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Introducing the Joint Strategic Needs 
Assessment 2009 baseline update 
 
The Joint Strategic Needs Assessment (JSNA) is a process that helps us 
understand and describe the health, care and well-being needs of people in 
Liverpool, both now and in the future. In 2008 we published the first JSNA, 
and this document provides an update on the data presented in the baseline. 
This picture of need will help us develop the Liverpool Local Area Agreement 
(LAA) and the other plans and commissioning strategies that drive what we do 
across all our public service and other agencies in Liverpool. We have already 
described the JSNA in Liverpool as a process. This document represents the 
next step of that process; a first important step towards understanding the 
changes that are needed to improve life for people in Liverpool.  
 
Understanding needs in Liverpool  
 
We have a large amount of information on many aspects of life and death in 
Liverpool, and from this it is clear what some of the key problems are. What is 
less clear is how many of these problems can be effectively tackled. Ill-health 
and premature death associated with deprivation, presents some particularly 
hard challenges for services in Liverpool. The JSNA process will help us 
‘bottom out’ and really understand:  
 
• how an issue (for instance cardiovascular disease, cancer or dementia) 
affects people differently across the city  
 
• who is affected most, and how adequately these people are supported and 
treated  
 
• what the most effective ways of intervening are, taking into account people’s 
different lives, preferences and circumstances.  
 
Each year there will be a programme of work focused on key priorities. These 
priorities are set out in Section 4 and each has been selected because:  
 
• it is a major source of inequality in Liverpool  
 
• it could have a significant impact on the way services perform across the 
city.  
 
 

‘Why do we want to describe our needs in this way? 
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It’s so we can be absolutely clear about what the 
key priorities are within our city’ 
 
Communicating our needs in Liverpool  
 
Although the process of describing needs and agreeing priorities is a technical 
one, understanding the findings is not. The outputs we gain from the JSNA 
process must be presented in an accessible way, so we can engage and 
communicate with as wide an audience as possible across the city. The JSNA 
process is ‘badged’ under the more user-friendly banner: Better Together. 
This will help create a clear identity for the JSNA work, something that will be 
important for engaging partners and local people. Better Together will also 
form part of the Liverpool First programme and our wider partnership 
approach to community engagement. 3 

 
What are the guiding principles of the JSNA 
process? 
 
• Partnership working between the City Council and the Primary Care Trust on 
the JSNA will ensure the most effective use of information and evidence. 
 • Processes and products should be as simple as possible and practical.  
• Community engagement is a key element.  
• The JSNA should be supported by the latest epidemiological information and 
based on current evidence of effective interventions.  
• The process needs to align with and inform PCT and City Council delivery 
plans 
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Section 2 
 
What are our needs in Liverpool? 
 
Population and demographics  
 

The estimated population of Liverpool is provided each year by the Office for 
National Statistics. In 2008 the resident, mid-year population estimate for 
Liverpool was 434,864 (212,841 males and 222,023 females).  
 
This figure is less than the number of people registered with Liverpool GPs, 
which is the basis for funding the PCT. A percentage of registered patients 
live beyond Liverpool’s city borders. Although there is a difference for health 
services, the projections used here are helpful in understanding future 
changes in overall population.  
 
Since the 2001 Census, the population of Liverpool has decreased by 
approximately 7,000 residents (1.6% of the total). This goes against the 
national trend which has experienced a 4% increase. 
 
The female population in Liverpool has seen a much more significant change 
than male population over the period 2001–2008. The number of female 
residents has fallen by 7,400 (a fall of 3.2%), whilst the number of male 
residents has increased by 400 (a 0.2% increase). 
 
Between 2001 and 2008, the number of children aged 0–15 years in Liverpool 
fell by 14.5%. There was a decrease in the retired population of 4.1%, while 
the working age population rose by 3.3%.    
 
Live births have been increasing and for the past two years have been higher 
than the number of deaths, resulting in a natural increase for the city’s 
population. However, net migration (i.e. the difference between immigration 
into and emigration from the area) and other changes have reduced the 
overall population. Between 2001 and 2006, Liverpool lost approximately 
15,000 people due to internal migration (i.e. more people moving away from 
Liverpool to other parts of the UK than people settling in the city).  
 
However, during the same time period, international migration has had an 
impact upon the population of Liverpool, with approximately 8,500 migrants 
settling in the city.  
 
Figure 1 provides a visual representation of the age and sex structure of 
the population of Liverpool. Each bar represents a particular age cohort 
and the length of the bar shows the number of people in that cohort. The 
orange line traces an outline of the population structure of England as a 
whole.  
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Figure 1: 2008 mid-year population estimates for Liverpool  
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Sources for all the tables and charts used   
throughout this document are cited in detail in the 
appendix on page 77 
 

Up to the age of approximately 65, the number of males and females are fairly 
equal. Towards the top of the pyramid, females begin to outnumber their male 
counterparts. This is shown by longer bars on the female side of the pyramid. 
This reflects the higher life expectancy of women and the higher male 
mortality during the Second World War.  
 
In addition to increasing life expectancy, there are a number of other factors 
contributing to the population structure. The population pyramid shows the 
‘bulge’ of the 1960s as they move into the older age bands (40+ years). And 
because Liverpool is a large university and college city, there is a significant 
expansion in the 20 to 24 years age cohort.  
 
The sharp tapering of the pyramid for people aged 30 to 34 reflects the low 
fertility in the mid to late 1970s. This pattern of fertility is a reflection of the 
National trend at that time. Another narrowing of the pyramid appears 
between the ages of 5 and 14. This reflects the low fertility rates in the city 
during the early to mid 1990s.  
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Population projections  
 
Understanding the current structure of the population is important. But it is 
also important to have an indication of the population structure in years to 
come. The latest projections suggest that the population of Liverpool will 
continue to fall very gradually each year and will be approximately 433,700 by 
2031. This is not a major change in overall number over this period. However 
projections show there will be a significant change in the age make up of the 
city, with some rapid changes over the next 10 years. 
 
Figure 2: Population projections for Liverpool for selected age cohort for 
1996–2031  
 

Population projections for Liverpool for selected age cohort for 1996–2031

130

140

150

160

170

N
u

m
b

e
r 

o
f 

P
e
o

p
le

 i
n

 T
h

o
u

s
a
n

d
s

Under 25 25-49 50+

MYE Projections

 
 
 
 

In Figure 2 we can see that from 2009 we can expect the proportion of people 
aged 25 to 49 to remain relatively stable. However, the proportion of people 
aged 50 years and more will increase, while the proportion of the population 
aged less than 25 years will fall. This is illustrated in Figure 3 below:  
 
 
Figure 3: Population proportions for selected age cohorts 2008–2031  
 

  
Number (and proportion of the 
population in 2008 (thousands) 

Number (and proportion of the 
population in 2031 (thousands) 

Less than 25 years 147,965 34.0% 137,000 31.6% 
25 - 49 years 151,079 34.7% 147,900 34.1% 

50+ years 135,820 31.2% 148,900 34.3% 
Total population 434,864   433,700   
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As we become older, we tend to use more health and social care services. 
Liverpool, and indeed the country as a whole, will experience this effect of as 
the population gradually-ages. 
 
Deprivation  
 
Compared to England as a whole, the majority of electoral wards within 
Liverpool are deprived. However, within Liverpool there is variation in the level 
of deprivation, with the greatest concentrations of deprivation in the City & 
North and Alt Valley Neighbourhood Management Areas.  
 
Inequalities in opportunity for work, income, education, living conditions and 
other aspects of life, are closely linked to poor health and poor access to 
prevention and treatment services. These inequalities have a direct effect on 
ill-health and premature death.  
 
Overall, the number of deaths in Liverpool from the main causes of death, 
shown later in this section, is falling. However, the pace of this change is not 
spread equally across the city.  
 
Current and future trends in mortality and ill health in Liverpool will be affected 
by a range of social and economic determinants. The health and well-being of 
the population will be determined by improvements we can make in 
education, income, housing, employment and the living environment.  
 

‘Overall, the number of deaths in Liverpool from the 
main causes of death is falling. However, the pace 
of this change is not spread equally across the city.’ 
 
The Index of Multiple Local Deprivation (IMLD) The Index of Multiple Local 
Deprivation is a made up of a number of measures of things which are linked 
to deprivation:  
 
• health  
• income  
• education  
 
In Figure 4, overleaf, the map shows the IMLD 2007 scores across the whole 
of Liverpool. These are ranked by ‘lower super output area’ (LSOA) – an area 
smaller than an electoral ward. The boundaries of the Neighbourhood 
Management Areas in Liverpool are superimposed onto the map. Note that 
the darker the shaded areas are, the higher the levels of deprivation. High 
levels of deprivation are found across the whole city, but the concentration of 
deprivation in the north and south of the city is reflected in subsequent 
measures of poorer health.  
 
Figure 5, overleaf, shows that 162 lower super-output areas (55% of the total) 
are among the 10% most deprived in the country. This means that Liverpool 
experiences a relatively high degree of deprivation. However, this deprivation 
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is not spread equally across the city. We can see from the table that 
deprivation is more concentrated in City and North Neighbourhood 
Management Area (NMA) and less so in Central NMA. The table refers to the 
number of lower super-output areas (LSOAs) in each NMA.  
 
Figure 4: Map of the Index of Multiple Local Deprivation 2007 
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Figure 5: Index of Multiple Local Deprivation at Neighbourhood Management 
Area 
 

Neighbourhood Management 
Area (NMA) 

No. of LSOAs in each NMA 
No. of LSOAs in the most 
deprived 10% nationally 

Alt Valley 63 41 

Central 55 16 

City and North 55 47 

Liverpool East 62 35 

Liverpool South 57 23 

Total Number in Liverpool 291 162 

 
In addition to this, it is important to point out that the Index of Deprivation is 
itself made up of a number of different domains which cover various aspects 
of life, environment and opportunity. 
 
Figure 6: Number of LSOAs listed in the most deprived 10% in the Country 
 

Neighbourhood 
Management Area (NMA) 

Total LSOAs 
Income 
Domain 

Health 
Domain 

Education 
Domain 

Alt Valley 63 22 43 13 

Central 55 14 25 12 

City and North 55 24 39 20 

Liverpool East 62 36 51 25 

Liverpool South 57 27 45 19 

Total Number in Liverpool 291 123 203 89 

 
The table shows that the overall measure of deprivation contains significant 
variation. For the health deprivation and disability domain we can see that 203 
of the 291 small areas in Liverpool (70%) are in the 10% most deprived small 
areas in the country. However, for the education domain, 89 out of the 291 
(30%) are in the 10% most deprived small areas in the country.  
 
What does this mean for the Neighbourhood Management Areas?  
 
‘Income deprivation’ domain  
This domain describes the population experiencing some form of income 
deprivation. Figure 6 shows that in the neighbourhoods of City and North and 
Liverpool East, approximately 50% (43% in City and North and 58% in 
Liverpool East) of the adult population are part of the 10% most income 
deprived population in the country. This information provides an opportunity 
for neighbourhood organisations in these areas to provide new services, 
provide a greater volume of service or tailor existing services, to improve this 
situation. 
 
‘Health deprivation and disability’ domain  
This domain measures the rates of poor health, early mortality and disability. 
The table shows that for the city as a whole, approximately 70% of the adult 
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population are part of the 10% of adults experiencing the poorest health in the 
country. There is an opportunity here to use lifestyle and public health 
programmes in a way targets the people and communities who can benefit 
most.  
 
‘Education, skills and training’ domain  
Education and educational attainment have a close connection with 
employment. It is recognised that being in work, coupled with the benefits that 
employment offers, has a positive effect on health and well-being. Liverpool 
performs relatively well in this domain and it is recognised that educational 
attainment is improving. However, from the table, we know that educational 
attainment falls within the lowest 10% in the country for approximately 30% of 
the population. Again, this relatively poor level of attainment is not spread 
equally across the city and is most pronounced in the Alt Valley and City and 
North neighbourhoods.  
 

‘For the city as a whole, approximately 70% of the 
adult population are part of the 10% of adults 
experiencing the poorest health in the country.’ 
 
