
 

  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Inequalities in Health in Worcestershire 

Worcestershire Public Health Annual 
Report 2014



 

Contents 
Contents  ..................................................................................................................................... 1 

Forward  ..................................................................................................................................... 3 

Recommendations ............................................................................................................................ 4 

Introduction  ..................................................................................................................................... 6 
What is a Public Health Annual Report? ........................................................................................ 6 

Why do Health Inequalities Matter? ............................................................................................... 6 

Summary  ..................................................................................................................................... 7 

Chapter 1 Inequalities in Worcestershire....................................................................................... 9 
Overarching Indicators .................................................................................................................. 9 
Health Hotspots ........................................................................................................................... 12 

Chapter 2 Give every child the best start in life ........................................................................... 17 
The Worcestershire Picture ......................................................................................................... 18 

Progress against Marmot ............................................................................................................ 22 
Priorities for Action ...................................................................................................................... 24 

Chapter 3 Enable all children, young people and adults to maximise their capabilities 
and have control over their lives ................................................................................. 25 

The Worcestershire Picture ......................................................................................................... 26 

Progress against Marmot ............................................................................................................ 31 
Priorities for Action ...................................................................................................................... 32 

Chapter 4 Create fair employment and good work for all ............................................................ 33 

What is the problem? .................................................................................................................. 33 
The Worcestershire Picture ......................................................................................................... 34 

Progress against Marmot ............................................................................................................ 40 
Priorities for Action ...................................................................................................................... 40 

Chapter 5 Ensure a healthy standard of living for all ................................................................... 41 

What is the problem? .................................................................................................................. 41 
The Worcestershire Picture ......................................................................................................... 42 

Progress against Marmot ............................................................................................................ 44 
Priorities for Action ...................................................................................................................... 44 

Chapter 6 Creating Healthy and Sustainable Communities ......................................................... 45 

The Worcestershire Picture ......................................................................................................... 46 
Progress against Marmot ............................................................................................................ 50 

Prorities for Action ....................................................................................................................... 51 

Chapter 7 Strengthen the role and impact of ill health prevention ............................................... 52 

The National Picture .................................................................................................................... 53 
The Worcestershire Picture ......................................................................................................... 56 
Progress against Marmot ............................................................................................................ 61 

Priorities for Action ...................................................................................................................... 62 

Appendix 1 Hotspot Maps ............................................................................................................. 63 

Map of Worcestershire Showing All Hotspots .............................................................................. 63 
Wyre Forest Hotspots .................................................................................................................. 64 
Redditch Hotspots ....................................................................................................................... 65 

Worcester Hotspots ..................................................................................................................... 66 
Bromsgrove and Wychavon Hotspots.......................................................................................... 67 

Malvern Hills Hotspots ................................................................................................................. 68 

Definitions  ................................................................................................................................... 69 
 
  



 

 - 3 - Worcestershire Public Health Annual Report 2014 

 

Forward 
This Year's Annual  Report focuses on health inequalities. In our 
thriving county it is easy to assume that the population is healthy.  
However, although overall  health and well-being is good in 
Worcestershire, this picture hides some marked variations between 
different groups of people. 

The technical definition of health inequalities can mean any variations 
in health between different groups of people. The inequalities we are 
interested in here are variations that cannot be explained by biological 
factors such as age, sex or genetic inheritance alone. These are 
inequalities that are due to social, environmental and behavioural 
factors such as education, housing, smoking and access to services.  These differences are ones 
that we can change, by making changes to our communities, the environment around us, our 
behaviours and the services available. 

Health inequalities are a key area of interest for a Director of Public Health for three main reasons. 
Firstly, because they act as a 'brake' on the health of the overall population; Poor health reduces 
people's opportunities and their ability to contribute to society, leads to lost productivity, and creates 
additional demands on health, social care and other public services. Secondly, because they can be 
avoided – or at least reduced; Poor health in certain groups is not inevitable, it is a consequence of 
people's circumstances and choices.  These can be influenced with action by statutory agencies, 
businesses, communities, families and individuals. Finally it is important to remember that they 
affect the whole population. This is not just about the difference between the very healthy and the 
very unhealthy; it is about the potential of everyone to improve their health.  

A previous Annual Public Health Report considered health inequalities in 2008. This new report 
shows that the position has got better over the last 5 years, with improvements in health overall and 
especially in people whose health was poorest. This is a huge achievement and something to be 
celebrated. However the variations persist and there is more that could be done. This Report aims 
to highlight those variations, how they are being tackled and what further action should be 
considered. The aim is to stimulate discussion and debate, and influence organisations and 
individuals to take account of health inequalities in their decision making. 
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Recommendations 
1. Intensive ongoing support for vulnerable families 
2. Intensive focus on early years development in priority areas 
3. Employment opportunities in priority areas 
4. Change to a place & asset-based approach to commissioning 
5. Strengthen and improve prevention of ill-health 

Recommendation  Priorities for Action  

1. Intensive ongoing 
support for vulnerable 
families 

1.1. Review the availability and intensity of parenting support to ensure evidence based parenting advice and support 
is provided across all ages in proportion to need 

1.2. Children's Centres (Early Help) to prioritise evidence based outreach and family support to work with the most 
vulnerable families  

1.3. Ensure progressive intensive support to targeted vulnerable families continues from early years to transition 
to school, through primary school & beyond where necessary 

1.4. To promote and improve resilience and school connectedness, schools & colleges to act as health & well-
being promoting settings, to strengthen their delivery of PSHE and increase opportunities for participation in 
physical activity both in & out of school  

1.5. Develop targeted evidence based interventions towards clusters of adolescent children identified as being at 
high risk of multiple poor behaviours, rather than providing single issue services only 

1.6. Focus on reducing the attainment gap. To support schools to deliver better educational outcomes across the 
social gradient there should be a focus on raising educational standards among the most vulnerable children 
and young people 

2. Intensive focus on 
early years 
development in priority 
areas 

2.1. Ensure that all disadvantaged or vulnerable families are identified and offered intensive ante-natal and post natal 
home visiting including the implementation of a Family Nurse Partnership programme for teenage first time 
mothers.   

2.2. Integrate the delivery of all 0-5s services including Maternity, Health Visiting, Early Help and Early Years services 
to better enable a seamless provision of progressive universalism – universal coverage with evidence based 
targeted programmes for disadvantaged and vulnerable families to improve outcomes. 

2.3. Target early learning and language of disadvantaged children using intensive, high-quality home and centre-based 
interventions. 

2.4. Develop better understanding of early years educational  and childcare interventions to determine whether 
evidence based and meeting quality standards 
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3. Employment 
opportunities in 
priority areas 

3.1. Extend ongoing learning & support up to age 25 for those disadvantaged through a coordinated approach 
3.2. Continue to prioritise active labour market programmes to achieve timely interventions to reduce long-term 

unemployment and ensure that these reach the most disadvantaged 
3.3. Encourage and incentivise the implementation of measures to improve the quality of work across the social 

gradient by ensuring public and private sector employers adhere to equality guidance and legislation 
3.4. Ensure that guidance on stress management and the effective promotion of wellbeing and physical and mental 

health at work is widely distributed and implemented 
3.5. Develop greater security and flexibility in employment by prioritising greater flexibility of retirement age and 

encouraging and incentivising employers to create or adapt jobs that are suitable for lone parents, carers and 
people with mental and physical health problems 

4. Change to a place & 
asset-based approach 
to commissioning 

4.1. Shift from an 'Areas of Highest Need' to a 'Healthy and sustainable Communities' place based model in priority 
areas.  Through this build on  existing 'assets based' approaches which seek to identify and harness skills, 
knowledge, networks and resources in communities so that local residents can play a part in locally based 
solutions. 

4.2. Roll out a programme of workforce development to support an asset based approach to commissioning and 
service redesign. 

4.3. Prototype, with partners models of assets based commissioning, focussing initially on priority areas, in both urban 
and rural areas. 

4.4. Establish a model of social prescribing to more effectively engage primary care in an assets based model and 
early intervention. 

5. Strengthen and 
improve prevention of 
ill-health 

5.1. Research measures that impact fuel poverty, with a particular focus on disadvantaged communities; 
5.2. Improve understanding of issues affecting rural areas, with a focus on measures to address social isolation; 
5.3. Review the Public Health Ringfenced Grant (PHRG) spend against all the priorities in the DPH report and reprofile 

and prioritise accordingly; 
5.4. Strengthen the evidence base on the PHRG spend on Housing Related Support in terms of the prevention of ill-

health; 
5.5. Strengthen local understanding across the County of the evidence on behaviour related ill-health, and its links to 

social deprivation; 
5.6. Review cross-agency funding on ill-health prevention and facilitate a shared approach to spend which will narrow 

the health gap; 
5.7. Strengthen social marketing to maximise behaviour change among target groups, including the uptake of existing 

prevention initiatives. 
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Introduction 
 

What is a Public Health Annual Report? 

“A vehicle for informing local people about the health of their community, as well as 

providing necessary information for decision makers in local health services and 

authorities on health gaps and priorities that need to be addressed.” 

Faculty of Public Health 

Public health annual reports have been a statutory requirement of Directors of Public Health (DsPH) 
for many years and this has not changed with the move of Public Health back into Local Authorities 
under the Health & Social Care Act 2012. The annual report is not a statement about the policy of 
the organisation for which they work, but is a personal assessment of the health of the population 
they serve. It is there to raise concerns about health problems or poor outcomes in the local area, to 
assess progress against local Public Health objectives and inform local multi-agency action. 

According to guidance from the Faculty of Public Health, DPH annual reports should: 

• Contribute to improving the health and well-being of local populations. 

• Reduce health inequalities. 

• Promote action for better health, through measuring progress towards health targets. 

• Assist with the planning and monitoring of local programmes and services that impact on 
health over time. 

 

Why do Health Inequalities Matter? 

There is a sound economic case for tackling inequalities. Those extra years of life and more 
importantly the greater extra years of disability free life would have an economic benefit both in 
terms of increased productivity and reduced costs to health and social care. The estimated costs of 
the additional limiting illness suffered by the most deprived nationally is £31-32 billion in productivity, 
with loss of tax and increased welfare in the region of £20-32 billion and the healthcare costs 
estimated at £5.5 billion1.  

Reducing health inequalities is also a matter of fairness and social justice and the argument for 
doing so is primarily a moral one. People on the lowest incomes lose up to 17 years of disability free 
life expectancy compared to those on the highest incomes due to worse living conditions and this 
alone is reason enough to try to address some of the factors that lead to this situation. 

Action taken to reduce health inequalities will benefit society in many ways. It will have direct benefit 
to individuals lives both in quantity and quality. It will benefit local and national economies through 
increased productivity and reduced welfare costs and it will benefit wider society through having a 
healthier more active population better able to engage in society, especially in older age.Inequalities 
in health also result in a disproportionate use of resources by people in disadvantaged groups, 
which is both inefficient and impacts the whole population. 

  

                                                
1 Frontier Economics (2009) Overall costs of health inequalities. Submission to the Marmot Review. 

www.ucl.ac.uk/gheg/marmotreview/Documents 
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Summary 
Overall health in Worcestershire is on the whole better than the national average. Life expectancy 
and healthy life expectancy, especially for men are significantly better in the County than for 
England and mortality from common conditions and those considered preventable are consequently 
lower than average.  

However theses overall figures mask some differences across the County and as with all Local 
Authority areas there are inequalities that persist 

In general health inequalities in Worcestershire are no worse than other similar places across the 
country, but the problems associated with health inequalities are wide and far reaching. This report 
is an assessment of where we currently stand on health inequalities and in particular how things 
have progressed since this issue was last looked at in an Annual Report in Worcestershire, in 2008. 

Since then the Marmot report on health inequalities has been published and made specific 
recommendations on how to address them. We have followed the Marmot chapters in the layout of 
this report and at the end of each chapter we have assessed our own progress against the Marmot 
recommendations and then identified priorities for local action to address these recommendations. 

In terms of overall health inequalities on the broad outcome measures of differences in life 
expectancy and mortality, the picture is a positive one, with inequalities having reduced in absolute 
terms whichever way they are measured. However, underneath this there remain many inequalities 
both in health outcomes and in the factors which in the long-term affect life chances and health. 

As part of addressing this issue we have identified the areas in Worcestershire which have the worst 
health outcomes as being health hotspots. These are largely the same as they were when the 
exercise was last done in 2008, but there are some that are expanded and a couple of different 
areas, in particular two rural areas have been identified as having worse health outcomes. 

