Welcome
Last year's Director of Public Health annual report reminded us that the upcoming
NHS changes include something of a 'coming home' for public health, returning to the
local authority after forty years. It was an opportunity to observe some of the
remarkable similarities between then and now and to celebrate the general
improvements in health over that period.
This report includes a brief description of the careful work being carried out to ensure
that the transfer of public health responsibilities in April 2013 is achieved in a way
that minimises disruption and makes the most of the new opportunities. It is clear that
all aspects of local public health will transfer to the council, including health protection
and public health advice to local NHS commissioners, as well as the more familiar
responsibility for promoting healthy lifestyles. This report includes sections relevant to
all three domains.
Over the past twelve months the shape of the new system has become clear and
promising opportunities are emerging as new partnerships form between the council,
GPs and local communities.
The choices we make in our everyday lives are shaped by what is on offer and how it
is presented to us - our 'environment' in its broadest sense. Previous Director of
Public Health reports have focussed on the influence of the built environment and
transport. This report comes down to a more personal environment and the choices
we make as consumers.
Our everyday choices and longer term health are hugely influenced by what is put in
front of us (availability), how attractive it is (branding) and how much it costs. If these
influences are damaging health, then the most effective intervention may involve
tackling them directly, either locally, or at a wider, national level.
The need for a whole-system approach to some problems has been recognised by
the government in establishing 'Responsibility Deals' with different sectors of
industry. This report highlights some national actions that would have direct benefit to
local health, but also raises a question for all of us about how we can use the new
localism agenda and existing levers, such as planning and licensing, to shape
healthy communities.
This need to work together on all parts of the system lies behind the commonly used
definition of public health as 'promoting health through the organised efforts of
society.' (Acheson 1988) and perfectly captures the challenges and opportunities
presented to the local authority as it takes on its new responsibility for improving and
protecting health.

Dr Chris Payne
Director of Public Health, NHS South Gloucestershire
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1. Health trends and performance
Key points








Life expectancy in South Gloucestershire continues to improve for both
men and women.
The gap in life expectancy between men and women widens with
increasing deprivation.
Marked reductions in cardiovascular disease continue but reduction in
overall cancer rates is much slower as the incidence of certain cancers is
increasing.
Childhood obesity levels at Reception age appear to have peaked and
have started to reduce slightly.
Levels of self-harm in Eastwood Park prison continue to be much lower
than in 2007 and 2008.
Smoking rates amongst prisoners are extremely high - 61% at Leyhill and
78% at Eastwood Park - compared with 18% in the local population.

This section presents an update on key local health trends and public health
performance in 2011, including:









all age, all cause mortality
cardiovascular disease
cancer
teenage pregnancy
breastfeeding
childhood obesity
suicide
inequalities, including Priority Neighbourhoods and prison health.

Where applicable, progress against targets to March 2011 is indicated. Figure 1.9
provides a full breakdown of progress against targets for public health and
performance indicators which have been defined as 'Vital Signs' under the NHS
Operating Framework 2010/11.
The 2011 Health Profile for South Gloucestershire is presented in Appendix A.1 This
provides an overview of the area’s health and demographics and data on the wider
determinants of health.

1.1 All-age, all-cause mortality
Figure 1.1 shows the all-age all-cause mortality rate in South Gloucestershire
between 1993 and 2009. Mortality rates have reduced substantially (by nearly 40%)
for both men and women in South Gloucestershire over the last fifteen years.
Over the same period, the overall difference between female and male mortality
rates has narrowed which is consistent with trends in life expectancy. However, the
1

produced by the English Public Health Observatories working in partnership see www.apho.org.uk
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2011 Health Profile (see Appendix A) shows that the gap in life expectancy between
men and women remains wide in the poorer areas. Mortality rates in Priority
Neighbourhoods are described in section 1.10.
The South Gloucestershire targets for all-age all-cause mortality for men and women
were achieved in 2010/11 (rates less than 567 for men and 365 for women per
100,000 population).
Figure 1.1: All-age all-cause mortality in South Gloucestershire 1993-2009

Directy age standardised rate
per 100,000 population

All-Age All-Cause Mortality
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Source: National Centre for Health Outcomes Development

1.2 Cancer
Cancer is the main cause of premature death (under 75 years) in South
Gloucestershire, accounting for 47% of all premature deaths in 2009. Figure 1.2
shows the premature mortality rate due to cancer in South Gloucestershire between
1993 and 2009. The rate fell significantly (by 22%) between 1993 and 2001 but it has
remained relatively static since then.
The mortality rate presented here is an overall figure; it does not distinguish between
rates for different types of cancer, or rates for men and women. For example, lung
cancer mortality rates have continued to rise amongst women, while other cancer
mortality rates have fallen.
Deaths from cancer are often caused by exposure to risk factors many years
previously, so there may be a delay before improvements in public health are
reflected in reduced cancer mortality rates.
The South Gloucestershire target for premature mortality due to cancer was
achieved in 2010/11 (rate less than 100.23 per 100,000 population).
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Figure 1.2: Premature mortality due to cancer in South Gloucestershire 19932009
Premature Mortality due to Cancer
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Source: National Centre for Health Outcomes Development

1.3 Cardiovascular disease
Cardiovascular disease (CVD) is the second greatest cause of premature death
(under 75 years) in South Gloucestershire, accounting for 21% of all premature
deaths in 2009. Figure 1.3 shows the premature mortality rate due to cardiovascular
disease in South Gloucestershire between 1993 and 2009. Premature deaths from
CVD have been reducing steadily for both men and women. Rates have fallen by
about two thirds over the past 15 years and since 2001 premature death rates due to
CVD have been lower than those for cancer.
The South Gloucestershire target for premature mortality due to CVD was achieved
in 2010/11 (rate less than 48.86 per 100,000 population).
Figure 1.3: Premature mortality due to cardiovascular disease in South
Gloucestershire 1993-2009

Directy age standardised rate
per 100,000 <75 population
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1.4 NHS Health Checks – local progress
NHS Health Checks were launched in South Gloucestershire in 2011. NHS Health
Checks is a national programme which invites everyone aged between 40 and 74
years (except those on an existing disease register) for a cardiovascular risk
assessment at their GP practice.
According to their risk score, the patient is given advice and referred to further
support and treatment if necessary. NHS Health Checks is a five-year rolling
programme with 20% of the eligible population being invited to take part each year.
Each person who has an NHS Health Check receives appropriate lifestyle advice
and brief behavioural interventions and is provided with an individual care plan which
is agreed with them. Lifestyle advice includes guidance on managing cardiovascular
disease risk factors, such as reducing stress, promoting healthy eating, increasing
physical activity, stopping smoking and reducing alcohol consumption.
GP practices in South Gloucestershire, with support from Public Health, have made
good progress implementing NHS Health Checks over the past year. All local GP
practices have signed up and targets have been set for invitations each quarter. The
second quarter target of 2,000 checks was exceeded and even more challenging
targets are planned for 2012.
The next twelve months will focus on:




supporting practices to fully deliver all elements of the lifestyle guidance
ensuring that those identified as high risk are appropriately referred for weight
management and physical activity support, as well as smoking cessation
monitoring uptake to ensure that groups with the greatest health needs are
coming forward for checks, so that the programme does not inadvertently
widen inequalities in health.

1.5 Teenage pregnancy
Figure 1.4 shows the conception rates for 15-17 year olds in South Gloucestershire
between 1998 and 2009. Teenage pregnancy rates in South Gloucestershire are
below the England average.
However, rates in South Gloucestershire have fluctuated between 23 and 35 per
1,000 since 1998. There was a fall from 1998 to 2002 which was reversed by an
increase to 2005, before a gradual reduction to 28 per 1,000 in 2009.
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Figure 1.4: Conception rates (15-17 year olds) in South Gloucestershire 19982009
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Conception rates (15-17 year olds)
South Gloucestershire, 1998-2009
45
40
35
30
25
20
15
10
5
0
1998

1999

2000

2001

2002

2003

2004

2005

2006

2007

2008

2009

Source: Office for National Statistics

1.6 Breastfeeding
Figure 1.5 shows the breastfeeding rate at 6-8 weeks in South Gloucestershire
between 2007/8 and 2010/11. The recorded rate has been static at about 45% since
2008/09, following an increase from 37% in the previous year.
The South Gloucestershire target for breastfeeding at 6-8 weeks (38.9% of babies)
was achieved in 2010/11.
In November 2011, South Gloucestershire achieved the standards required for
Stage 2 of the UNICEF Breastfeeding Baby Friendly Initiative and the area is aiming
for full accreditation by November 2012.
Figure 1.5: Breastfeeding at 6-8 weeks in South Gloucestershire 2007/8-2010/11
Breastfeeding at 6-8 Weeks
South Gloucestershire, 2007/8 - 2010/11
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Source: Avon Child Health System
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1.7 Childhood obesity rates
The following two figures show the childhood obesity rates in South Gloucestershire
between 2006/7 and 2010/11 for Reception and Year 6 children respectively. The
data is from the National Child Measurement Programme (NCMP).
There are signs that the obesity rate in Reception children may have peaked (at
about ten per cent) and started to decline (to about eight per cent) over this period.
The trend for Year 6 children is less clear but the obesity rate appears to have
reached a plateau in 2008/9 and 2009/10 (just below 17%) and possibly started to
reduce slightly in 2010/11. This pattern may reflect a lag in the trend in obesity rates
for Year 6 compared to Reception children.
Figure 1.6: Obesity in Reception children in South Gloucestershire 2006/7 2010/11

Percentage out of children measured

Obesity in Reception Children
South Gloucestershire, 2006/7 - 2010/11
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Source: NHS Information Centre

Figure 1.7: Obesity in Year 6 children in South Gloucestershire 2007/8 - 2010/11

Percentage out of children measured

Obesity in Year 6 Children
South Gloucestershire, 2007/8 - 2010/11
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Source: NHS Information Centre
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1.8 Suicide rate
Figure 1.8 shows the suicide rate in South Gloucestershire between 1993 and 2009.
No clear pattern or trend is apparent over this period. The rate has remained stable
at about five per 100,000 population since 2006. Over the previous 13 years since
1993, the rate varied between about 2.2 and 6.5 per 100,000 population. This level
of local variation is to be expected given the small number of cases each year.
Figure 1.8: Suicide rate in South Gloucestershire 1993-2009

Directy age standardised rate per 100,000
population
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12
10
8
6
4
2
0
1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Source: National Centre for Health Outcomes Development

1.9 Summary of public health performance
A summary of progress against key public health targets is provided in Figure 1.9,
with brief comment on areas of underperformance, with reference to further
discussion and explanation where appropriate.
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Figure 1.9: Progress on public health targets to March 2011

Measure

Mortality rate per 100,000 (directly age standardised)
population.