Figure 7 gives a clear indication of the situation concerning GCSE 
achievement across the city. It is clear that educational attainment at 
secondary level is not equally spread across Liverpool and this pattern is 
reflected in adult training and skill development.  
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Figure 7: GCSE attainment (5+ A-C grades) by Ward in Liverpool 2008 
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Figure 8: GCSE attainment (5+ A–C grades) Trends 2006 to 2008 by Ward 
 

Ward 2006 2007 2008  Ward 2006 2007 2008 

Allerton & Hunts Cross 73.8 69.9 72  Knotty Ash 55.2 59.9 66.5 

Anfield 43.3 60.4 63.2  Mossley Hill 70.3 75.8 84.4 

Belle Vale 45.1 47.7 45.6  Norris Green 46.7 48.2 54.6 

Central 64.9 45.9 43.8  Old Swan 54.3 69.5 72.2 

Childwall 74.1 80.9 80.6  Picton 40.6 45.8 46.1 

Church 71.2 78.9 80.5  Princes Park 38.5 37.6 44.9 

Clubmoor 51.5 51.3 64.5  Riverside 35.6 42.6 54.6 

County 49.7 58.8 56.2  Speke Garston 39.2 37.2 45.1 

Cressington 49.7 66.8 70.1  St Michaels 63.1 61.6 64.4 

Croxteth 69.1 63.4 71.4  Tuebrook & Stoneycroft 43.6 61.8 72.3 

Everton 40.8 46.2 59.6  Warbreck 63 57.7 68.7 

Fazakerley 56.8 50 69.9  Wavertree 59.9 67.7 68.8 

Greenbank 52.3 53.9 61.2  West Derby 66.2 76.5 85.4 

Kensington & Fairfield 45.2 49.2 52.1  Woolton 82.8 83.9 78.8 

Kirkdale 43.5 43.8 55  Yew Tree 57.1 64.2 67.3 

         

Liverpool  55.5 59.2 65      

 
 
Ethnicity 
In 2001, approximately 25,600 (5.8%) of Liverpool residents were from a 
Black and minority ethnic (BME) community.  By 2007, the proportion of the 
population from the BME communities had risen to 37,100, accounting for 
8.5% of the total population and a 40% increase since 2001.   
 
Figure 9: Ethnic population of Liverpool by resident community 2001 - 2007 
 

Resident communities 
2001 Mid Year 

Estimates  
2005 Mid Year 

Estimates  
Mid 2007 Year 

Estimates 

White communities (including the 
Irish communities) 

94.2% (416,176) 92.3% (403,351) 91.5% (398,400) 

Black and Minority Ethnic (BME) 
(Workforce)

1
 

5.8% (25,624) 7.7% (33,649) 8.5% (37,100) 

Black and Minority Ethnic (BME) 
(Census)

2
 

8.4% (37,000) 10.8% (47,000) 11.8% (51,600) 

The BME population is made up from the following communities: 

Mixed heritage communities 1.8% (7952) 1.9% (8303) 2.0% (8,600) 

Asian or Asian British 1.1% (4800) 1.9% (8303) 2.3% (9,900) 

Black or Black British 1.2% (5300) 1.8% (7866) 2.0% (8,500) 

Chinese or Other Ethnic Group 2.0% (8,835) 2.6% (11,362) 2.3% (10,100) 

Total population 441,800 (100%) 437,000 (100%) 435,500 (100%) 

 
Note: figures may not add up due to rounding 
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Notes: 
1 BME (Workforce): a term to referring to minority ethnic people who may experience 
different treatment because of visible differences, most obviously skin colour. These 
groups include the Mixed, Asian, Black, Chinese and Other. 
2 Black and minority ethnic (BME) (Census): an inclusive term for a huge range of 
groups including white ones like Irish and Other White (e.g. Polish people) – i.e. all 
the Census Ethnic Categories excluding White British.. 

 

Mortality and life expectancy 
Compared to the national average (England Standardised Mortality Ratio 
[SMR] = 100), Liverpool’s all-age, all-causes SMR is 130 (2005-07 pooled), 
meaning mortality is 30% higher in Liverpool than in England as a whole.  
 
The Standardised Mortality Ratio (SMR) is an expression of the actual 
number of deaths over a certain period of time in a particular area compared 
to the number of deaths that would have been expected if the area being 
studied had the same death rates as the population in England so a number 
higher than 100 can be interpreted as higher than expected and vice versa.  
 
The main advantage of the SMR is that it is easy to understand and translate 
into percentage of excess deaths.  
 
The main disadvantage with it is that it measures relative performance and 
not absolute performance. If the health of the nation deteriorates but the 
health status of the population of Liverpool remains static, the SMRs in 
Liverpool will improve, giving the false impression that health is improving.  
 
Additionally, with a small number of incidents occurring each year within a 
relatively small population, small changes in the number of events can have a 
significant effect on the SMR.  
 
This SMR increases to 148 when restricted to under-75s. Some key Liverpool 
SMRs are listed in the table below. A comparison is given with the North West 
and England SMRs. 
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Figure 10: Standardised Mortality Ratios (SMRs) for Liverpool, the North 
West and England. 
 

2004-06 (Pooled) 2005-07 (Pooled) 
  

Liverpool North West Liverpool North West 
England 

All causes SMR, 
persons aged <75 
years 

145 117 148 118 100 

Mortality from all 
cancers, all ages 

139 109 138 110 100 

Mortality from lung 
cancer, all ages 

189 123 186 124 100 

Mortality from 
circulatory disease, all 
ages 

114 112 114 113 100 

Coronary heart 
disease, all ages 

123 118 125 119 100 

Stroke, all ages 108 111 105 113 100 

Chronic liver disease, 
all ages 

209 141 211 144 100 

 
Liverpool-born residents also have lower than the national average life 
expectancies: approximately 74 years for males (vs. 78 years nationally) and 
79 years for females (vs. 82 years nationally) (2005–2007 pooled figures.) 
 
Figure 11: Top 15 causes of death in Liverpool in 2007 
 

Top 15 causes of death in Liverpool 2007: sub-categories; all ages
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Malignant neoplasm of breast     

Vascular and unspecified dementia               

Diseases of the liver            

Accidents                        

Other heart diseases             

Stroke, not specified as haemorrhage or

infarction          

Pneumonia                        

Bronchitis, emphysema and other chronic

obstructive pulmonary disease     

Cerebrovascular diseases         

Acute myocardial infarction      

Malignant neoplasms of digestive organs            

Malignant neoplasm of trachea, bronchus and

lung        

Ischaemic heart diseases other than myocardial

infarction      

Ischaemic heart diseases         

Malignant neoplasms              
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Geographical differences in mortality within Liverpool 
 
The incidence of ill-health (morbidity) and the incidence of death at certain 
ages (mortality) are not distributed equally within Liverpool. There is a strong 
correlation between ill-health and deprivation. Analysis of key demographics 
and health statistics has been produced and broken down by the five 
Liverpool City Council Neighbourhoods. Analysis at small area level must be 
interpreted with caution due to possible fluctuations in small numbers over 
time. However, as we can see from the Figures 12 and 13, City and North 
have significantly higher rates of circulatory disease and cancer - the leading 
causes of death.  
 
Differences as great as these mean that particular efforts should be made to 
tackle these problems, focusing on the people in greatest need.  
 
 
Figure 12: Mortality from all circulatory diseases in 2005–07 (pooled)  
 

Mortality from all circulatory diseases: directly standardised rate per 100,000 European 

Standard Population; less than 75 years; 2005-07 (pooled) with 95% confidence limits
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These figures are directly standardised mortality rates and NOT standardised 
mortality ratios and so will not correspond with figures showing SMRs. Pink 
lines show 95% confidence interval. These indicate the level of uncertainty 
about each value on the graph.  
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Figure 13: Mortality from all cancers in 2005-07 (pooled) 
 

Mortality from all cancers: directly standardised rate per 100,000 European Standard 

Population; less than 75 years; 2005-07 (pooled) with 95% confidence limits
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Preventing ill-health 
 
The North West Lifestyles Survey is conducted on a regular basis by the 
North West Public Health Observatory (NWPHO). The most recent telephone 
survey was carried out across the North West Region between June and 
December 2007. Liverpool Primary Care Trust bought a sample ‘boost’ to 
make the city’s findings more representative of the population as a whole. As 
a consequence, there were 7,301 interviews completed from Liverpool 
residents over the age of 16 years.  
 
The questionnaire covered six broad themes including:  
 
• general health   • Body Mass Index (BMI)  
• diet and nutrition   • physical activity  
• alcohol    • smoking  
 
A sample of the findings from the telephone interview survey of 2007 is set 
out below.  
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Figure 14: General health (good health, fair health, bad health or very bad 
health) by Neighbourhood Management Area  
 
 

 
 
Figure 15: Body Mass Index (a measure of being overweight or obese) by 
Neighbourhood Management Area 
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Figure 16: Binge drinking by age 
(e.g. consuming the weekly number of alcohol units in one evening) 
 

 
 

 
Smoking prevalence 
 
To provide up to date information on smoking prevalence at local area level, 
the National Centre for Social Research, commissioned by The Information 
Centre, has produced model-based estimates using information from the 
Health Survey for England (HSfE).   Smoking prevalence at middle layer 
super output area level among Liverpool adults (aged 16 and over) is 
estimated to range from 12.6% to as 52.6%.  This compares 24.1% for 
England; 27.9% for the North West and 34.3% for Liverpool overall.  
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Figure 17:  Model-based synthetic estimates of smoking prevalence 2003-05  

 
 
Independent research conducted for SmokeFree Liverpool and running for 15 
months to April 2007, demonstrated a 2–3% drop in smoking levels, with just 
less than 30% of adults now smoking. The reduction in smoking prevalence 
(from a Liverpool average of 35% in 2005), is significant and demonstrates an 
impact from the change in legislation and the high-level campaigns being 
delivered in the city.  
 
The research (based on interviews with 8,230 Liverpool residents) also 
showed a significant drop in people smoking at home. Smoking indoors at 
home now takes place in about 32% of households in Liverpool. This is down 
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from 39% in 2004 and shows an increasing level of awareness of the dangers 
of second-hand smoke.  
 

‘Smoking indoors at home now takes place in about 
32% of households in Liverpool. This is down from 
39% in 2004 and shows an increasing level of 
awareness of the dangers of second-hand smoke.’ 
 
It is important to bear in mind that within Liverpool, the greatest numbers of 
‘years of life lost’ as a consequence of premature death are lost due to the 
activities which cause coronary heart disease (CHD), lung cancer and chronic 
liver disease.  
 
These are all, to a varying extent, preventable diseases. Common ways of 
modifying the risk include:  
 
• encouraging people to stop smoking (there is plenty of evidence that this 
works)  
 
• managing raised blood pressure, particularly for those people who are at risk 
of developing coronary heart disease  
 
• managing raised cholesterol levels, particularly for those people who are at 
risk of developing coronary heart disease  
 
• encouraging people to do physical activity and exercise  
 
• encouraging people to make positive changes to their nutrition and diet  
 
• developing programmes to manage alcohol consumption and encourage 
safer drinking.  
 

Different problems for different age groups  
 
Work carried out by Government Office North West has helped identify some 
key factors that affect the life expectancy of particular birth cohorts, giving us 
early warning of where intervention is needed now, and in the future.  
 
By combining this work with age-based population growth projections for 
Liverpool, we can obtain estimates for future morbidity and mortality. The 
general trend in the city appears to be a greater number of old people living 
longer and living with chronic illnesses.  
 
For example, an increase is expected in the over-50s by 2018. In 2018, the 
1925–1945 and 1945–1965 cohorts will be between 53–93 years old. If 
current lifestyle choices remain the same, this would result in increases in 
coronary heart disease (CHD), cancers and respiratory diseases.  
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Figure 18: Key morbidity and mortality problem areas by birth year cohort, 
North West of England 
 
(Adapted from work by Hennell,T., Strategic Analyst, North West Public 
Health Team, Government Office North West (GONW).  
 