Give every child the best start in life 

Health inequalities and particularly those factors which lead to them can be identified right from the 
beginning of life and even before birth. So, for example babies from deprived areas are more likely 
to have been born to younger mothers and their mothers are more likely to have smoked or be 
overweight, all things which mean that the baby starts life with a disadvantage. Then through their 
early development these disadvantages are widened as they are less likely to be breastfed, their 
language development is more likely to be delayed and they are more likely to have poor levels of 
development by the time they get to school. While progress has been made in this area, 
Worcestershire has a worse than average number of children who have a good level of 
development by the end of reception year and more needs to be done across all agencies to 
implement a multi-faceted approach to addressing early years development in disadvantaged areas 
and families. 

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

Once children get to school the inequalities are there from the beginning and only get wider as time 
goes on. Differences in level of achievement that are about 25% at Key Stage 1 are 4-500% by Key 
Stage 5, whilst those living in deprived areas are far more likely to have special educational needs, 
be excluded or be subject to child protection plans. They are also more likely to have excess weight, 
attend A&E more often and more likely to require emergency hospital treatment. Children from the 
most deprived areas are also the most likely to have mental health problems and be in contact with 
mental health services. Although much has been done to try to address these gaps, they are very 
persistent and an increased focus on intensive support and parenting advice to vulnerable families 
throughout the children's time at school is required to build on what has already been done. A more 
joined up approach to dealing with problem behaviours is needed along with schools and colleges 
doing more to promote health & wellbeing. 

Create fair employment and good work for all 

Although unemployment in Worcestershire is relatively low at 2.2%, there are individual wards 
where it as high as 6.6%. Also, whilst the rate of those unemployed for less than a year has not 
changed significantly, the rate of those who have been claiming for over a year has gone up. There 
is a strong association between areas of high unemployment and high mortality and other poor 
health outcomes. Local initiatives like Worcestershire Works Well are aimed at encouraging healthy 
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workplaces, but more could be done to develop work opportunities across the social gradient aimed 
at reducing the gap and for disadvantaged groups. 

Ensure a healthy standard of living for all 

There is an association between income and health outcomes and although Worcestershire has 
generally relatively low levels of low income households compared to other areas, these are fairly 
concentrated. In the 20% most deprived areas 37% of children are classed as living in poverty 
compared to just 5% in the 20% least deprived areas. In addition in Worcestershire the proportion of 
households in fuel poverty is higher than the national average. 

Creating Healthy and Sustainable Communities 

Worcestershire as a County offers good access to green space and has good air quality, although 
there are small pockets of poor access and poor air quality in the urban areas. These same areas 
also have the highest levels of deprivation. They also have lower levels of satisfaction with the area 
and the lowest levels of feeling of belonging to an area. In order to address these multiple issues a 
change is needed to an asset-based approach to commissioning, which involve local people, skills 
and resources in the planning and process of commissioning and decisions which affect the local 
area. 

Strengthen the role and impact of ill health prevention 

A small number of conditions cause the majority of premature mortality and morbidity, and these are 
all linked to health related behaviours, smoking, poor diet, physical inactivity and drinking too much 
alcohol, on the part of the individual, which can be changed. Recent improvements in these have 
almost all been in the higher socio-economic groups. Worcestershire follows this pattern, with 
people in the most deprived areas most likely to have one or more of these unhealthy behaviours. In 
order to maximise the potential for health improvement across the County the targeting of 
prevention and use of Public Health and other resources needs to be strongly evidenced and linked 
to reducing the health gap.  
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Chapter 1 Inequalities in Worcestershire 
Overarching Indicators 

The two overarching indicators in the Public Health Outcomes Framework (PHOF) are 
healthy life expectancy and life expectancy. Life expectancy is presented as an overall 
score, as a slope index of inequality in life expectancy where the gradient of the slope 
across deprivation deciles is calculated and also as the gap between the local authority 
area and England as a whole. On all of these Worcestershire has relatively good 
outcomes compared to the average. 

• Using more recent data for Worcestershire life expectancy for men in 2001-2013 was 
79.8 years. 

• The figure for women in 2011-2013 was 83.4 years. 

• The slope index of inequality (SII) in life expectancy for men in 2011-2013 was 7.7 
years. 

• For women the SII in life expectancy in 2011-2013 was 5.4 years. 

• Using locally calculated estimates for healthy life expectancy based on 2010-2012 life 
expectancy and data on general health status from the 2011 Census gives overall 
healthy life expectancy for men of 65.3 and for women of 66.7 (The figures from 
PHOF for 2009-2011 are 65.3 and 65.9 respectively). 

• These locally calculated data can also be used to look at inequalities in health life 
expectancy. The inequalities between the most deprived and most affluent areas in 
the County in healthy life expectancy are higher than those for life expectancy. 
However the difference between men and women is not as great. 

• The SII for healthy life expectancy for men is 15.6 years and for women is 13.9 years. 

• For men the healthy life expectancy in the least deprived 10% of areas was 70.3 
years compared with just 54.9 years in the most deprived. 

• For women those in the least derived 10% of areas could expect to live 70.8 years in 
good health whereas those in the most deprived 10% can only expect 56.5 years of 
good health. 

• Putting the life expectancy and healthy life expectancy together for 2010-2012 men in 
Worcestershire would expect about 13 years and women about 16 years of not good 
health at the end of their lives. 
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Figure 1 – Slope Index of Inequality in Healthy Life Expectanc y 

Source: Primary Care  Mortality Database 
ONS Mid-Year Population Estimates 
2011 Census General Health Status 

Notes: Calculated locally using estimates for health status at LSOA level 
based on broad age categories in Census table LC3302EW 
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Changes in Life Expectancy over Time 

• Life expectancy at birth in Worcestershire has increased by 6½ years 
over the last quarter of a century. 

• The increase has been more rapid for men than women (over 7 years 
for men and 5½ years for women). 

• If these trends continue the gap between male and female life 
expectancy will be about 3 years by 2020. 

• Figure 3 & Figure 4 show the slope of inequality for life 
expectancy across the ten deciles of deprivation in 
Worcestershire for the three years 2007-09 and 2011-13. 

• The slope index of inequality (SII), which is the gradient of the slope of 
the lines through all the points has changed little over this period (6.4 to 
6.6), which means that life expectancy has increased by a similar 
amount across all deprivation groups. 

• The SIIs for men and women have similarly changed little, with that for 
men going from 7.6 to 7.7 and for women from 5.2 to 5.4. 

  

Figure 2 - Life Expectancy in Worcestershire  
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Figure 3 - - Life Expectancy Slope of Inequality 2007 -09 
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Figure 4 - Life Expectancy Slope of Inequality 2011 -13 

Slope Index of Inequality (SII) 

This is calculated by grouping the 
population into equal groups according 
to the relative deprivation level of the 
area they live in and working out the 
average life expectancy in these 
groups (usually 10 groups or deciles). 
The gradient across these groups is 
the slope index of inequality or SII. The 
higher the number the greater the 
relative inequality and an SII of zero 
means there is no inequality across the 
groups. 
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Inequalities in mortality 

• looking at data for all-cause mortality by lower level super output areas (LSOAs 
– Areas containing between 1,000 and 3,500 people) a pattern of reducing 
inequalities emerges. 

• In Figure 5 mortality rates for each LSOA have been calculated and then they 
have been shown in rank order from highest mortality to lowest. 

• Comparing the resulting lines for 2007-09 and 2011-2013 shows that not only 
has the line overall dropped slightly, but that this is more obvious at the left or 
higher end, which suggests that the biggest improvements have come in areas 
with the worst mortality rates. 

• Figure 6 & Figure 7 show the slope across IMD deciles in under 75 mortality. 

• The gradient has reduced by more than 10% from 2007-09 to 2011-13. 
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Figure 6 - Under 75 Mortality by IMD 2007 -2009 
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Figure 7 - Under 75 Mortality by IMD 2011 -2013 

0

1,000

2,000

3,000

4,000

5,000

6,000

Super Output Area Rank

2011-2013 2007-2009

Figure 5 - All Age All -Cause Mortality by ranked LSOA  



 

 - 12 - Worcestershire Public Health Annual Report 2014 

 

Health Hotspots 

Background 

The Public Health Annual Report for Worcestershire in 2008 was focused on health inequalities and 
the identification of local "health hotspots" which were areas with poor health outcomes compared to 
the rest of the County. In this section we revisit that work and see if the hotspots have changed in 
any way. In order to target health and other interventions, it is important to know where these will 
have the biggest impact both in terms of overall improvement in health and in reducing inequalities. 
This can best be achieved by identifying areas where health outcomes are worst – our "health 
hotspots". 

Methodology 

In order to identify hotspots we have examined 4 key indicators. These had to be available at a level 
of detail and in sufficient numbers to allow analysis at lower level super output area (LSOA) level 
such that the areas were small enough to identify reasonably small neighbourhoods or areas. The 
four data items looked at were: 

• Overall Index of Multiple Deprivation for 2010 (IMD 2010) 

• The health component of the IMD 2010 

• All cause mortality aged under 75 

• Mortality from causes amenable to healthcare aged under 75 
LSOAs were identified on the latter two by whether they had significantly higher mortality than the 
County average and on the former two by dividing the area into deciles of deprivation. 

There was no specific preconceived number of hotspots we wished to identify. The process was first 
to identify areas that had significantly worse mortality on at least one of the two measures. Then we 
looked to see if there were adjacent LSOAs which had relatively poor outcomes and/or high 
deprivation that created more meaningful neighbourhoods when combined with the identified areas 
of high mortality. 

Where the hotspots are 

Largely the hotspots that were identified were the same as had previously been identified. Health 
Inequalities and particular these long-term outcomes do not change rapidly and therefore we would 
expect the same areas that had the worst outcomes in the past to have the worst outcomes still in 
general. 

The main change has been the identification of more areas that have poor outcomes and the 
expansion of the existing areas. Comberton in Kidderminster has emerged as a hotspot in this latest 
analysis, being in the most deprived fifth of areas nationally on both the overall IMD and the health 
component and also having significantly high all cause and amenable cause mortality. 

Areas that have expanded are the area previously called Abbey, Batchley and Central, which now 
incorporates most of the West Redditch area and has been called West Redditch, Nunnery, which is 
now Ronkswood and Nunnery, Westlands which now includes the Berry Hill area and Greenhill and 
Broadwaters, which includes a broader part of these areas. 

In addition to these and the existing other areas, there are two rural areas that have been identified. 
These display slightly different properties, but show significantly high mortality rates from both all 
causes and amenable causes. The North Wyre Forest area which covers Trimpley, Fairfield and 
Cookley scores relatively highly on the IMD measures, being mostly in the 3rd decile on the health 
component and also has significantly high mortality. The Deblin's Green & Madresfield area is not 
particularly deprived, but has significantly high mortality on both measures. 
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Table 1 - Health Hotspots 2014 Key Data 

Hotspot Area Population 

(2013) 

Males 

(2013) 

Females 

(2013) 

Number 

Aged <15 

(2013) 

% Aged <15 

(2013) 

Number 

Aged 85+ 

(2013) 

% Aged 85+ 

(2013) 

AAACM 

(2011-2013) 

<75 

Mortality 

(2011-2013) 

Charford 3,939 1,966 1,973 820 20.8% 107 2.7% 1,056.3 544.5 

Church Hill 4,216 2,135 2,081 880 20.9% 38 0.9% 1,176.5 568.9 

Comberton 3,120 1,519 1,601 565 18.1% 84 2.7% 1,018.2 517.9 

Deblin's Green & Madresfield Rural 1,125 567 558 124 11.0% 58 5.2% 1,154.0 467.9 

Dines Green 1,694 841 853 446 26.3% 24 1.4% 915.9 470.2 

Greenhill & Broadwaters 5,481 2,775 2,706 1041 19.0% 115 2.1% 1,247.2 547.2 

Greenlands 2,982 1,513 1,469 741 24.8% 19 0.6% 937.6 437.7 

North Wyre Forest Rural 5,267 2,565 2,702 661 12.5% 216 4.1% 1,228.4 460.3 

Nunnery & Ronkswood 5,325 2,648 2,677 1150 21.6% 104 2.0% 1,154.4 502.0 

Old Warndon, Gorse Hill & Rainbow Hill 14,263 7,208 7,055 3150 22.1% 176 1.2% 1,166.2 529.7 

Oldington & Foley Park 7,155 3,671 3,484 1492 20.9% 122 1.7% 1,001.2 454.6 

Pickersleigh 1,681 824 857 431 25.6% 27 1.6% 1,103.6 483.3 

Sidemoor 1,941 958 983 424 21.8% 30 1.5% 1,220.3 588.2 

Redditch Centre & West 19,502 9,832 9,670 3758 19.3% 556 2.9% 1,439.9 533.6 

Westlands & Berry Hill 3,156 1,585 1,571 719 22.8% 25 0.8% 1,059.4 563.7 

Winyates 1,676 857 819 352 21.0% 11 0.7% 822.9 520.3 

ALL OTHER AREAS 502,123 249,103 253,020 77822 15.5% 13447 2.7% 928.8 298.5 

WORCESTERSHIRE TOTAL 584,646 290,567 294,079 94,576 16.2% 15,159 2.6% 959.2 321.8 

 

The maps on the following pages show the hotspots against the four measures used in identification. 
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Figure 8 - Index of Multiple Deprivation 
2010 and Health Hotspots 

Figure 9 - IMD 2010 Health Component 
and Health Hotspots 
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Mortality from Causes
Amenable to Healthcare

  43 -   184

184 -   316

316 -   458
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Hotspots 2014

Rural Hotspot
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Mortality from All
Causes Aged <75
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Figure 10 – All Cause mortality <75  
and Health Hotspots 

Figure 11 – Mortality from Amenable Causes  
and Health Hotspots 
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Mortality in hotspot areas 

• As can be seen in all the 
charts most of the 
hotspot areas have 
significantly high 
mortality, which is not 
surprising as this was 
how they are defined. 

