacting services and increasing numbers of people being seen 
within 48 hours. 
 
NHS South Gloucestershire will be revising its sexual health strategy during 
2010/2011 and participating in a regional sexual health peer review process which will 
identify and confirm areas for future development. 

Chlamydia 
Chlamydia is currently the most common sexually transmitted infection. In 1972, it was 
not included in the public health report. The national chlamydia screening programme 
was not introduced until 2003 and was locally implemented in 2007/08 as part of a 
phased national roll out. The programme was established with the aim of controlling 
chlamydia through early detection and treatment of asymptomatic chlamydia infection, 
thus reducing the consequences of untreated infection and onward transmission. 
Rates of chlamydia are highest in young sexually active adults, so the programme is 
aimed at 15 - 24 year olds. 
 
In South Gloucestershire, the programme is coordinated through a central office, 
shared with other PCTs. The current target (2010/2011) is to screen 35% of all 15 - 24 
year olds. 
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The programme focuses on sustaining and developing core services to undertake 
screening. Locally the majority of GP surgeries carry out opportunistic screening. 
Screening also takes place in CASH clinics, young people's clinics, colleges and 
prisons. 
 
Priorities for developing services in the future will focus on pharmacies and extending 
the remit of school health nurses. Engaging young people in the programme has been 
challenging. Ways of encouraging them to take up screening opportunities continue to 
be explored. Work with the University of the West of England (UWE) is underway to 
develop a social marketing project to understand more about the triggers and barriers 
to screening and develop appropriate interventions. 

Figure 24: New diagnoses of chlamydia by PCT 2009 

New diagnosis of Chlamydia per 100,000 population, 
by  PCT 2009
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          Source: Health Protection Agency 

5.5 Human immunodeficiency virus (HIV) 
Human immunodeficiency virus (HIV) was unheard of in 1972. HIV is a virus which 
infects and gradually destroys a person’s immune system, reducing protection against 
infection. Initially, people living with HIV (PLWHIV) show no symptoms as their 
immune system manages to control the virus. HIV infection emerged in the 1980s and 
became the subject of memorable health promotion campaigns. 
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Within South Gloucestershire, the rate of diagnosed HIV-infected patients seen for 
care in 2008 was 65 per 100,000 population aged 15 and over. While the local 
population of PLWHIV is small, it is growing. 
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Figure 25: Diagnosed HIV in South Gloucestershire 2002-2008 

Prevalence of diagnosed HIV among persons aged 15-59 
years, South Gloucestershire, 2002-2008
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At the same time, progress in drug therapies has substantially changed the life 
expectancy of PLWHIV. Whereas at one time people died from HIV-related illnesses 
within a short time of diagnosis, recent figures show that the death rate has fallen by 
97%. Ten years after diagnosis, 94% of people are still alive. 
 
The public health challenge of HIV continues as: 

• about a third of infected people do not know they are infected 
• discrimination around HIV is still present 
• the ongoing care needs are significant for a small but increasing number of 

people living with HIV in South Gloucestershire. 

5.6 Infectious hepatitis 

Hepatitis A 
This used to be a common childhood illness which is mainly spread by infected food or 
water and poor hand hygiene. Vaccination is now available for those at risk through 
travel to high risk areas, or injecting drug use. The 1972 report includes ‘infective 
jaundice’ in the summary table of infectious diseases with 195 cases reported for what 
we now consider to be the South Gloucestershire area. This gives a rate of 102 new 
cases per 100,000 population, which is likely to include a significant number of 
hepatitis A cases, as well as the blood-borne hepatitis B and C. 
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Figure 26: Notifications of hepatitis A in the South West 1990-2009 

Notifications of Hepatitis A in the South West 1990  - 2009
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Source: Health Protection Agency Statutory Notifications of Infections Diseases42  (x axis shows 
number of years from 1990) 

Hepatitis B 
This is a blood-borne viral infection which causes inflammation of the liver and can 
also cause long-term liver damage. It is prevalent in around 0.3% of the population 
with much higher prevalence seen in high risk populations such as offenders and 
injecting drug users. About one in 20 of those infected as adults fail to clear the 
hepatitis B virus after six months and this leads to a longer-term, chronic infection. 

Hepatitis C 
Hepatitis C is the most readily transmitted of these three viruses. It can survive in 
dried blood for up to four days and is thought to be prevalent in around 0.4% of the 
population. By far the highest prevalence is in current and previous drug users. In 
2009, there were 8,605 reported laboratory diagnoses of hepatitis C infection in 
England and 97% of all reports with exposure data involved injecting drug use. 

Hepatitis screening and vaccination 
People with a high risk of hepatitis C should be offered a test so that they can be 
diagnosed at a stage of the disease when they might benefit from treatment, or make 
lifestyle changes that will reduce their risk of harmful health effects. 
 
Hepatitis B vaccination should be offered to those at risk of infection. The transmission 
of hepatitis B among injecting drug users appears to have declined in recent years, 
with the proportion of survey participants reporting infection falling from 28% in 2000 
to 17% in 2009.43 The reported uptake of hepatitis B vaccine has increased nationally 

                                            
42 http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/HepatitisA/EpidemiologicalData/  
Accessed 11.11.10 
43 Health Protection Agency 2009 

http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/HepatitisA/EpidemiologicalData/
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from 35% in 2000 to 73% in 2009. However, locally current coverage rates for 
hepatitis B vaccination are low. 
 
Hepatitis B vaccine should be delivered to all prisoners within one month of entering 
prison and prisoners with risk factors should be offered hepatitis C testing.44  Table 15 
shows the uptake of hepatitis B vaccination in the three local prisons. 

Table 15: Hepatitis B vaccination uptake in local prisons, 2009 

Prison Vaccination uptake 

Ashfield Prison 93.25%* 
HMP Leyhill 61% 
HMP Eastwood Park 53.75% 

Source: Health Protection Agency 2009. Note: Numbers marked with * show an over-estimation of 
vaccination uptake due to problems with data on reception and refusals. 

Very small numbers of people in prison that are identified with hepatitis C are actually 
eligible for treatment and even fewer complete treatment; only eight over the last three 
years in South Gloucestershire. Access to hepatitis C treatment for offenders is limited 
by: 

• the length of time required to complete treatment is often much greater than the 
length of time that people are in prison 

• people need to be stable on methadone before starting treatment 
• agitated depression is a particularly important side-effect of treatment and so 

psychiatric assessment is vital to assess suitability for treatment.  
Data from the South Gloucestershire PCT commissioned drug treatment services has 
consistently demonstrated low levels of recording and vaccination for clients. While a 
proportion are already immunised there is likely to be considerable opportunity for 
health gain through effective delivery of this intervention. 