Year of birth Key morbidity/mortality problem areas 
1925–1945 • CHD mortality (falling, but slower than national average 

reduction)  
• Respiratory disease  
• Cancers (falling, but slower than national average reduction) 

1945–1965 • CHD mortality (small reduction, but faster in NW spearhead 
areas than national average reduction)  
• Road traffic accidents - especially motorcycles 

1965–1985 • CHD mortality (little improvement)  
• Alcohol-related mortality (increasing more rapidly in NW 
spearhead areas than nationally)  
• Obesity and diabetes increasing  
• Smoking rates high 

1985–2005 • Obesity, alcohol use and violence increasing  
• Infant mortality rates  
(improved in NW Spearhead areas, but slower than 
nationally. Consequent loss of life years represents a large 
component of life expectancy gap) 

 
In 2018, the 1965-85 cohort will be 33–53 years old. Although data is less 
clear, if projected increases (in 30–34 year olds and 50–59 year olds) 
outweigh projected decreases (in 40–44 year olds), and lifestyle choices 
remain unchanged, an increase in alcohol-related liver problems, obesity and 
diabetes may occur. Alongside high smoking prevalence in this age group, 
high rates of other risk factors may also increase their future risk of CHD.  
 
In 2018, the 1985–2005 cohort will be between 13–33 years old. Again, data 
is less clear, but if projected increases (in 25–34 years old) outweighs 
decreases (in 10–19 years), and lifestyle choices remain unchanged, an 
increase in alcohol and obesity-related morbidities (such as liver disease, 
diabetes and CHD) could, again, be expected in future years.  
 
When deprivation and morbidity/mortality are mapped across the city, there 
are significant correlations between them. Although data must be interpreted 
cautiously (due to the small numbers in small areas analysed), mapping 
indicates clearly that raised CHD standardised mortality ratios or SMRs (in the 
under-75s) correlate with the more deprived areas of the city.  
 
The picture for cancers is more complex, depending on gender and cancer 
site. However, mapping indicates that incidence of male lung cancer is 
correlated to deprivation levels across the city, but notably in central 
Liverpool. Female lung cancer incidence, however, is more widespread.  
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Given the importance of smoking prevalence to rates of CHD, chronic 
obstructive pulmonary disease (COPD) and lung cancer, health education and 
information programmes are critical to ensuring that mortality rates in these 
most deprived areas continue to decrease over the long term.  
 
Much of Liverpool’s morbidity and mortality is deprivation-associated. If 
Liverpool’s economic, employment and housing improvements lead to 
reduced deprivation levels, it is possible that reductions in deprivation-
associated morbidities will be seen.  
 
This means that it is vital for Liverpool PCT to work very closely with local 
authority partners in order to provide joined-up services. 
  

‘Much of Liverpool’s morbidity and mortality is 
deprivation associated. This means that it is vital for 
Liverpool PCT to work very closely with local 
authority partners in order to provide joined-up 
services.’ 
 
Additionally, work done by the North West Public Health Observatory 
(NWPHO) in 2006, showed that certain ethnic groups had generally raised all-
cause mortality rates. These were attributable in particular to respiratory 
disease, diabetes and its complications, including CHD and stroke, alcohol-
related illness and mental health problems.  
 
Given the predicted increase in population due to international migration into 
Liverpool, increases in morbidity and mortality known to be more prevalent in 
certain ethnic minorities may be expected.  
 

 
The local economy  
 
Liverpool’s economy has fallen by 2.3% since 2004 compared to 0.9% growth 
nationally.  Employment rates in Liverpool have fallen by 2.8% since 2004 
whilst rates in Black and minority ethnic (BME) groups have decreased by 
9.4%.  Again, these rates exceed those seen nationally where employment 
rates have fallen by 0.8% but increased by 2.7% in BME groups.  
 
Employment rates in the over-50s, however, have declined since 2003, but 
new Government initiatives are providing significant funding to North Liverpool 
to stimulate enterprise and business start-ups. The Liverpool Enterprise 
Growth Initiative (LEGI) is an opportunity to link local employment 
opportunities with health service development in the area.  
 

‘Employment rates in the over- 50s have declined 
since 2003, but new Government initiatives are 
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providing significant funding to North Liverpool to 
stimulate enterprise and business start-ups’ 
 
The Liverpool housing market renewal will replace a high proportion of old 
properties, which circle the city centre, creating new homes and facilities 
during the next 10 years. The sustainability and success of the programme 
will impact on health and wellbeing. In the short term, though, living through 
change can have an adverse effect on health. Other home improvements, 
including a central heating programme, are also in place.  
 
This ties-in with our world class commissioning goal (specifically goal 1.2) to 
cut deaths from accidents. The Healthy Homes initiative aims to identify 
approximately 30,000 rented properties for initial surveying, and prioritise 
approximately 5,500 for a full health and safety inspection.  
 
It is also unclear what effect the Capital of Culture 2008 will have on our local 
population in Liverpool. The University of Liverpool and Liverpool John 
Moores University, however, are currently undertaking a piece of joint 
research (commissioned by Liverpool City Council) entitled ‘Impacts 08’. This 
will look at the social, cultural, economic and environmental effects of 
Liverpool’s hosting of the European Capital of Culture title in 2008. The aim of 
‘Impacts 08’ is to develop a research model that helps evaluate the multiple 
effects of culture-led regeneration programmes and can be applied to events 
across the UK and beyond.  
 

Community well-being survey  
 
A survey was commissioned in 2008 to profile community well-being in the 10 
most disadvantaged electoral wards:  
 
• Anfield     • Belle Vale  
• Central     • Everton  
• Kensington and Fairfield   • Kirkdale  
• Knotty Ash     • Picton  
• Riverside     • Speke Garston  
 
While the survey gives us a baseline against which progress can be 
measured, it also provides some useful insights into both the needs and the 
strengths of these areas. The 10 wards are concentrated in the City and North 
Neighbourhood Management Area, but are spread across all five areas. Over 
5,000 interviews were conducted (drawing from a random sample of 
households) with local people being trained up to undertake these.  
 
The key findings were:  
 
• Across the 10 wards, people were particularly satisfied with local services: 
shopping, primary care, public transport and primary schools.  
 



 27 

• All wards were very critical of facilities for young people, especially in 
Kirkdale, Anfield and Everton.  
 
• Many residents have extensive social networks.  
 
• A high proportion of people have social support in a range of situations.  
 
• Six out of 10 households have reported income less than £10,000 a year, 
and financial concerns are common.  
 
• People scored their perceived health lower than the UK average - Everton, 
Speke Garston and Kirkdale scoring lowest.  
 
• The biggest priorities for improving wellbeing were financial issues (45% of 
respondents) and keeping healthy (22%).  
 

Demand for local health services  
 
The charts below show that while Liverpool is close to the regional average 
for using hospitals for planned admissions, it is considerably higher than the 
regional average on use of hospitals for emergency admissions. We expect 
considerable investment in out-of-hospital services by the PCT to change this 
picture and reverse these upward trends.  
 
Figure 19: Elective admissions to hospital per 1,000 population by North 
West region and PCT  
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This chart shows us that the average rate of admission within the region is 
132.9 admissions/1000 people and that, in Liverpool, the rate of admission is 
slightly less than the regional average at 129.7/1000 people.  
 
Figure 20: Rates of non-elective admission to hospital in 2007–08 in the 
North West Region and in each PCT 
 

 
 
Here we can see that the average rate of non-elective admission within the 
region is 141.6/1000 people, and that, in Liverpool, the rate of non-elective 
admission is significantly higher than this at 179.4/1000 people. 
 

Future activity in hospital services  
 
The PCT maintains and develops ‘capacity plans’ - which provide best 
estimates of the demand for hospital services for the next 10 years - and it 
proposes the main suppliers of services. The future demand curve for 
services is different for each stream of care. It is these capacity plans which 
enable the PCT to set historic service trends in context and make important 
decisions about business cases for future services. Some key themes 
emerging from these capacity plans include:  
 
Adult acute services  
The PCT is emerging from a period of high urgent admissions and high urgent 
care bed occupancy, and moving towards a new balance in which our 
population has better access to planned care and has less dependency on 
non-elective hospitalisation. This will be achieved partly by in-hospital 
initiatives, and partly by creating capacity in community and primary care. The 
consequence of this will be a long-term rise in elective hospitalisation rates, 
and a fall in non-elective hospitalisation rates. 
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Figure 21: Changes in adult acute healthcare activity from 2006–07  
 

 
 
Figure 22: Volume of in-patient spells, adult acute services, Liverpool PCT  

 
 
Figure 23: Adult acute outpatient activity, Liverpool PCT 
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Planned care (adult)  
It is expected that there will be a gentle upward gradient in planned care 
(inpatients and outpatients) following the big push to deal with the 18 weeks 
target in 2007/8 and 2008/9. To a small degree, the gradient reflects a modest 
growth in referrals, but also continuing progress in shrinking maximum and 
average waits. Within five years, it is expected that maximum waiting will be in 
the 14–16 weeks range, with average waits in the 9–11 weeks range (except 
for the most complex of conditions).  
 
PCT plans also include a small allowance for growth in planned care for the 
rising numbers of older patients. There will be greater efficiency in planned 
care, with a continuing shift towards day cases and shorter lengths of stay. 
NHS capacity will be supported by between 5–7% of planned care being 
delivered by NHS contracts with independent sector suppliers.  
 
Urgent care (adult)  
Non-elective admissions and Accident and Emergency attendances are set to 
stabilise and fall as the benefits of recent and future initiatives in chronic 
disease management and out-of-hospital provision take hold. Collectively, 
these changes are referred to as ‘Model of Care’ impacts. The future outline 
business case (OBC) for the Royal Liverpool and Broadgreen Hospitals Trust 
makes explicit allowance for this in planning its admissions for 2015/16. In 
total, although the ageing population would increase demand by 1% over the 
next five years, this would be more than offset by a fall of 11% owing to Model 
of Care impacts. Attendances at Accident and Emergency are expected to 
remain stable, with a modest decline in later years.  
 
Maternity services  
The PCT will refresh its plans for the future delivery of maternity services and 
associated hospitalisation, once revised PCT populations are published by the 
Department of Health. This will be achieved by indexing planned fertility rates 
against the projections for the female population aged 15–44. In general, at 
this stage, the PCT is expecting a modest decline of around 200 births over 
the next five year period. This is uncertain however, as the volume of births 
can fluctuate according to economic well-being, cultural shifts and the impact 
of regeneration. In the long-term, increasingly more births will be delivered at 
home as the ‘Maternity Matters’ initiative takes effect. But the PCT has yet to 
firm-up projections of what the final take-up may be.  
 
Child health  
The overwhelming majority of child hospital services are delivered by Alder 
Hey Children’s Hospital. Although the child population (0–4) is set to decline, 
there is not a linear link between population and demand due to a relatively 
stable level of demand from sick younger children, and developments in 
medical science. In terms of planned care, the outlook is one of relative 
stability or modest growth. In relation to urgent care, Model of Care impacts 
are expected to reduce admissions by between 5–10% over the next five 
years, although more work is needed to understand in detail how change will 
be brought about. A significant proportion of paediatric Accident and 
Emergency attendances could be managed in different settings, although we 



 31 

recognise that interaction of Accident and Emergency with primary care 
services is a challenging and complex issue.  
 
Mental health services  
The hospitalisation of adult mental health patients (excluding dementia) is set 
to fall as the main supplier, Mersey Care, rolls out the acute model of care 
and recommendations from the community services review.  
 
Against a backdrop of significant investment in crisis resolution, early 
intervention and assertive outreach, the Trust will be gradually shrinking its 
bed stock ahead of any estate redevelopment. Admissions are planned to fall 
between 20–40% over the next seven years, as the benefits of expanded 
community treatment are realised. Although movement in population has only 
a modest impact on adult mental health, dementia is a separate issue and the 
PCT is cautiously planning a significant growth in bed stock for the next seven 
to 15 years. Some more specialised services will need to be developed, 
including for eating disorders, personality disorders, and the treatment of 
alcohol dependency.  
 