• However it can be seen 
that in 2007-09 rates 
were generally higher 
and they were more 
dispersed. 

• It is also clear that the 
biggest difference from 
the non-hotspot areas is 
in under 75 mortality 
especially in 2011-2013. 
This is in part due to 
demographic differences 
between the hotspot 
areas and the rest of the 
County (they tend to be 
younger populations) 
and partly that 
premature mortality is a 
more sensitive measure, 
which makes it a better 
indicator of inequality. 
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Chapter 2 Give every child the best start in life 
In this chapter we look at the first years of a childs life, through the very early development up until 
they are old enough to go to school. There is considerable evidence that what happens to a child in 
pregnancy and in their early years and development has a lifelong impact on the health and 
wellbeing of a person, affecting not only their risk of diseases, but also their educational 
achievement and economic status. During pregnancy poverty, maternal stress, maternal mental 
health, poor diet, alcohol, smoking and drug misuse can impact on pregnancy outcomes and future 
child development.  In the early years the quality of parent-infant attachment, parenting, health 
services & childcare as well as opportunities for cognitive, social, language & emotional 
development impact on later outcomes. 

The foundations for virtually every aspect of human development – physical, 

intellectual and emotional are laid in early childhood. What happens during these 

early years, starting in the womb, has lifelong effects on many aspects of health 

and well-being from obesity, heart disease and emotional health to educational 

achievement and economic status. To have an impact on health inequalities we 

need to address the social gradient in children’s access to positive early experiences 

and ensure that we give every child the best start in life. 

(Fair Society, Healthy Lives The Marmot Review, 2010). 

To have an impact on health inequalities, investment and action in early years needs to be evidence 
based, cost effective and proportionate to need across the social gradient. Later interventions are 
considerably less effective where good early foundations are lacking. Evidence shows it is more 
cost effective to intervene in early years than later in life, for every £1 spent in early years would 
require £7 in adolescence for the same effect. Returns on investment on well-designed early years 
interventions significantly exceed their cost. 

The Marmot review recognised that disadvantage starts before birth and accumulates throughout 
life.  Marmot recommends that action to reduce health inequalities must start before birth and be 
followed through the life of the child. Only then can the close links between early disadvantage and 
poor outcomes throughout life be broken. This is why giving every child the best start in life was his 
highest priority.  

Early access to evidence based support can prevent difficulties from escalating and act as a 
gateway to more intensive or specialist support for those who need it. Early years key workers need 
the skills to provide advice and support to parents on child development, to identify where there are 
additional needs and facilitate access to specialist input, including child health, where required. 

Insecurely attached children have poorer outcomes. Insecure parent-infant attachment is more 
prevalent amongst vulnerable and disadvantaged families.  Attachment evolves during the first and 
second years of life in response to early parenting. 

Evidence suggests areas should develop effective multiagency, integrated working and delivery to 
ensure all services are working together, sharing information and developing whole system 
approaches. 
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The Worcestershire Picture 

Pregnancy and birth 

• More babies are born in the most deprived communities 

• More women from deprived communities in Worcestershire have babies and 
at a younger age  

• Most women (91.7%) have accessed maternity services (attended their first 
"booking" visit for antenatal care) by 13 weeks of pregnancy  

• However, health behaviours during 
pregnancy are worse amongst women from 
more deprived communities: for example 
25% of pregnant women from IMD1 smoke; 
over 25% are obese. 

• In turn, pregnancy outcomes and subsequent 
child health and development outcomes are 
worse for babies from IMD1 disadvantaging 
them from the beginning: Over 10% of babies 
are born pre-term (before 37 weeks); over 
3% are of low birth weight 
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Early development 

• Breastfeeding has been shown to improve a child's future health and 
neurodevelopment. Only 58% of mothers from IMD1 start to breastfeed their baby 
compared to 81% from IMD5. 

• It is recommended that babies are breastfed as long as possible. At 6 weeks only 
22% of mothers from IMD1 were breastfeeding compared to 57% from IMD10. So not 
only do fewer women start to breastfeed from IMD1 the drop off rate before 6 weeks 
is also greater 

• Nationally it is estimated that over half of the nursery-age children living in areas of 
disadvantage have language delay. In Worcestershire the referral rate for under 5s 
referred to Speech & Language Therapy Services over 3 years is twice as high in the 
most deprived decile than the least deprived  

• Inequalities for under 5s can be summarised by looking at the results of the Early 
Years Foundation Stage (EYFS) which assesses all children against 7 learning areas 
in the final term of the year they turn 5. This indicator is often used as the indicator for 
school readiness. The % of children achieving a good level of development (78 or 
above CLL PSE) for Early Years Foundation Stage ranges from 20% to 100% by 
LSOA. The average % score for children living in IMD 1 was 51% compared to 75% 
for those living in IMD 5. 
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Health outcomes 

• Hospital emergency admissions rates are 
higher for young children from IMD1 and 
there is a gradient across all levels of 
deprivation as shown in Figure 26. 

• The rate of A&E and MIU attendances 
per 100,000 population are significantly 
higher from IMD1 than IMD10.Figure 27 
shows that the gradient is fairly flat after 
the first 3 deciles. 

• The average number of decayed, missing 
or filled teeth is 6 times greater in the 
most deprived decile than the least 
deprived and again is particularly high in 
the first three deciles compared to the 

rest (Figure 28) 

• Over ¼ of Reception age 
children (4-5 years) are 
overweight or obese from IMD 1 
compared to 1/5 from IMD 5 
(Figure 29) 
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Access to services 

• The overall percentage of young children accessing Children's Centres 
in Worcestershire was 48% in 2013. The reach is greater for those in 
IMD1 at 53% than least deprived communities.  

• The uptake of funded childcare places for 3 and 4 year olds (15 hours 
per week for 38 weeks per year) is good in Worcestershire and 100% for 
those from IMD 1 & 2. 

• The average % of Children in Need age 0-4 in IMD1 is 11% compared to 
1% in IMD5. (A child in need is defined under the Children Act 1989 as a 
child who is unlikely to reach or maintain a satisfactory level of health or 
development, or their health or development will be significantly 
impaired, without the provision of services, or the child is disabled). 
Children in Need are then those children who are referred to Children's 
Social care even if no further action is taken. 

  

Figure 30 - Children's centres attendance rates by IMD  
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To have an impact on health inequalities we need to address the social gradient in children’s access to positive early experiences. Later interventions, 
although important, are considerably less effective where good early foundations are lacking.  To reduce inequalities in early child development 
Marmot identified 3 priority objectives and associated policy recommendations, our progress against each recommendation has been highlighted. 

  

Progress against Marmot 

Marmot Priority Objectives:  Marmot Policy Recommendations:  Worcestershire practice:  

• Reduce inequalities in the 
early development of 
physical and emotional 
health, and cognitive, 
linguistic, and social skills. 

• Increase the proportion of overall 
expenditure allocated in early 
years and ensure expenditure is 
focused progressively across the 
social gradient. 

• The local Worcestershire data identifies most of the significant inequalities across the 
social gradient form in pregnancy and the early years. 

• In Worcestershire there has not been a shift of expenditure towards early years apart 
from the national increase in Health Visiting numbers and roll out of additional free 
funded nursery provision. The spend on both early years and later childhood has not 
been determined across Worcestershire. WCC budgets for Children's Centres, 
Connexions, Youth Support and early intervention have been pooled to commission 
Early Help services 0-19 years.   

• Universal early years provision is generally provided across Worcestershire in 
accordance with population size with some weighting for deprivation rather than 
being focussed progressively across the social gradient  

• Build the resilience and 
well-being of young 
children across the social 
gradient. 

• Provide good quality early years 
education and childcare 
proportionately across the 
gradient. This provision should be: 

- Combined with outreach to 
increase the take-up by 
children from disadvantaged 
families 

- Provided on the basis of 
evaluated models and to meet 
quality standards. 

• There is good access and coverage of funded early years education and childcare 
across Worcestershire. However there is a steep social gradient in school readiness 
measure (EYFS). 

• The quality of early years education, childcare provision and associated workforce 
has not been identified or analysed across the social gradient 

• A variety of outreach activity takes place from Children's Centres, however this has 
not been analysed by social gradient.  

• It is not clear whether early years education or childcare provision is provided in 
accordance with evidence based evaluated models or quality standards   
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• Ensure high quality 
maternity services, 
parenting programmes, 
childcare and early years 
education to meet need 
across the social gradient. 

• Support families to achieve 
progressive improvements in early 
child development, including: 

- Giving priority to pre- and post-
natal interventions that reduce 
adverse outcomes of 
pregnancy and infancy 

 

 

 

- Providing paid parental leave 
in first year of life with a 
minimum income for healthy 
living 

- Providing routine support to 
families through parenting 
programmes, children’s 
centres and key workers, 
delivered to meet social need 
via outreach to families 

- Developing programmes for 
the transition to school. 

• Progressive ongoing support is not provided consistently across early years 

- All families are provided with information, advice and support during pregnancy 
and birth and some receive additional support in accordance with the Healthy 
Child Programme if there is an identified need. There are no intensive pre or post 
natal programmes or support available in Worcestershire which have been shown 
to be effective in improving the health, well-being and self-sufficiency of low 
income, young first-time parents and their children. 

- Routine home visiting support is provided by Health Visiting with additional or 
specialist support provided if there is an identified need in accordance with the 
Healthy Child programme. There are no intensive programmes of home visiting 
or ongoing support during the early years for disadvantaged families. 

- Routine outreach services are provided through Children's Centres (now Early 
Help Centres) where families can receive integrated services, information and 
support. However half of the under 5s population did not access Children's 
Centres last year. Access across the social gradient was similar, rather than 
Children's Centres reaching those families who could benefit the most. An 
analysis of uptake of outreach support has not been analysed by social gradient. 

- There are few evidence based early intervention programmes available across 
Worcestershire and are not available consistently across the county. New Early 
Help services for 0-19s have recently been commissioned to help families with a 
range of issues and aim to nip problems in the bud before they get worse, 
however this is resulting in the emergence of a variety of differing local models 
and programmes of support.  

- In Worcestershire early years services across agencies are not integrated and it 
is not clear who is the key worker 

- A variety of parenting support and programmes are provided for different ages 
and by various agencies. The support and programmes are not consistent, 
targeted or provided progressively.  
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Priorities for Action 

• Ensure that all disadvantaged or vulnerable families are identified and offered intensive ante-natal and post natal home visiting including the 
implementation of a Family Nurse Partnership programme for teenage first time mothers. 

• Review the availability and intensity of parenting support to ensure evidence based parenting advice and support is provided across all ages in 
proportion to need 

• Integrate the delivery of all 0-5s services including Maternity, Health Visiting, Early Help and Early Years services to better enable a seamless 
provision of progressive universalism – universal coverage with evidence based targeted programmes for disadvantaged and vulnerable 
families to improve outcomes.  

• Children's Centres (Early Help) to prioritise evidence based outreach and family support to work with the most vulnerable families  

• Target early learning and language of disadvantaged children using intensive, high-quality home and centre-based interventions. 

• Develop better understanding of early years educational  and childcare interventions to determine whether evidence based and meeting 
quality standards 
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Chapter 3 Enable all children, young people and adu lts to maximise 
their capabilities and have control over their live s 

 
Inequalities in educational outcomes affect physical and mental health, as well as income, 
employment and quality of life. The graded relationship between socioeconomic position and 
educational outcome has significant implications for subsequent employment, income, living 
standards, behaviours, and mental and physical health. To achieve equity from the start, 
investment and action in the early years is crucial. However, maintaining the reduction of 
inequalities across the gradient also requires a sustained commitment to children and young 
people through the years of education. Central to this is the acquisition of cognitive and non-
cognitive skills, which are strongly associated with educational achievement and with a whole 
range of other outcomes including better employment, income and physical and mental health. 
 