Reduction in cancer mortality rate in people aged <75
(20% by 2010)
Reduction in cardiovascular disease mortality rate in
people aged < 75
Four week smoking quitters (proxy for smoking
prevalence)
Teenage pregnancy rates per 1,000 females aged
15-17years

Target

Actual

RAG
(Red,
Amber
or
Green)
Rating

567
(males)
395
(females)

563
(males)
391
(females)

G

100.23

98.79

G

48.86

44.07

G

1,336

1,549

G

20.3
(40%
reduction
27.4
R
from
1998
baseline)
The level of reduction seen during 2010/11 is greater than both the regional and national
reduction from baseline. However, the locally negotiated target of 40% reduction in rates
from the 1998 baseline by 2010 is 20.3 and this has not been met. See Figure 1.4
Percentage of pupils with height/weight recorded in
89.5%
88.3%
R
Reception Year
To ensure robust data is collected for accurate assessment of prevalence, the national
expected participation rate is 85%. This has been met; although the local target which was
set to secure continuous improvement of data collection has not.
Percentage of children in Reception Year recorded as
9.7%
8.7%
G
obese
Percentage of pupils with height/weight recorded in
86%
87.6%
G
Year 6
Percentage of children in Year 6 recorded as obese
13.7%
16.7%
R
While the target has not been met, the rate of increase appears to have slowed - see
Figure 1.7
The number of children who are being breastfed
38.9%
44.8%
G
(either partially or fully) as a percentage of all infants
due for a 6-8 week check
Percentage of the population aged 15-24 screened or
35%
24.1%
R
tested for chlamydia
Although falling well short of the target, performance for 2010/2011 exceeded the previous
year and was above the South West average. See section 6.2
Percentage of patients offered an appointment within
100%
100%
G
48 hours of contacting a genito-urinary service
Children aged 2 who have been immunised for
93%
94.9%
G
pneumococcal infections
Children aged 5 who have been immunised for
90%
96.9%
G
diphtheria, tetanus, polio and pertussis
Children aged 5 who have been immunised for MMR
90%
94.4%
G
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1.10 Inequalities in health
- including Priority Neighbourhoods and prison health
South Gloucestershire is, on the whole, a relatively advantaged area with better than
average health. However, certain groups have worse health on average when
compared with the rest of the population. These include some Black and other
minority ethnic groups, those on low income, people with disabilities and prisoners.
The health needs of these groups have been described more fully in the Joint
Strategic Needs Assessment (JSNA). This section provides an update on some
aspects of inequalities in health.

Deprivation across South Gloucestershire
The Office for National Statistics regularly releases tables that rank small areas in
the whole of England and Wales according to an index of multiple deprivation (IMD).
If we divide the areas into five groups (quintiles), according to level of deprivation, it
is possible to compare health between the groups. Appendix A includes two maps
showing how the different areas in South Gloucestershire compare nationally and
locally. There are no local areas in the bottom national quintile and only a few in the
fourth quintile.
However, by dividing the areas locally into five quintiles (map labelled 'Health
Inequalities: a local view') the more deprived areas become visible and local
differences in health become apparent. There is a clear and reliable link between
most health indicators and the level of deprivation. For example, levels of childhood
obesity are highest in the most deprived quintile, declining steadily across the five
groups.
Figure 1.10: Childhood obesity and deprivation in South Gloucestershire
Percentage of children classified as obese by school year and Local Deprivation
Quintile, South Gloucestershire, academic years 2006/7 - 2009/10

Percentage of all childrenn measured

25%

20%

15%

10%

5%

0%
1 - least deprived

2

3
Reception

4

5 - most deprived

Year 6

Source: National Child Measurement Programme

Appendix A includes a graph showing the same picture of worsening life expectancy
for men and women across the deprivation quintiles, with a widening gap between
men and women in the poorer areas.
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Similar gradients have been demonstrated locally for:
coronary heart disease
alcohol-related assaults
lung cancer death rates
breastfeeding rates
childhood dental decay
hospital admission for alcohol problems.








Priority Neighbourhoods
One approach to tackling inequalities in health is to focus on particular geographical
areas. In South Gloucestershire six localities 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:
Cadbury Heath
Filton
Kingswood
Patchway
Staple Hill
West Yate / Dodington








The level of health inequalities faced by the Priority Neighbourhoods is reflected in
their premature mortality rates which are significantly higher than for South
Gloucestershire as a whole (see Figure 1.11).
Figure 1.11: Premature mortality rates in Priority Neighbourhoods in South
Gloucestershire 2005-2009

Directly standarised rate per 10,000 population <75yrs

Premature all cause mortality by Priority Neighbourhood Status, South
Gloucestershire, 2005-2009
50
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Source: National Centre for Health Outcomes Development

During 2007 and 2008, extensive and creative community consultation with Planning
For Real exercises was carried out throughout the Priority Neighbourhoods.
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In 2010, community events took place where residents were able to:




find out more about the local community profiles and the results from Planning
For Real
help shape future priorities
get information about local groups and agencies.

A Priority Neighbourhood Delivery Plan was produced in 2010 and describes the
actions needed to improve the local situation in terms of crime and community
safety, education, employment, health, housing and the environment.
Health has been selected as one of the three priority themes for all the Priority
Neighbourhoods.
Five of the Priority Neighbourhoods have a community lead organisation which is
responsible for coordinating the development and implementation of local action
plans, including those for health.

Prison health
There are three prisons in South Gloucestershire:




HMP/YOI Eastwood Park (Female - Closed)
HMP Leyhill (Male – Open)
HMP Youth Offenders Institute (YOI) Ashfield.

All serve large parts of the South West, West Midlands and South Wales, with a
small minority of prisoners originally resident in South Gloucestershire.
Responsibility for prison health transferred to the NHS in 2006 and the primary care
trust (PCT) now has healthcare commissioning responsibility for HMP Eastwood
Park and HMP Leyhill. HMP Ashfield is a nationally commissioned private prison
which is independently inspected by the HM Inspectorate of Prisons.
A change of primary care data recording occurred during 2010-2011 and a new
prison-based system known as SystemOne was introduced. This allows more
comprehensive and flexible recording of health data when a prisoner is initially
admitted and this builds up a useful picture of overall need in the prison population.
In 2011, these data were used as the basis for health needs assessments for HMP
Leyhill and HMP Eastwood Park.

A model of excellence
During 2011, Hanham Healthcare, a GP provider service commissioned by the
PCT, was recognised by the World Health Organisation as coordinating a
model of excellence. It was awarded the highly prestigious Prison Best Practice
Award for 2011. This is based on creative and enterprising approaches to
embedding a community model of primary care in the complex and challenging
setting of a prison.
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The prison population in South Gloucestershire is, on the whole, younger than the
national average, yet levels of chronic disease are often comparable.2 3 There are
high levels of substance misuse, mental health needs and learning disability.4 5 6
The analysis of information held on SystemOne showed some areas where data
recording could be improved, for example on mental health problems. However,
when taken in conjunction with detailed specific needs assessments looking at
substance misuse and sexual health,7 this will be a useful basis for the development
of a Prison Health Improvement Plan.
Some key findings are highlighted below.
HMP Eastwood Park







There is a high smoking prevalence at Eastwood Park. There are
approximately 78% smokers compared to 18% in the South Gloucestershire
population.
Between 70% and 80% of women are identified as having a substance
misuse issue at reception.
Eastwood park has five times the number of underweight (BMI<19) individuals
(8.6%) than nationally (1.7%). This may in part be due to more complete
recording of BMI. However, eating disorders and poor diet are likely to be
commonplace due to lifestyles before entering the prison. The appearance of
women in prison was stark enough to warrant specific comment by Baroness
Jean Corston during the development of her report on the female prison
population, where she states ‘women often looked thin and unwell.’ 8
The South Gloucestershire Joint Strategic Needs Assessment identified high
levels of self-harm in women at Eastwood Park, a trend noted across the
female prison estate. It is encouraging to report that the trend in reported selfharm is reducing.

Figure 1.12: Self-harm incidents reported at HMP Eastwood Park
Year
2007
2008
2009
2010

Number of self-harm Incidents per year
2,027
2,473
1,214
1,290

Source: HMP Eastwood Park, Assessment, Care in Custody, and Teamwork (ACCT)

2

NHS South Gloucestershire 2011 HMP Leyhill Health Needs Assessment
NHS South Gloucestershire 2011 HMP Eastwood Park Health Needs Assessment
4 Department of Health 2007 The Corston Report - A Review of Women with particular Vulnerabilities
in the Criminal Justice System.
5 South Gloucestershire Drug and Alcohol Team 2010 Tackling Drugs Changing Lives, IDTS Needs
Assessment Eastwood Park
6 South Gloucestershire Drug and Alcohol Team 2010 Tackling Drugs Changing Lives, IDTS Needs
Assessment Leyhill
7 NHS South Gloucestershire 2011 An assessment of the sexual health needs of the female
population of HMP Eastwood Park
8 Department of Health 2007 The Corston Report - A Review of Women with Particular Vulnerabilities
in the Criminal Justice System
3
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HMP Leyhill






Smoking prevalence at HMP Leyhill is high at 61%, compared to the South
Gloucestershire average of 18%. There is a pressing need to meet demand
for stop smoking services within the prison setting.
The proportion of men recorded to be overweight at reception using the
SystemOne snapshot compares favourably to national data (31.1% compared
with 42%). The proportion of men recorded to be obese (BMI 30kg/m2 or
over), also compares favourably to national data for men aged 20-69 years
(17.8% compared with 24%).
Whilst older prisoners (those aged over 55 years) only represent around 13%
of the resident prison population at HMP Leyhill, the needs assessment found
around 30% of older prisoners were living with a chronic disease such as
asthma, diabetes, heart disease, or epilepsy. As the prison population ages
there will be a need to address and provide for the social care needs of this
population.

Future developments
The new data recording system has allowed assessment of health need in our
prisons. The exercise has identified opportunities to develop this further.
The Prison Health Partnership Board via the Prison Health Improvement Strategy
has the opportunity now to use this data to target a number of lifestyle factors,
including smoking, substance misuse, nutrition, exercise and diet within the prison
system.

Recommendations







Health improvement programmes should be targeted to ensure uptake by
men from more deprived communities.
The NHS Health Check programme should be expanded to full capacity,
whilst being carefully monitored to ensure access from all parts of the
community.
The improvements in obesity levels in Reception age children needs to be
built upon through advice and support in the early years and carried
through to older children through school-based programmes.
Access to 'Support to Stop' smoking should be improved for prisoners.
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2. Public health in transition
Key points





There is good progress in local preparations for transfer of public health
to the local authority.
The shadow Health & Wellbeing Board is developing a shared
understanding with partners of the scope and nature of the new Joint
Strategic Needs Assessment.
The draft Joint Health Improvement Strategy was well received at
consultation, remains relevant to the new public health outcomes, and will
be incorporated within the new Health & Wellbeing Strategy during 2012.