Heart disease and cancer  
These complex areas are the subject of local long-range planning (10–20 
years) using a programme budgeting approach. This approach looks at all the 
levels of service involved in preventing, screening and treating heart disease, 
running from Level 1 (primary and community), to Level 4 services (tertiary). 
The aim (and the benefit) is to evaluate those investment scenarios that will 
best improve health outcomes.  
 
The Liverpool models are underpinned by sophisticated demand planning 
assumptions. Phase 1 has been completed, trialling the technique, and the 
next phases will involve more multi-disciplinary work. Key issues emerging 
are:  
 
• the future role of primary and secondary prevention  
 
• the desirability of targeted screening and early detection  
 
• the impact of smoking cessation and other public health initiatives  
 
• the impact of supply issues such as revascularisation surgery rates and, for 
cancer services, relocation of radiotherapy services.  
 
Phase 3 of the programme - budgeting - will integrate selected programme 
budgeting scenarios into the wider aspects of capacity planning for the adult 
acute sector.  
 

Improving primary and secondary prevention services  
 
Figure 24 below describes the results from a disease prevalence model 
developed by Doncaster PCT and the Yorkshire and Humber Public Health 
Observatory. The model is used to estimate the expected prevalence of major 
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doctor-diagnosed conditions. Liverpool used prevalence data from the Health 
Survey for England (2005) and applied the data to each GP practice in the 
city. These estimates were then adjusted to take into account the local death 
rate from coronary heart disease. The level of deprivation for each practice 
was then applied to these estimates.  
 
Figure 24: Expected vs registered prevalence of major doctor-diagnosed 
conditions 
 

 
 
What the chart helps to demonstrate is that there are significant numbers of 
people who have significant circulatory conditions and who could benefit from 
the services offered by primary care. For example, the chart shows that the 
expected prevalence of high blood pressure is approximately one in five of the 
adult population, but approximately one in 10 has been diagnosed with this 
condition. This raises an important question concerning the use of primary 
care services and which parts of the population benefit from it.  
 
A study undertaken in Liverpool at the end of the 1990s, conducted by a local 
GP, found that:  
 
“Fear of both hospitals and medical tests is common and largely hidden 
from doctors. Patients… had low expectations of treatment, viewed 
angina and other illness as chronic illness, and knew little about new 
developments in treatment.” (Gardner, K., BMJ 1999; 319:418–421)  
 
The PCT is working with general practices across the city to:  
 
• check the accuracy and validity of coronary heart disease registers  
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• ensure that everybody with cardiovascular disease is receiving evidence-
based therapy and treatment  
 
• further develop cardiovascular disease registers in practice and to identify 
and manage the cardiovascular risks of those who are likely to be the next 
people to present with disease.  
 

Section 3  
Key priorities for Liverpool  
 
Introduction  
 
This section will identify the main priorities for Liverpool if we are to 
successfully improve the health and well-being of the population over the next 
five years.  
 
These priorities have been selected because they are the areas where 
changes to policy, planning and service delivery can make the greatest 
potential difference to the health and well-being of the city’s population in a 
relatively short period of time.  
 
At this stage the priorities listed here take account of the most significant 
causes of morbidity and mortality in the city and the separate ways the PCT 
and the City Council group service users and conditions. As the JSNA 
process evolves, we will work jointly to develop an approach that better 
reflects how need is experienced by individuals and communities.  
 
The 15 priority areas selected are:  
 
• Inequalities in health  
• Coronary Heart Disease (CHD)  
• Stroke  
• Cancer  
• Diabetes  
• Respiratory disease  
• Alcohol  
• Infant mortality  
• Mental health  
• Sexual health and genito-urinary medicine (GUM)  
• Older people  
• People with physical and/or sensory impairments  
• People with learning disabilities  
• Carers  
• Children and younger people  
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‘These priorities have been selected because they 
are the areas where changes to policy, planning 
and service delivery can make the greatest potential 
difference’ 
 
We will describe the current picture of health and well-being related to each of 
these priorities. And, where practicable and appropriate, we will also identify 
how the situation in Liverpool compares with other parts of the country; in 
particular how Liverpool compares with the North West region as a whole and 
with other cities in England designated as core cities1.  
 
We will also identify differences within the city of Liverpool, especially 
differences between the city’s five Neighbourhood Management Areas 
(NMAs):  
 
• Alt Valley  
• Central  
• City and North  
• Liverpool East  
• South Liverpool  
 
For each priority we will identify any gaps in current service provision and 
describe the sort of preventative services which are needed to make a 
difference. We will also describe what people have been saying in public 
consultations and in the other engagement initiatives which are now a core 
part of our planning and service delivery.  
 
Finally, we will set out the key actions that will be implemented over the next 
decade to ensure that health improves in Liverpool.  
 
1 The ‘core cities’ is a network of England's major regional cities: Birmingham, 
Bristol, Leeds, Liverpool, Manchester, Newcastle, Nottingham and Sheffield. 
These cities form the economic and urban cores of wider surrounding 
territories, the city regions and are the economic drivers of their regions.  
 

Inequalities in health  
 
Local context  
The issue of inequalities in health will cut across all the priorities highlighted in 
this section of the report. The effects of social deprivation will also be a 
recurring theme as we highlight differences in health status between Liverpool 
and other parts of the country, and between different areas within the city of 
Liverpool itself.  
 
There are, however, a number of specific, underlying determinants of health 
which could have a significant impact on reducing health inequalities in the 
city.  
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Smoking has a big impact on health and if we can reduce the rate of smoking 
we can potentially bring about a significant reduction in health inequalities.  
 
Every year around 114,000 smokers in the UK die from smoking-related 
illnesses such as heart disease and lung cancer (source: NHS Direct). The 
national target for smoking is to reduce adult smoking rates to 21% or less by 
2010.  
 
This is a challenge for Liverpool as the city’s most recent smoking survey 
suggests that prevalence is currently approximately 29%, compared with a 
national and North West regional rate of 24%. The smoking rate in Liverpool 
has, however, fallen considerably from a rate of 35% when the survey was 
first conducted in 2005.  
 
Also, the prevalence of smoking in Liverpool varies considerably between the 
different Neighbourhood Management Areas within the city, with more 
deprived areas tending to have high rates of smoking prevalence. Prevalence 
rates range from a high of 36% in City and North NMA, to a low of 20% in 
Central.  
 

‘Every year around 114,000 smokers in the UK die 
from smoking-related illnesses such as heart 
disease and lung cancer.’  
 
Figure 25: Prevalence of smoking in Liverpool NMAs  
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Healthy eating can make a big difference to people’s general health and will 
also help protect people from becoming overweight and obese – conditions 
that can substantially increase the risk of chronic disease.  
 
The best available evidence suggests that diets are improving, with a big 
increase in the proportion of people saying they ate five or more portions of 
fruit and vegetables per day in the 2007 North West Lifestyle Survey, 
compared with an earlier survey that took place in 2003. However there is still 
some way to go to improve the diets of people who live in the most deprived 
parts of the city.  
 
Regular physical activity also substantially reduces the risk of becoming 
overweight and obese, as well as improving mental health and well-being. 
However people living in deprived areas often lack access to sporting facilities 
due to lack of money or inadequate facilities compared to more affluent areas. 
There may also be a fear of crime or antisocial behaviour which makes people 
less inclined to walk or cycle in their neighbourhood. Children who have a 
parent who does regular physical activity are more likely to be physically 
active themselves, and carry this forward into their adult life.  
 
The quality of housing is also crucial to our health and well-being, especially 
in the young and old who can be particularly susceptible to poor health 
associated with inadequate heating and insulation, damp and overcrowding.  
 
The most recent Survey of English Housing data on overcrowding suggests 
that 3.1% of households in Liverpool are overcrowded, compared with 2.5% 
nationally and 2.1% in the North West. While there has been some success in 
reducing the number of households that live in fuel poverty in recent years, 
there is a danger that increasing energy costs will cause many of the poorest 
people in the city to slip back into fuel poverty.  
 
Gaps and prevention initiatives  
A systematic and wide-scale programme of activity is required around the key 
lifestyle issues in order to cut the prevalence of smoking, reduce harmful 
alcohol consumption, improve diets and increase physical activity. There is a 
need to ensure that all agencies cooperate in this approach; that the impact of 
all policies and programmes is fully understood and that health improvement 
and the reduction of health inequalities is a top priority for all our partner 
agencies.  
 
There is also a need for agencies to focus on some of the structural problems 
perpetuating health inequality in the city, such as low incomes and poor 
housing.  
 
Engagement  
A community well-being survey of people living in Liverpool’s 10 most 
disadvantaged wards revealed that 59% of respondents had annual 
household incomes of less than £10,000 and the majority of people reported 
that they struggled to afford unexpectedly large bills.  
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This highlights the challenges that people face to live healthy lives. The 
priority issues for many people to achieve a better quality of life were to 
improve local environmental conditions - especially parks and open spaces - 
and to increase access to leisure and cultural facilities, such as sport centres 
and swimming pools.  
 

‘A community well-being survey of people living in 
Liverpool’s 10 most disadvantaged wards revealed 
that 59% of respondents had annual household 
incomes of less than £10,000, and the majority of 
people reported that they struggled to afford 
unexpectedly large bills.’  
 
What we will do…  
 
• continue to focus on health inequalities as a top priority for investment and 
action  
• continue to prioritise the reduction of smoking prevalence in the city  
• implement the city-wide Healthy Homes programme  
• fund swimming activity for disadvantaged children  
• expand the availability of health improvement and physical activity facilities  
 

Coronary heart disease  
 
Local context  
Nationally and locally there have been big falls over the last 30 years in 
deaths from coronary heart disease (CHD). This is due to healthier lifestyles - 
particularly reduced levels of smoking - and therapeutic advances such as the 
emergence of statins (drugs that lower cholesterol). However, CHD remains a 
major cause of preventable mortality, leading to 724 deaths in Liverpool 
during 2007 (15.9% of all cause deaths).  
 
Mortality in Liverpool caused by CHD is higher than the rate for England, and 
for the North West of England. It is also the second highest amongst the core 
cities in England. Between 2005 and 2007, the standardised mortality ratio 
(SMR) for CHD for people of all ages in Liverpool was 125. The rate for 
people under the age of 75 is 149.  
 
Deprivation appears to have a significant impact on CHD mortality in 
Liverpool. The most deprived parts of the city tend to have the highest rates of 
mortality for CHD. Apart from Central and Liverpool South, each of Liverpool’s 
Neighbourhood Management Areas have SMRs for CHD that are greater than 
the national average. City and North NMA, which contains some of the city’s 
most deprived wards, has an SMR for CHD (for people of all ages) that is 
53% higher than that experienced in England. For people under the age of 75 
City and North’s SMR is 95% higher.  
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There are likely to be a variety of reasons why rates are so high in deprived 
parts of the city. These include socio-economic factors, such as higher rates 
of unemployment, poorer quality housing, as well as lifestyle factors such as 
higher rates of smoking. Unequal access to health services may also be 
relevant. The 2007 Liverpool CHD equity audit found high rates of admission 
for CHD-related illnesses for people from the most deprived areas, despite the 
fact that there is no difference across the city in rates of investigation and 
treatment.  
 

‘There are likely to be a variety of reasons why 
rates are so high in deprived parts of the city. These 
include socio-economic factors, such as higher 
rates of unemployment, poorer quality housing’  
 
Figure 26: CHD SMR for all ages in Liverpool NMAs 
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Gaps and prevention initiatives  
This very high CHD mortality rate for people under 75 emphasises the 
importance of developing better preventive services. These will identify risk 
factors for CHD in people who may not realise they are in danger of a heart 
attack.  
 
Our equity audit findings suggest that areas with the highest levels of need 
are not accessing services in proportion to that need. We now, therefore, 
need to ensure that steps are taken to increase people’s access to primary 
and secondary CHD preventive services in those areas where the need is 
greatest.  
 
Engagement  
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The Big Health Debate - a city-wide consultation exercise run by the PCT in 
2006 and 2007 - involved extensive engagement with community groups and 
neighbourhood committees across the city to plan the future delivery of health 
services in Liverpool.  
 