Table 16: Number of individuals in South Gloucestershire drug treatment 
services who have had a hepatitis B vaccination (new treatment 
journey 2010 - year to date) 

Vaccination status Number % of 'offered 
and accepted' 

Individuals who have started but not finished 
a course of hepatitis B vaccination 

6 10% 

Individuals who have finished a course of 
hepatitis B vaccination 

8 13% 

Total individuals who have had a hepatitis B 
vaccination 

14 22% 

Source: South Gloucestershire Council 

South Gloucestershire drug services are developing a new model for providing a ‘one 
stop shop’ for clients to be both vaccinated for hepatitis B and offered testing for 
hepatitis C. The South Gloucestershire PCT local enhanced service (LES) for shared 
care of substance misuse includes provision of blood-borne virus (BBV) testing and 

                                            
44 Prison Health Quality Indicators Department of Health 2008 
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vaccination and harm minimisation advice. Annual audits of the shared care LES also 
demonstrate that there are considerable opportunities to improve vaccination rates for 
hepatitis B and C. GPs are being incentivised to deliver hepatitis B and A vaccination 
through their shared care LES. 
 
The needle and syringe exchange programme is an important harm minimisation 
intervention. There are currently six pharmacies who take part in the needle exchange 
scheme located in Patchway, Staple Hill, Kingswood, Cadbury Heath and Yate. 
 
Babies born to mothers that have been identified through hepatitis B screening can 
benefit from treatment to prevent onward transmission. All women are offered 
antenatal screening tests for hepatitis B and HIV. There is a very high uptake of over 
99% at Southmead hospital where, in 2007, 18 women were screened positive for 
hepatitis B and 11 for HIV. 
 
The first dose of hepatitis B vaccination is given to babies by the hospital with follow-
up doses to be given in the community. This pathway has not been audited and so 
there is no assurance that babies are completing the vaccinations. Work is urgently 
required to ensure that a systematic approach is taken to ensure a full course of 
vaccination is completed. 

5.7 Head lice 
Head lice infections were considered worth a hopeful comment in the 1972 report 
following the increasing use of chemical treatment. 
 

 
 
This quote is a reminder of the routine head inspections that used to be carried out by 
school nurses. However, these are now considered a waste of time as they only 
identify the worst infections45 and these are rarely seen since the introduction of 
chemical treatments. Yet the battle is not yet won, as head lice have developed 
resistance to certain chemicals.  
 
‘Bug Busting,’ using a fine-toothed pocket comb, has gone in and out of vogue with 
little evidence to support this practice. Chemical treatment is recommended where the 
diagnosis has been made by a health professional. 
 
 
 
 
                                            
45 HPA website general advice accessed 8.11.10 
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/HeadLice/GeneralInformationHeadLice/ 

‘The improvement in the overall situation regarding head lice since 
the use of malathion is most encouraging. Constant vigilance by 
school nurses is ever necessary in the trouble spots, but at present 
we seem to be winning the battle.’ 
(Gloucestershire Annual Report 1972 Page 74) 
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Recent evidence suggests that:  

‘..although malathion is still effective in some people, dimeticone lotion 
offers a significantly more effective treatment for most people.’46 

The Health Protection Agency get very few calls about head lice these days, 
suggesting that whilst the problem has not gone away, the professionals have a 
smaller role to play with the suggested vigilance in the hands of parents.  

5.8 Healthcare associated infections 
The considerable professional, political and media interest in the challenge of 
healthcare associated infections (HCAI) means that this is a widely used term to 
describe particular infections, including MRSA (methicillin resistant Staphyloccocal 
aureus) blood-borne infections. 
 
The main types of HCAIs have changed with changing practices in care and antibiotic 
use and increasing patient vulnerability. Increasing reported rates over the last ten 
years are shown in Figure 27. Local data suggests that rates of infection are 
decreasing. 

Figure 27: Deaths involving MRSA 1993-2008 England and Wales 

Deaths Involving MRSA, England and Wales, 1993 - 2008
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5.9 Food poisoning 
Food poisoning is the most common communicable disease notified in South 
Gloucestershire. There were 438 cases of food poisoning reported for 2009, although 
only 43 of these were formally notified. This was not the case in 1972, with only 38 
cases reported for the whole county. 
 
This change is likely to indicate a genuine increase in incidence reflecting a huge 
change in eating patterns, particularly the increase in the consumption of food 
prepared outside the home. However, there has also been a change in reporting 
patterns, as well as improved microbiological identification of organisms. 
                                            
46 Head Lice: Evidence-Based Guidelines Based on the Stafford Report 2008 Update Public Health 
Medicine Environmental Group 
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Key messages 
• Vaccination has been highly effective in reducing measles and rubella. 

Whilst rates are improving locally, further progress is needed to achieve 
95% coverage. 

• High rates of treatment completion are important for preventing the 
emergence of drug resistant TB. Local arrangements for delivery of TB 
treatment need to be protected and developed further. 

• The delivery of the school leaver's booster vaccination needs a more 
systematic approach. 

• Increasing chlamydia screening rates further is important and will require 
increasing availability of testing in settings outside of primary care, such 
as pharmacies and schools. 

• The uptake of hepatitis B vaccination appears poor among drug 
misusers and needs attention to improve both recording and uptake. 

• The system for follow-up of new babies requiring hepatitis B vaccination 
is weak. Work is urgently required to ensure a systematic approach is 
taken to ensure full courses of vaccination are completed. 
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This section describes the way that health promotion has changed and developed 
over the years, as well as some of the key health promotion programmes. 

6.1 Approaches to health promotion 
The process of promoting and improving health has been defined and redefined over 
past decades, often linked to political and societal influences and the health of the 
population at a given time. Following the emphasis on the environmental reforms of 
the early twentieth century the focus shifted during the 1950s and 1960s towards an 
approach which emphasised individual health behaviours. This view linked an 
individual’s health problems with their lifestyle and was reinforced in 1976 with the 
publication of a government document 'Prevention and Health - Everybody's Business' 
which stated: 

'..to a large extent it is evident that the weight of responsibility for 
[health] lies on the shoulders of the individual himself.' 

DHSS (1976) Prevention and Health – Everybody’s Business 
 

Consequences of 'lifestyle-related' diseases were seen to be among a number of 
preventable problems which the individual should decide about for themselves. 
However, this overlooked the impact that broader factors have on an individual’s 
health status. These broader factors have become known as the wider determinants 
of health and include employment, income, housing, access to services and social 
support. 

The 1972 approach to improving health 
The health education programmes of 1972 focused on providing quality information 
and presenting it appropriately so that individuals would be sufficiently motivated and 
persuaded to take a positive course of action related to their health behaviour. 
 
 

'The purpose of health education is to give people knowledge and 
insight into matters which affect their health thus helping them to 
work towards this ideal. 
'..Giving information alone does not always result in action being 
taken, strong motivation being required to encourage an individual 
to change long established habits. The quality of information and 
the method of presentation are vital factors in persuading people 
that a certain course of action is desirable.' 
(Gloucestershire Annual Report 1972 Page 38) 
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The main programmes delivered locally reflected topics identified nationally by the 
Health Education Council: 

• family planning 
• venereal diseases 
• smoking. 

Health education activities included the delivery of numerous talks from the specialist 
Health Education Department staff across a range of settings, such as schools, 
parentcraft classes and adult organisations. It included showing films, mounting 
exhibitions, producing and providing visual aids, conducting surveys, and attending 
community events to engage directly with the public. It is clear that evaluation of work 
was in its infancy with the development of appropriate methods just beginning. 