This section provides a summary of local progress in the transition of public health
function from the NHS to the local authority, as well as plans for the production of the
Joint Strategic Needs Assessment and Health Improvement Strategy.

2.1 Transfer of public health functions
The transfer of the local public health functions from NHS South Gloucestershire to
South Gloucestershire Council (SGC) is taking place as part of the reforms set out in
the public health White Paper ‘Healthy lives, healthy people’.9 This transfer will be
complete by April 2013. A Director of Public Health (DPH) will be based within each
local authority and will be jointly appointed by the local authority and Public Health
England. The DPH will have responsibilities for public health in the local authority and
will provide public health support to local clinical commissioning groups.
In each local authority area, a Health & Wellbeing Board (H&WB) will be established
which will be responsible for the joint commissioning of health and social care
services for children and adults. The membership of the H&WB will comprise the
DPH, elected members, Directors of Health & Social Care and Children & Young
People Services and Clinical Commissioning Groups. One of the primary tasks for
the H&WB will be to produce a Joint Health & Wellbeing Strategy based on the
priorities identified in the Joint Strategic Needs Assessment for 2011/12.
Within this framework, the local arrangements and organisational changes for
transferring public health functions into South Gloucestershire Council are to be
determined jointly by South Gloucestershire Council and NHS South Gloucestershire.
NHS South Gloucestershire public health staff transferred into council premises in
April 2011 as the first phase of the integration process.
A Transition Board was established in South Gloucestershire in November 2010 to
provide strategic leadership for the implementation of reforms in line with the

9

Department of Health November 2010 Healthy lives healthy people White Paper: Our strategy for
public health in England
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government’s White Paper ‘Liberating the NHS’.10 Board members include the SGC
Chief Executive, Director of Health & Social Care, Director of Children & Young
People Services, Director of Public Health, the North Bristol Trust Chief Executive,
the GP Chair of the Clinical Commissioning Group and the PCT Cluster Local
Director for South Gloucestershire.
A Public Health Transition Project Group has been established as a sub-group of the
Transition Board to oversee the transfer of public health functions.

Particular points of progress in 2011








A project manager from SGC was appointed in March 2011.
All NHS South Gloucestershire public health staff relocated to SGC premises
in April 2011 as the first phase of the transition process.
A briefing paper on public health in South Gloucestershire was presented to
SGC elected members following the May 2011 local elections.
Public health staff have staged an event to raise awareness amongst SGC
staff of public health functions and the ongoing transition process.
An option appraisal process has started to identify and assess potential
models for integrating public health staff and functions into SGC. The
integration process may involve an evolutionary or phased approach leading
up to April 2013.
The first meeting of the shadow Health & Wellbeing Board took place in
December 2011. The operation of the Health & Wellbeing Board will continue
to evolve and develop through to April 2013.

2.2 Plans for the Joint Strategic Needs Assessment
There have been two previous Joint Strategic Needs Assessment publications for
South Gloucestershire:



JSNA 2008 – contains 20 year demographic projections and identifies major
health and social trends11
JSNA 2010 – 'The Big Picture' – presents the results of extensive resident
consultation and more detailed projections of the impact of ageing on common
problems.12

Under the government’s health and localism reforms, there remains a requirement for
each local authority area to produce a JSNA. However, the government’s guidance
on the purpose of JSNAs and the method for carrying them out has changed.13 The
new JSNAs should more directly inform local commissioning plans, involve more
community engagement and be a more direct precursor of action. There will be an
emphasis on the assessment of 'assets' as well as 'needs’, so that gaps can be
identified and addressed.

10

Department of Health July 2010 Liberating the NHS White Paper
South Gloucestershire's Joint Strategic Needs Assessment 2008 at www.sglos-pct.nhs.uk
12 The Big Picture for Health and Wellbeing: South Gloucestershire's Joint Strategic Needs
Assessment 2010 at www.sglos-pct.nhs.uk
13 Department of Health, Local Government Improvement and Development Healthy Communities
Programme (commissioned by) April 2011 JSNA Toolkit: Joint Strategic Needs Assessment: A
Springboard for Action
11
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A regional stakeholder event was held in November 2011 to ensure agreement about
the scope and vision of the JSNA and the mechanisms for ensuring appropriate
governance of the process.
The production of the JSNA will be an early task of the new Health & Wellbeing
Board and at its first meeting it considered the nature and timescale for production. It
is likely that the new JSNA will be a rolling programme of work, rather than a single
large document. It will inform the Joint Health & Wellbeing Strategy, which will lay out
the key strategic priorities to improve health and wellbeing in the area.

2.3 South Gloucestershire’s Health Improvement Strategy
In 2011, South Gloucestershire’s first Health Improvement Strategy was jointly
produced by NHS South Gloucestershire in partnership with South Gloucestershire
Council. The Joint Health Improvement Strategy is produced on behalf of the South
Gloucestershire Partnership. It sets out a shared approach to improve health and
reduce health inequalities in South Gloucestershire. Following consultation, the
strategy has the broad agreement of key stakeholders and will be an important part
of the upcoming Joint Health & Wellbeing Strategy.
In addition to the cross-cutting aim of reducing health inequalities, the strategy is
based on the following priorities as identified by stakeholders.









Reducing cancer
Reducing cardiovascular disease
Tackling obesity
Improving mental health and emotional wellbeing
Reducing alcohol-related harm
Improving sexual health
Reducing injuries
Reducing harm from drugs

The strategy is based around a set of key behaviours and objectives which
collectively tackle the identified ill health priorities. The key behaviours of physical
activity and healthy eating are selected as they have a beneficial impact on cancer,
cardiovascular disease, obesity and mental health. To tackle the remaining ill health
priorities, it is recognised that more specific approaches are required. Therefore,
improving mental health, sensible drinking, tobacco control, improving sexual health,
reducing drug-related harm and reducing injuries have been selected as key
objectives. The strategy sets out approaches for each of the key behaviours.
The Joint Health Improvement Strategy aligns well with the government’s public
health White Paper ‘Healthy Lives, Healthy People’ which proposes the delivery of
public health functions by the local authority.14 The joined-up approach taken by the
strategy supports greater efficiency with more sustained health improvements for a
given level of funding.

14

Department of Health November 2010 Healthy lives, healthy people White Paper: Our strategy for
public health in England
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3. Changing health – changing
priorities
Key points







The pattern of spend in the health service needs to respond to changing
health need.
The dramatic reduction in heart disease over the past 40 years has not
been matched by a reduction in spend on cardiac services.
Over time, highly effective interventions, such as cataract extraction, will
tend to be offered to patients with milder disease and hence create less
health gain and be less cost-effective; the same money spent elsewhere
may have greater health benefit.
Gastric banding for carefully selected patients is cost-effective.
Adverse events in health care create a substantial burden of disability and
death, venous thromboembolism causes approximately 50 times more
deaths than infection with Methicillin-resistant Staphylococcus aureus
(MRSA).

There will always be a finite amount of money to pay for healthcare. A key role for
public health is to help commissioners ensure that money is spent in a way that is
matched to health needs. As part of the new arrangements, Health & Wellbeing
Boards will have a key role in linking the health needs identified through the Joint
Strategic Needs Assessments to the commissioning plans put forward by the local
Clinical Commissioning Group.
With any large system there is a risk of a 'super tanker' effect, where it is difficult to
be nimble and change direction as needs change. This section discusses some
examples of changes in population health that, arguably, have not been matched by
changes in commissioned services.

3.1 Coronary heart disease
Nationally, there has been a large reduction in death rates for men from coronary
heart disease (CHD) over the past 50 years. A similar picture is apparent for women.
This reduction has relatively little to do with improvements in medical care and much
more to do with:



reductions in cigarette smoking
improved maternal nutrition leading to healthier babies who are less prone to
heart disease in later life.
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Figure 3.1: Death rates from coronary heart disease for men
Age-specific death rates from CHD, men, 1968 to 2006, United Kingdom,
plotted as a percentage of the rate in 1968
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It would be reasonable to expect the spending on specialist heart services to have
reduced in line with this improving heart health. In fact, the opposite seems to have
happened. The number of consultant cardiologists has increased rapidly over the
past 20 years, both in number and as a proportion of the total consultant workforce.
Figure 3.2: Increases in consultant cardiologists in England 1975-2010

Source: http://www.ic.nhs.uk/statistics-and-data-collections/workforce/nhs-staff-numbers
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Figure 3.3: Number of cardiologists as a percentage of all consultants

Source: http://www.ic.nhs.uk/statistics-and-data-collections/workforce/nhs-staff-numbers

3.2 Treating obesity with bariatric surgery
The number of adults that are overweight and obese is increasing. The solution to
this 'obesity epidemic' lies in preventing weight gain in the population by a long term:



increase in levels of physical activity
increase in healthier eating.