There was strong support for a new focus on primary care, in particular a 
need to bring specialist services together in easy-to-access community 
settings. Ensuring that primary care becomes a focus for high-quality primary 
and secondary prevention services for CHD, will form part of this approach.  
 
What we will do:  
 
• commission a more effective primary prevention programme for 
cardiovascular disease  
 
• introduce systematic cardiovascular disease risk assessment  
 
• find ways to increase public awareness and expectation of the benefit of 
investigation and treatment of cardiovascular disease  
 
• continue to reduce the rate of smoking in the city.  
 

Stroke  
 
Local context  
The long-term epidemiology for stroke is similar to that for CHD, with falling 
rates locally and nationally due to improved primary and secondary 
prevention. As well as being the third most common cause of mortality, 
strokes are also a major cause of morbidity - they are a contributing factor for 
entry into a care home for between 20% and 40% of residents.  
 
Around 700 people suffer a stroke in Liverpool each year and there were 332 
deaths attributable to stroke in Liverpool in 2007, making it the third leading 
cause of death. Mortality in Liverpool caused by stroke is higher than the rate 
for England and for the North West of England, and it is the third highest 
amongst the core cities. Between 2005 and 2007, the SMR for stroke for 
people of all ages was 104. The rate for people under the age of 75 is 133. 
This exceptionally high rate emphasises the importance of developing better 
preventive services which will identify risk factors for stroke in people who 
may not realise they are in danger.  
 
As with CHD, deprivation appears to have a significant impact on stroke 
mortality in Liverpool, especially in people under the age of 75. For this 
population group, the Liverpool East Neighbourhood Management Area has 
an SMR for stroke sufferers under 75 years that is 47% higher than that in 
England. The 95% confidence intervals indicate that the stroke mortality ratios 
for people under 75 years are statistically significantly higher for City and 
North and Liverpool East Neighbourhood Management Areas, as well as for 
Liverpool district overall, than is the case nationally. The reasons for higher 
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rates in areas of deprivation are likely to be the same as for coronary heart 
disease.  
 

 ‘This exceptionally high rate emphasises the 
importance of developing better preventive services 
which will identify risk factors for stroke in people 
who may not realise they are in danger.’  
 
Figure 27: Stroke SMR for people under 75 years in Liverpool NMAs 
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Gaps and prevention initiatives  
There is a need to ensure better co-ordination between the identification of 
risk factors in primary care and the provision and take-up of lifestyle, primary 
and secondary prevention programmes. It is possible to identify many people 
who are at high risk of stroke. If steps are taken to intervene to reduce these 
risks, then substantial costs arising from years of life lost, or health and social 
care following a stroke, can be avoided.  
 
We also need to ensure a rapid response for people who have suffered stroke 
or transient ischaemic attack (TIA). Such a response reduces the risk of death 
or severe disability arising from a stroke.  
 
Engagement  
Many people who participated in the Big Health Debate argued that a range of 
health and social care services should be made available at local 
neighbourhood health centres which will be within easy travelling distance of 
everyone in the city. This will provide a good opportunity to significantly 
improve stroke rehabilitation services and reduce the need for patients to 
travel to hospital.  
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Patient involvement is also a major component of the development plan for 
future stroke services in Liverpool. There is ongoing engagement with service 
users and their carers in the planning and evaluation of TIA and stroke 
services  
 
What we will do:  
 
• raise awareness among the public, as well as among health, social care and 
voluntary sector professionals, of the signs and symptoms of stroke/TIA  
 
• encourage and support the provision of health, lifestyle, primary and 
secondary prevention programmes and advice, and their effective take-up  
 
• develop rapid response clinics for those who have suffered TIA  
 
• enhance specialist stroke services in hospitals with more rehabilitation in the 
community  
 
• ensure that those who could benefit from urgent care are transferred to an 
acute stroke centre that provides 24-hour access to scans and specialist 
stroke care  
 
• provide intensive rehabilitation immediately after stroke, seven days a week.  
 

Diabetes  
 
Local context  
Nationally and locally, the prevalence of diabetes has been increasing in 
recent years due to an increasing number of people being overweight and 
obese, as well as the ageing of the population. In some areas an increasing 
proportion of people from Asian and African- Caribbean backgrounds may 
also have an effect on prevalence as these groups are especially susceptible 
to Type 2 diabetes.  
 
The situation in Liverpool reflects these national trends. The Quality and 
Outcomes Framework reports that there were 18,465 patients on the Diabetes 
Register in 2007/08. This is a 7.1% rise on the 2006/07 figure of 17,245 
patients and a 10.1% rise on the 2005/06 figure of 16,767 patients.  
 
The recorded prevalence of diabetes in Liverpool is 3.83%, comparing 
favourably with the national rate of 3.87%, and the North West rate of 4.07%.  
 
However, the PBS Diabetes Prevalence Model (the Public Health Observatory 
in Yorkshire and Humber, Brent PCT and Sheffield University) has suggested 
that the true prevalence is likely to be 4.47%, indicating that around 2000 
cases of diabetes may be undiagnosed. Even on current confirmed cases, 
Liverpool has the third highest rate amongst the core cities. There is only 
slight variation across the city in terms of diagnosed diabetes. Currently 
Liverpool South NMA has the highest prevalence at 4.2%, with Central NMA 
having the lowest at 3.5%.  
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Figure 28: Diabetes prevalence in Liverpool NMAs 
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‘Although diabetes is directly responsible for only a 
relatively small number of deaths, it is a contributory 
factor in far more’ 
 
Failure to diagnose diabetes at an early stage can have serious 
consequences. Although diabetes is directly responsible for only a relatively 
small number of deaths, it is a contributory factor in far more.  
 
As a result of the complications which can occur if diabetes is not managed 
correctly, many people die of CHD, stroke or other conditions. Liverpool PCT 
has high rates of admission with diabetic ketoacidosis and coma, and of lower 
limb amputation. These are serious complications of diabetes and are 
indicative of a poor level of control of diabetes in individuals over a long 
period.  
 
Gaps and prevention initiatives  
In addition to promoting healthy lifestyles as a way of preventing diabetes, the 
best prognosis for people who have diabetes results from early diagnosis.  
 
Routine screening, especially of people in high risk groups, is one way in 
which the more serious risks that the condition presents could be managed. 
We need to ensure that the estimated 2000 people in Liverpool who have 
diabetes, but have not been diagnosed, are identified and provided with the 
treatment that will help to prevent a deterioration of their condition. Primary 
care must play a pivotal role in identifying these patients.  
 
Better support of diabetic patients is required at primary care level – 
managing blood sugar and blood pressure - and this in turn should help to 
reduce the complications that can result from diabetes.  
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By raising competence and standards in diabetic care in primary care, many 
of the less complex patients would no longer need to attend hospital 
outpatients, freeing up these clinics for those who really need to be seen 
there. Also, patient education programmes for people newly diagnosed with 
diabetes can make a real difference in helping individuals manage their 
disease and reduce the risk of complications.  
 
Engagement  
A Diabetes Reference Group has been established which brings together the 
diabetes support groups and healthcare staff who provide diabetic services 
across Liverpool. Regular meetings and events take place where information 
and knowledge is shared and patients’ groups are given the opportunity to 
express their views and influence service development.  
 
What we will do:  
 
• diabetes eye screening will be provided in more fixed locations in Liverpool  
 
• we will ensure that diabetes is treated as a high-risk factor for cardiovascular 
disease and individual’s blood pressure, cholesterol and other risk factors are 
managed correctly  
 
• we will Improve capability and capacity of diabetes services through 
development of a ‘hub and spoke model’ and through increased capacity and 
flexibility among the primary care nursing workforce.  
 

Respiratory disease  
 
Local context  
Although the UK has one of the highest death rates from respiratory illness in 
Europe, the situation is improving. While one in four deaths in the UK in 1999 
was due to respiratory disease, this had decreased to one in five by 2004.  
 
However, Liverpool still has one of the highest rates of respiratory disease in 
the country.  
 
The prevalence of chronic obstructive pulmonary disease (COPD) in Liverpool 
is 2.39% - much higher than the prevalence for England at 1.48%, and for the 
North West at 1.96%.  The 2005-07 directly age standardised ‘years of life 
lost’ rate per 10,000 population due to death from bronchitis and emphysema 
in Liverpool is 22.94.  This is the second highest rate amongst the core cities 
and compares with a national rate of 10.62 and a regional rate of 14.14. 
 
Locally the prevalence of COPD is once again highest among people living in 
the City and North NMA where it is 2.8%.  
 
Mortality from respiratory disease has been linked to social inequalities, with 
higher death rates found in the more disadvantaged socioeconomic groups. 
This may be influenced by social factors such as occupation and housing. 
Smoking is however the single biggest risk factor for respiratory disease today 
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and the best opportunity to reduce the incidence of respiratory disease will be 
to reduce smoking rates in deprived areas.  
 
Gaps and prevention initiatives  
In addition to primary prevention initiatives which put a strong focus on 
stopping people from smoking, there is a need to improve the secondary 
prevention and management of people who have a diagnosis of COPD and 
asthma. This will help prevent exacerbations of the condition which lead to 
hospital admissions and increase the risk of mortality.  
 
There is also a need for the wider availability of oxygen assessment services 
(direct GP access) and identification of patients in respiratory failure during 
the acute phase of the condition.  
 
Engagement  
Breathe Easy patient groups have been formed to ensure patients have a 
direct input into the service development process. Regular meetings are held 
between the health sector and these groups, leading to improved services 
and the development of new projects. Both the British Lung Foundation and 
Asthma UK support the PCT with their official literature.  
 
Figure 29: COPD prevalence in Liverpool NMAs 
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In turn, at the PCT we are supporting them by hosting a respiratory day to 
coincide with World COPD Day in November.  
 
What we will do:  
 
• reduce the rate of smoking, especially in people with diagnosed respiratory 
disease  
 
• reduce the number of unnecessary hospital admissions through better 
assessments and services in the community for asthma and people with 
respiratory problems  
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• increase the appropriate use of pulmonary rehabilitation  
 
• establish direct GP access oxygen assessment services for patients with 
COPD in general practice.  
 
• ensure early recognition of respiratory failure and work with secondary care 
and the ambulance service to achieve this goal.  
 

Alcohol  
 
Local context  
In recent decades, greater alcohol consumption has placed an increased 
burden on health. In addition, alcohol-related diseases and mortality are 
increasingly contributing to health inequalities and reducing life expectancy.  
 
Alcohol has had a particularly negative impact on public health in Liverpool.  
Our city has the highest directly standardised rate of alcohol-attributable 
hospital admissions in the country for both males and females.  
 
Figure 30:  Trends in alcohol attributable hospital admissions: DSR per 
100,000 population 
 

 2003-04 2004-05 2005-06 2006-07 2007-08 

Males 1,652.9 1,777.6 1,989.3 2,278.0 2,144.8 
Liverpool 

Females 878.2 930.2 1,078.7 1,190.6 1,186.5 

Males 1,231.2 1,326.2 1,444.0 1,541.3 1,591.4 
North West 

Females 696.5 751.8 838.9 886.2 923.3 

Males 916.2 1,000.5 1,102.6 1,171.4 1,216.7 
England 

Females 517.2 565.8 629.8 657.5 693.8 

 

In terms of life expectancy, months of life lost due to alcohol consumption for 
2005-07 is estimated to be 16.4 months for men and 7.6 months for women in 
Liverpool.  
 
Figure 31:  Trends in months of Life Lost due to alcohol in persons under 75 
 

 2001-03 2002-04 2003-05 2004-06 2005-07 

Males 14.7 14.7 15.6 15.5 16.4 
Liverpool 

Females 8.6 8.1 8.4 7.9 7.6 

Males 11.1 11.3 11.8 11.8 12.1 
North West 

Females 5.5 5.5 5.6 5.9 6.0 

Males 9.0 9.1 9.3 9.3 9.2 
England 

Females 4.1 4.2 4.2 4.3 4.3 
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Nationally, and for the time period 2005-07, the city had the fourth highest 
alcohol-specific death rates for males (30.4 per 100,000) and the third highest 
alcohol-related death rates for females (14.5 per 100,000). And although 
things have been improving in recent years, Liverpool also suffers 
disproportionately from some of the negative social consequences of alcohol 
consumption with high rates of alcohol-related crime.  
 