The 2010 approach to improving health 
The emphasis on 'health education' in 1972 was widely criticised because of its 
narrow approach and the potential to blame people for poor health, when factors 
beyond their own control may have played a significant part in their health status.  
Progression towards current approaches to health promotion has been impacted by a 
number of global (driven by the World Health Organisation) and national health 
strategies and initiatives which identified priorities and principles and ways of working 
that should underpin health promotion. 
 
Health promotion is notoriously difficult to define but it encompasses the process of 
working to improve people’s health status and enabling them to have more control 
over elements of their lives that impact on their health.47 It can involve a range of 
activities that have been described in a variety of theoretical frameworks. However, in 
principle, they are very similar and would usually include: 

• community-based work 
• health education programmes 
• organisational development 
• economic and regulatory activity 
• policy development 
• environmental health measures 
• preventative health services.48 

Milio described health promotion in 1986 as 'making the healthy choice the easy 
choice..' 49 

 
In contrast to 1972, health promotion work programmes now reflect local needs 
identified specifically through needs assessments,50 as well as nationally highlighted 
issues. They focus on geographical areas and populations where health need is 
greatest. They are based on the increasing body of evidence of effective interventions 
so that outcomes can be maximised. 
 
Health promotion activities are now delivered by numerous practitioners - both health 
and non-health - communities and community groups. This widens the number of 
                                            
47 Naidoo J & Wills J (2000) Health Promotion – Foundations for Practice 
48 Ewles L & Simnett I (2003) Promoting Health – A Practical Guide (5th Ed) London: Ballière Tindall 
49 Milio N (1986) Promoting health though public policy. Ottawa: Canadian Public Health Association 
50 see JSNA (2008) and The Big Picture (2010) 
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opportunities and settings for health promotion and ensures that specialist health 
promotion practitioners are freed up to coordinate and manage programme delivery 
and build capacity in front-line practitioners. 
 
Delivery of programmes is also enhanced by taking a partnership approach to the 
work. Responsibility for health is shared across organisations and facilitated by 
networks of practitioners coming together to ensure programmes are delivered in a 
coordinated way. Robust mechanisms for ensuring that programmes are evaluated 
and reported are now routinely in place. 

6.2 Alcohol 
Since 1972, average alcohol consumption has doubled and deaths from cirrhosis in 
young middle-aged men and women have tripled. Alcohol is not mentioned in the 
1972 report, with 24 deaths from cirrhosis listed in the mortality table. Nine of them 
were under the age of 65 years. In 2008, in South Gloucestershire, there were a total 
23 deaths from cirrhosis, 14 women and nine men. Seventeen people died below the 
age of 65 years. 
 
Nationally, average alcohol consumption hit a century low after the second world war, 
increasing slowly until the 1960s and much more rapidly over the last 50 years. 
Consumption has doubled from four litres per annum per person in 1960, to ten litres 
in 2000. There are parallels with cigarette smoking, with a time lag for the full health 
impact to become apparent and a particular increase in consumption, and hence 
health impact, in women. Alcohol is relatively cheaper now than it has been in the 
past. Data from the NHS Information Centre suggests that alcohol was around 70% 
more affordable in 2007 compared with 1980.51 Harmful use of alcohol is related to 
premature death and avoidable disease and is a major avoidable risk factor for 
cancer, cardiovascular diseases, liver cirrhosis and neuropsychiatric disorders. 
 
The majority of the population can enjoy alcohol responsibly with no detrimental 
effects. However, there are considerable financial, societal, personal and health 
implications related to problematic drinking patterns. Children and young people in 
Britain drink more and at an earlier age than in other European countries and problem 
drinking has a considerable impact on their lives. 

Table 17: People aged 16-64 yrs in South Gloucestershire estimated to be 
problem drinkers 2009 

Drinking category Estimated prevalence 2009 

Men 32%    27,757  
Hazardous / Harmful 

Women 15%    12,591  
Men 21%    18,215  

Binge 
Women 9%      7,555  
Men 6%      5,204  

Dependant 
Women 2%      1,679  

                                            
51 www.ias.org.uk/resources/papers/occasional/uk-affordability-trends.pdf 



  Page 65 of 81 

Section 6: Health promotion and lifestyles 

There is evidence that alcohol-related health problems are continuing to worsen. For 
example, there are increasing mortality rates for chronic liver disease and higher 
hospital admission rates. 

Figure 28: Mortality rates from chronic liver disease 

Mortality rates from chronic liver disease, including cirrhosis
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Source: www.NCHOD.co.uk 

Over the past 40 years deaths from cirrhosis of the liver have tripled for men and 
women in the 25-44 years age group.52 
 
Admissions to hospital specifically related to alcohol are significantly higher in the 
South Gloucestershire Priority Neighbourhoods than for South Gloucestershire as a 
whole (see Figure 29) and appear to be increasing for South Gloucestershire as a 
whole. 

                                            
52 www.statistics.gov.uk/downloads/theme_health/HSQ17.pdf 
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Figure 29: Hospital admission rates for alcohol specific admissions 

 
Source: Local Admitted Patient Care database extract, population extracted from Population Years local 
database, 2006 population. 

Tougher action is needed from government to introduce minimum pricing for alcohol to 
make it less affordable, particularly for children and young people. This along with a 
greater commitment to the adequate resourcing of alcohol treatment would support 
local efforts to reduce alcohol-related harm in South Gloucestershire. 
 
 

 

Local initiatives to address problem drinking 
Local partnership efforts to reduce the harm from problem drinking are 
described in the South Gloucestershire Alcohol Harm Reduction Strategy which 
includes: 

• preventative work with children and young people 
• improving intelligence and communication between partner agencies and 

the public 
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• development of local alcohol treatment services 
• working with licensees to promote responsible drinking 
• the Alcohol Arrest Referral Scheme 
• a pilot scheme of alcohol workers in accident and emergency 

departments. 

Crude alcohol specific Hospital Admission Rates per 10,000 population (all ages) 
by Priority Neighbourhood Ward, 2006/7-2007/8 and 2008/9-2009/10.  Including 

multiple admissions
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6.3 Smoking 
 

 

Nationally, there has been a reduction in the percentage of people who smoke across 
all age bands from 16 years upwards, between 1972 and 2008,53 with a greater 
decrease in men than women. 

• in 1972, 52% of men smoked -  now reduced to 22% 
• in 1972, 41% women smoked - now reduced to 21%. 

Figure 30: Prevalence of smoking by sex, 1972 to 2008, Great Britain 
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Source: Office for National Statistics (2006) Results from the 2005 General Household Survey. The 
Stationery Office: London and previous editions. 

 

                                            
53 Scarborough P et al (2010). Coronary heart disease statistics 2010 edition. British Heart Foundation: 
London 
 

'If cigarette smoking in Britain ceased, there would be a great 
reduction in conditions such as chronic bronchitis, coronary heart 
disease and lung cancer.' 
(Gloucestershire Annual Report 1972 Page 40) 
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Since 1974, the percentage of regular smokers who are 'heavy smokers' has 
decreased for both men and women. 