"Overall, success in education brings many advantages. If we are serious about 

reducing both social and health inequalities, we must maintain our focus on 

improving educational outcomes across the gradient. Inequalities in educational 

outcomes are as persistent as those for health and are subject to a similar social 

gradient. Despite many decades of policies aimed at equalising educational 

opportunities, the attainment gap remains. As with health inequalities, reducing 

educational inequalities involves understanding the interaction between the social 

determinants of educational outcomes, including family background, 

neighbourhood and peers, as well as what goes on in schools.  

Learning does not just happen in schools and it does not stop when we leave school. 

To enable people to fulfil their potential, opportunities for lifelong learning and 

skills development need to be promoted, not only in formal educational settings, 

but also in the workplace and in communities." 

(Fair Society, Healthy Lives The Marmot Review, 2010). 

Marmot stressed that effective provision in the early years needs to be followed through with 
effective provision in the primary years: even the most effective early years interventions can be 
‘washed out’ by poor quality primary education. The review emphasised that families assessed as in 
need of intensive support in the early years should continue to be provided with help throughout the 
transition to school. 

Evidence shows it is crucial to establish resilience in childhood. Parental engagement and support, 
communication within families and positive parenting styles are critical in establishing childhood 
resilience. Structured parenting programmes can assist parents to achieve this. 

Good, effective PSHE in school can contribute to improving resilience and health among children as 
can a sense of belonging or connectedness to school. School connectedness can be generated in 
schools through extra-curricular activities, positive classroom management and physical activity. 
Physical activity programmes in schools also have positive results in academic attainment, 
concentration, memory and classroom behaviour.  

During adolescence major transitions and rapid developmental changes occur making the teenage 
years a time of immense potential for applying preventive interventions and building resilience. 
However as health risk behaviours co-occur in adolescence and that common risk factors underlie 
such behaviours interventions and approaches to focus on these risk factors have great potential to 
prevent multiple problems. 

Evidence shows the importance of providing opportunities to acquire higher levels of skills and 
qualifications beyond compulsory education. However higher education disproportionately benefits 
middle class young people and those with higher academic attainment. It is therefore important to 
ensure that disadvantaged young people receive individualised support to gain skills starting well 
before they leave school and maintaining this support through the transitional years from 16–25. 
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The Worcestershire Picture 

Children in poverty 

• There is a steep social gradient for percentage of children living in 
poverty. 37% of children from areas in IMD 1 are living in poverty 
whereas only 5% in IMD 5 

• 

This gradient is also then seen in percentage of children in receipt 
of Free school meals with 30% of pupils from IMD1 within free 
school meals group vs 4% in IMD1. 

Educational achievement 

• The series of charts in Figure 36 on educational achievement show that from Key 
Stage 1 through to Key Stage 5 there is a social gradient in achievement 

• The percentage of children from IMD1 who achieve a Level 4 or above in Maths and 
English at Key Stage 2 is 68% whereas it is 85% in IMD5. 

• The social gradient is more marked for those children who have achieved a Level 5 
at Key stage 2 with over twice as many in IMD5 (48%) than IMD1 (22%). 

• The inequality in achievement has widened by Key Stage 4 (age 16). Almost 10% of 
pupils in IMD1 achieve no GCSEs compared to 1.5% in IMD5 (Figure 35). 

• Looked after children results for 2012 show just 12% achieving 5 or more GCSEs 
and although this had improved to 45% in 2013 the average across county was 84% 
for both years. 
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Figure 33 - Proportion of Children living in Poverty  
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Figure 34 - Proportion of Pupils on Free School Meals  
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• 68% of pupils in IMD1 
achieve 5 or more GCSEs 
whereas in IMD5 90.6% 
achieve that level. 

• More Young People go on 
to Key Stage 5 in IMD 5. 

• The % of pupils achieving 
A to G is similar but % 
achieving best grades (A*-
A) was 13% in IMD 5 vs 
3% in IMD1. 
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Figure 36 - Educational attainment by IMD  
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Children in need and child protection 

• The social gradient for the percentage of Children in Need is similar in all ages.  For those 
age 0-17s the average % in IMD1 LSOAs was 10.7% in IMD1 vs 1.6% IMD5. A child in 
need is defined under the Children Act 1989 as a child who is unlikely to reach or maintain 
a satisfactory level of health or development, or their health or development will be 
significantly impaired, without the provision of services, or the child is disabled.  

• The rate of CIN per 1000 population aged 0-17 as at 31/3/13 was 60.7 from IMD1 
compared to 9.7 per 1000 from IMD5.  

• The rate of children subject to a child protection plan as at 31/3/13 was 10.3 per 1000 (0-
17 years) from IMD1 compared to 0.4 per 1000 from IMD5 

• The rate of Looked after Children (LAC) as at 31/3/13 was 14.4 per 1000 (aged 0-17) from 
IMD1 compared to 1.0 per 1000 from IMD5 

• The percentage of children who received fixed term exclusions is higher in IMD1 
(3.7%) than IMD5 1.1% Exclusions 

• The percentage of children with statement of SEN is twice as high from IMD1 (4.9%) 
than IMD5 (2.5%) 

  

3.7

2.7

1.7
1.4

1.1

0.0

1.0

2.0

3.0

4.0

1 2 3 4 5

P
e

rc
e

n
ta

g
e

 o
f 

P
u

p
il

s

IMD Quintile

Exclusions

Figure 40 - Percentage of Pupils with  Fixed Term 
Exclusions 
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Figure 41 - Percentage of Pupils with Special 
Educational Needs 

Figure 37 - Children in Need per 1,000 population  
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Health outcomes 
• Figure 42 shows the results from the National Child Measurement 

Programme for year 6 pupils in the 2012/12 academic year. 

• As with reception there is a gradient with IMD, but this is a steeper gradient 
in year 6. 

• In 2012/13, 20% of children in the most deprived fifth of areas were 
obese compared with 13% in the least deprived fifth. 

• There is a consistent social gradient for A&E attendance rates which 
becomes more pronounced in the older groups as shown in Figure 43 

• There is a slight gradient in emergency admissions for the 5-11s and 12-
15s, it is much steeper in the 16-24s as seen in Figure 44. 
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Mental health 

• Emergency admission rates for 
self-harm for both 12-15 year-
olds and 16-19 year-olds have a 
marked gradient with 
deprivation. 

• The main difference for 12-15 
year-olds is in the most deprived 
20%, with the rest being fairly 
similar. 

• For 16-19 year-olds the rates 
are highest in the most deprived 
2 quintiles, with the other 60% 
being similar and much lower. 

• The number of referrals of 0-17 
year-olds to mental health 
services shows a similar picture 
with the most deprived 10% 
having far more referrals and 
slightly raised numbers in the 
next 2 deciles (Figure 47) 

• The same pattern of high rates 
in the most deprived quintile of 
the population is seen in Error! 
Reference source not found. , 
which shows admission rates for 
alcohol-related conditions in 16-
24 year-olds. 

  

Figure 45 - Self Harm in 12 -15 year-olds by IMD  
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Figure 46 - Self Harm in 16 -19 Year-olds by IMD  
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To have an impact on health inequalities in childhood, adolescence and early adult life we need to address the social gradient in educational 
attainment, skills and qualifications as well as improving the resilience, self-esteem and well-being of children and young people.  Marmot 
identified that the impact of investment in the pre-school years is likely to evaporate unless it is sustained through school, particularly through 
the years of primary education.  Strengthening protective factors or assets in schools, in the home and in local communities can make an 
important contribution to reducing risk for those who are vulnerable. Families and parenting can positively influence the resilience of children 
and young people however material disadvantage and poor parental mental health can impact on their ability to engage, provide support and 
offer important developmental opportunities. Opportunities to continue to acquire skills, qualifications and education beyond compulsory 
education and receive ongoing support and advice into adulthood should continue to be focussed across the social gradient.   
 

Progress against Marmot 

Marmot Priority Objectives:  Marmot Policy Recommendations:  Worcestershire practice:  

• Reduce the social 
gradient in skills and 
qualifications. 

• Ensure that reducing social 
inequalities in pupils’ educational 
outcomes is a sustained priority. 

 

• The educational outcomes in Worcestershire identify a steep social gradient.  
Inequalities that are evident at the start of school as seen by EYFS scores and then 
Key stage 1 appear to remain and indeed widen throughout all key stages.  

• It is not clear whether families that are supported during early years receive 
continued support through transition to school and beyond  

• Ensure that schools, 
families and communities 
work in partnership to 
reduce the gradient in 
health, well-being and 
resilience of children and 
young people. 

• Prioritise reducing social 
inequalities in life skills, by: 

- Extending the role of schools 
in supporting families and 
communities and taking a 
‘whole child’ approach to 
education 

- Consistently implementing ‘full 
service’ extended school 
approaches 

- Developing the school-based 
workforce to build their skills in 
working across school– home 
boundaries and addressing 
social and emotional 
development, physical and 
mental health and well-being. 

• Parenting programmes are widely, but not universally, available and almost 
exclusively targeted at families with children under 12 years.  

• The quality of PSHE input and teaching experienced by children and young people 
appears to be highly variable  

• The mental health programme SEAL (‘social and emotional aspects of learning’), 
has been promoted as has the Healthy Schools programme. There is a need  to 
continue to promote schools as settings for healthy behaviours and utilise "whole 
school" approaches to improving health behaviours 

• School based interventions need to better link with parents, the family and the 
community, with an emphasis on enabling parents to support their child’s cognitive 
development and life skills.  
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• Improve the access and 
use of quality lifelong 
learning across the social 
gradient. 

• Increase access and use of 
quality lifelong learning 
opportunities across the social 
gradient, by: 

- Providing easily accessible 
support and advice for 16-25 
year olds on life skills, training 
and employment opportunities 

- Providing work-based 
learning, including 
apprenticeships, for young 
people and those changing 
jobs/careers 

- Increasing availability of non-
vocational lifelong learning 
across the life course. 

• There remain gaps in the provision of vocational skills development for other groups 
of young people and in access to work-based learning routes. Young people are still 
the group most likely to be unemployed and to be in low skilled jobs.  

• Support and advice over ongoing learning, training, housing, debt, physical and 
mental health and relationship concerns is particularly important for the 16–25 age 
group.  

• Locally the Support Guidance & Skills service no longer exists and has been 
replaced by schools taking responsibility for careers advice, Early Help and post 16 
team picking up other aspects of support and advice but with resources 
predominantly for 13-19s. 

• There appears a lack of join up of support & advice for young people aged 13-25 
across the county and it is unclear which young people should be targeted 

• Provision around apprenticeships/learning is available but not clearly planned and 
coordinated 

Priorities for Action 

• Ensure progressive intensive support to targeted vulnerable families continues from early years to transition to school, through primary 
school & beyond where necessary  

• Review & strengthen parenting advice & support across all ages (In previous chapter) 
• To promote and improve resilience and school connectedness, schools & colleges to act as health & well-being promoting settings, to 

strengthen their delivery of PSHE and increase opportunities for participation in physical activity both in & out of school  
• Develop targeted evidence based interventions towards clusters of adolescent children identified as being at high risk of multiple poor 

behaviours, rather than providing single issue services only 
• Focus on reducing the attainment gap. To support schools to deliver better educational outcomes across the social gradient there 

should be a focus on raising educational standards among the most vulnerable children and young people 
• Extend ongoing learning & support up to age 25 for those disadvantaged through a coordinated approach 
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Chapter 4 Create fair employment and good work for all 
What is the problem? 

Being in good employment is protective of health and conversely unemployment contributes to poor 
health. To reduce health inequalities it is therefore very important to get people into work. Long-term 
unemployment in particular has significant impact on physical and mental health (Marmot 2010). 

Unemployed people have many elevated health risks. For example, they have increased rates of 
limiting long-term illness, mental illness and cardiovascular disease. The experience of 
unemployment has also been consistently associated with an increase in overall mortality, and in 
particular with suicide. The unemployed have much higher use of medication and much worse 
prognosis and recovery rates (Marmot 2010). 

Other aspects of employment are also important for health, these include: sustainability, quality, a 
living wage, opportunities for development, flexibility to enable a work life balance and protection 
from adverse working conditions (Marmot 2010). 