In the shorter term we will need to continue helping people lose weight, either
through their own efforts, or with help from the NHS, or organisations such as Weight
Watchers.
A small but increasing number of people have extreme weight gain and become
'morbidly obese'. This has a potentially devastating impact on mobility and health
problems, such as heart disease and diabetes. Weight loss through conventional
dietary intervention in this group is relatively ineffective. One option for them is to
undergo an operation on the stomach that restricts the amount of food that can be
eaten and absorbed. This type of surgery is referred to as bariatric surgery. The
commonest procedure involves constricting the size of the stomach with a band –
'gastric banding'.
Local access to bariatric surgery is severely restricted, with only 25 carried out on
South Gloucestershire residents in the financial year 2010/11.
An accepted way of comparing the value of interventions (usually operations or
drugs) is to use the cost per Quality Adjusted Life Year (QALY) – the cost of
achieving an improvement in health that is equivalent to an extra year in good health.
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This allows the benefit of interventions that extend life, or prevent death, to be
compared on an equal footing with those that reduce pain or disability.
Figure 3.4 shows the cost per QALY for several commonly purchased NHS
procedures. The cost utility of bariatric surgery is comparable to many other routine
procedures and considerably less than many expensive drugs approved through
NICE.15
Figure 3.4: Costs per QALY for commonly purchased NHS procedures
Intervention
Bariatric surgery for morbid obesity
Renal transplant (cadaver)
Haemodialysis at home
Imatinib (chronic myeloid leukaemia)

Cost per QALY
£3,000 (£2,000 - 4,000)
£3,000
£11,000
£26,000

Source: National Institute for Health and Clinical Excellence

3.3 Cataract surgery
One of the most effective routine operations carried out through the NHS is the
removal of cataracts. There is a low complication rate and a very high success rate in
terms of improved vision and functioning. Over the years, the technique and 'typical
patient' have evolved.
Up until the 1980s, a typical patient would be an older person with bilateral cataracts
threatening to cause complete blindness, resulting in a loss of independent living.
Surgery involved removing one of the cataracts followed by supplying a thick set of
'pebble' glasses to correct the refractive error created by removing the lens.
Gradually it has become common practice to insert a prosthetic lens at the time of
the operation. This results in much better vision, needing little or no refractive
correction with spectacles. This process is so successful that it has become common
practice to follow up with a second operation to remove any cataract in the second
eye to restore stereoscopic vision.
Figure 3.5 shows the rapid increase in cataract operations in England since the
1990s. In South Gloucestershire, since 2003, the cataract operation rate has
increased by a further 14%.16

15
16

National Institute for Health and Clinical Excellence
Compendium of Clinical Indicators at www.nchod.nhs.uk
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Figure 3.5: Cataract operations performed in England

Nowadays, many patients with cataracts are unaware of their presence until they are
discovered by the optician during a routine eye check. The success of the operation
has driven a trend towards earlier referral and operation at a stage when symptoms
may be relatively mild, such as the cataracts causing night-time glare from bright
lights when driving.
Although cataracts are a major cause of disability, there is a risk that a
disproportionate amount of money is being spent on diminishing health gain. This is
important because some of that money might be better spent elsewhere, with a
bigger health gain. Some evidence that this could be happening comes from data
from the World Health Organisation (WHO) which tabulates the estimated burden of
disability from a range of causes. An extract is shown below.
Figure 3.6: UK estimated total Disability Adjusted Life Years (DALYs) 2004
Refractive errors
Cataract
Glaucoma
Macular degeneration

UK Standard DALYs
172
7
23
83

Source: www.who.int/healthinfo/global_burden_disease/en/
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This shows that the remaining burden of disability from cataracts is very low - less
than one twentieth of that caused by refractive errors. These problems are largely
correctable by wearing suitable spectacles.

3.4 Service quality - adverse healthcare events
The NHS has spent a lot of time and effort on tackling infections that have been
acquired during an episode of healthcare (healthcare-acquired infection). This was
fuelled by public alarm in 2004 at increasing media coverage of 'dirty hospitals' and
worries about 'superbugs' in general and MRSA (Methicillin-resistant Staphylococcus
aureus) in particular. This focus has brought about a welcome reduction in MRSA
infection rates nationally, accompanied by reducing death rates, shown in the graph
below.
Figure 3.7: Annual deaths related to MRSA 1993-2009

Source: Office for National Statistics

Figure 3.7 distinguishes between deaths where MRSA was judged to be the
underlying cause (approximately 500 at the peak in 2006) and a rather larger number
of cases where it was present but not the main cause of death.
Acquiring an infection is only one of many adverse events that can accompany
healthcare. The full extent of harm caused through medical errors is not known.
However, a US study estimated that there were approximately a million injuries a
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year caused from healthcare, with the number of deaths each year in the range of
44,000 to 98,000. An Australian study estimated 18,000 deaths per annum with
50,000 people each year left disabled. The commonest source of problems in the
community according to the US study were medication errors. In hospital the US
study judged approximately half of the errors were preventable. A major cause of
death in hospital is venous thromboembolism (typically a deep vein thrombosis in the
leg breaking free and causing a pulmonary embolus). NICE estimates that there are
approximately 25,000 deaths from this cause in the UK per annum.
MRSA rates have been driven down by an absolute attention to detail. This includes
consideration of every step of a patient’s care, from taking swabs prior to admission,
through to ensuring meticulous hand hygiene by staff and visitors throughout the
admission. Recently a similarly systematic approach has been adopted toward
assessing and reducing risk of deep vein thrombosis. Local commissioners and
patient groups should follow local implementation and performance reporting with the
same diligence applied to hospital infection rates, as the potential health benefit is far
greater.

Key recommendations






Commissioners should use evidence of changing health trends, such as
the dramatic reduction in cardiovascular disease, to periodically review
the balance of investment on health services.
Gastric banding for carefully selected patients is cost effective and
capacity should be increased.
Commissioners should closely monitor providers on the implementation of
guidelines to prevent venous thromboembolism.
The threshold for highly effective interventions such as cataract extraction
and hip replacements should be agreed in discussion with clinicians, and
adherence monitored.

Page 23 of 54

4. Healthy consumption – price,
marketing and legislation
Key points










Health problems caused by obesity and alcohol are increasing. Tobacco
use remains the largest single cause of health inequalities between socioeconomic groups.
Price, availability and marketing play a powerful role in influencing
consumer choice. Approaches that do not address these factors are
unlikely to be effective.
Plain packaging for tobacco products would reduce brand awareness and
make it harder for the tobacco industry to recruit young smokers.
A combination of voluntary and legislative approaches is needed to
support healthy food choices and to reduce levels of harmful drinking.
A reduction is required in the level of trans-fats in processed food as such
fats are particularly harmful for health. They have been successfully
restricted in Denmark since 2003.
A more robust approach to minimum pricing of alcohol is likely to be
required to achieve significant reductions in consumption and alcoholrelated harm.

Successive DPH reports have emphasised the importance of getting the environment
right in order to 'make the healthy choice the easy choice'. Previous reports have
focussed on the physical environment, such as the design and layout of our homes,
workplaces, streets and open spaces. However, there are other aspects of the
environment that influence our choices as consumers, in particular the role of price
and marketing, which are closely linked to availability and legislation. The current
government recognises the importance of involving manufacturers and producers in
helping us make healthy choices, reflected in the 'Responsibility Deal' designed to
tackle unhealthy behaviours.
This section examines the role of price, availability and marketing on three products
whose consumption has a strong effect on health.




Tobacco
Food
Alcohol

All three of these are highly topical, with trends in adult obesity and harm from
alcohol continuing to worsen and smoking rates in young adults, particularly women,
remaining stubbornly high. There is impending legislation banning point of sale
advertising for tobacco products. Proposals for plain packaging for tobacco products
continue to be debated. Legislation to increase taxes on strong beers and to reduce
taxes on low-strength beers came into effect in October 2011 and the government is
considering setting a form of minimum pricing for alcohol in its forthcoming alcohol
strategy.
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4.1 Tobacco
In March 2011, the government published its Tobacco Control Plan for England.17
This includes a commitment to implement a ban on tobacco displays in shops. This is
an important step as such displays have, in effect, become a prominent way for
manufacturers to continue to present their brands to the public, despite the
advertising ban.
Branding and presentation play an important role in enticing young smokers, whether
through ultra-slim and pastel coloured cigarettes for girls, or more macho, gimmicky
packaging for boys. Silver and other light packaging plays a role in perpetuating the
false belief that certain brands are mild or less harmful.18
The powerful effects of marketing need to be tackled by nullifying the potential for
branding. The most effective next step would be to legislate for cigarettes and other
tobacco products to be sold in plain packaging. Australia recently became the first
country to pass such legislation, which will come into force in December 2012. The
likely effectiveness of such a ban can be judged from the fact that three multinational
tobacco companies have vowed to fight the legislation in the Australian High Court.

4.2 Food and overweight
Overweight and obesity continue to be a major public health concern in South
Gloucestershire, as in the country as a whole. Whilst there are encouraging signs
that childhood obesity may have peaked, the trend for adults is less clear and the full
health impact of the high levels of obesity over recent years is still to be felt by
society.

Energy imbalance and a tipping point
The cause of overweight and obesity, on one level, is simple, being linked to an
imbalance between ‘energy intake’ – what is consumed through eating and
metabolised into the body – and ‘energy expenditure’ – what is used by the body,
including for physical activity. When an individual is in energy balance (energy intake
= energy expenditure) body weight remains constant. However, an imbalance
between energy intake and energy expenditure results in changes in body weight.
Obesity occurs as a result of a long-term energy surplus with energy intake
consistently exceeding energy expenditure.19
Why have the populations of so many countries around the world switched into
energy surplus and undergone such a dramatic rise in levels of overweight and
obesity over recent decades? Such changes are driven by a complex web of
biological, psychological, social and environmental factors.20

17http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_
124917
18 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1492251/?tool=pubmed
19 Scientific Advisory Committee on Nutrition 2010 Dietary Recommendations for Energy (Prepublication copy)
20 Waumsley, J 2011 Obesity in the UK: A psychological perspective. The British Psychological
Society
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However, recent research on the global obesity pandemic suggests that an ‘energy
balance tipping point’ occurred in the 1960s in the United States and about ten years
later in the UK, that could explain the striking rise in obesity rates in developed
countries (see Figure 4.1). 21
The research suggests that increasing food energy availability is a major driver of the
rising overweight and obesity rates over the last 40 years. During the first half of the
20th century, increased mechanisation meant that people exerted themselves less
and their energy expenditure decreased. However, this was compensated by
people's decreasing energy consumption and obesity prevalence remained low as
food supply reduced in line with the suppressed demand.
During the 1960s and '70s, there was a significant increase in food energy supply
and greatly reduced real costs due to greater agricultural productivity, mass food
manufacturing and more sophisticated distribution and marketing. This led to an
increase in energy intake which was not matched by increased physical activity, or
energy expenditure. Within a decade of the tipping point being reached, levels of
overweight and obesity had risen significantly, starting a trend which has continued to
the present day.
Figure 4.1: An energy balance 'tipping point'

Source: Swinburn et al 2011 The global obesity pandemic: shaped by global drivers and local
environments Lancet 378:804-14

Humans have evolved to survive in a world where food is scarce and considerable
effort is required to obtain it. So we struggle to moderate our consumption in a

21

Scarborough, P et al Increased energy intake entirely accounts for increase in body weight in
women but not in men in the UK between 1986 and 2000. Br J Nutr 2011; 105:1399-404
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modern world where energy-rich food is ubiquitous and cheap and while the energy
demands of everyday living are low.22

Implications for policy
Unlike tobacco, food is essential for life. So what then are the policy and practical
implications of the evidence that some aspects of the huge industrialisation and
marketing of food are harmful for health? Focusing simply on improving public
awareness and understanding is unlikely to succeed - there has not been a collective
weakening of 'moral fibre' over the past 50 years; rather the food environment has
become more obesogenic. There has been public support for restricting direct
advertising to children, but moves to influence adults' food choices through tax or
legislation are likely to be unpopular. This makes a voluntary approach in partnership
with industry attractive. This type of policy has already led to some successes,
including a 40% reduction in salt in bread over the past five years.
Some ingredients of the food we buy are so unhealthy that there is a strong case for
legislation. A particular example of this is manufactured trans-fats. Artificial trans-fats
are produced when unsaturated fats are partially hydrogenated through a
manufacturing process. Trans-fats are used in fast food and snacks such as cakes
and biscuits to improve their appeal and shelf life. They are more harmful to human
health than saturated fats, increasing the risk of coronary heart disease by increasing
levels of 'bad' (LDL) cholesterol and reducing levels of 'good' (HDL) cholesterol.
In 2003, Denmark became the first country to legislate on the trans-fat content of
food, leading to a reduction in average daily intake from 6mg to below 1mg. New
York City has restricted trans-fats in restaurant food. In 2007, the Food Standards
Agency did not recommend regulation on trans-fats, favouring instead continued
voluntary restrictions. In 2010, NICE called for further restrictions on salt, saturated
fats and trans-fats, a move supported by a British Medical Journal editorial which
estimated that even a one per cent reduction in trans-fats would prevent 11,000 heart
attacks and 7,000 deaths annually in England alone.