Table 18: Percentage of smokers classed as heavy smokers 

 Then Now 
Percentage of regular 
smokers classed as 'heavy 
smokers' 

26% of men 
13% of women 

(1974) 

7% of men 
5% of women 

(2008) 

The picture in 1972 
In 1972, smoking had been identified as a priority by the Health Education Council. 
Locally this was addressed by persuading young people not to start smoking using 
information, discussion opportunities, films and other visual aids in junior schools and 
further education colleges. Senior school teachers were supplied with films and other 
visual aids. 
 
In England, in 1982, there was evidence of regular smoking amongst 11% of both 
boys and girls aged between 11 and 15 years of age. By 2008 this had decreased to 
five per cent in boys and eight per cent in girls, indicating a greater rate of decrease 
amongst boys during that 26 year period. 

Figure 31: Smoking in young people 1982-2008 in England 

Regular cigarette smoking in young people 
aged 11 to 15 by sex, 1982 to 2008, England
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Source: Department of Health (2010) Smoking, drinking and drug use among young people in England 
2008: Headline Figures. Note: Figures for boys and girls for 1982 and 1984 are the same. 

In South Gloucestershire 
In 2006-2008, smoking prevalence rates in adults in South Gloucestershire were 
estimated at 22.1% - approximately the same as the England average of 22.2%.54 The 
                                            
54 London Health Observatory (2010) Local Tobacco Control Profiles for England 
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local prevalence of women smoking during pregnancy was 9.3% during 2009/10. This 
compares well with the most recent national data (2008/09) showing 14.6% of women 
were smokers at time of delivery. 
 
Work on smoking has expanded significantly since 1972. In South Gloucestershire, it 
is delivered through a multi-agency partnership; the South Gloucestershire Tobacco 
Alliance Network (TAN). It includes the provision of NHS Support to Stop Smoking 
Services (SSS) as well as addressing the wider tobacco control agenda. 
 
Work with children and young people has remained a consistent focus for effort over 
the intervening years. Based on increasing evidence, the emphasis has now shifted to 
using peer support to discourage young people from starting smoking. This is in 
contrast to the persuasive approach of adults in previous years. The ASSIST initiative 
which takes this approach will be implemented in South Gloucestershire schools over 
the forthcoming months. 
 
In early 2010, the Department of Health published the Tobacco Control Strategy for 
England – A Smokefree Future.55  This aims to reduce the numbers of smokers who 
start smoking, motivate and assist every smoker to quit and protect families and 
communities from tobacco-related harm. 
NHS Stop Smoking Service 
Locally the NHS South Gloucestershire Stop Smoking Service was established in 
2001 and has developed and expanded in line with national and local priorities. 
 
Targets to support an increasing number of people to quit smoking at four weeks have 
continued to be met, with 2009/10 figures showing that 1,532 people quit smoking 
during that period. This is equivalent to 725 people per 100,000 of the population aged 
16 years and over. Increasing numbers of people are accessing the Support to Stop 
Smoking Services. 
 
Since 2002 we have seen that while fewer men than women access the local Support 
to Stop Smoking Services, they are more successful in quitting. 

                                            
55 Department of Health (2010) A smokefree future: a comprehensive tobacco control strategy for 
England 
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Figure 32: Smoking cessation data by gender in South Gloucestershire 2002-
2010 
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Source: Support to Stop NHS South Gloucestershire 

The introduction of the ban on smoking in public places in summer 2007 and the 
media and publicity regionally through Smoke Free South West and through national 
promotion have raised awareness of support services. 
 
 

 

Local initiatives to address smoking 
Work is delivered locally through a multi-agency partnership - the South 
Gloucestershire Tobacco Alliance Network (TAN). It includes: 

• work on reducing illegal sales of tobacco 
• further development of the smokefree homes initiative 
• providing information and education about the harmful effects of tobacco, 

focusing on children and young people through schools and youth 
services 
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• the ASSIST programme to provide targeted peer support for Year 8 
pupils on smoking and health 

• maintaining smokefree compliance 
• ensuring sustainable and accessible specialist stop smoking services are 

commissioned and provided. 



  Page 71 of 81 

Section 6: Health promotion and lifestyles 

6.4 Promoting a healthy weight 
 

 
 

Overweight and obesity are defined by Body Mass Index (BMI). This is a 
measurement that takes account of the relationship between height and weight. Ideal 
BMI is below 25. Individuals with a BMI between 25 and 30 are overweight and those 
with a BMI above 30 are obese. 
 
On average, obesity reduces life expectancy by between three and 13 years. The 
more severe the obesity and the earlier it develops the higher mortality rates.56 Being 
overweight or obese are associated with serious chronic conditions such as type 2 
diabetes, high blood pressure and hyperlipidaemia. These are all major risk factors for 
cardiovascular disease. 

The picture in 1972 
It was during the 1970s that obesity first began to emerge as a major concern for 
public health. Due to the changes in the provision of school milk and school meals in 
1971, the government set up the National Study of Health and Growth (NSHG).57 The 
study collected the height and weight of children between 1974 and 1994. The 
measuring programme enabled the government to identify the effects of the changes 
in policy. 

The picture in 2010 
Obesity has risen sharply since the 1970s in both children and adults. In children there 
was little change between 1974 and 1984, but in the following ten years it doubled 
among 4-12 year olds.58 By 2003 the likelihood of a child being obese was over four 
times higher than in 1974.59 
 
Unfortunately data on the prevalence of adult obesity is not as robust as that for 
children. However, estimates have suggested that the number of obese adults 
(27.1%) in South Gloucestershire is higher than the national average (24.2%).60 
 

                                            
56 Jebb S. (2004) Obesity: causes and consequences: www.medicinepublishing.co.uk 
57 National Study of Health and Growth Phase 1: 1972-1976. Appendix 3. Year 1 
58 Chinn S, Rona RJ. Prevalence and trends in overweight and obesity in three cross sectional studies 
of British children 1974-94. British Medical Journal 2001; 322: 24-26. 
59 E, Primatesta P et al. Overweight and obesity trends from 1974 to 2003 in English children: what is 
the role of socio-economic factors? Arch Dis Child 2005; 90: 999-1004 
60 Statistics on Obesity, Physical Activity and Diet: England, 2010. The NHS Information Centre. 

'..the aetiology of ischemic heart disease is not so clearly 
established as is lung cancer, but there is now little doubt that the 
three most important controllable factors are cigarettes, obesity 
and lack of exercise. To an increasing extent, the avoidance of 
premature death is coming within individual control.' 
(Gloucestershire Annual Report 1972 Page 2) 

http://www.medicinepublishing.co.uk/
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Figure 33 compares levels of overweight and obesity (combined) in South 
Gloucestershire children now with national 1974 data. Although the age bands are not 
directly comparable the two to threefold increase is clear for both boys and girls. 

Figure 33: Percentage of children either overweight or obese in 1974 (England) 
and 2008/09 (South Gloucestershire) 

 
The figure below shows the clear link between deprivation and childhood obesity, with 
higher levels of obesity at reception age in Priority Neighbourhood wards. 