Unemployment is highest in those with no or few qualifications and skills, people with disabilities 
and mental ill health, those with caring responsibilities, lone parents, ethnic minority groups, older 
workers and, in particular, young people. When in work, these same groups are more likely to be in 
low-paid, poor quality jobs with few opportunities for advancement, often working in conditions that 
are harmful to health. Many are trapped in a cycle of low-paid, poor quality work and unemployment 
(Marmot 2010). 

Patterns of employment both reflect and reinforce the social gradient (Marmot 2010). Evidence 
suggests policy to reduce the social gradient in employment and working conditions should be 
focused on two interrelated aims: first, to reduce the adversity of working conditions and 
employment and second, to target interventions proportionately towards lower socioeconomic 
groups (Marmot 2010). 

Young people who are not in education, employment or training (NEET) are at greater risk of a 
range of negative outcomes, including poor health, depression or early parenthood (PHOF Indicator 
Definitions and Supporting Information, accessed 27 March 2014). 
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The Worcestershire Picture 

Unemployment 

• In November 2013, the unemployment benefit claimant rate in Worcestershire 
was relatively low at 2.2%, or about 7,600 people 

• 1,300 of these are in the Redditch district. 

• This was below the West Midlands (3.7%) and the national (2.9%) rates. 

• The rate varied between the county districts as depicted in the Figure 49 which 
compares rates in November 2013 with November 2012. All districts saw a 
decrease. 

• A relatively low county rate conceals some pockets of very high unemployment, 
however, and this has an influence on many other conditions, including 
deprivation, poverty and substance misuse.  

• Table 2 lists the wards in Worcestershire that had the highest unemployment 
rates at November 2013. 

• These local unemployment proportions were lower than in 2012. 

• The unemployment benefit claimant proportion in many of the top 
ten wards was higher than the West Midlands (3.7%) and England 
(2.9%) rate, and all but Wychavon district were represented. 

• There are more wards from Worcester City District represented in 
this top 10 list than any other area of Worcestershire. 

• In 2013, however, it was closely followed by Wyre Forest with 3 
areas in the top 10. 

• There was some correlation as expected, with the areas of higher 
deprivation (and the lowest life expectancy) in the county, 
including Oldington & Foley Park, Warndon, Gorse Hill and 
Rainbow Hill and Broadwaters.  

• Three new wards entered the top ten (Charford, Areley Kings and 
Sidemoor Central); 

• Redditch, although it has the most areas of high deprivation and 
the largest hotspot areas, only has one ward in the list. 

 

 

Table 2 - Top 10 wards for unemployment proportion in Worcestershire 
November 2013 

Rank (2012)  Ward District  % Claimants  
16-64 

1 (1) 
2 (3) 
3 (2) 
4 (4) 
5 (6) 
6 (6) 

=6 (5) 
7 (8) 
8 (-) 
9 (-) 
10 (-) 

Oldington & Foley Park 
Warndon 
Gorse Hill 
Cathedral 
Broadwaters 
Pickersleigh 
Rainbow Hill 
Charford 
Areley Kings 
Sidemoor 
Central 

Wyre Forest 
Worcester City 
Worcester City 
Worcester City 
Wyre Forest 
Malvern Hills 
Worcester City 
Bromsgrove 
Wyre Forest  
Bromsgrove 
Redditch 

6.6% 
5.4% 
5.3% 
4.9% 
4.6% 
4.4% 
4.4% 
4.0% 
3.8% 
3.7% 
3.6% 

Source: WCC Monthly Economic Summary December 2013 (RIU) using ONS 2013 downloaded 
from NOMIS 
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Figure 49 - Unemployment  Benefit Proportion % of the population 
(aged 16-64) Nov 2013  
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• During the recession the male claimant count rate increased at a faster pace than the female rate. Post-recession the male rate began to fall 
again, although not back to pre-recession levels, whilst the female rate has remained at the higher level (Worcestershire Economic Summary 
November 2013). 

• The greatest number of people is seeking employment within Elementary occupations - 2,190 people (28.7%) in November 2013. 

• This has shown a decrease of 675 claimants when compared with November 2012. 

• In November 2013 the number of claimants aged 18-24 was 2,000. 

• This represents a decrease of 875 fewer claimants compared to November 2012. 

• The proportion of claimants aged 18-24 is 4.8%, lower than the England average. 

• The district with the highest proportion of claimants aged 18-24 was Wyre Forest (6.4%). The greatest decrease in absolute terms (between 
November 2012 and November 2013) took place in Wychavon with a fall of 195 claimants. 

Long-term unemployed 

• Figure 50 shows how long and medium-term unemployment rates 
have changed over the last 6 years. 

• Whilst the rate of those claiming for 6-12 months has a great deal of 
variation year-on-year and month-on-month between about 10% and 
25%, there is no evidence that there is an overall increase over the 
long-term. 

• In contrast the rate of those claiming for more than 12 months has 
increased from 5-10% to over 25% and is now higher than for those 
claiming for 6-12 months. 
 

 
   
 
  

Figure 50 - Proportion o f unemployed claiming more than 12 months (%) in 
Worcestershire  

Source: Worcestershire Economic Summary November 2013 



 

 - 36 - Worcestershire Public Health Annual Report 2014 

 

Economic activity 

• Figure 51 summarises some key features of 
economic activity in the Worcestershire districts.  

• The highest proportion of full time economically 
active persons is in the Redditch district with 
43.8% followed by Worcester City with 41.9%; 
these are both higher than the county average of just 
over 39%. 

• Part time economically active people represent 
around 15% of the population with the highest 
percentage in Bromsgrove District with 15.3% 
(county average is 14.9%). 

• The highest proportion of self-employed people 
occurs in the Malvern Hills (14.2%) which is way 
above the county average of only just over 10%. 

• The highest proportion of students is in Worcester city 
with 4.6% which is nearly double the county rate. 
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Figure 51 - Economic activity in Worcestershire by district  

Source: Census 2011: Economic activity, local authorities in England and Wales 
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Employment deprivation and health outcomes 

• The Index of Deprivation 2010 employment deprivation score 
measures the extent of involuntary exclusion of the working age 
population from the world of work. Employment deprivation is defined 
as those who would like to work but are unable to do so through 
unemployment, sickness or disability.  

• The most deprived fifth of wards in Worcestershire have an average 
employment deprivation score of 13% compared to 3.5% in the least 
deprived wards.  This means that a typical individual living in the most 
deprived areas has a likelihood of being out of work nearly four times 
as high as someone in the least deprived areas. 

• There is a strong positive association between premature mortality 
(mortality rates in those under 75) and the employment deprivation 
score in Worcestershire Wards (Figure 52). In other words the higher 
the employment deprivation score the higher the premature mortality 
rate. However, this does not establish whether poor health causes 
employment deprivation or vice versa and in reality the relationship is 
likely to be complex. 

• Analysis by quintile (Figure 53) also shows that there is an association 
between employment deprivation and premature mortality rate. The 
most deprived wards (quintile 1) have an average premature mortality 
rate which is more than 50% higher than the least deprived wards 
(quintile 5). 
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Employment, health and disability 

• The estimated proportion of people of working age with long-term 
health problems who are in work is higher in Worcestershire than 
England as a whole (73% compared to 63%). 

• The gap in the estimated employment rate between those with 
long-term health problems and the overall employment rate is also 
lower in Worcestershire than in the West Midlands as a whole and 
nationally, though the differences are not statistically significant. 

• Only 95 out of 1,325 aged 16-64 with learning difficulties in 
Worcestershire are in employment. 

• Although this is slightly higher than the GB average, the gap 
between the rate for this group and the overall employment rate is 
larger than for GB as a whole.  

 

Table 3 - Employment and long-term health problems 

 Worcestershire  West 
Midlands Great Britain  

No. in employment with 
health problems lasting 
more than 12 months 
(est)  

71,900 615,300 7,489,900 

All people with health 
problems lasting more 
than 12 months (est)  

98,900 1,027,800 11,871,200 

% in employment with 
health problems lasting 
more than 12 months 

72.8 59.9 63.1 

% in employment (all 
people) 

75.9 68.3 70.7 

Gap 3.1 8.4 7.6 
Source: NOMIS, Annual Population Survey (2012) 

 

Table 4 - Employment and learning disabilities 

 Worcestershire  Great Britain  

Number of working age learning 
disabled clients in employment 

95  

Number of working age learning 
disabled clients 

1,325  

% in employment - aged 16-64 73.8 70.2 
% of working age learning disabled 
clients in employment 

7.3 7.1 

Gap 66.5 63.1 
Source: NOMIS, ASCOF (clients known to Councils with Adult Social Services Responsibilities; 

2011/12) 
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Young people not in education employment or training (NEET) 

• Compared with England as a whole Worcestershire 
has a lower percentage of 16-18 year olds not in 
education employment or training (2012 5.8% vs 
5.4% respectively; source Department for 
Education). 

• However, there is a clear but small variance 
between the different districts as shown in the 
graph below (JSNA Summary; Sept 13).  

• The Marmot indicators of health inequality illustrate 
the need to focus on maintaining 16-18yr olds in 
education or training (JSNA Summary Sept 2013). 

  

 

  

Figure 54 -Percentage of 16 -18 year olds classified as 'NEET' by Worcestershire  Ward Area in 2011  

Source: Worcestershire County Council Instant Atlas Toolkit. Quintile 
classification is based on quintiles calculated for the whole of 
Worcestershire 

Figure 55 -Young people aged 16 -18 classified as NEET by Worcestershire District 
2011 
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Progress against Marmot 

Marmot Priority Objectives:  Marmot Policy Recommendations:  Worcestershire practice:  

• Improve access to good jobs 
and reduce long-term 
unemployment across the social 
gradient 

• Prioritise active labour market programmes to 
achieve timely interventions to reduce long-term 
unemployment 

 

• Worcestershire County Council in conjunction with 
partners maintains Worcestershire. Business. Central - a 
website which provides a single point of access for 
businesses to find support and opportunities 

• The Worcestershire plan includes a commitment for faster 
broadband 

• Support for apprenticeships including organising REAL 
Apprentice events which enable pupils in years 10 - 13 to 
meet employers with jobs and apprenticeships on offer 

• Identification of four priority areas - 'Game Changers' –  
where development and infrastructure projects can 
facilitate significant impact on economic growth 

• Make it easier for people who 
are disadvantaged in the labour 
market to obtain and keep work 

• Develop greater security and flexibility in employment 
by prioritising greater flexibility of retirement age and 
encouraging and incentivising employers to create or 
adapt jobs that are suitable for lone parents, carers 
and people with mental and physical health problems  

• The Adult Services and Health Directorate is piloting a 
revised version of the Council’s “2 Ticks” policy which 
ensures all applicants with a disability who meet the 
minimum criteria for a job vacancy are interviewed and 
considered for a post on their abilities 

• Improve quality of jobs across 
the social gradient 

• Encourage, incentivise and, where appropriate, 
enforce the implementation of measures to improve 
the quality of work across the social gradient by 
ensuring public and private sector employers adhere 
to equality guidance and legislation and implementing 
guidance on stress management and the effective 
promotion of wellbeing and physical and mental 
health at work 

• Worcestershire Works Well - a free accreditation scheme 
designed to enable local businesses improve the health 
and well-being of the work force 

 

Priorities for Action 

• Prioritise active labour market programmes to achieve timely interventions to reduce long-term unemployment 

• Encourage, incentivise and, where appropriate, enforce the implementation of measures to improve the quality of work across the social 
gradient by ensuring public and private sector employers adhere to equality guidance and legislation and implementing guidance on stress 
management and the effective promotion of wellbeing and physical and mental health at work 

• Develop greater security and flexibility in employment by prioritising greater flexibility of retirement age and encouraging and incentivising 
employers to create or adapt jobs that are suitable for lone parents, carers and people with mental and physical health problems
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Chapter 5 Ensure a healthy standard of living for a ll 
What is the problem? 

There is a relationship between poor health and low income. Particular social groups are at higher 
risk of having a low income because of reduced employment opportunities; they include disabled 
adults, people with mental health problems, those with caring responsibilities, lone parents and 
young people (Marmot, 2010). 

The Joseph Rowntree Foundation has developed the concept of a minimum income standard which 
is based on what members of the public think people need to achieve an acceptable standard of 
living. In 2013 this suggested single people need to earn at least £16,850 a year before tax and 
couples with two children need to earn at least £19,400 each (Joseph Rowntree Foundation, 2013). 
Figures showed a continuing squeeze on incomes relative to rising costs, only partly alleviated by 
increased tax allowances and that families with children have had the greatest setbacks in terms of 
earning enough to make ends meet, since they rely most on the state support that is now being cut 
back (Joseph Rowntree Foundation, 2013). 