4.3 Alcohol
Ill-health and societal problems associated with alcohol continue to increase in South
Gloucestershire, with a rising trend in hospital admissions from alcohol-related harm.
While we can continue to provide support and information to encourage people to
drink safely, much greater benefits are possible through changes to the price and
availability of alcohol. This section reminds us that in the UK we have faced and
solved this problem before and can do so again, through a combination of local and
national policy measures.

A lesson from the past – the gin epidemic
Prior to the 18th century, the pattern of alcohol consumption in England was
characterised by wine drinking among the upper class and beer, or ale, drinking
among the working classes in urban and rural areas respectively. This pattern
changed rapidly at the start of the 18th century with the emergence of gin drinking on
a large scale, particularly in the urban area of London.
22

Butland, B et al 2007 Foresight tackling obesities: Future choices-project report. 2nd Edition.
London: Department for Innovation, Universities and Skills.
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Several factors combined to greatly increase gin consumption over a short period of
time. Demand for alcohol amongst the working class increased out of desperation in
worsening socio-economic conditions. The urban population had grown rapidly with
associated increases in overcrowding and deprivation. Poor people could barely feed
themselves and in times of poor harvests they faced starvation.
At the same time, the availability of gin in England increased. This was as a result of
legislation in 1689 which banned imports of French wines and brandy and ended the
domestic monopoly on spirit production or distillation. Distillers became not only
producers, but also sellers. The duties on gin were far lower than those on beer or
ale. Gin soon became the cheapest form of alcohol and by far the most popular drink
among working class people in towns and cities. For people in poverty, gin provided
an escape, as well as the cheapest source of calories.
Gin consumption in England rose six fold from 1700 to 1751 and in London
consumption reportedly reached 14 gallons per person per year at the height of the
‘gin epidemic’. The effect of gin on society at this time is vividly portrayed in Hogarth’s
engraving ‘Gin Lane’ (see Figure 4.2). Beer consumption over the same period
remained relatively constant at three million gallons a year in England and Wales.
Figure 4.2: Hogarth's ‘Gin Lane’, 1751

Source: Hogarth’s Gin Lane 1751, Heath Edition 1822
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As public outcry grew, the government was forced to take action. The 1736 Gin Act
brought in high taxes on retail sales of gin and introduced a prohibitively high licence
fee. The act failed to regulate gin consumption as almost no licences were taken out
and reputable sellers were put out of business while bootleggers thrived. The 1751
Gin Act (the so-called 'Tippling Act') was far more successful. Distillers were
restricted in who they could sell gin to, taxes were raised, and there were stiff
penalties for law breakers. A change in the economy also helped turn the tide as
rising grain prices made landowners less dependent on income from gin production.
By 1757, the ‘gin craze’ was all but dead.
This historical perspective shows how carefully measured legislation to control the
affordability and availability of a product can be effective in reducing its consumption
and changing public behaviour.

Trends in alcohol consumption in the 20th century
Alcohol consumption has doubled in the past fifty years and it increased by 15% in
the five years to 2005. By 2005, levels of alcohol consumption in the UK had reached
historically high levels. Over the last 30 years, UK liver cirrhosis mortality has risen by
more than 450%.23 Part of the recent increase is attributable to greater drinking by
young women who have doubled their alcohol consumption in the last ten years.
Increased sales of wine, spirits and alcopops and the expansion of home
consumption have accounted for much of the recent market growth.24 25
Figure 4.3: Alcohol consumption in UK from 1900 to 2005
Litres of pure alcohol consumed per capita per year

Source: The State of the Nation: Addicted Britain 2006
23

Academy of Medical Sciences March 2004 Calling time: The nation’s drinking as a major health issue
The State of the Nation: Addicted Britain 2006
25 Nicholls, J 2009 Drinking Cultures and Consumption in England: Historical Trends and policy
implications (House of Commons Health Committee Memorandum AL59)
www.publications.parliament.uk/pa/cm2000910/cmselect/cmhealth/151/151we21.htm
24
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Today it is recognised that the availability and affordability of alcohol plays a central
role in shaping levels of consumption. Alcohol is more than 50% more affordable in
relation to disposable income than it was in 1980. We can suppose a time traveller
from 18th century London to one of our local town centres on a Saturday night would
be disoriented by many things but would instantly recognise the ready availability and
disabling effects of alcohol.

Alcohol availability
The increased availability of alcohol over the past 40 years has been marked by a
76% increase in the number of off-licensed premises, in particular in convenience
stores and supermarkets (see Figure 4.4).26 This has been accompanied by a major
shift towards drinking at home. The volume of alcoholic drinks brought into the
average UK home increased by 34% between 1992 and 2008. In contrast, the level
of drinking in licensed premises (pubs, clubs and restaurants) has only decreased
slightly. Purchases from off-licensed premises now account for nearly 50% of all
alcohol consumption.27
Figure 4.4: Off-licensed premises including supermarkets in England and
Wales
Year
Number of off-licensed
premises

1910

1930

1950

1970

1989

2009

24,438 22,166 23,532 27,910 45,507 49,074

Source: British Beer and Pub Association 2010 Statistical Handbook. Brewing Publications Limited.
London.

The rise in home drinking is explained, at least in part, by the disparity in price
between on and off-licensed sales. Alcohol bought from off-licences now costs
around one third of that bought from pubs and other licensed premises.28 Greater
numbers of off-licensed premises have led to an increasingly competitive alcohol
marketplace resulting in still lower prices.
New research shows a positive link between the density of off-licensed premises and
harm from alcohol in local underage drinkers.28 The study found that the number of
alcohol-specific hospital admissions (such as alcohol poisoning or intoxication)
amongst underage drinkers was approximately proportional to the number of local
off-licences.

Alcohol affordability
The price of alcohol in relation to disposable income has a major influence on
consumption, as can be seen from the variations in alcohol consumption through the
20th century, with rises during times of economic growth and falls during world wars
and recessions (see Figure 4.3). Over the period 1980 to 2003, the affordability of
alcohol increased by 54% as the price of alcohol increased by 24% above inflation,
but households’ disposable income increased by 91% in real terms.29
26

British Beer and Pub Association 2010 Statistical Handbook. Brewing Publications Limited. London
Scottish Health Action on Alcohol Problems 2007 Price, Policy and Public Health at
www.shaap.org.uk
28 Coghill, N 2011 One on every corner: The relationship between off-licence density and alcohol
harms in young people. Alcohol Concern
29 Office for National Statistics and Economic Trends 2007 Focus on Consumer Price Indices. ONS
27
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Finland provides a recent illustration of the link between alcohol prices, tax and
health which echoes the historical lessons from the 18th century gin epidemic. In
2004, the Finnish government reduced alcohol excise duty by an average of 33% in
order to reduce the number of cheap imports from abroad.
However, this has been found to have had a statistically significant effect on levels of
alcohol-related harm, leading to a 17% increase in alcohol-related mortality. This is
equivalent to approximately eight additional deaths per week in a population of about
five million.30
The relationship between alcohol price and the level of consumption and associated
harm is one of the most researched areas of alcohol policy. Many studies have
examined the effects of price changes on overall consumption of alcohol, and on the
consumption of different types of alcoholic beverage. The weight of evidence
indicates that, when other factors remain the same, an increase in the price of
alcohol generally leads to a decrease in consumption and vice versa.
Some studies suggest that the most popular drink in a country (i.e. beer in the UK) is
the least price sensitive. However, a recent review of studies looking at the effects of
price changes on alcohol consumption in the UK did not find any alcoholic drink for
which the level of consumption was independent of price.31
The evidence consistently shows that the most effective and cost-effective policies
for reducing alcohol-related harm include controls on the price and availability of
alcohol. To reduce the burden of harm, measures must reach the majority of drinkers
and not just the highest-risk groups. It has been estimated that raising the price of
alcohol to a minimum of 50 pence per unit would, after a decade, result in almost
3,000 fewer deaths every year and 41,000 fewer cases of chronic illness.32

National policy on alcohol
Legislation to increase taxes on strong beers and to reduce taxes on low-strength
beers came into effect in October 2011. The government is now considering setting a
form of minimum pricing for alcohol in its forthcoming alcohol strategy which would go
further than its previous proposal to ban sales of alcohol at prices below the rate of
duty plus VAT.

Local alcohol-related problems and trends
In South Gloucestershire, alcohol-related hospital admission rates are higher than
the national average and are rising.
Figure 4.5 shows the alcohol-related hospital admission rates 2009-2011 for wards in
South Gloucestershire. In Filton, Kings Chase, Patchway, Staple Hill and Woodstock
30 Koski, A et al 2007 Alcohol Tax Cuts and increase in alcohol positive sudden deaths - a time series
intervention analysis. Addiction 102, 362-368 2007
31 IAS submission to the Social Justice Policy Group, Alcohol: Pricing and Taxation, in Breakthrough
Britain. Ending the costs of social breakdown. Vol 4 Addictions, July 2007.
32 Purshouse, R C et al 2010 Estimated effect of alcohol pricing policies on health and health
economic outcomes in England an epidemiological model: The Lancet Volume 375 Issue 9723 pp
1355-1364 17 April 2010
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alcohol-related hospital admissions are significantly higher than in South
Gloucestershire as a whole. All of these areas contain Priority Neighbourhoods.
Figure 4.5: Hospital admissions likely to be attributable to alcohol in South
Gloucestershire
Age standardised rate of Hospital Admissions likely to be attributable to alcohol by Ward, South Gloucestershire, All
Ages, 2009/10 and 2010/11 Pooled.
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Sources: Hospital admission data from Avon Admitted Patient Care Database extract,
population data extrated from Avon database of GP registered population.