Figure 34: Levels of obesity amongst Reception age children for South 
Gloucestershire, Priority Neighbourhood wards and non Priority 
Neighbourhood wards 

Percentage of Reception Year pupils classified as obese, 
2008/09 school year, by priority neighbourhood status
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Source: National Child Measurement Programme (2008/09) 
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Recent trends 
Tables 19 and 20 show the last four years data from the National Child Measurement 
Programme through to 2009/10. Allowing for improvements in data recording it 
appears that levels are relatively stable in reception age children but continue to 
increase in Year 6, particularly the proportion of the heaviest (obese). Levels in South 
Gloucestershire are lower at both age points when compared with the rest of England 
but higher than for the South West. 

Table 19: Overweight prevalence of children in South Gloucestershire 

Source: The Information Centre: NCMP (2009/10)) 

Table 20: Obesity prevalence of children in South Gloucestershire 

Source: The Information Centre: NCMP (2009/10)) 

There has been some comfort in emerging national evidence which shows the rate of 
increase in child obesity has, at the very least, slowed since the previous decade 
amongst the under 11s.61 

Changes in approach 
Obesity is a complex multi-factorial disease caused by the interaction of genetic and 
environmental factors. Halting the obesity epidemic involves understanding individual 
behaviour and responsibility - how people choose to live their lives, what they eat and 
how much physical activity they do. 
 
We know that a relationship exists between the determinants of obesity and 
socioeconomic status and that individuals from poorer socioeconomic backgrounds 

                                            
61 NOO (2010) National Child Measurement Programme: Changes in children’s body mass index 
between 2006/07 and 2008/09 

Overweight (%) 
Reception Year 6 

 

2006/07 2007/08 2008/09
 

2009/10 2006/07
 

2007/08 2008/09 
 

2009/10

South 
Gloucester- 
shire 

13% 12.6% 13.2% 14.2% 14% 13.3% 14.5% 14.5% 

South West 13.5% 13.9% 14% 14% 13.9% 14% 14.2% 14.3% 
England 13% 13% 13.2% 13.3% 14.2% 14.3% 14.3% 14.6% 

Obesity (%) 
Reception Year 6 

 

2006/07 2007/08 2008/09
 

2009/10 2006/07 2007/08 2008/09 
 

2009/10

South 
Gloucester-
shire 

9.7% 7% 9.1% 8.7% 13.7% 14.2% 16.5% 16.7% 

South West 9% 8.9% 8.9% 9.2% 14.9% 16% 16.2% 16.1% 
England 9.9% 9.6% 9.6% 9.8% 17.5% 18.3% 18.3% 18.7% 
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may have diets rich in low cost energy dense foods,62 participate less in sports and 
physical activity and have lower weight control awareness.63. 
 
Evidence suggests that the focus should be on interventions from pre-conception to 
early years as these are the stages in life where the body is ‘programmed’ for the 
future. Breastfeeding provides an important opportunity to influence this critical period 
of development.64  
 
However, it is also essential that there is adequate provision for those at any age that 
are already overweight or obese. This is supported by evidence suggesting that a 
moderate weight loss of 5-10% of body weight in obese individuals is associated with 
important health benefits, particularly in a reduction in blood pressure and a reduced 
risk of developing type 2 diabetes and coronary heart disease. 
 

 
 

Local gaps and priorities 
In 2010, NHS South Gloucestershire and partners carried out a peer review of the 
work being carried out across the county around the Healthy Weight Healthy Lives 
agenda, specifically focusing on adult obesity.  
 

                                            
62 Lu N, Samuels ME, Huang K (2002) Dietary behavior in relation to socioeconomic characteristics and 
self-perceived health status. J Health Care Poor Underserved 213:241–57 
63 Wardle J, Griffith J (2001) Socioeconomic status and weight control practices in British adults. J 
Epidemiol Community Health; 55:185–90 
64 Foresight. (2007). Tackling Obesities: Future Choices – Project Report. Government Office for 
Science.  

Local initiatives to address overweight and obesity 
Some examples of current work and progress made are: 

• NHS South Gloucestershire and partners successfully delivered six 
MEND (Mind, Exercise, Nutrition, Do it!) programmes for children 
aged 7-13 years who were above the healthy weight range. The 
programme demonstrated positive changes in multiple health outcomes 
and as a result, a new service will be piloted from 2011. 

• We piloted a new weight management on referral programme 
whereby patients were referred to commercial slimming groups via the 
exercise on prescription pathway. Evaluation of the programme is 
currently underway with encouraging early reports. 

• MEND graduates and Active Family Clubs - these clubs are aimed at 
families that have either finished the MEND programme and still need 
support, or families with children who are above the healthy weight range 
and want to become more physically active. 

• The Breakthrough Active mentoring programme supports children to 
develop confidence and self-esteem often through physical activity. 

• The Healthy Schools Plus project aims to bring about healthier 
behaviour in children and young people. 
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The Peer Review was very complimentary about the healthy weight and physical 
activity work in South Gloucestershire. They commended the staff that have taken the 
healthy weight agenda forward and noted many strengths and examples of good 
practice. They identified key recommendations to take forward including: 

• the Healthy Weight Strategy should be reviewed and refreshed together with 
the associated steering group 

• a multi-tier healthy weight care pathway for adults should be developed 
• the existing Tier 1 Weight Management on Referral pilot scheme should be 

evaluated, scaled-up and made available to more communities in South 
Gloucestershire 

• the development of Tier 2 (more specialised) services should be considered for 
patients for whom Tier 1 services are not suitable or effective. These would be 
more obese patients and those with significant co-morbidities 

• strengthen social marketing work. In particular, from March 2010, the national 
Change4Life social marketing campaign will target adults aged 45-65. 

6.5 Physical activity 
A lack of physical activity is mentioned in the 1972 report in relation to heart disease 
risk but it is not covered in any detail. 
 
The evidence of the benefits of a more active lifestyle has been gathering pace over 
the last 30 years. The Chief Medical Officer’s 2010 Annual Report stated that: 

‘..if a medication existed which had a similar effect to physical activity, 
it would be regarded as a ‘wonder drug’ or ‘miracle cure.’ 

The picture in 1972 
Data on trends in physical activity during this time is sparse. However, some evidence 
of decreasing adult levels of physical activity in England can be shown by the National 
Travel Survey, which tracks average miles travelled on foot or by bicycle. This data 
suggests that both walking and cycling on the public highway declined steadily 
between 1975-76 and 1999-2001.65 

Table 21: Trends in average miles travelled per person per year on foot and by 
bicycle, England 1975/76-2009 

Miles travelled per person per year 
 

 
 
Walking 
 
Bicycle 

1975-6 
 
255 
 
51 

1985-6 
 
244 
 
44 

1989-91 
 
237 
 
41 

1992-94 
 
199 
 
38 

1995-97 
 
200 
 
43 

98-00 
 
198 
 
40 

2005 
 
198 
 
36 

2007 
 
190 
 
40 

2009 
 
196 
 
46 

Source: National Travel Survey 2009 

The increase of car ownership per household has also been widely acknowledged as 
a contributor to the decline in walking levels. 
 