Figure 32:  Trends in alcohol specific death rates: DSRs per 100,000  
 

 2001-03 2002-04 2003-05 2004-06 2005-07 

Males 25.28 26.54 27.52 27.44 30.42 
Liverpool 

Females 15.34 16.85 14.48 14.70 14.45 

Males 15.78 16.45 17.23 17.30 18.09 
North West 

Females 9.35 8.69 8.26 7.82 9.61 

Males 11.37 11.67 12.13 12.38 12.71 
England 

Females 5.75 5.47 5.28 5.09 5.92 

 

Figure 33:  Trends in recorded crime attributable to alcohol: crude rates per 
1000   
 

  2001-03 2002-04 2003-05 2004-06 2005-07 

Liverpool 19.4 19.3 15.1 12.6 11.41 

North West n/a n/a n/a n/a 8.57 

England n/a n/a n/a n/a 8.61 

 

Of the core cities, latest figures show Liverpool has the highest number of 
spells of admissions just behind Leeds, however it has only the second 
highest patient count suggesting it has higher levels of repeat admissions. 
Liverpool also has the second highest standardised admissions ratio behind 
Newcastle. Liverpool has 40% more admissions than the national average, 
this suggests around an additional 4,000 admissions.   
 
Figure 34: Alcohol related hospital admissions for Liverpool PCT and Core 
Cities 2008-09 (excluding Birmingham)2 

 
Core Cities  
 

Spells Spells / 
100k 

Patient Count Patient Count / 
100k 

SAR Low High Bristol PCT 9816.5 2317.8 5681.5 1341.5 134.6 131.9 137.3 Leeds PCT 13469.2 1744.2 8314.6 1076.7 103.3 101.5 105.0 Liverpool PCT 13776.6 3172.9 7592.5 1748.6 140.6 138.3 143.0 Manchester PCT 11207.5 2381.4 6324.7 1343.9 118.8 116.6 121.1 Newcastle PCT 8327.8 3054.4 4488.6 1646.3 160.6 157.2 164.1 Nottingham PCT 5690.4 1926.3 3280.5 1110.5 98.7 96.1 101.3 Sheffield PCT 8932.2 1673.9 5541.1 1038.4 90.8 88.9 92.7 
Source: Dr Foster Intelligence, September 2009 
 
2 Birmingham has been excluded because of limitations on the selection of peers. 
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The graph below shows the annual trend in standardised admissions from 
April 2000 to March 2009. From 2001-02 to 2004-05 the trend was decreasing 
but since then the trend has increased to levels now greater than those seen 
in 2001-02. 
 

Figure 35:  Annual trends in alcohol related hospital admissions, Liverpool 
PCT  
 

 
Source: Dr Foster Intelligence, September 2009 
 

Figure 36:  2008-09 Alcohol Related Admissions, Patient Count per 100k 
population by LSOA 
 

 
Source: Dr Foster Intelligence, September 2009 
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To help identify where the admissions are coming the above map shows the 
Patient Count per 100,000 population.  Areas in the North West of the city 
have the highest levels of admission while areas in the centre and south of 
the city have the lowest numbers. To help understand more 
the types of people being admitted, the table below shows the rate per 100k 
population of admissions by Mosaic Type. 
 
Figure 37:  Alcohol Related Admissions by MOSIAC Types 
 

MOSAIC Group Spells Population 
Rate per 1,000 

Population 

A - People with rewarding careers  401 17563 22.8 

B - Families with focus on career  631 26914 23.4 

C - Families who are successfully established  1054 42414 24.9 

D - People living in close-knit inner city  2702 82632 32.7 

E - Young, single and mostly well-educated  843 49595 17.0 

F - People who are struggling to achieve rewards  2724 67194 40.5 

G - Families on lower incomes  5026 109712 45.8 

H - People who are practical and enterprising  995 27226 36.5 

I - Elderly people subsisting on meagre incomes  721 12967 55.6 

J - Independent pensioners  347 11106 31.2 
Source: Dr Foster Intelligence, September 2009 

 
MOSAIC Type G has the highest number of admissions at over 5,000 and the 
second highest rate per 100,000 population. The highest rate per 100,000 
population is Type I but this represents around 5% of admissions. Around two 
thirds of the admissions come from 3 groups, D, F & G it is in these 
populations which the PCT would see the greatest reductions through 
targeted campaigns or services. 
 
The table below shows an analysis by Local IMD Quintile to try and identify 
the number of admissions that might be avoided if all quintiles had the same 
standardised admission ration as the least deprived quintile. 
 
Figure 38: 2008-09 Alcohol Related admissions by IMD 2007 Local Quintile 
 

IMD 2007 – Local Quintile Observed SAR ISR Ratio 
Potential 

Admissions Saved 

Q1 Least deprived  1627.2 118.7 1.0 0.0 

Q2 Below average  2157.4 122.6 1.0 68.6 

Q3 Average  2724.7 127.4 1.1 186.1 

Q4 Above average  3359.2 156.2 1.3 806.5 

Q5 Most deprived  3601.8 166.8 1.4 1038.6 
Source: Dr Foster Intelligence, September 2009 

 
The analysis suggests that just over 2,000 admissions could be avoided if the 
pattern of admissions was the same across all the deprivation quintiles. It also 
shows that focussing on the 2 most deprived areas would potentially make the 
biggest contribution to the number of admissions avoided. 
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Alcohol consumption also appears to be a growing problem in children and 
teenagers. A recent audit at Alder Hey Children’s Hospital monitored the 
number of young people presenting with alcohol ingestion-related symptoms. 
Of 253 young people aged under 16 attending, 25% were less than 14 years 
old, with 71% female and 29% male (source: Liverpool Prevention and Active 
Ageing Strategy).  
 
Chronic liver disease is frequently associated with excessive alcohol 
consumption over many years and the directly age standardised death rate for 
this disease in Liverpool is 22.7 per 100,000 population. This is well in excess 
of the rate for England, which is 10.4, and the rate for the North West, which 
is 15.3. Liverpool also has the highest rate amongst the core cities. 
Comparing NMAs in Liverpool, City and North NMA once again has by far the 
highest mortality rate for chronic liver disease, and the confidence interval 
bars indicate that this difference is statistically significantly higher than each of 
the other NMAs apart from Central.  
 
Therefore, both nationally and locally, there is good evidence that deprivation 
is associated with higher disease rates, and that death rates are associated 
with alcohol consumption.  
 
 
Figure 39: Mortality from chronic liver disease in Liverpool NMAs  
 

Mortality from all chronic liver disease including cirrhosis: directly standardised rate per 

100,000 European Standard Population; all ages; 2005-07 (pooled) with 95% confidence limits
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Gaps and prevention initiatives  
 
There is a need to cut harmful drinking, especially binge drinking in young 
people. Work is now underway with partners across the city to identify ways to 
reduce the consumption and hence the damage from alcohol. There is also a 
need to identify people who may be drinking harmful levels of alcohol on a 
regular basis, but who do not recognise they have a problem.  
 
The further development of brief interventions in primary care centres, or 
other easily accessible locations, is required. Treatment services would be 
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improved by establishing clearly-mapped care pathways between services 
and partner organisations.  
 
Engagement  
Alcohol has been a prominent theme in the Big Health Debate and a city 
centre perception survey. Participants expressed the following views:  
 
• many believed that the conventional ‘too much alcohol is bad for you’ 
message would not hit home with the target group of young people  
 
• more imaginative approaches which engaged the interest of young people 
are needed  
 
• lack of facilities for young people is contributing to binge drinking and the 
associated problems of crime and anti-social behaviour  
 
• licensed premises should stop serving people who are drunk  
 
• happy hours and other promotions which encourage high consumption in a 
short period, should be stopped.  
 
What we will do:  
 
• work with partners to find ways to reduce the consumption and damage from 
alcohol  
 
• invest substantially in new alcohol treatment services  
 
• promote the use of brief interventions for alcohol abuse in all appropriate 
venues  
 
• implement National Institute for Health and Clinical Excellence (NICE) 
guidance on alcohol and young people  
 
• commission a structured, four tier treatment programme for those seeking 
help, as recommended in the alcohol strategy.  
 

Infant mortality  
 
Local context  
The Infant Mortality Rate (IMR) relates to the number of deaths of infants 
aged less than one year per 1,000 live births. Rates of infant mortality, both 
nationally and locally, have fallen considerably over many decades due to 
improved standards of living and better healthcare. However, rates have not 
fallen much in recent times.  
 
For the 3-year period 2005 to 2007, the national IMR was 4.9 per 1,000. The 
rate for Liverpool was 6.6. This reflects a long-standing pattern that the 
Liverpool rate stays stubbornly above the national rate. Comparing Liverpool’s 
Neighbourhood Management Areas, it appears that geographical variation in 
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infant mortality also exists within Liverpool. For example, for the 5-year period 
2003-2007 City and North NMA has an infant mortality rate of 9.2 - 
considerably higher than Alt Valley which has an IMR of 4.5 for the same 
period. However overall the number of infant deaths is small and so figures 
should be interpreted with caution.  
 

‘Better primary care services have a vital role to 
play in ensuring that new parents-to be are fully-
informed about how to ensure their baby receives 
the best start in life’ 
 
Figure 40: Infant Mortality Rate per 1000 live births (2003–07) in Liverpool 
NMAs 
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It is clear, however, that deprivation is associated with higher Infant Mortality 
Rates. Low birth weight significantly increases the risk of infant mortality, as 
well as being an indicator for other poor health outcomes. Added to this, there 
is a clear link between low birth weight and deprivation.  
 
Gaps and prevention initiatives  
There is a need for a strong focus on stopping people smoking during 
pregnancy, reducing obesity in pregnancy and cutting the teenage pregnancy 
rate. All these factors are strongly associated with low birth weight and an 
increased risk of infant mortality. Better primary care services have a vital role 
to play in ensuring that new parents-to-be are fully informed about how to 
ensure their baby receives the best start in life. A cross organisational 
approach is also needed to ensure that people have access to the best 
available information and services.  
 
Engagement 
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A consultation event was held to obtain staff and service user views to help 
with the development of an Infant Mortality Strategy. The need to increase 
rates of breastfeeding was considered a high priority, with strong support for 
ante-natal breastfeeding workshops; the development of support groups in 
Children Centres; and targeted support to extend breastfeeding in vulnerable 
groups.  
 
What we will do:  
 
• reduce the smoking rate during pregnancy  
 
• increase the initiation and length of breast feeding  
 
• increase capacity in the Community Children’s Teams to support improved 
services  
 
• continue the development of 26 Children’s Centres providing ante-natal 
services, support and some health services to families with children under five 
years  
 
• continue to reduce teenage pregnancy in the city  
 
• deliver health promotion programmes and interventions targeted at risk 
factors for infant mortality.  

 
Mental health  
 
Local context  
Mental health problems are a major source of disability and impairment in the 
population. Although serious mental health problems are comparatively rare, it 
is estimated that around one in six of the general population has a mental 
health problem at any one time - mainly anxiety and depression.  
 
Overall, the Office for National Statistics (ONS) estimates that there has been 
no significant change in the prevalence of mental health problems over the 
last decade, apart from a slight increase in neurotic disorders among men. 
There is, however, expected to be a 62% increase in the number of people 
with dementia in England by 2026 due to increasing numbers of older people.  
 
There are a number of groups at particular risk of mental health problems. 
These include substance users (e.g. alcohol and drugs); prisoners; people 
with learning disabilities; refugees and asylum seekers; and people who are 
gay, lesbian and transgender.  
 