Figure 4.6 shows that overall, in this time period, there was a greater proportion of
men admitted for an alcohol-specific condition than women.
Figure 4.6: Alcohol-specific admissions in South Gloucestershire

Percentage of all alcohol specific admissions

Percentage of alcohol specific hospital admissions by age and sex, South
Gloucestershire, 2009/10-2010/11 pooled
12%
10%
8%
6%
4%
2%
0%
0-4

1014

1519

2024

2529

30- 3534 39

4044
Males

45- 5049 54

5559

6064

6569

7074

7579

Females

Source: Hospital admissions data from Avon Admitted Patient Care Database extract (SUS),
Population data extracted from the Avon database of GP registered population (Exeter)
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80- 85+
84

Men aged between 30 and 69 years account for half of all admissions. Although
women accounted for a lower proportion of alcohol-specific hospital admissions, a
relatively large proportion of admissions were of women aged 45-49 years.
Figure 4.7: Alcohol-related assaults in South Gloucestershire

crude rate per 10,000 all age population

Crude rate of alcohol related assaults seen at MIU and ED by local
deprivation quintile, South Gloucestershire, 2009/10 - 2010/11
pooled
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Source: North Bristol Trust

Figure 4.7 shows the alcohol-related assault rates between 2009/10 and 2010/11 by
deprivation quintile. Approximately half of the attendances at the Frenchay accident
and emergency (A&E) department, or minor injury unit, were by South
Gloucestershire residents. These 405 attendances equate to a crude rate of 7.5 per
10,000 population.
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National recommendations







Introduce a similar objective to Scotland 'to protect and improve public
health' in the Licensing Act for England and Wales. This would give local
authorities additional power to control the location and opening times of
premises where there would be a disproportionate health impact.
Legislate to enforce plain packaging for all tobacco products.
Introduce a minimum price for alcohol, set at a level sufficient to have an
impact on health.
Legislate to restrict the use of trans-fats in food products.
Continue to work with the food industry to introduce consistent food
labelling and to restrict salt and saturated fats.

Key local recommendations








Implement stronger regulation preventing the sale of cheap alcohol.
South Gloucestershire Council has established a licensing enforcement
group with partners from the police and Trading Standards to ensure
these issues are addressed.
Continue to improve compliance with alcohol regulations amongst South
Gloucestershire’s licensees.
Raise awareness levels of the benefits of sensible drinking and the
harmful effects of alcohol amongst the public and within organisations.
Change the drinking culture by making drinking venues more familyfriendly and providing more drink-free venues where people can
socialise.
Increase the proportion of hazardous and harmful drinkers that are
aware of the risks they are taking and are supported to reduce their
drinking through screening and brief interventions in primary care.
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5. Early years
Key points





Eighty percent of brain development occurs in the first two years of life.
Programmes that provide extra help and support in the very early years
are highly cost effective in improving long term outcomes.
Poverty is particularly damaging to child development.
Levels of poverty are likely to increase in the current economic downturn.

'Early years' refers to the period from conception and pre-birth to age five years,
although in practice this is often extended to age eight years and beyond.
During 2011, two new local children’s hubs opened in South Gloucestershire at
Patchway and Kingswood. These bring together NHS and local authority children’s
services under one roof and provide a huge opportunity to improve support to
children and families.
The public health department is currently engaged with NHS and local authority
partners in reviewing how current services can be optimised to achieve the best
health outcomes.
This section of the report presents a summary of some of the evidence of the
importance of a child’s experience in the early years on health and achievement in
later life.

5.1 Development in the early years
The very early years are a key developmental period for the human brain. Eighty per
cent of brain development occurs in the first two years of life.33

33

Pillas and Suhrcke 2009 Assessing the potential or actual impact on health and health inequalities
of policies aiming to improve early child development in England. Marmot Review Team Evidence
Review. www.marmotreview.org/english-review-of-hi/supporting-evidence.aspx
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Figure 5.1: Human brain development

Source: Prof Charles A. Nelson (with permission) and published in Shonkoff, J. and Phillips,
D (Eds). (2000) From neurons to neighbourhoods: The science of early childhood development..
Washington, DC, US: National Academy Press.

The environment our children are nurtured in and the experiences they have are
therefore of vital importance in this time; children who fall behind in their development
in the early years are at risk of never catching up with their peers. Children in the
lowest achieving 20% at age five years are six times more likely to still be there at
Key Stage 1.34
Events in 2011 have brought the early years into a sharp focus. A number of recent
documents have particular importance for shaping the landscape of early years.

34

Statutory Framework for the Early Years Foundation Stage. Setting the standards for learning,
development and care for children from birth to five. Draft Consultation July 2011
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Recent reports







Allen G 2011 Early Intervention: The Next Steps. London: HM
Government.
Allen G 2011 Early intervention: Smart Investment, Massive Savings.
London: HM Government
HM Government April 2011 A New Approach to Child Poverty: Tackling
the Causes of Disadvantage and Transforming Families’ Lives.
Kendall S et al 2010 Redesigning Provision for Families with Multiple
Problems – an Assessment of the Early Impact of Different Local
Approaches. Department for Education
Munro E 2011 The Munro review of child protection – part one: a
systems analysis.

The two reports by Graham Allen MP speak of forming the ‘bedrock capabilities’
during the early years. These are the social and emotional developmental milestones
needed to maximise life chances. Key milestones are in the periods between
conception and school, the primary school years and secondary school years.

5.2 Conception, birth and infancy
The effects of maternal nutrition and nutrition during infancy on a child’s chances of
disease in later life have been headline news in 2011. The ‘Fetal origins hypothesis’
first proposed by Professor David Barker and colleagues35 has attracted international
press in 2010-2011 ranging from the front cover of Time magazine to the BBC’s ‘The
nine months that made you’ Horizon documentary.

‘Barker’ theory
The theory states that growth and development in the womb (heavily affected by
maternal nutritional status) and during infancy, affect the long term risk of chronic
disease. The evidence underpinning this comes from both basic animal studies and
long term outcomes of large cohorts of individuals exposed to differing maternal
nutritional environments.
One measurable indicator of maternal nutrition is birth weight. In South
Gloucestershire, birth weight varies across the deprivation quintiles with more low
birth weight babies (defined as below 2,500g) born in the more deprived areas.

35

www.thebarkertheory.org/science.php
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Figure 5.2: Low birth weight across deprivation quintiles in South
Gloucestershire 2006-2010

Percentage of all live and still births

Prevalence of birthweight < 2500g by local deprivation quintile,
South Gloucestershire, 2006-2010 pooled
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Source: Avon Child Health System

The challenge for public health, through partnership work, is to help to improve the
nutrition and health of young women before and during pregnancy and to support the
development of children in infancy.

5.3 Early intervention in the early years
The focus towards early intervention in the early years is not new. In the UK we have
established programmes such as ‘Healthy Start’ and the ‘Healthy Child Programme,’
in addition to the network of Surestart children’s centres. However, the UK,
traditionally, has lagged somewhat in international comparisons of spending in early
years. It has rated 13th out of 24 developed nations. Studies by UNICEF36 and the
Organisation for Economic Development (OCED) highlighted that a much greater
proportion of spend in the UK is in late childhood, compared to early years.37
Investment in early years pays. Late intervention is far more costly than early
intervention. For example, around 50% of lifetime mental health illness (excluding
dementia) starts before the age of 14 years. The direct costs associated with mental
health problems in the UK have been estimated to be over £100 billion.38 In the US,
programmes such as Headstart, the peri-preschool programme, have a long history some starting in the 1960s.
36 UNICEF 2008 The Child Care Transition: A league table of early childhood education and care in
economically advanced countries. UNICEF
37 Organisation for economic cooperation and development 2009 Doing better for children. Paris:
OCED
38 Centre for Mental Health 2010 The Economic and Social Costs of Mental Health Problems in
2009/2010
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Figure 5.3: Return on unit investment in dollars on early years and pre-school
investment compared to post-school investment

Source: Heckman and Lafontaine 2007 at
www.heckmanequation.org/content/resource/presenting-heckman-equation

Analysis of outcomes for children receiving these interventions has been impressive,
with published benefit-to-cost ratios as high as 17 times for the long term analysis of
impacts.39 These programmes are focussed on the most disadvantaged families.

The effects of poverty
Poverty is particularly damaging to child development. Nationally, one in five children
are living in poverty. In South Gloucestershire, in 2010, the figure was 16% of 0-19
year olds (equating to 2,400 individuals).40 This compares well to the national
average, but the figure should be monitored as the impact of policy changes around
taxation and benefits unfold.
The Millennium Cohort Study has provided interesting information on the effects of
poverty on child health.41 At age five, children in poor families fare much worse in
terms of both their reported general health, and also specific health conditions. These
39 Wisconsin Council on Children and Families The economic benefits of investing in Early Learning.
www.wccf.org/pdf/great_start_investment_ece.pdf
40 South Gloucestershire CYPS Child Poverty Needs Assessment 2011 Defined as proportion of
children aged 0-19 years in household in receipt of housing benefit and/or council tax benefit
41 Sullivan A and Joshi, H 2008 Child Health. In Hanson, K and Joshi, H (eds), Millenium Cohort
Study, Third Survey: A User's Guide to Initial Findings. London: Centre for Longitudinal Studies.
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conditions include speech and eyesight problems, toothache, asthma and attention
deficit hyperactivity disorder (ADHD).
Poverty affects choice, which in turn affects health. A higher proportion of children
below the poverty line are categorised as obese (6.6%) compared with children
above the poverty line (4.7%).41
Clearly the most benefit will be had from targeting those in most need in our deprived
neighbourhoods and communities, whilst maintaining the universal services that
benefit everyone. The challenge over the coming years is to maintain focus on the
benefits of continued investment in evidence-based interventions for the early years
against the backdrop of economic uncertainty.

Key recommendation


The review of children’s services should look for opportunities to protect
and develop support to families with very young children. This is likely to
involve closer working between agencies, more flexible delivery in a
range of settings and better targeting of support to vulnerable families.
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6. Health protection
Key points







The incidence of food poisoning has increased over the past 30 years
and is now a common cause of illness and occasional death.
There is no 'magic bullet' to reduce the level of illness, but continued effort
is needed across the whole food chain.
An E. coli outbreak in local schoolchildren during the year was
successfully controlled with close co-operation between the school,
council, PCT and Health Protection Agency.
Air pollution is a significant contributor to ill health.
Sexual health is relatively good locally, with lower than average levels of
sexually transmitted disease and teenage pregnancy.

Communicable disease and environmental hazards remain important causes of ill
health in South Gloucestershire and in the UK as a whole. This section provides a
summary of some particularly topical health protection issues in South
Gloucestershire. The following items are addressed.