Child poverty is an important issue for public health and there is evidence that it leads to premature 
mortality and poor health outcomes for adults. Reducing the numbers of children who experience 
poverty should improve these adult health outcomes and increase healthy life expectancy (PHOF 
Indicator Definitions and Supporting Information, 2014). 

Homelessness is associated with adverse health, education and social outcomes, particularly for 
children. To be deemed statutorily homeless a household must have become unintentionally 
homeless and must be considered to be in priority need. As such, statutorily homeless households 
contain some of the most vulnerable and needy members of our communities. Preventing and 
tackling homelessness requires sustained and joined-up interventions by central and local 
government, health and social care and the voluntary sector (PHOF Indicator Definitions and 
Supporting Information, 2014). 

People may become homeless by being evicted because of rent arrears caused by money problems 
or the breakdown of your relationship with your partner, parents or family. Others have to 
leave because of domestic violence or abuse. Some become homeless due to illegal eviction or 
harassment by a landlord or because of a disaster such as a fire or flooding (Shelter; 2014). 

A report commissioned by the Department of Energy and Climate Change concluded that living at 
low temperatures as a result of fuel poverty is likely to be a significant contributor not just to the 
excess winter deaths, but to a much larger number of incidents of ill-health and demands on the 
NHS and a wider range of problems of social isolation and poor outcomes for young people (Hills, 
2012). 
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The Worcestershire Picture  

Income, benefits and health 

• In 2013, 12% of households in Worcestershire 
were estimated to earn less than £10,000 a year2 
and the ward with the highest estimated average 
household earnings had an estimated average 
household earning over twice that of the lowest 
(Ripple; £54,400 vs Linthurst; £24,605).   

• Figure 56 shows there is a strong association 
between the estimated average household 
income and the premature mortality rate for 
Worcestershire wards.  

• In 2012 Worcestershire had a lower percentage of 
people in households in receipt of means-tested 
benefits than the West Midlands region and 
England as a whole (11.0%, 17.0% and 14.6% 
respectively)3.  

• The Inequality in percentage receiving means-
tested benefits is a measure of the range of 
benefit receipt across the population of the local authority from the most to the least deprived. The higher the value the greater the inequality 
within the area. In 2012 the figure for Worcestershire was slightly lower than that of England but not significantly (24.1% points vs 29.0% points 
respectively4.  

  

                                                
2 PayCheck, CACI 
3 Source: Income Domain of the Index of Multiple Deprivation 2010 – Department for Communities and Local Government; percentages for LAs - London Health 

Observatory 
4 Source: Slope Index of Inequality - London Health Observatory based on analysis of the Income Domain of the Index of Multiple Deprivation 2010 from the 

Department for Communities and Local Government 
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Children living in poverty 

• In 2011 Worcestershire had 15.7% of children under 16 living in 
poverty. This was lower than for England as a whole at 20.6%, but still 
represented 15,620 children (HM Revenue and Customs Personal 
Tax Credits: Related Statistics - Child Poverty Statistics; PHOF). 

• This figure also masks large variations between areas, for example, in 
2010, the percentage of children under 16 living in poverty in 
Worcestershire ranged from 0% to 63.5% in some lower super output 
areas (LSOAs). 

• Figure 57 shows that for the most deprived fifth of LSOAs in 
Worcestershire the average percentage of children living in poverty is 
37% compared to 5.2% in the least deprived fifth of LSOAs. This 
means that a typical child living in the most deprived areas is seven 
times more likely to be living in poverty than a child in the least 
deprived areas. 

Homelessness 

• In 2011/12 there were 700 homelessness acceptances in 
Worcestershire and the rate of homelessness acceptances was higher than for England (3 households per 1,000 households vs 2.3 in England)5 
and higher than the rate in 2010/11. 

• In 2011/12 there were 130 households in temporary accommodation. This was a lower rate than for England (0.6 households per 1,000 
households vs 2.3)6.  

  

                                                
5 Statutory homeless households, crude rate per 1,000 estimated total households, all ages Source: Department for Communities and Local Government 
6 Source: Department for Communities and Local Government 

Figure 57 - Children living in poverty  
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Progress against Marmot 

Marmot Priority Objectives:  Marmot Policy Recommendations:  Worcestershire practice:  

• Establish a minimum income for 
healthy living for people of all 
ages 
 

• Develop and implement standards for minimum 
income for healthy living 

• These are issues that are best addressed at a 
national level. 

• Reduce the social gradient in the 
standard of living through 
progressive taxation and 
other fiscal policies 

• Review and implement systems of taxation, benefits, 
pensions and tax credits to provide a minimum 
income for healthy living standards and facilitate 
upwards pathways 

• Reduce the cliff edges faced by 
people moving between benefits 
and work 

• Remove ‘cliff edges’ for those moving in and out of 
work and improve flexibility of employment 

 

Priorities for Action 

• Take opportunities to lobby for national policies that ensure a minimum income level for healthy living for all 
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Chapter 6 Creating Healthy and Sustainable Communit ies 
The health and wellbeing of individuals is influenced by the environment and communities in which 
they live and work. These influences range from the sense of belonging and involvement in a 
community, feelings of safety and security, the quality of housing and services and the ease of 
access, for example to open green space, through to the quality of the air that people breathe.  

The creation of healthy and sustainable communities go hand in hand with the agenda of mitigating 
against the effects of climate change, whilst positively contributing to the objective  of people feeling 
part of inclusive communities in which people can flourish.  

Marmot shows us that environmental inequalities, impact disproportionately on health and wellbeing 
and conspire to reinforce, rather contribute to the reduction of inequalities.  

 This chapter, as others will identify Worcestershire's position against Marmots two 
recommendations and will, in particular focus on work to create healthy communities in both urban 
and rural priority areas, tackling fuel poverty and the need to gather data to assess our performance 
in priority areas. 
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The Worcestershire Picture 

Air quality and health inequalities 

• Air quality data affects people nationally and locally disproportionately and there is strong evidence that reductions in traffic to reduce air pollution 
are successful in improving health. 

• In Worcestershire there are ten declared Air Quality Management Areas (AQMAs) for exceeding the annual average air quality objective for NO2. 
These data are set out in the Air Quality Action Plan for Worcestershire (September 2013).  

• Actions are clearly identified; however there is no reference to the disproportionate impact on disadvantaged communities, as these are largely in 
urban areas with the worst air quality and many are in the health hotspot urban areas. 

Fuel poverty 

• Worcestershire has a higher percentage of households that experience fuel poverty than England as a whole (12.8% vs 10.9% respectively)7.  

Access to good quality space across the social gradient 

 
• Overall 55.2% of Worcestershire residents are within 5km of sites that are 100ha or larger (county-scale sites) and 31.8% are within 10km of sites 

that are 500ha or larger (sub-regional scale sites). 

• This falls short of the Natural England Target of 100% for each of these categories, but not a significant issue compared to urbanised more areas. 
What is not understood is the differential level of access across the social spectrum to both large and small local parks. A Lack of access  

• Whilst the green infrastructure plans recognises the importance of green outdoor space in promoting health and wellbeing, there is no reference to 
inequalities and the need to ensure access across the social spectrum., In local 
programmes in priority areas, lack of access to good quality play areas, in which 
people feel safe has been raised as a barrier to outdoor play and recreation, as 
have transport barriers to accessing larger green spaces, such as the Wyre Forest. 

Energy efficiency of housing across the social gradient 

 
• Energy efficiency of homes is important both to households who are faced with 

increasing fuel bills and also due to the impact in carbon emissions. 

• Of particular concern across Worcestershire is the high rate of excess winter 
deaths and fuel poverty.  

• 20% of households across the county are off mains gas and disproportionately 
represent difficult to treat properties that have solid walls or subject to planning 
restrictions in terms of implementing for energy efficiency measures which affect 
the external appearance of the property.  

                                                
7 Source: Department of Energy and Climate Change (DECC); 2011). based on the "Low income, high cost" methodology. PHOF. 
 

Figure 58 - Excess Winter Deaths Index - Worcestershire  
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• The measure of fuel poverty has recently changed (January 2014) which has impacted on the number of fuel poor households across 
Worcestershire. This shows 7000 households being lifted out of fuel poverty due to the change in definitions.  This reduction occurred in rural 
areas predominantly, some of which are those identified as health hotspots. 

• Under the original definition of fuel poverty, households were considered fuel poor if they spent 10% or more of their income on heating.  

• The new definition takes in to account low income and high energy costs. After household costs (rent, bills etc) have been paid, the resident is left 
with an income at or below the poverty line (£17,016 per annum) and higher than expected energy costs.  This definition does not take account of 
those residents who may be under heating their home due to the costs.  

• Under the new definition of fuel poverty, around 7,000 households in Worcestershire are no longer considered fuel poor.  These are 
predominantly in rural areas of the County. 

• The maps below highlight fuel poverty by LSOA area under both definitions.  The old definition (10% of income) shows higher levels of fuel 
poverty in the rural areas of Worcestershire and comparatively lower levels in urban centres.  The new definition shows far less 'red areas' of 
20%+ of residents in fuel poverty. 

• It is not clear, the extent to which the 7000 home removed from fuel poverty under the new definition, are poorly heated and thus putting residents 
at risk of poor health or death. 

Figure 59 - Fuel poverty by LSOA (Old Measure)  Figure 60 - Fuel poverty by LSOA (New Measure)  
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Food environment across the local social gradient 

• Obesity is a growing problem and evidence shows us that obesity 
disproportionately affects communities from lower socio economic 
groups. Deprived communities are disproportionately affected by 
greater access to unhealthy food and we know that the low income 
and deprivation are both barriers to accessing healthy fresh foods. 

• Information from the National Obesity Observatory presented in 
Table 5 below shows the number of fast food outlets in each district 
of Worcestershire. In terms of crude rate per population, Worcester 
and Wyre Forest clearly have the highest prevalence of fast food 
outlets. 

• Some recent work was done focusing on health in Redditch and 
Figure 61 shows the map of healthy eating in Redditch alongside 
the location of take-aways/fast food outlets. Although there is no 
clear pattern, it can be seen that the majority of these 
establishments fall into those areas of Redditch where a low 
proportion of the adult population are considered to be eating 
healthily. There is also a correlation between these areas and the 
health hotspots identified in Redditch. 

Table 5 - Number of Fast Food Outlets in Worcesters hire Districts 

LA Name Number of 
fast food 
outlets 

Total 
population 

2010 

Crude 
rate per 
100,000 

Bromsgrove  53 93,441 56.7 
Malvern Hills  29 75,381 38.5 
Redditch  49 78,666 62.3 

Worcester  76 94,763 80.2 
Wychavon  55 117,028 47.0 
Wyre Forest  76 98,147 77.4 
Source: Data from National Obesity Observatory. 

 

  

Figure 61 - Percentage of Healthy Eating Adults in Redditch 200 6/08 by MSOA 
with Take-Aways/Fast Food Outlets 

Source: Association of Public Health Observatories 
Data for fast food outlets was sourced from the Food Standards Authority 
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Create and develop sustainable communities 

• Community Cohesion and community involvement is measured 
through a range of indicators.   

• Figure 62 shows that across the social gradient there is a reduction 
in the levels of satisfaction with the local areas in which people live, 
with nearly 90% of respondents in upper quintile being either 
satisfied or very satisfied with tier local area compared to 71% in the 
quintile 1, which reflects Marmots findings 

• Sense of belonging is important to the wellbeing of an individual and 
sense of connectedness. The sense of belonging is significantly 
higher in quintile 5 than 1 (Figure 63) reflecting Marmots findings and 
the need to focus on priority areas. 

• There is little difference in the levels usage (Figure 64) and 
satisfaction with public services across the social gradient, which 
raises the questions of the effectiveness of those services being able 
to contribute to reducing inequalities. Local work focused in priority 
communities in Wyre Forest would suggest that there are difficulties 
in accessing low level support services and as consequent 
community wellbeing hubs are being developed in Wyre Forest in 
conjunction with residents, utilising community assets. 

Figure 62 – Satisfaction with area by IMD quintile  

Source: Worcestershire ViewPoint Survey Nov '13 

Figure 63 - Feeling of belonging to local area by IMD Quintile  

Source: Worcestershire ViewPoint Survey Nov '13 

Figure 64 - Use of leisure services by IMD quinitle  

Source: Worcestershire ViewPoint Survey Nov '13 
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Progress against Marmot 

Marmot Prior ity 
Objectives: 

Marmot Policy 
Recommendations: 

Worcestershire practice:  

• Develop 
common 
policies to 
reduce the 
scale and 
impact of 
climate change 
and health 
inequalities. 