                                            
65 Department of Health (2004) At least five a week: evidence on the impact of physical activity and its 
relationship to health. London: Department of Health 
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Table 22: Households with regular use of a car 1970 and 2008 

Then Now 
 
About half (48%) of all households in 
Great Britain had the regular use of a car 
(1970) 
 

 
Just over three quarters (78%) of all 
households in Great Britain have the 
regular use of a car (2008) 

 
The increasing use of cars has led to a cycle of increasing car dependency, as town 
planning prioritise the needs of motorists above those of pedestrians and cyclists. This 
has meant that in many places walking and cycling are at best unpleasant and at 
worst dangerous. 

Figure 35: Passenger transport by mode 1952-2007 in Great Britain 

Passenger transport by mode, Great Britain, 1952-2007
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In 1972, the government set up the GB Sports Council (now known as Sport England) 
with a role to allocate and administer Government funds in sport. The Sports Council 
launched a series of ‘Sport for All Campaigns’ focusing on raising the awareness of 
sport and improving facilities and participation. As the title of the campaign indicates, it 
was aimed at engaging people of all levels of ability. 

The picture in 2010 
Current local estimates suggest that only 10.2% of adults participate in moderate 
intensity sport and active recreation on 20 or more days in the previous four weeks 
(equivalent to 30 minutes on five or more days per week).66 Around 40.1% of local 

                                            
66 Active People Survey (2008-2009) 
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children aged 1-13 years spend at least three hours per week on high quality PE and 
school sport. This is considerably lower than the national average of 49.6%.67 

Changes in approach 
The focus of exercise during the 1970s was to engage in vigorous exercise to 
maintain good health. Although this is somewhat true today, current physical activity 
recommendations for adults is that they should achieve a total of at least 30 minutes 
of at least moderate activity, either in one session, or in multiple bouts of at least ten 
minutes duration, on five or more days of the week.68 
 
It is now clear that a relationship exists between the amount of physical activity, 
disease risk and premature death. This means that small increases in physical activity 
levels, particularly for those who are sedentary, can provide numerous health benefits. 
People who are physically active reduce their risk of developing CHD, stroke, cancer 
and diabetes by up to 50%, and the risk of premature death by about 20–30%.69 
 
Inactive lifestyles in England are twice as prevalent as smoking, hypertension or high 
cholesterol. Evidence shows that the health impact of inactivity in terms of coronary 
heart disease, for example, is comparable to that of smoking and almost as great as 
that of high cholesterol levels. 
 
Getting more people more active is one of public health's 'best buys'. Primary and 
secondary care costs attributable to physical inactivity having been estimated to cost 
NHS South Gloucestershire £3.8 million each year. 
 
On average, an inactive person: 

• spends 38% more days in hospital than an active person 
• has 5.5% more family doctor visits 
• has 13% more specialist services and 12% more nurse visits than an active 

individual.70 

The key to achieving sustainable improvements in physical activity levels is to ensure 
that as many people as possible are active as part of their everyday routine, for 
example through 'active travel' (walking, cycling or using public transport) or small 
changes at work, such as using the stairs rather than the lift. The aim now is to create 
a shift in societal attitudes and behaviours, to reap the huge potential health gains 
from adopting an active lifestyle throughout life. 
 

                                            
67 Annual Survey of School Sport Partnerships on behalf of the Department for Education 2009 
68 Department of Health (2004) At least 5 a week: Evidence on the impact of physical activity and its 
relationship to health - A report from the Chief Medical Officer 
69 Chief Medical Officer (CMO) (2004) At least five a week: Evidence on the impact of physical activity 
and its relationship to health, London: Department of Health.  
70 Sari, Nazmi (2008) Physical inactivity and its impact on healthcare utilization, Wiley Interscience, 18 
(8): 885–901.  
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6.6 Healthy eating 
Good nutrition is important for good health. While we know that many people in 
England eat well, a large number of people do not, particularly among the more 
disadvantaged and vulnerable in society. A significant proportion of the population 
consumes less than the recommended amount of fruit and vegetables and fibre, but 
more than the recommended amount of fat, saturated fat, salt and sugar. 

The picture in 1972 
Surprisingly, the National Food Survey has reported that overall intake of calories, fat 
and saturated fat has decreased since the 1970s. This trend is accompanied by a 
decrease in sugar and salt intake and an increase in fibre and fruit and vegetable 
intake.71 However, the survey does not fully account for food eaten outside the home - 
including for example, work lunches, snacks and fast food meals. 

                                            
71 Scarborough P, Bhatnagar P, Wickramasinghe K, Smolina K, Mitchell C, Rayner M (2010). Coronary 
heart disease statistics 2010 edition. British Heart Foundation: London 

Local initiatives to promote physical activity 
• The Exercise on Prescription (EOP) is continuing to grow with 1,200 

patients referred by health professionals for 2009/10. The scheme offers 
a wide range of targeted community-based interventions to adults who 
have been identified as having a health condition that would benefit from 
increased physical activity (e.g. diabetes). The scheme recently reached 
the South West regional final of the NHS Health and Social Care Awards 
for the ‘Success in Partnership’ category. 

• The Walking for Health Programme – this is a series of short walks 
across the county led by volunteers and aimed at increasing people’s 
physical activity levels. 

• The Cycling City programme has made good progress in making 
significant improvements to the infrastructure to support cycling in South 
Gloucestershire. Having now entered its final year of funding, we are 
looking at ways of sustaining current work streams. 
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Figure 36: Household consumption of fruit and vegetables in the UK 1970-2003 

 
Source: Office for National Statistics (2008) Family Food in 2002-3. The Stationery Office 

The 1972 public health annual report shows that there was a 70% take up rate of 
school meals for children who were eligible in Gloucestershire. The nutritional content 
of these meals ensured that half the pupils ‘daily protein requirements, and one-third 
of their calorie needs were met, together with the requisite mineral salts and vitamins 
appropriate to the main meal.’ 

The picture in 2010 
Since the 1990s there has been growing evidence of the links between diet and 
health. Improving a person’s diet by increasing consumption of fruit and vegetables 
can significantly reduce the risk of many chronic diseases. It has been estimated that 
eating at least five portions of a variety of fruit and vegetables a day could reduce the 
risk of death from chronic diseases such as heart disease, stroke, and cancer by up to 
20%. 
 
The proportion of adults in South Gloucestershire currently eating five portions of fruit 
and vegetables per day is estimated at 26% which is lower than the national average 
(28.7%)55 
 
Since the mid 1970s, there has been a 30 year decline in the number of school meals 
taken up by pupils. The percentage of school meal take up in South Gloucestershire 
with primary and secondary schools combined in 2008/9 was 36.6%.72 This is 
significantly lower that the 70% take up reported in 1972. 

                                            
72 School Food Trust (2010) Take up of school lunches in England  2009-2010. Statistical Release 
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Figure 37: Percentage take up of school meals in England 

 
Source: Reproduced with kind permission of the School Food Trust 

Research has shown that children are very happy to eat healthy food – the biggest 
barrier to them having school food is not the food itself but the negative experiences of 
lunchtime such as queues and noise.  