Gastrointestinal infection (GI).
Sexual health
Air pollution and health

6.1 Gastrointestinal infection
Last year’s DPH report included a section on infectious diseases, dwelling on some
of the remarkable changes in patterns of illness over the past forty years. One of the
most notable changes was an apparent increase in food poisoning. In fact this has
been a national phenomenon, with a steady increase from the 1980s onwards (see
Figure 6.1).
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Figure 6.1: UK notification of food poisoning 1980-1996

Source Health Protection Agency

The overall high level of foodborne illness has been maintained over the past ten
years, although there have been some notable successes, such as a sustained
reduction in salmonella poisoning. I am grateful for the local Health Protection
Agency in providing the following comprehensive review of the common types of food
poisoning, together with comments on important control measures.
Figure 6.2: Laboratory confirmed cases of foodborne illness acquired in the
UK: 2000 to 2010

Source Health Protection Agency

Gastrointestinal infections (GIs) are caused by viruses, bacteria or parasites. A wide
variety of these may cause GI. Typical symptoms include diarrhoea, vomiting and
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stomach pain. The symptoms may be caused directly by the organisms themselves,
or by the toxins that they produce.42
GI is preventable and yet it is a significant cause of illness, causing time off work and
sometimes hospitalisation. It affects as many as one in five members of the
population each year. Vaccines are not yet available against the major causes of GIs,
so public health efforts concentrate on reducing exposure to the organisms
responsible. Most GI infections are either foodborne, or are spread person-toperson.43

Salmonella
Salmonella is one of the most common foodborne diseases. There are over 2,500
known serotypes of salmonella. In recent years salmonella-related illness has
increased significantly worldwide. Salmonella in humans is generally contracted
through the consumption of contaminated food of animal origin (mainly meat, poultry,
eggs and milk), although it may be transmitted via many other foods, including green
vegetables contaminated from manure.44
The symptoms of salmonella are diarrhoea (sometimes bloody with mucus), fever,
vomiting and abdominal cramps. The symptoms typically develop between 12 to 72
hours after exposure. In most cases, the illness lasts four to seven days, and the
majority of people recover without treatment. However, the elderly, infants, and those
with impaired immune systems are more vulnerable and more likely to develop
severe illness.
There was a decline in confirmed salmonella reports in South Gloucestershire
between 2006/7 and 2008/9 followed by an increase in 2009/10. There was then a
decrease in 2010/11 approximately back to 2008/9 levels. Nationally, rates of
salmonella infection have been decreasing over the last ten years.
Figure 6.3: Confirmed salmonella reports by SW region and from laboratories
which serve South Gloucestershire April 2006 to March 2011*
Date
2006/7
2007/8
2008/9
2009/10
2010/11
Total

South West

Local Lab Reports*

1,179
1,061
939
935
762
4,876

118
104
72
92
74
460

Source: Data downloaded from Gastro-Data Warehouse *Data from North Bristol NHS Trust
Laboratory - but may also include some data from outside South Gloucestershire PCT area.

42 HPA website;
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/GastrointestinalDisease/
43 Hawker et al. Communicable Disease Control Handbook, 2nd Edition. Oxford; Blackwell Publishing
2005
44 WHO Factsheet No 139 Drug Resistant Salmonella:
http://www.who.int/mediacentre/factsheets/fs139/en/index.html
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Figure 6.4 shows the seasonal variation of incidence for salmonella, which tends to
peak in late summer. This reflects the seasonal increase in temperature, as bacteria
multiply more rapidly in higher ambient temperatures, and the seasonal variation in
raw food consumption, with generally more salads and barbequed meat being
consumed.
Figure 6.4: Confirmed salmonella reports in the South West region compared to
reports from laboratories which serve South Gloucestershire April
2006 to March 2011*
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Source: Health Protection Agency

Campylobacter
Campylobacter is the commonest reported bacterial cause of infectious intestinal
disease in England and Wales. Two species account for the majority of infections: C.
jejuni and C. coli. Symptoms include diarrhoea, vomiting, stomach pains and cramps,
fever and generally feeling unwell. Some infected persons do not have any
symptoms. Symptoms usually develop within two to five days, but can take as long
as ten days. Most cases start to clear up after two to three days of diarrhoea and
from 80 to 90% settle within one week.
Campylobacter is found in most raw poultry and is common in raw meat. Mushrooms
and shellfish can also be contaminated but this is unusual. Undercooked meat
(especially poultry) is often associated with illness, as is unpasteurised milk and
untreated water. A very small number of Campylobacter organisms (fewer than 500)
can cause illness in humans. Even one drop of juice from raw chicken meat can
infect a person.
Farm visits and contact with infected pets can expose children. Anyone can get
campylobacter, but young children under five years of age, those over 60 and people
who work with farm animals, or in the meat industry, and travellers to developing
countries are at greater risk.
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In England and Wales, campylobacter has increased from 58,236 confirmed cases in
2000 to 62,684 cases in 2010.45
Figure 6.5 shows the number of confirmed cases of campylobacter in the South West
and in South Gloucestershire. Incidence of campylobacter in the South West has
increased over the last two years. Generally, South Gloucestershire contributes only
a small number of cases to the South West overall incidence.
Figure 6.5: Annual confirmed campylobacter reports South West Region and
South Gloucestershire April 2006 to March 2011
Year
2006/7
2007/8
2008/9
2009/10
2010/11
Total

South West

South Gloucestershire

6,820
6,292
6,356
8,224
8,031
35,723

231
12*
75*
375
341
1034

Source: Extracted from Co-Surv *data incomplete/absence of reports from 21/02/1007- 30/12/2008/
15.7% PCT blank.

Figure 6.6 shows the seasonal variation in the incidence of campylobacter, which is
more common in summer due to the increased consumption of barbequed food
which may not be cooked properly.
Figure 6.6: Annual Confirmed Campylobacter Reports South West Region and
South Gloucestershire between April 2006 and March 2011*
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Source: Health Protection Agency. Extracted from Co-Surv * data incomplete/absence of reports from
21/02/1007- 30/12/2008/ 15.7% PCT blank.

45

2000-2009 Laboratory Reports in England and Wales reported to HPA Centre for Infections
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Giardia
Giardia is a group of flagellate protozoans (single-celled, microscopic parasites)
which grow in the intestines of infected humans or animals. Giardia causes
diarrhoeal disease in humans, although a quarter of acute infections can have no
symptoms.
The disease can be transmitted by direct contact with infected animals or humans, or
by consumption of water, food or beverages contaminated by the faeces of infected
animals or humans. People may also be infected by swimming in contaminated water
(for example in lakes or rivers). Many cases are associated with recent foreign travel.
The most commonly affected age groups are children under five years and adults
aged 25-39 years.
Figure 6.7 shows there has been an increase in giardia in the last two years in South
Gloucestershire, rising from less than ten in 2006/7 to 20 in 2009/10 and 19 in
2010/11. Overall, the cases in South Gloucestershire make a small contribution to
the prevalence of giardia in the South West.
Figure 6.7: Annual confirmed giardia reports South West Region and South
Gloucestershire between April 2006 and March 2011*
Date
2006/7
2007/8
2008/9
2009/10
2010/11
Total

South West

South Gloucestershire

554
436
460
563
624
2637

less than 10
less than 10
less than 10
20
19
39+

Source: Data from Co-Surv *12.7% PCT field blank Cases with PCT field blank = 335 (12.7%) /

Figure 6.8 shows a marked seasonal variation in prevalence, peaking between July
and October.
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Figure 6.8: Annual Confirmed Reports of Giardia South West Region and South
Gloucestershire between April 2006 and March 2011*
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Source: Health Protection Agency *12.7% PCT field blank Cases with PCT field blank = 335 (12.7%)

E-coli
E. coli is the abbreviated name of the bacteria Escherichia coli. It is normally present
in the large intestine of mammals and birds and is necessary for human health.
However, certain strains of E. coli produce a potent poison (toxin) which causes
symptoms ranging from mild diarrhoea, cramps and fever through to very severe
inflammation of the gut. These strains are known as verocytotoxin-producing E. coli
(VTEC). The VTEC strain which is most associated with human illness is E. coli
O157.
About 50% of people infected with E. coli O157 have blood in their stools. However,
a significant proportion do not develop symptoms at all and may be unaware of their
infection. This group poses a particular risk of secondary infections.
In a small proportion of cases, complications may develop. Complications are most
common in children under five years and the elderly. The most significant
complication is ‘haemolytic uraemic syndrome’ (HUS). This is associated with kidney
failure, anaemia and bleeding and may be fatal, particularly for young children.
VTEC infection can occur by:






eating infected food, particularly meat, unpasteurised milk and cheese
contact with infected animals particularly cattle (e.g. on farms)
ingestion of food or water contaminated with manure from infected cattle (e.g.
from unwashed vegetables, drinking wells, or swimming in river water)
contact with infected people (or traces of their faeces)
inadequate hand washing after using the toilet, and/or before food-handling,
particularly in households, nurseries and infant schools.
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Symptoms develop on average after three to four days of ingesting an infectious
dose of E. coli O157. Symptoms normally clear within two weeks unless there are
complications. The E. coli O157 bacteria are normally eliminated from the body within
one week of infection, although children often remain infectious for a longer period.
The E. coli is more common in summer and early autumn.
South Gloucestershire normally has a very small number of E. coli O157 reports per
year. However, in May 2011 there was an outbreak of E. coli O157 in a primary
school. There were 32 confirmed cases. Four were admitted to hospital. Subsequent
investigations have concluded that the main route of infection is likely to have been
through person to person, particularly between the youngest year groups, after E. coli
O157 infection was brought into the school unknowingly by a pupil.
The outbreak was identified early and effective control measures were put in place by
the outbreak control team.46 This team consisted of staff from the Health Protection
Agency (HPA), NHS South Gloucestershire Public Health Directorate, South
Gloucestershire Council Environmental Health and the school head teacher. No
subsequent cases occurred.
Figure 6.9: Annual confirmed E. Coli VTEC reports South West Region and
South Gloucestershire between April 2009 and March 2011*
Date

England and
Wales*

South West

2009
2010
Total

1034
793
1827

126
121
247

South
Gloucestershire
PCT
Less than 10
Less than 10
Less than 10

Source: *http://www.hpa.org.uk/web/HPAweb&HPAwebStandard/HPAweb_C/1249113624846/ Data
from VTEC website