• Prioritise policies and 
interventions that both 
reduce health inequalities 
and mitigate against climate 
change by; 

- Improving active travel 
across the social gradient 

- Improving good quality 
spaces available across 
the social gradient 

- Improving the food 
environment in local areas 
across the social gradient 

- Improving the energy 
efficiency of housing 
across the social gradient 

• Data are not available on current levels of active travel across the social gradient. 'Choose how you 
move' in Redditch is one example of an intervention to promote behaviour change to active. Whilst 
active travel is promoted across the county more targeted interventions may be needed in priority 
areas, although the case for prioritising additional action in this area is not strong, when compared 
with other priorities. 

AMBER 

• Worcestershire has considerable green space, but access levels across the social gradients are 
unclear. It is also not clear what the quality and access to local play space is and how this access 
to and use of small parks compares across the social gradient. 

• Community place based interventions and Friends of Parks programme are examples of 
interventions that are both increasing use of the environment.   

AMBER 

• Local programmes focussed on improving fruit and vegetables availability in priority areas, 
including community growing schemes, fruit and vegetable market stalls in priority communities. 
Mapping of Fast Food Store, but no strategy in place to influence planning decisions for new fast 
food stalls. 

• Evidence of increased access to fast food outlets and lower levels of fruit and veg consumption in 
these areas. 

AMBER 

• Warmer Worcestershire Partnership delivering targeted interventions and cited as good practice by 
LGA, including home energy checks, insulation and boiler , warmer homes advice in flu clinics, 
training for frontline staff and wide distribution of thermo cards. Primary care engagement in 
identifying priority patients need further development, as does more effective targeting of 
vulnerable households, particularly in rural areas. 

• Lack of understanding of the fuel poverty issues across rural areas and the implications for health, 
particularly for isolated older people. 

AMBER 
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Marmot Prior ity 
Objectives: 

Marmot Policy 
Recommendations: 

Worcestershire practice:  

• Improve 
Community 
Capital and 
reduce isolation 
across the social 
gradient 

• Fully integrate the planning, 
transport, housing 
environmental and health 
systems to address the 
social determinants of 
health in each locality 

• Create and develop 
communities 

• Support locally developed 
and evidenced based 
community regeneration 
programmes that: 

• Remove barriers to 
community participation and 
action 

• Reduce social isolation 

• Integration has begun over the past 12 months, however, it is unclear how effective work has been 
in tackling social determinants of health in priority areas due to a lack of data 

AMBER 

• Pockets of good practice embedded in each of the priority areas and evidence emerging of 
constructive participation and reduced social isolation but this work is small scale and not 
universally supported across the county.  Examples of good practice include the Pickersleigh 
Ambassadors Project and the Motor vehicle project promoting local employment. In other areas, 
such as the Walshes and Oldington an Foley Park, Community Health Hubs have been established 
with residents. Opportunity Vale of Evesham pioneered community research to identify 'Supper 
Connectors' in rural communities and then proceeded to support community based services 
developed by residents to tackle rural isolation. 

• Limited work in rural areas to understand and tackle rural isolation, although good practice 
developed through Opportunity Vale of Evesham programme to identify super connectors in 
Broadway and subsequent community based interventions to increase involvement of and support 
to vulnerable older people. 

• AMBER/RED 

 

Prorities for Action 

• Research and implement measures that impact fuel poverty, with a particular focus on disadvantaged communities; 

• Improve understanding of issues affecting rural areas, with a focus on measures to address social isolation;Consider local assets and hyper-local 
approaches in the design and review stages of commissioning 
• Shift from an 'Areas of Highest Need' to a 'Healthy and sustainable Communities' place based model in priority areas.  Through this build on  

existing 'assets based' approaches which seek to identify and harness skills, knowledge, networks and resources in communities so that local 
residents can play a part in locally based solutions. 

• Roll out a programme of workforce development to support an asset based approach to commissioning and service redesign. 
• Prototype, with partners models of assets based commissioning, focussing initially on priority areas, in both urban and rural areas. 
• Establish a model social prescribing to more effectively engage primary care in an assets based model and early intervention.
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Chapter 7 Strengthen the role and impact of ill hea lth prevention 
Much of this report has focussed on non-health interventions, understanding what Marmot calls the 
'causes of the causes' of ill-health.  These are the structural determinants of health, which set the 
environment in which an individual lives, and within which their life chances are formed.  The report 
has considered how these can best be influenced to narrow inequalities in health outcome.  

This chapter takes a different focus and looks specifically at those individual behaviours which lead 
to the health conditions which cause the biggest burden of ill-health. It considers their local 
association with health inequalities.  A small number of conditions cause the majority of premature 
mortality and morbidity, and these are all linked to health related behaviours on the part of the 
individual, which can be changed.   

The key conditions causing the biggest burden of ill-health and premature mortality are: 

• Cancer; 

• Heart disease; 

• Stroke; 

• Lung disease; 

• Liver disease. 
The risk of developing these conditions is significantly linked to four key individual behaviours, each 
of which is modifiable: 

• Smoking; 

• Poor diet; 

• Being physically inactive; 

• Drinking too much alcohol. 
According to a recent report on the clustering of unhealthy behaviours over time by The King’s 
Fund, the proportion of people engaging in multiple unhealthy lifestyle behaviours has fallen 
significantly. However, almost all the improvement has been among higher socio-economic and 
better educated groups, exacerbating health inequalities (Clustering of unhealthy behaviours over 
time: Implications for policy and practice, The Kings Fund, D. Buck and F. Frosini, August 2012.) 
Using data from the Health Survey for England, the report examined how four lifestyle risk factors – 
smoking, excessive alcohol use, poor diet, and low levels of physical activity – co-occur in the 
population and how this distribution has changed over time.  It found that the overall proportion of 
the population that engages in three or four of these unhealthy behaviours has declined 
significantly, from around 33 per cent of the population in 2003 to around 25 per cent by 2008. 
However, these reductions have been seen mainly among those in higher socio-economic and 
educational groups. In contrast, people with no qualifications were more than five times as likely as 
those with higher education to engage in all four poor behaviours in 2008, compared with only three 
times as likely in 2003. 
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The National Picture 

Smoking 

The evidence base on the links between smoking and ill-health is perhaps the best known of all public health evidence.  Smoking kills.  Extensive 
national interventions to reduce smoking prevalence have included: restrictive legislation such as banning smoking in the workplace and public 
places; steady increases in tax payable on cigarette; increasing the age at which it is legal to smoke; strengthening educational messaging on 
tobacco products; restricting advertising and developing smoking cessation services through the NHS. As a consequence, there has been a steady 
drop in smoking rates over the last decades. 

However, smoking also accounts for around half the difference nationally between the lowest and highest income groups, and smoking-related death 
rates are two to three times higher among disadvantaged social groups than among the better off (Scarborough etc al, 2008; Jarvis and Wardle, 
2006).  Smoking prevalence is far higher in disadvantaged social groups than it is among the least disadvantaged. 

 

Eating a poor diet 

The national picture on obesity is well-known.  About two-thirds of 
adults are overweight or obese, and if current trends do not change, 
about two-thirds will be obese by 2050. Childhood obesity was covered 
in and presents a similarly dramatic picture, with current trends 
suggesting this will be the first generation to die at a younger age than 
their parents, simply as a consequence of obesity.   

There is an evidenced (Health Survey for England 2007, DH 2014) link 
between consumption of five or more portions of fruit and vegetables 
per day with household income, with the lowest consumption being in 
the lowest income group. Fast food outlets are covered in chapter 6.  
Low income groups are more likely to consume fat spreads, non-diet 
soft drinks, pizza, processed meats, whole mild and table sugar (FSA 
2007), and in general the economy lines of food tend to be less healthy, 
with higher salt and fat content (National Consumer Council 2006.)  
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Figure 65 - Proportion of adults (aged 16 and over) consuming f ive or more 
portions of fruit and vegetables per day, by equiva lised household 
income and sex, England 2009  

Source: Health Survey for England 2009 
ª Equivalised household income is a measure that takes account of the number of people in the 

household. For this analysis, households were split into five equal-sized groups banded by 
income level (income quintiles). Physical activity levels were compared between these groups. 
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Physical inactivity 

The benefits to health of physical activity are significant.  Both mental 
and physical health is maximised by meeting the government targets of 
30 minutes moderate exercise on five days a week for adults, and sixty 
minutes for children. The risk of developing coronary heart disease due 
to being physically inactive is comparable to that of smoking (DH 
2004c).  If an inactive, population changes behaviour to meet these 
targets, the health harm of obesity can be reduced significantly, with a 
reduction too in coronary heart disease and other chronic disease 
(WCRF 2009). Meeting these targets would significantly improve the 
mental health of inactive people, and depression in particular (ibid.) 

Levels of physical activity are linked to social deprivation, with 
recreational walking for example lowest among the lowest socio-
economic group (Kamphuis et al 2009) and those from the highest 
income households most likely to meet government recommendations. 
 

 

Drinking too much alcohol 

As with obesity, there is now an unprecedented national burden of 
disease and, unless behaviours change, the consequences of drinking 
too much will place unmanageable burdens on the NHS and social 
care.  The Chief Medical Officer has drawn attention to the significant 
health harms of alcohol consumption in her Annual Report twice in 
recent years (DH 2011 and 2014). She has made a number of key 
points: In 2012, the UK population consumed about twice as many units 
of alcohol per person as the population fifty years ago (DH 2014);  liver 
disease is the only major cause of mortality and morbidity on the increase in England although it is decreasing among our European peers; between 
2000 and 2009, deaths from chronic liver disease and cirrhosis in the under 65s increased by around 20% ; and all 3 major causes of liver disease - 
obesity, undiagnosed infection, and harmful drinking - are preventable (CMO 2012). 

Alcohol-related health harm is linked to social deprivation, although the relationships are complex.  People with lower socio-economic status are more 
likely to abstain from drinking alcohol but, if they do drink, are more likely to have problematic drinking patterns and dependence.  Those with higher 
socio-economic status are more likely to drink more often, but to consume smaller amounts (Marmot 2009, Task Group 8.)            
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Figure 66 - Proportion of adults meeting physical activity reco mmendations, 
by equivalisedª household income and sex, 2008 (bas e: aged 16 
and over)  

Source: Health Survey for England 2008 Report 
ª Equivalised household income is a measure that takes account of the number of people in 

the household. For this analysis, households were split into five equal-sized groups 
banded by income level (income quintiles). Physical activity levels were compared 
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National Prevention: modifiable health-related behaviours 

Prevention can be understood at three levels:  

• primary prevention, to prevent the problem from starting at all; 

• secondary prevention, to identify the problem early and stop it getting worse; 

• tertiary prevention, to limit the adverse effects of the problem for the individual 
Nationally, there have been long-term government efforts to prevent lifestyle related ill-health.  These have included primary prevention such as 
tobacco control, restrictions on alcohol licensing, and educational campaigns around stopping smoking, drinking sensibly, eating healthily and being 
physically active.  Secondary prevention efforts have included screening programmes so that cancers can be identified early; introduction of health 
checks to identify cardio-vascular risk in the 40 – 74 year old population; and encouragement of brief interventions by front-line staff to identify 
problem drinking.  Tertiary prevention has included treatments such as cardiac surgery, statins prescribing, alcohol detoxification and liver transplant, 
joint replacement, and bariatric surgery. 

However, despite these prevention efforts, the Marmot Report shows clearly that the prevalence of behaviour associated with ill-health has continued 
to rise, and the health inequality gap has widened too.  Prevention has not been effective across the social gradient and thus the inverse care law 
(Tudor Hart, 1971) has continued to be evident:  that the uptake of prevention has tended to vary inversely with the need of the population. 
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The Worcestershire Picture 

There is evidence of a link between social deprivation and health related 
behaviours here as there is nationally.   

Smoking 

• In Worcestershire, smoking rates are different across the County, and 
are highest in the areas of highest deprivation. 

• Figure 67 shows smoking prevalence from the GP Practice registers 
against estimated practice deprivation. There is a very strong 
association between smoking prevalence and practice deprivation. 
 
 
 

Physical inactivity 

• Physical activity is a key determinant of wellbeing in older 
people. As people get older, the benefits of taking regular 
moderate physical activity become more important in 
reducing or reversing much of the physical, psychological 
and social deterioration which often accompanies advancing 
age.  

• Physical activity rates tend to decrease quite steeply with 
age from the age of 45 as can be seen in Figure 70.  