Some mental health problems are also much more prevalent in certain ethnic 
groups. For instance, the prevalence of schizophrenia is far higher amongst 
some black and minority ethnic groups.  
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There are also strong links between poor housing and mental ill health. Six in 
10 homeless people suffer some sort of mental distress; 20% have a severe 
mental illness; and people who sleep rough are 35 times more likely to kill 
themselves than the general population.  
 
The prevalence of mental health in Liverpool is just over 1%. This compares 
with rates of 0.73% for England and 0.81% for the North West and is the joint 
highest amongst the core cities.  
 

‘There are also strong links between poor housing 
and mental ill health. Six in 10 homeless people 
suffer some sort of mental distress’  
 
Figure 41: % of resident population in receipt of Incapacity Benefit and 
Severe Disability Allowance for mental health reasons  
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The prevalence of dementia by contrast, at 0.41%, is comparable to the 
national rate and marginally below the North West rate of 0.45% Quality and 
Outcomes Framework (QOF) records show that there were 4,993 patients on 
Mental Health Registers in Liverpool in 2007/08 - approximately 1.0% of the 
total practice population. However estimates for the total number of people 
with mental health problems, including psychotic disorders, personality 
disorders, schizophrenia and bipolar affective disorders, based on overall 
prevalence, suggest that the true figure should be far higher.  
 
In terms of geographical variations within the city, City and North NMA once 
again appears to have the highest prevalence of mental health problems. In 
August 2008, 6.8% of the population in City and North were claiming 
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Incapacity Benefit and Severe Disablement Allowance due to a mental health 
problem, compared with a rate of 4.7% for the whole city.  
 
Gaps and prevention initiatives  
Primary prevention of mental health problems should focus on increasing 
protective factors and reducing risk among the general population. Engaging 
local people and communities in prevention and self management by 
developing ‘health literacy’ is likely to be the most cost-effective long-term 
strategy.   
 
In terms of secondary prevention and management of mental illness, nearly 
one-fifth of respondents to the Social Exclusion Unit consultation argued that 
mental health services needed to become more socially focused and less 
medical in their approach. This includes offering more social activities rather 
than medical solutions to mental health problems. There also needs to be 
further work addressing stigma and discrimination and on promoting equality 
of opportunity in areas such as employment, housing and education.  
 

‘Nearly one-fifth of respondents to the Social 
Exclusion Unit consultation argued that mental 
health services needed to become more socially 
focused and less medical in their approach.’  
 
Engagement  
Liverpool Mental Health Consortium conducts ongoing consultations with 
mental health service users and other stakeholders to support the active 
engagement of service users in the planning and delivery of mental health 
services. Many participants have suggested that prejudice and lack of 
understanding make it difficult for mental health service users to work, to 
access health services, participate in their communities, and enjoy family life. 
Over 80% of respondents to the Social Exclusion Unit consultation said that 
tackling stigma and discrimination was a priority.  
 
What we will do:  
 
• commission and develop community-based and home treatment services as 
a real alternative to hospital admission  
 
• ensure appropriate services intervene early in treatment of psychosis to 
improve outcomes and reduce duration of treatment in specialist services  
 
• introduce a team to support children and young people who have a mental 
health crisis to be cared for at home  
 
• secure a social marketing budget to comprehensively address the stigma 
and discrimination experienced by individuals and families who suffer mental 
distress  



 55 

 
• work with housing partners to provide secure, settled and decent 
independent housing provision for mental health service users  
 
• deliver improved access to psychological approaches for common mental 
health and alcohol problems with a new city-wide service  
 
• support the development of ‘social prescribing’ as a means of supporting the 
recovery of adults who experience poor physical health as a result of severe 
and enduring mental health problems.  
 

Cancer  
 
Local context  
Cancer is largely a disease of the elderly. It is rare in people under 30, after 
which incidence rises, peaking at around 70 years of age. Nationally, cancer 
is the leading cause of death in people aged under 75. Although deaths from 
cancer are reducing, the incidence of cancer continues to rise mainly due to 
the aging population. It is predicted nationally that incidence will rise by 
around a third by 2020.  
 
Each year around 1,330 people die from cancer in Liverpool. Liverpool has 
the highest cancer death rate in England with an SMR 2005-07 for all cancers 
of 138 for all ages - far in excess of the North West regional rate at 110. This 
is the highest amongst the core cities and the highest nationally. Within 
Liverpool, the City and North Neighbourhood Management Area has an SMR 
that is 67% above the rate for England and is the worst in the city. However, 
all the Neighbourhood areas are well in excess of the national rate as can be 
seen in Figure 33.  
 
While there are many different types of cancer, the four most common 
cancers are cancer of the lung, bowel, breast and prostate. Liverpool has the 
highest rates of lung cancer in England with an SMR for all ages of 186, 
nearly double the national average. Recent work by the North West Cancer 
Intelligence service indicates that in Liverpool, 355 people die from cancer 
each year who would not have died if Liverpool had the same cancer death 
rates as the national average. Of these 355 cancer deaths, 199 are due to 
lung cancer.  
 
Figure 42: SMRs for all cancer and all ages in Liverpool NMAs  
 



 56 

Mortality from all cancers: SMR all ages; 2005-07 (pooled) with 95% confidence limits
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Gaps and prevention initiatives  
Around 30% of cancers are associated with lifestyle factors. Around 95% of 
lung cancer is associated with smoking. In addition to the primary prevention 
initiatives which focus on stopping people smoking, encouraging exercise as 
well as sensible eating and drinking, there is a need to promote the screening 
programmes for bowel, breast and cervical cancers, particularly where 
screening uptake is low. In addition there is a need to raise awareness of the 
symptoms of the most common cancers and encourage people to seek 
medical advice at the earliest opportunity.  
 
Engagement  
Liverpool PCT has carried out a thorough review of breast cancer services 
which included extensive public consultation through public meetings and 
focus groups. The strong message from the public and stakeholders was that 
all breast cancer services should be delivered from a single site. This is now 
being implemented.  
 
In six of the most deprived areas in the north and central areas of Liverpool, 
with a high incidence of cancer, the PCT is involved in a national pilot to 
increase awareness of cancer symptoms so that people are more likely to 
seek medical attention when it is more amenable to treatment. The pilot takes 
a community development approach and involves around 50 volunteers who 
work with their local communities to promote the signs and symptoms of 
cancer.  
 

‘The strong message from the public and 
stakeholders was that all breast cancer services 
should be delivered from a single site. This is now 
being implemented’  
 
What we will do:  
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• reduce the smoking rate, particularly in areas which have a high prevalence 
of smoking  
 
• extend the breast screening programme to women between the ages of 47 
and 73 and modernise the service by implementing digital mammography  
 
• introduce a new vaccine for girls to protect against the Human Papilloma 
Virus which causes most cervical cancer  
 
• improve access to radiotherapy services across North Mersey by developing 
new radiotherapy services in two sites in the city  
 
• develop a cervical screening pathway so that women receive their results 
within two weeks.  
 

Sexual health and genitourinary medicine (GUM)  
 
Local context  
In the UK, sexually transmitted infections (STIs) have been rising continually 
since the 1990s. Numbers of diagnoses of STIs made at genitorurinary 
medicine (GUM) clinics in the UK rose in 2007, continuing the upward trend of 
the last 10 years. Between 2006 and 2007, numbers of new STI diagnoses 
rose by 6%, while recurrent and other STI presentations rose by 7%.  
 
To some extent, the increase in the number of diagnosed cases of STIs is due 
to a greater awareness of the problem, more reliable diagnostic techniques, 
and an increase in the number of sexual health and GUM clinics carrying out 
tests. However, by far the highest increase in STIs has been among the 16 to 
24 age group according to data from NHS Direct.  
 
Research commissioned from Liverpool John Moores University in 2007 
examined patterns of diagnoses of STIs in Cheshire and Merseyside.  
 
The population prevalence of the five major STI infections (chlamydia, 
gonorrhoea, syphilis, herpes and genital warts) per 100,000 of the population 
in Liverpool PCT is 529, compared to a Cheshire and Merseyside rate of 356 
per 100,000. Chlamydia was the most prevalent infection, with 214 diagnoses 
made per 100,000 in Liverpool PCT area in GUM clinics.  
 

‘The distribution of cases within the PCT reveals 
distinct hotspots of infection, particularly linked to 
deprived areas’ 
 
The distribution of cases within the PCT reveals distinct hotspots of infection, 
particularly linked to deprived areas and especially for genital warts where 
prevalence was almost 50% higher in the most deprived quintile compared 
with the least deprived quintile.  
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Prevalence of STIs was highest among young people (60% of chlamydia 
diagnoses for both male and female clinic attendees are in the 18 – 24 years 
age bracket). In Liverpool over 1% of the total resident population aged 15 to 
24 had been diagnosed with an STI in a GUM setting. This excludes those 
diagnosed with chlamydia in the community (e.g. through the chlamydia 
screening programme). Once diagnoses in GU and community settings are 
added, the prevalence for chlamydia per 100,000 population in Liverpool 
becomes 417.  
 
Gaps and prevention initiatives  
The vision for sexual health services is outlined in the recent review of the 
2001 Sexual Health Strategy published by the Medical Foundation for AIDS 
and Sexual Health (MedFASH) this year. Locally we aim to improve the 
sexual health of Liverpool people by preventing transmission of sexually 
transmitted infections, reducing unintended pregnancy and providing services 
that promote sexual health, as well as provide treatment and support.  
 
In reality, this means that we will be focusing our preventative efforts on 
enhancing and increasing the Chlamydia Screening Programme, promoting 
long-acting, reversible contraception and emergency contraception, and 
reviewing services to ensure that they are in the right place and at the right 
time. We will be targeting those groups who may be deemed vulnerable, such 
as asylum seekers, travellers and other hard-to-reach groups.  
 
It is important that services meet public demand and are of a high quality 
standard. We will be reviewing local services and enhancing the current 
provision by making integrated (GUM and contraceptive) services more 
readily available.  
 
Engagement  
Considerable engagement work involving 350 potential service users has 
been done to determine the sort of sexual health services which will reach the 
people who most need to use them. This has helped us determine locations, 
opening times, the general environment of buildings and even the name for 
the city centre service. Further consultation will take place as part of service 
reviews.  
 
What we will do:  
 
• review our existing services  
 
• increase access to integrated sexual health services so that people can 
access GUM and contraceptive services as a single service  
 
• ensure that people have access to integrated sexual health services closer 
to home in primary and community settings  
 
• improve access to sexual health promotion messages  
 
• work to ensure that targets for chlamydia screening are met  
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• implement an education and outreach programme for young people.  
 

Older people  
 
Local context  
Nationally and locally the number of older people (65+) is expected to 
increase both in numerical terms and as a proportion of the overall population. 
In Liverpool the number of people aged over 65 is expected to grow from 
63,600 in 2008 to 77,300 in 2025 - an increase of 21%. This is despite the fact 
that the overall population is expected to fall slightly. The single biggest 
growth is predicted to be in the 85 and over age group which is projected to 
increase by 52%.  
 
Figure 43: Population of older people in Liverpool 2008–2025  
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Old age brings a much-increased risk of physical disability and rising numbers 
in the older population is expected to result in a substantial increase in the 
number of older people with mobility problems.  
 
We anticipate that the number of people over the age of 65 who are unable to 
manage at least one mobility function on their own, will increase by 22% by 
2025. Similarly, old age, especially advanced old age, substantially increases 
the risk of dementia. Nationally, it has been predicted that there will be a 62% 
increase in the number of people with dementia in England by 2026. It is not 
expected that such a large increase will occur locally. However, a 27% growth 
is anticipated between 2008 and 2025.  
 
Gaps and prevention initiatives  
We need to obtain a better understanding of the local older population so that 
appropriate services that meet a wide range of needs can be developed. This 
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will be especially important during the coming decades as the number of 
people over the age of 65 increases. There are limited options for the 
prevention of dementia such as those caused by Alzheimer’s disease. 
Therefore, given the expected increase in the number of people likely to 
develop dementia, priority should be given to early diagnosis and care in the 
home. This will help delay the need for long-term residential care and keep 
individuals safely independent for as long as possible.  
 