Shigella
Shigella (also called bacillary dysentery) is primarily a human disease often acquired
by drinking water contaminated with human faeces, or by eating food washed with
contaminated water. In the UK, most cases are associated with foreign travel.
However, there are occasional reports of UK-acquired cases associated with sexual
transmission, predominantly among men who have sex with men.
Infection can result following ingestion of as few as ten organisms. The incubation
period is between 12 and 96 hours. Illness is characterised by diarrhoea, sometimes
with blood and mucus. It is common amongst young children, although infection can
occur in all ages after travel to areas where hygiene is poor. Invasive disease is rare,
but extra intestinal complications such as haemolytic uraemic syndrome can occur.
Cases maintain a low level of infectivity for as long as the organism is excreted in the
stool. Shigella species may survive for up to 20 days in favourable environmental
conditions and this may lead to transmission through contact with contaminated
objects.
46
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South Gloucestershire has very low numbers of shigella cases (see Figure 6.10). The
seasonal trends that occur in the South West are also generally reflected in the data
for South Gloucestershire. The total number of cases of shigella in the South West
from 2006/7 to 2010/11 was 952, compared to 49 in South Gloucestershire in the
same time period.47
Figure 6.10: Shigella confirmed reports South West Region and South
Gloucestershire between April 2006 and March 2011*
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Source: Health Protection Agency. *Data from Co-Surv

Prevention
Most gastrointestinal infections can be prevented by good hygiene measures. Public
health plays an important role in promoting proper hand washing, advising the public
on safe food handling and ensuring there are adequate infection control policies in
institutions, including hospitals, nursing/residential homes, schools and nurseries.
The Food Standards Agency is running a '4Cs' campaign focusing on cleaning,
cooking, chilling and cross-contamination to promote good hygiene in the food
industry and at home. In recent years, there has been a 'farm to fork' strategy to
reduce the incidence of salmonella through action across the food chain. The
strategy includes vaccination of poultry and more stringent guidelines for food
production.

6.2 Sexual health
Sexual health is important to physical and psychological wellbeing. It is a key
behaviour in the South Gloucestershire Health Improvement Strategy (see Section
2.3) which sets out the following vision for sexual health in South Gloucestershire:48

47
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Data from Cosurv
'A healthier place to live and work' South Gloucestershire's Health Improvement Strategy 2011-2016

Page 49 of 54

'Most people, including those living in difficult circumstances, will be
highly knowledgeable about their sexual health, able to access
relevant information and appropriate services and will be confident
about engaging in equitable relationships.'
(South Gloucestershire Health Improvement Strategy 2011-2016)

The key objectives to support this aim are to:











improve the reach and standard of sex & relationships education (SRE) in
schools and communities
promote positive relationships
reduce conception rates for under 18s
improve access to sexual health services
reduce the number of unplanned pregnancies
reduce the number of late terminations by improving timely access to NHS
pregnancy advisory and termination services
reduce the number of repeat terminations
increase the proportion of young people screened for chlamydia
reduce the incidence of sexually transmitted infections
ensure there is adequate provision of specialist treatment services.

In early 2011, South Gloucestershire received a peer review visit from the sexual
health team from the Government Office South West. A key recommendation was
that the sexual health needs assessment in the 2008 Joint Strategic Needs
Assessment should be expanded and updated. Key findings from that update are
presented here.

Sexual health in South Gloucestershire
Overall, South Gloucestershire has better than average sexual health outcomes
when compared to the rest of the South West region and England as a whole. The
reproductive profile of South Gloucestershire broadly reflects that of similar socioeconomic populations in England and the South West, with a lower general fertility
rate for women under 20 years and an increasing number of births among women 35
years and older.

Teenage pregnancy
Under 18 conception rates have been on a generally downward trend since 2005 see Figure 1.4 in Section 1. There were 28 conceptions per 1,000 women under 18
in the first quarter of 2010 compared to 34 per 1,000 in 1998 - an overall decrease of
nearly 19 per cent.49 Whilst not meeting national targets, the decrease over the past
decade or so does exceed the average for the South West and England.
From 2005 to 2009, there were around 650 conceptions among women under 18 in
South Gloucestershire, with about half resulting in live births and half in termination.
Of the 330 live births, a third were born to women living in Priority Neighbourhoods.
In Priority Neighbourhoods, the conception, termination and live birth rates are all
significantly higher than in the rest of South Gloucestershire. In particular, the
likelihood of a pregnant young women continuing pregnancy to birth is much greater
in Priority Neighbourhoods.
49
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Abortion
Early access to pregnancy advisory services (including self-referral) means women
have better choices and fewer of the complications that are associated with late
termination. NHS South Gloucestershire jointly commission, together with NHS
Bristol and NHS North Somerset, a ‘single point of access’ service for all women
considering termination of pregnancy. Primary care staff refer women to the service
which is provided by Marie Stopes. The ‘single point of access’ ensures women are
seen within five days and have the choice of medical or surgical abortion.
Medical abortion is possible under ten week's gestation, is clinically safe and is less
costly. Commissioning arrangements are encouraging NHS and private providers to
increase the proportion of abortions performed medically rather than surgically.
The percentage of abortions performed at less than ten week's gestation in South
Gloucestershire is 84.9% compared to 83.1% in the South West as a whole.
However, in 2010 there was a slight decrease in the proportion of abortions taking
place at less than ten weeks (77.6%) and this will need to be closely monitored.

Sexually transmitted infections (STIs)
The rate of syphilis and gonorrhoea is low in South Gloucestershire compared to the
rest of the South West at approximately 1.1 per 100,000 population in 2009. Recent
revisions in the regional surveillance systems mean that trends in syphilis and
gonorrhoea are not currently possible to analyse.
Chlamydia is the most commonly diagnosed STI among the under 25s, which if left
untreated can lead to infertility and other long-term complications. A national
screening programme aims to test 35% of under 25s each year. This target has been
universally hard to achieve. During 2010/11 in South Gloucestershire, 24.1% of
under 25s were tested compared to 25.2% for England and 20.9% for the South
West. Increasing proportions of those tested in South Gloucestershire are positive
(7.7% in 2010/11) which shows that the screening programme is targeting the
appropriate groups.

Service provision in South Gloucestershire
Contraceptive services, chlamydia screening and testing and treatment of STIs are
available through GPs and practice nurses across South Gloucestershire. There are
five community based contraception and sexual health clinics at Yate, Kingswood,
Frenchay, Downend and Thornbury. These clinics provide an alternative setting to
primary care for standard advice and are able to offer more specialised treatment,
advice and contraception. People requiring complex sexual health screening and
services are referred to the Bristol Sexual Health Clinic, located in central Bristol.

Young people specific services
In addition to the five community sexual health clinics, there are three young people
specific drop-in advice and services in South Gloucestershire which aim to make it
easier for young people to access relationships and sexual health advice. They are
located within sexual health clinics but offer ‘young people friendly’ services only to
those under 25. The scheme is branded ‘No Worries!’ Staff are specially trained for
working with young people.
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6.3 Air pollution and health
Air pollution remains a potent cause of premature death and illness. A House of
Commons report published in 2010 estimated that air pollution reduces average life
expectancy in the UK by approximately seven months, causing up to 50,000
premature deaths a year. Air pollution has been linked to asthma, chronic bronchitis,
cardiovascular disease and cancer.
Road transport contributes up to 70% of air pollution in urban areas. Small
particulates are thought to have the most damaging impact on health with adverse
effects to health seen at very low concentrations. These particulates are classified
according to their size, as either smaller than 10 microns in diameter (PM10) or
smaller than 2.5 microns (PM2.5). The potential health benefit of eliminating exposure
to man-made PM2.5 is greater than eliminating both road traffic accidents and passive
smoking.
Figure 6.11: Graph showing the comparative impacts of PM 2.5 pollution,
passive smoking and vehicle accidents

Source: Institute of Occupational Medicine Comparing Estimated Risks for Air Pollution with Risks for
Other Health Effects, March 2006. Note: Graph shows estimated gain in life years in England and
Wales from 2005–2110 for the whole population (including people born during that time) that could be
achieved by eliminating each health hazard.

It should be noted that local authorities are not currently being asked to work towards
the achievement of the PM2.5 objective. This responsibility lies with the government.
However, the council does have a duty to review and assess other key pollutants,
including PM10 and nitrogen dioxide (NO2). The main pollutant of concern locally is
nitrogen dioxide, which primarily arises from traffic emissions.
The council monitors air quality at a large number of locations across South
Gloucestershire and compares it with national objectives set by the government.
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Technical reports based on the data are submitted to the Department for
Environment, Food and Rural Affairs (Defra) and published on the South
Gloucestershire Council website. If an area is identified where levels of pollution
exceed national objectives, an 'Air Quality Management Area' (AQMA) has to be
declared. An action plan then needs to be developed to improve the air quality in that
area.
Air quality monitoring in three locations found levels of nitrogen dioxide that
exceeded the annual mean objective and, in 2010, these were declared air quality
management areas.
Staple Hill – at the Broad Street (A4175), High Street (B4465), Victoria Street
and Soundwell Road (A4017) crossroads
Kingswood – along Regent Street (A420)
Cribbs Causeway – at the M5 Roundabout (Junction 17)





Further monitoring has shown that the levels of nitrogen dioxide at Cribbs Causeway
were below the annual mean objective in 2010. If 2011 levels are also below the
objective in 2011, then it is proposed to revoke this Air Quality Management Area.
However, further assessment of the Staple Hill and Kingswood Air Quality
Management Areas has resulted in proposed extensions to the AQMAs.
A draft Air Quality Action Plan aimed at reducing the levels of air pollution in Staple
Hill and Kingswood has been the subject of public consultation during the autumn of
2011, along with the proposed changes to the AQMAs. It is anticipated that
implementation of the finalised action plan will begin in April 2012.

Key recommendations










Use the current re-organisation of public health services to build closer
links with the Health Protection Agency and develop a comprehensive
local preventive programme for foodborne illness.
Capacity for preventive work by environmental health officers should be
preserved.
Improve access to 'long acting reversible contraception' (LARC).
Improve access to early termination.
Increase human immunodeficiency virus (HIV) testing of men who have
sex with men and other vulnerable groups.
Ensure sex and relationship education continues to be provided in
schools.
Continue monitoring of local air pollution, in particular responding to any
new central requirements regarding particulates.
Link evidence of poor health quality in Staple Hill and Kingswood to
consideration of wider improvements in the built environment and
streetscape as part of the council’s work on Priority Neighbourhoods.
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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 01454 864592, 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
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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

Annual Report of the Director of Public Health for South
Gloucestershire 2010 - a comparison with the Annual Report for
Gloucestershire 1972
Demographic patterns
Causes of ill health
Maternal and child health
Community health services
Infectious diseases
Health promotion and lifestyles
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Appendix A:
Health profile for South
Gloucestershire 2011
This can also be seen at www.apho.org.uk and is produced by the English Public
Health Observatories working in partnership.