• When comparing Worcestershire to the Region and England 
it is noticeable that participation rates are relatively high up to 
the age of 75, but fall behind for those aged over 75. Due to 
the small sample sizes for these age groups, the rate for 
those aged 75 and over is not statistically different compared 
to the national rate. However the 2008/9 survey also showed 
a relatively low value for people aged over 75 and 
participation rates in Worcestershire above the national 
average all the other age groups.  This suggests that there 
may be some room for improvement for over 75s in the 
county. 
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Figure 67 - Smoking Prevalence 2012/13, by average deprivation score, 
Worcestershire GP Practices 

Regression line fitted excluding Worcester Walk-in Centre as this is a clear outlier and has a 
very unusual demographic composition. 
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Figure 68 - Percentage Participation in Sport (at least once a week) of Adults (16+) by 
year (Local Sport England Profiles 2014) 
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Table 6 - Participation in physical activity by age  group 

At least 3 days a week with 30 minutes moderate participation 

in sport or active recreation, all adults (National Indicator 8) 

 Worcestershire England Significance 

16-24 38.6% 36.0% Not sig 

25-34 35.1% 30.2% higher 

35-44 31.4% 28.5% Not sig 

45-54 26.8% 25.4% Not sig 

55-64 21.1% 19.2% Not sig 

65-74 18.2% 15.7% Not sig 

75+* 6.6% 7.5% Not sig 

* very small sample size (41) 

Source: Active People Survey Oct 2011 - Oct 2013, Sport England 
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Figure 69 - The proportion/number of adults (aged 16 and over) who have not 
participated in any sessions of sport, at any inten sity or for any duration, 
in the last 28 days by NS SEC Group  

Source: Active People Survey Analysis Tool 2014  

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

35.0%

40.0%

45.0%

16-24 25-34 35-44 45-54 55-64 65-74 75+

Participation in Physical Activity* by age group

Worcestershire

England

*30 minutes moderate participation in sport or active recreation on at least 3 days per week.

Source: Active People Survey Oct 2011 - Oct 2013, Sport England

Figure 70 - Participation in physical activity by age group  
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Drinking too much alcohol 

The local evidence shows a clear association between higher alcohol related hospital admissions and higher social deprivation.  At District level, 
mortality linked to drinking too much is higher in the Districts with the highest levels of social deprivation: 

Table 7 – Worcestershire Nearest Neighbour Comparis on by District Area 

District  

Nearest Neighbour Comparison  
Months of Life 

Lost due to 
alcohol:  Males 
aged less than 
75 years (2008-

2010) 

Months of Life 
Lost due to 

alcohol:  
Females aged 
less than 75 
years (2008-

2010) 

Alcohol -
Specific 

Mortality: all 
genders 

(2008-2010) 

Liver 
Mortality: all 

genders 
(2008-2010) 

Alcohol 
Attributable 
Mortality all 

genders 
(2008-2010) 

Bromsgrove  5.79 ↓ 4.17 ↓ 0.07 ↓ 0.07 ↓ 0.27 ↓ 
Malvern Hills  11.07 ↓ 5.26 ↓ 0.13 ↓ 0.17 ↓ 0.38 ↑ 
Redditch  9.76 ↑ 4.87 ↓ 0.08 ↑ 0.10 ↑ 0.26 ↓ 
Worcester  11.05 ↑ 6.50 ↑ 0.13 ↑ 0.15 ↑ 0.30 ↑ 
Wychavon  7.66 ↓ 3.92 ↑ 0.07 ↑ 0.10 ↑ 0.27 ↑ 
Wyre Forest  12.51 ↑ 5.11 ↓ 0.16 ↑ 0.18 ↑ 0.41 ↑ 
 
 Local Authorities with the most amount of harm compared to the benchmark ↑ Harm generally increasing 

since 04/06  Local Authorities with higher harm levels compared to the benchmark 

 Local Authorities with lower harm levels compared to the benchmark ↓ Harm generally decreasing 
since 04/06  Local Authorities with the least amount of harm compared to the benchmark 

Source: Alcohol and drugs: JSNA support pack Key data to support planning for effective alcohol prevention, treatment and recovery 
Substance Misuse Needs Assessment: Worcestershire County Council 2014 

 

 

Looking in more details within Districts, higher social deprivation is linked to higher rates of 
hospital admission for alcohol related causes (Figure 71) 
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Local prevention services 

Health trainers: Much of the local effort to impact on life-style related 
behaviours has been through the Health Trainer service, which was 
designed to give one-to-one support to people who live in the most deprived 
areas, and who have lifestyle related ill-health.  Local evaluation of the 
service has found that these ideals have not been robustly met, with as 
many clients from Quintile 5 as from Quintile 1 (Figure 72). 

It can be quite clearly seen that Q1 and Q2 have formed a comfortable 
majority of the clients attending Health Trainer service nationally. 
Worcestershire compares poorly in attracting clients from the more deprived 
areas, with around 32% of clients from the two most deprived quintiles 
attending Health Trainer services compared to over 67% nationally. 

Stop Smoking Services: The NHS and, more recently, the Local Authority, has 
commissioned specialist stop smoking services which are designed to assist 
smokers to quit.  These services are known to have lower impact in areas of 
social deprivation and, to address this, commissioning was changed to a 
payment by results model some time ago.  The payments schedule was 
structured to reward success in deprived areas.  However, this incentive has 
not changed the overall trend, which is of a strong association between 
higher quit rates and lower social deprivation. 

Table 8 - Smoking Cessation Clients 2011/12 by IMD of LSOA of residence 

IMD 
national 
decile 

Quit after 
4 weeks not quit all clients 

Popn 
2011 

Quit rate 
% 

Quitt ers 
per 10000 

popn 

Clients 
per 10000 

popn 
1 104 169 273 19,537 38% 53.2 139.7 
2 184 225 409 36,758 45% 50.1 111.3 
3 146 167 313 37,893 47% 38.5 82.6 
4 103 169 272 34,466 38% 29.9 78.9 
5 242 263 505 62,230 48% 38.9 81.2 
6 175 177 352 68,789 50% 25.4 51.2 
7 229 226 455 89,499 50% 25.6 50.8 
8 210 179 389 81,108 54% 25.9 48.0 
9 193 130 323 82,725 60% 23.3 39.0 
10 101 75 176 53,164 57% 19.0 33.1 

Total  1687 1780 3467 566,169 49% 29.8 61.2 
Source: Analysis from Worcestershire Smoking Cessation Service database based on IMD of LSOA of client's address 

Figure 72 - Proportion of Health Trainer Clients by Deprivation  Quintile in 
Worcestershire and England  

Source: National data is taken from the DCRS National Health Trainers Service Review June 
2012; Worcestershire data is taken from the local DCRS. It should be noted that the 
2013/14 data is for the period from 1st April 2013 to 31st July only 
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Screening and immunisation programmes 

Key NHS screening programmes include: 

• health checks for those aged 40 – 74 years; 

• breast screening; 

• cervical screening; 

• bowel cancer screening. 
Immunisation programmes include: 

• influenza vaccination for the over 65s and vulnerable groups; 

• pneumococcal immunisation for the over 65s and vulnerable 
groups; and 

• the childhood programmes which are covered in Chapter 2. 
All these programmes are designed to be universal interventions, which 
bring benefit to a whole population by achieving universal coverage.  
However, the local evidence suggests that these is variation in uptake 
across the County, and that this too is related to social deprivation as can 
be seen in the cervical screening uptake rates by practice deprivation in 
Figure 73. 

 

 

  

Figure 73 - Cervical Screening rate and practice deprivation 20 06/7-2010/11 



 

 - 61 - Worcestershire Public Health Annual Report 2014 

 

Progress against Marmot 

Marmot Priority 
Objectives: 

Marmot Policy 
Recommendations: 

Worcestershire practice:  

• Prioritise 
prevention and 
early detection 
of those 
conditions more 
strongly related 
to health 
inequalities. 

• Prioritise investment in ill 
health prevention and health 
promotion across 
government departments to 
reduce the social gradient. 

• Investment in the major prevention and early identification of risk programmes (health checks; 
NCMP; health trainers; brief interventions training and delivery) is mainly from the DH/PHRG, with 
minimal investment from other government departments; 

• Health promotion and education campaigns are delivered by Public Health in WCC, by CCGs, by 
PHE, and by NHS Trusts.  The 2012 NHS reforms have resulted in some fragmentation, but all this 
is funded from DH. 

RED 

• Increase 
availability of 
long-term and 
sustainable 
funding in ill-
health 
prevention 
across the social 
gradient. 

• Increase the development 
and roll-out of a programme 
of preventive interventions 
that are effective across the 
social gradient, including: 

- Increasing the scale and 
quality of drug treatment 
programmes; 

- Focus on public health 
lifestyle interventions to 
reduce the social gradient 
in, for example, obesity, 
smoking and alcohol. 

• Drug treatment programmes are commissioned from the PHRG, and these, as elsewhere in the 
country, are not strongly effective.  A procurement exercise is underway which gives new focus 
and requires an end-to-end recovery model; 

• Smoking cessation services are commissioned from the PHRG, using a tariff payment by results 
model, which incentivises achieving quitters from the most deprived areas, recognising that greater 
time will be needed to change behaviours for this group of clients.  The budget is uncapped. 
Uptake and success rates are lowest among the most deprived populations; 

• Alcohol treatment services and campaigns around sensible drinking are mainly commissioned from 
the PHRG, although police and Road Safety Partnership deliver drink driving campaigns especially 
at Xmas.  There is poor market penetration, with services reaching a very small proportion of the 
total population at risk; 

• Recommissioniong of the health trainer service from 2015 to focus on areas of social deprivation 
as well as patients on the bariatric pathway.  The revised service specification requires setting up 
mutual aid groups in Areas of Highest Need, with maximum use of volunteers, to create 
sustainable support for long-term behaviour change, and to build social capital and local 
community assets; 

• Increasing physical activity does not currently have WCC focus.  There is fragmentation of 
responsibility between County, District, and national (SportEngland)  levels.   

GREEN/AMBER 
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Marmot Priority 
Objectives: 

Marmot Policy 
Recommendations: 

Worcestershire practice:  

 • Refocus the core efforts of 
public health departments 
on interventions related to 
the social determinants of 
health. 

• There is limited evidence of this from the re-profiling of Housing Related Support (HRS) as part of 
the Future Lives programme.  This has removed former WCC base budget spending on HRS to 
vulnerable groups such as those experiencing Domestic Violence and Abuse or Homelessness, 
and replaced it at a reduced level from the PHRG.  However, the interventions were already in 
place and the evidence base for them was weak in terms of improving their risk of premature 
mortality; 

• Strengthening the systematic application of the Five Ways to Well-being would contribute to 
delivery of this recommendation.  This work is in development and is piloting in one part of the 
County; 

• The financial challenges for WCC and the extent of committed PHRG spend limits the opportunity 
for achieving this this recommendation. 

AMBER 

 

 

Priorities for Action 

• Review the Public Health Ringfenced Grant (PHRG) spend against all the priorities in the DPH report and reprofile and prioritise accordingly; 

• Strengthen the evidence base on the PHRG spend on Housing Related Support in terms of the prevention of ill-health; 

• Strengthen local understanding across the County of the evidence on behaviour related ill-health, and its links to social deprivation; 

• Review cross-agency funding on ill-health prevention and facilitate a shared approach to spend which will narrow the health gap; 

• Strengthen social marketing to maximise behaviour change among target groups, including the uptake of existing prevention initiatives.   
 

 

 

 

 

References. 
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Appendix 1 Hotspot Maps 
Map of Worcestershire Showing All Hotspots 
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Definitions 
IMD Index of Multiple Deprivation. The English Indices of Deprivation 2010 

provide a relative measure of deprivation at small area level across 
England. Areas are ranked from least deprived to most deprived on 
seven different dimensions of deprivation and an overall composite 
measure of multiple deprivation. Available from 
http://data.gov.uk/dataset/index-of-multiple-deprivation. 

Life Expectancy This is the average number of years a person would be expected to live 
if they experienced the current age-sex specific mortality of the group to 
which they belong. 

Standardised mortality The calculation of standardised mortality rates  allows the comparison of 
death rates between areas with different population age structures. 

The number of deaths for each age band are divided by the population 
for each age band to give age specific death rates for the area. 

These age specific rates are multiplied by the standard population for 
each age group respectively and aggregated across all the age groups 
to give the age adjusted count of deaths for the area. 

This age adjusted count of deaths is divided by the total standard 
population for the whole age range included in the indicator, and 
multiplied by 100,000 to give the age standardised mortality rate for the 
area. 

AAACM All age all-cause mortality rate. The mortality rate for a population from 
all causes for all ages, standardised to account for differences in the age 
demographics of different populations. 

Excess Winter Deaths Excess Winter Deaths Index (EWD Index) is the excess winter deaths 
measured as the ratio of extra deaths from all causes that occur in the 
winter months (December to March) compared with the expected 
number of deaths, based on the average of the number of non-winter 
deaths (the preceding months August to November and the following 
months April to July). 

 