Changes in approach 
Research over the last few years has estimated that diet might contribute to the 
development of one-third of all cancers and that eating healthily is the second most 
important cancer prevention strategy, after reducing smoking.  
 
Diet-related ill health is responsible for about ten per cent of deaths in the UK and is 
estimated to cost the NHS some £6 billion every year. This is more than double the 
cost of tobacco use. Around 70,000 fewer people (ten per cent of current annual 
mortality) would die prematurely each year in the UK if diets matched the nutritional 
guidelines on fruit and vegetable consumption, saturated fat, added sugar and salt 
intake. The health benefits of meeting the national nutritional guidelines have been 
estimated to be as high as £20 billion each year. 
 
Since the 1980s, parents have increasingly viewed packed lunches as more nutritious 
than school meals. However, a number of studies have not found this to be the case. 
Research tells us that school lunches are more likely to meet current food and 
nutrient-based standards than packed lunches.73 These findings support the ongoing 
work to promote the take-up of school meals, particularly through efforts to increase 
knowledge surrounding free school meal eligibility for low-income families 
 

                                            
73 School Food Trust (2010) School lunch versus packed lunch: Evidence of compliance with school 
food standards 
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Nationwide campaigns such as Change4Life offer opportunities to influence people’s 
behaviour that can enable them to maintain or achieve a healthy weight. The 
approach focuses on the small changes that people can make to their lifestyles which 
are more likely to become sustainable in the long-term. A combination of actions is 
needed at a local level, with close monitoring and evaluation of their impact to justify 
future investment. 
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Key messages 
Since 1972, South Gloucestershire has seen marked changes in the pattern of 
people's lifestyles. 
 
Improving 

• Smoking rates have halved in both men and women, with the biggest 
decline in men. 

Getting worse 
• Average alcohol consumption has doubled and deaths from cirrhosis in 

young middle-aged men and women have tripled. 
• Childhood obesity has more than doubled. 
• Walking levels have gradually declined. 

Local initiatives to promote healthy eating 
• Health@Work Award recognises employers and workplace settings 

where healthy food choices are available in the staff café, restaurant or 
canteen. 

• Healthy Early Years in childcare project for pre-school children. 
• Good progress has been made in the early years setting with the PCT 

committing to achieving Baby Friendly Initiative Status. This has 
resulted in being awarded a certificate of achievement. 

• Change4Life Convenience Store Project - one of the South West’s 
first Change4Life convenience stores has opened at the SPAR store on 
Filton Avenue. Since launching over a year ago, Change4Life has 
worked with individuals and groups across England and Wales to 
prevent people from becoming overweight by encouraging them to eat 
better and move more. 





 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix A: Health profile 2010 for South Gloucestershire 
 
This can also be seen at www.healthprofiles.info and is produced by the Association 
of Public Health Observatories. 
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South Gloucestershire

South Gloucestershire at a glance

The health of people in South Gloucestershire is
generally good. Life expectancy for men and women is
higher than the England average.
Early death rates from cancer and from heart disease
and stroke have fallen in the last 10 years and remain
better than the England rates.
Estimated levels of smoking, binge drinking and
physical activity in adults are similar to the England
average. However, estimated rates of healthy eating
and obesity are worse.
Only 40% of children spend 3 hours per week on
school sport, which is worse than the England average.
The percentage of Reception year children classified as
obese is similar to the England average.

and the percentage of mothers initiating breastfeeding
The percentage of women smoking during pregnancy

are both better than the England average.
The teenage pregnancy rate is better than the England
average, however there are still around 150
pregnancies in 15 to 17 year olds each year.
Local initiatives are being developed to improve prison
health, with a particular focus on reducing self harm
and improving the mental health of prisoners.
In 2010 NHS South Gloucestershire and the council
jointly produced an update to the "Joint Strategic Needs
Assessment" which assesses the health and well-being
needs of the local population. This can be found at

•

•

•

•

•

South Gloucestershire - updated 28 July 2010

www.ourareaourfuture.org.uk
Population 257,700

 

This profile gives a picture of health 
in this area.  It is designed to help 
local government and health 
services improve people’s health 
and reduce health inequalities.  
 

Health Profiles are produced every year by 
the Association of Public Health 
Observatories. 
 
Visit the Health Profiles website to: 
 
• see profiles for other areas 
• use interactive maps 
• find more detailed information 
 
www.healthprofiles.info 

Mid-2008 population estimate

Source: National Statistics website: www.statistics.gov.uk

updated 28 July 2010
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a national view

Health inequalities:
a local view

This map shows differences in deprivation levels in this area 
based on local quintiles (of the Index of Multiple Deprivation 
2007 by Lower Super Output Area).  The darkest coloured 
areas are the most deprived in this area.

M = Males F = Females

95% confidence interval. These indicate the level of uncertainty about each 
value on the graph. Longer/wider intervals mean more uncertainty.

© Crown Copyright 2010www.healthprofiles.info

This map shows differences in deprivation levels in this area 
based on national quintiles (of the Index of Multiple Deprivation 
2007 by Lower Super Output Area).  The darkest coloured 
areas are some of the most deprived areas in England.
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This chart shows the percentage of the population in 
England, this region, and this area who live in each of 
these quintiles.

This chart shows the life expectancy at birth for males and 
females (2004-2008) for each of the quintiles in this area.
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Trend 1 compares rates of death, at all ages and from 
all causes, in this area with those for England.

Trend 2 compares rates of early death from heart 
disease and stroke (in people under 75) in this area with 
those for England.

Trend 3 compares rates of early death from cancer (in 
people under 75) in this area with those for England.

Health inequalities:
changes over time

Trend 1:
All age, all cause mortality

Trend 3:
Early death rates from cancer

Trend 2:
Early death rates from heart disease and stroke

Health inequalities:
ethnicity

This chart shows the percentage of pupils by ethnic group in this area who achieved five GCSEs in 2008/09 (A* to C grades 
including English and Maths). Comparing results may help find possible inequalities between ethnic groups.

If there are any empty cells in the table this is 
because data has not been presented where the 
calculation involved pupil numbers of 0, 1 or 2. 
Some further groups may not have data presented 
in order to prevent counts of small numbers being 
calculated from values for other ethnic groups or 
areas.95% confidence intervals are shown for this local authority area

© Crown Copyright 2010 www.healthprofiles.info

These graphs show how changes in death rates for this 
area compare with changes for the whole of England.  
Data points on the graph are mid-points of 3-year 
averages of yearly rates. For example the dot labelled 
2003 represents the 3-year period 2002 to 2004.

Ethnic
Groups

% pupils
achieved
grades

No. of pupils
achieved
grades

White 49.5 1,442

Mixed 51.3 39

Asian 51.0 26

Black 21.4 6

Chinese/other 43.8 7

England

South Gloucestershire



South Gloucestershire - updated 28 July 2010

Health summary for 

The chart below shows how the health of people in this area compares with the rest of England. This area's result for each 
indicator is shown as a circle. The average rate for England is shown by the red line, which is always at the centre of the 
chart. The range of results for all local areas in England is shown as a grey bar. A red circle means that this area is 
significantly worse than England for that indicator; however, a green circle may still indicate an important public health 
problem.

Significantly worse than England average

Not significantly different from England average

Significantly better than England average

England AverageRegional average

25th 
Percentile

75th 
Percentile

England 
Worst

England 
Best

Domain
Local No.

Per Year

Local 

Value

Eng 

Avg

Eng 

Worst

Eng 

Best

1 Deprivation 1119 0.4 19.9 89.2 0.0

2 Children in poverty 5618 11.2 22.4 66.5 6.0

3 Statutory homelessness 229 2.17 2.48 9.84 0.00

4 GCSE achieved (5A*-C inc. Eng & Maths) 1529 49.2 50.9 32.1 76.1

5 Violent crime 3188 12.4 16.4 36.6 4.8

6 Carbon emissions 1984 7.7 6.8 14.4 4.1

7 Smoking in pregnancy 255 8.9 14.6 33.5 3.8

8 Breast feeding initiation 2207 76.6 72.5 39.7 92.7

9 Physically active children 14555 40.1 49.6 24.6 79.1

10 Obese children 249 9.1 9.6 14.7 4.7

11 Tooth decay in children aged 5 years n/a 0.9 1.1 2.5 0.2

12 Teenage pregnancy (under 18) 151 31.1 40.9 74.8 14.9

13 Adults who smoke n/a 22.1 22.2 35.2 10.2

14 Binge drinking adults n/a 21.8 20.1 33.2 4.6

15 Healthy eating adults n/a 26.0 28.7 18.3 48.1

16 Physically active adults n/a 10.2 11.2 5.4 16.6

17 Obese adults n/a 27.1 24.2 32.8 13.2

18 Incidence of malignant melanoma 36 14.0 12.6 27.3 3.7

19 Incapacity benefits for mental illness 2562 16.1 27.6 58.5 9.0

20 Hospital stays for alcohol related harm 4780 1560 1580 2860 784

21 Drug misuse      

22 People diagnosed with diabetes 9082 3.52 4.30 6.72 2.69

23 New cases of tuberculosis 11 4 15 110 0

24 Hip fracture in over-65s 213 421.0 479.2 643.5 273.6

25 Excess winter deaths 70 11.3 15.6 26.3 2.3

26 Life expectancy - male n/a 79.8 77.9 73.6 84.3

27 Life expectancy - female n/a 83.6 82.0 78.8 88.9

28 Infant deaths 6 2.09 4.84 8.67 1.08

29 Deaths from smoking 309 163.0 206.8 360.3 118.7

30 Early deaths: heart disease & stroke 156 55.1 74.8 125.0 40.1

31 Early deaths: cancer 287 102.7 114.0 164.3 70.5

32 Road injuries and deaths 85 33.3 51.3 167.0 14.6
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No significance can be calculated

Indicator Notes 
1 % of people in this area living in 20% most deprived areas of England 2007 2 % of children living in families receiving means-tested benefits 2007 3 Crude rate 
per 1,000 households 2008/09 4 % at Key Stage 4 2008/09 5 Recorded violence against the person crimes crude rate per 1,000 population 2008/09 6 Total end user 
CO2 emissions per capita (tonnes CO2 per resident) 2007 7 % of mothers smoking in pregnancy where status is known 2008/09 8 % of mothers initiating breast 
feeding where status is known 2008/09 9 % of year 1-13 pupils who spend at least 3 hours per week on high quality PE and school sport 2008/09 10 % of school 
children in reception year 2008/09 11 Weighted mean number of teeth per 5 yr old child sampled that were actively decayed, missing or filled 2007/08 12 Under-18 
conception rate per 1,000 females aged 15-17 (crude rate) 2006-2008 (provisional) 13 % adults, modelled estimate using Health Survey for England 2006-2008 14 
% adults, modelled estimate using Health Survey for England 2007-2008 15 % adults, modelled estimate using Health Survey for England 2006-2008 16 % aged 
16+ 2008/09 17 % adults, modelled estimate using Health Survey for England 2006-2008  18 Directly age standardised rate per 100,000 population under 75 2004-2006 
19 Crude rate per 1,000 working age population 2008 20 Directly age and sex standardised rate per 100,000 population 2008/09 (rounded) 21 New Problematic 
Drug User estimates were not available in time for inclusion 22 % of people on GP registers with a recorded diagnosis of diabetes 2008/09 23 Crude rate per 100,000 

population 2006-2008 24 Directly age-standardised rate per 100,000 population for emergency admission 2008/09 25 Ratio of excess winter deaths (observed winter 
deaths minus expected deaths based on non-winter deaths) to average non-winter deaths 1.08.05- 31.07.08 26 At birth, 2006-2008 27 At birth, 2006-2008 28 Rate 
per 1,000 live births 2006-2008 29 Per 100,000 population age 35+, directly age standardised rate 2006-2008 30 Directly age standardised rate per 100,000 
population under 75, 2006-2008 31 Directly age standardised rate per 100,000 population under 75, 2006-2008 32 Rate per 100,000 population 2006-2008  
 
More indicator information is available in The Indicator Guide: www.healthprofiles.info For information on your area contact your regional PHO: www.apho.org.uk 
 
You may use this profile for non-commercial purposes as long as you acknowledge where the information came from by printing ‘Source: APHO and Department of 
Health. © Crown Copyright 2010’. 

00HD

In the South East Region this represents the Strategic Health Authority average
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Index of Director of Public Health annual reports 
Previous annual reports are available on the South Gloucestershire PCT website at 
www.sglos-pct.nhs.uk or from Dr Chris Payne on 0117 330 2479, or email: 
Chris.Payne@sglos-pct.nhs.uk. Each year the reports provide an update on the major 
causes of ill health, health inequalities and health promotion targets and on health 
protection. 
 

Our area our health:  Annual Report of the Director of Public Health 2003 
Major health problems 
Tackling inequalities in health 
Our area our health: Annual Report of the Director of Public Health 2004 
Partnership working 
Quality of life measures and the burden of chronic disease 
Improving health and reducing inequalities through primary care 
Identifying health needs - population age structure and deprivation 
The health visitor review 
The use of health equity audits 
Health equity audit - influenza vaccination 
Our area our health: Annual Report of the Director of Public Health                 
2004 - 2005 Focus on children and young people 
The health of children and young people and the South Gloucestershire Charter for 
Children and Young People 
Choosing Health 
A local health needs assessment tool 
Health equity audit - access to Support to Stop (smoking) 
Our area our health: Annual Report of the Director of Public Health                   
2005 - 2006 - Focus on the environment and healthy ageing 
Climate change 
New communities 
Healthy ageing 
Choosing Health 
Improving community health and services 
Our area our health: Annual Report of the Director of Public Health 2007 – Focus 
on gender, alcohol and assessing neighbourhood health need 
Gender differences in health 
Alcohol and its effects on health 
Health need in localities           
Our area our health: Annual Report of the Director of Public Health 2008-2009 
Credit crunch and the Joint Strategic Needs Assessment 
Smoking 
Inequalities in life expectancy 
Prison health and self harm 
Three health trends - Mental health 
     Head injuries 
     Alcohol 
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