Figure 44: People 65 and over with physical disability and dementia in 
Liverpool 2008–2025 
 

 
 
Engagement  
Liverpool has established a number of ways of consulting with older people 
and their carers. These include the Senior Citizen Forum, the 50+ group, the 
Carers Forum, and the Mersey Care User and Carer Forum. The Senior 
Citizens’ Forum consulted with older people as part of the process of setting 
our corporate priorities. They were asked to agree on five big issues for 
development. The five areas proposed to the chief executive were 
regeneration, transport, community safety, housing and non-vocational 
education.  
 
What we will do:  
 
• revise our Falls Strategy to ensure appropriate primary and secondary 
prevention  
 
• review and improve the Rehabilitation Service including Intermediate care.  
 
• develop a wide range of extra housing to take account of the increasing 
needs of older people  
 
• improve the capacity and range of short breaks for carers  
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• develop a workforce strategy to take account of changing needs and 
services  
 
• develop clear priorities for people aged 75+ with learning and / or physical 
disabilities, sensory impairment, or who are drug or alcohol dependent or 
homeless.  
 

People with physical disability and/or sensory impairment  
 
Local context  
Disabled people with physical and / or sensory impairment are known to 
experience poorer health and earlier death than other people within the 
community. They are also more likely to be unemployed and live in poverty. 
These multiple deprivations and disadvantages are further compounded by 
the barriers that prevent access to ordinary opportunities, goods and services 
(Source: Integrated Commissioning Strategy for People with Physical and/or 
Sensory Impairments June 2008).  
 
The 2001 Census indicates that 24.6% of the population in Liverpool have a 
limiting long-term illness. This compares with 20.8% in the North West and 
17.9% in England. There were also 49,700 disability benefit claimants in 
Liverpool, representing 17% of the total working population. Also 11.4% of the 
population (36,747 people) are permanently sick or disabled, which is more 
than double the national average.  
 
About 350 people below retirement age are registered blind and a further 300 
are partially sighted. These numbers increase significantly with old age. 
Merseyside Society for Deaf People knows of 6,000 deaf people but it is 
estimated that there are some 29,000 people below the age of retirement with 
some form of hearing impairment.  
 
Additionally, Liverpool has a higher than national average rate of people with 
long-term conditions, and the number of people with longterm physical 
impairments, due to continued alcohol and drug misuse, is high and rising.  
 

‘11.4% of the population (36,747 people) are 
permanently sick or disabled, which is more than 
double the national average.’  
 
Gaps and prevention initiatives  
The barriers to equality for disabled people with a physical and / or sensory 
impairment cut across all service and organisational boundaries. The 
availability and accessibility of housing, the restrictions in public transport and 
access to public buildings are seen as universal impediments in leading an 
inclusive and fulfilling life.  
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‘These barriers cannot be removed solely by the 
commissioning of services and require a more co-
ordinated, planned and corporate approach.’  
 
These barriers cannot be removed solely by the commissioning of services 
and require a more co-ordinated, planned and corporate approach. It is 
important that the PCT and City Council promote the concept of an Inclusive 
Living Plan, involving all City Council services and operations. Regular access 
audits are being undertaken to ensure compliance with both the vision for 
disabled people with physical and sensory impairments, and legal obligations 
under the Disability Discrimination Act.  
 
Engagement  
There have been numerous consultation events, research and reports 
concerning disabled people with a physical and / or sensory impairment in 
Liverpool over the last 10 years. A number of issues have consistently arisen 
during consultations, including demands for more advocacy and peer support, 
better housing and improved transport and accessibility. These could form the 
basis of an Inclusive Living Plan.  
 
What we will do:  
 
• develop a more integrated planned transition from childhood into adulthood  
 
• improve communication between service commissioning teams to develop 
services for those people with complex and multiple needs  
 
• improve community services so people leave hospital with appropriate 
support  
 
• ensure services are more integrated; e.g, physiotherapy and occupational 
therapy  
 
• establish active collaborative relationships with NHS acute services  
 
• tackle discrimination in access to employment opportunities  
 
• invest in additional support services to enable more independent living  
 
• increase investment in community alarm provision and in the Home 
Improvement Agency.  
 

People with learning disability  
 
Local context  
The number of adults with severe learning disability in Liverpool (based on 
national prevalence data) is around 2,000. For people with mild / moderate 
disability, the figure rises to around 5,000. Around 1,900 people are known to 
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the statutory services and of these, some 300 are using only Supporting 
People services2. It is estimated that Liverpool currently spends at least £60m 
on services for the 1,900 people on its books with learning disabilities.  
 
The age analysis of the people known to services in Liverpool shows there is 
a peak at 40–49. This is believed to be due to an increase in their need for 
services at that age because of a decline in the support available from family 
carers. The relatively low numbers in the 20–40 age range may be due to 
people with a mild or low level of learning disability, who are not known to 
services, or who, after an initial assessment, do not qualify for support under 
Fair Access to Care Services (FACS).  
 
Gaps and prevention  
To understand the level of need in Liverpool and identify gaps in provision, we 
would benefit from a localised, comprehensive study of instances of learning 
disability. Evidence shows that people with learning disabilities from Black and 
Minority Ethnic communities are under-represented in current services. This 
suggests there are unmet needs in these communities that may require the 
provision of more culturally-appropriate services.  
 

‘We need to have more data on the healthcare 
needs of people with a learning disability.’ 
 
In addition, we need to have more data on the healthcare needs of people 
with a learning disability. While overall the demand for services is not growing 
significantly, services need to respond to changing needs in order to support 
more people with complex needs and to provide more age-appropriate 
support.  
 
Engagement  
Proposals for changes to services and established routines often cause 
concern to service users and their carers. Consultations have regularly taken 
place to give people an opportunity to discuss their fears and for service 
providers to explain the rationale for the proposed changes. In the review of 
the Partnership Board, we will be looking at ways of ensuring that the Board is 
inclusive and accessible, to encourage full participation not only by people 
using service, but their family carers too. We want to see the Partnership 
Board in a leadership role for this strategy and as the accountable body for 
the joint commissioning team.  
 
2 Liverpool Supporting People Five Year Strategy 2005–2010  
 
What we will do:  
 
• provide user-led personalised support through person-centred plans  
 
• ensure the increased take-up of Direct Payments  
 
• provide more socially-inclusive day support  
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• provide non-residential carer breaks  
 
• provide support services which can increase independence, especially for 
young people in transition  
 
• provide more specialist support for people with a learning disability with 
dementia, helping people to keep safe  
 
• increase people’s access to advocates  
 
• work to ensure that services meet the needs of people from Black and 
Minority Ethnic communities.  
 

Carers  
 
Local context  
Based on the 2001 Census, there are 48,123 adult carers in Liverpool. Of 
these, 29% spend 50 hours or more a week caring; over half are not in paid 
employment; and 15% consider themselves to be in poor health. There are 
also estimated to be over 2,000 young carers in Liverpool, each experiencing 
an associated impact on their own life and development.  
 
Carers are now explicitly recognised as key partners in the provision of care 
and as people who have the right to work and have the same life chances as 
everyone else. In Liverpool, considerable progress has been made to improve 
the lives of carers, including young carers. 
 

‘Carers are now explicitly recognised as key 
partners in the provision of care and as people who 
have the right to work and have the same life 
chances as everyone else.’ 
 
In particular, a comprehensive support service for carers is in place and an 
active Carers Forum is successfully promoting the involvement of carers, 
representing their views and ensuring they have a chance to genuinely 
influence how services are planned and provided.  
 
Gaps and prevention  
Compared to expectations and based on the numbers described in the 2001 
Census, relatively few carers (3,454) either received or were approached 
about receiving a carer’s assessment during 2007/2008. We need to ensure 
that the number of carers receiving this assessment increases and that there 
is greater access to carer support services, such as short breaks.  
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Engagement  
A major consultation between carers and professionals in Liverpool took place 
in 2007. There was strong support in the consultation for a more active 
programme of work to:  
 
• identify and assess the needs of a much greater proportion of carers in city  
 
• increase access to short break and carer’s support services, including the 
provision of training to support carers in their caring role  
 
• establish an accessible, responsive and reliable Carers’ Emergency Support 
Service  
 
• give more consideration to the different carer support needs of those from 
Black and Minority Ethnic communities  
 
• address the challenge of the large number of carers of working age who 
need support to access work, remain in work or return to work.  
 
What we will do:  
 
• improve information, advice and support for carers  
 
• increase the number of carer’s assessments  
 
• increase carer-specific services by 50%.  
 

Children  
 
Local context  
Nationally and locally, the number of births is expected to gradually fall over 
the next five to 10 years. According to the mid-2008 population estimates 
produced by the Office for National Statistics, there are approximately 80,700 

children in Liverpool between the ages of 0 and 16 years, and there are 
12,100 young people between the ages of 17 and 18 years.  
 
Figure 45: Resident population of children and young people in Liverpool 
2008 (Source: Office for National Statistics)  
 
  Persons Males Females 

All ages 434,864 212,841 222,023 

Under 1 5,406 2,712 2,694 

1-4 19,439 10,038 9,401 

5-9 21,875 11,188 10,687 

10-14 23,421 12,096 11,325 

15-19 30,993 15,513 15,480 

 
Liverpool has a diverse population, with increasing numbers of asylum 
seekers entering the city since the broadening of membership of the 
European Union in 2004 and 2005. Unaccompanied asylum-seeking children 



 66 

provide a significant challenge to health, social care and accommodation 
resources. In addition, asylum-seeking families provide a further 400 children 
who attend Liverpool schools and the community college.  
 
Gaps and prevention initiatives  
The children of Liverpool experience poorer health than children in many 
other parts of the UK. One third of 10-year-old children in the city are 
overweight and half have experienced dental cavities by the age of five. A 
significant contributing factor to the poorer health of Liverpool children 
(compared to the National average) is poverty.  
 
The implications of being raised in poverty are clear. Taken as a subset of the 
whole population, children who are raised in poverty have an association with 
a number of outcomes, including:  
 
• poor educational achievement  
• unemployment as an adult  
• teenage pregnancy  
• emotional and behavioural problems  
• accidents causing death or injury  
• respiratory problems.  
 
This association is not completely borne out in Liverpool where the 
educational achievement at 16 has been good and improving, and teenage 
pregnancy rates are approaching the national average. These positive 
achievements illustrate that progress can be made. However we still need to 
understand the nature and characteristics of the most common causes of 
death and illness among children and young people in the city.  
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Figure 46: Index of deprivation affecting children by small area in Liverpool  
 

 
 
 
For example, the most common cause of death among young children (aged 
one to four years) is unintentional injury; but this cause is not spread equally 
across the city. It appears that children from the most deprived areas are at 
greater risk from this cause of death and we need to understand this and 
address it.  
 
The National Child Measurement Programme indicates that approximately 
10% of four-year-old children and 17% of 10-year-old children are obese. We 
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need to understand the multiple factors that lead to obesity and which 
interventions to prevent and manage childhood obesity are most successful.  
 
The breastfeeding rates in the city, covering initiation and duration, are low 
compared with the national average. Considerable progress has been made 
to increase these rates and more needs to be done to take advantage of the 
proven benefits of good infant nutrition.  
 
The vaccination of children is important and Liverpool has maintained a 
consistently high coverage for the childhood vaccination programme. 
However, coverage is not consistent across the city and there are certain 
small areas where additional work needs to be undertaken to reach all 
children who are eligible to receive vaccination.  
 
The infant mortality rate in Liverpool (the death of a child in the first 12 
months) remains stubbornly above the national rate. There are evidence-
based programmes we can put in place to improve this situation. For 
example, we can carry out prevention work among at risk teenagers; support 
pregnant teenagers and teenage parents; and we can target these high-
priority groups in the ‘Back to Sleep’ campaign.  
 

‘The infant mortality rate in Liverpool remains 
stubbornly above the national rate. There are 
evidence-based programmes we can put in place to 
improve this situation.’ 
 
Engagement  
Consultation programmes for specific areas of children’s services are 
undertaken on a regular basis. For example, stakeholder events have been 
completed to explore the issue of infant mortality; to improve child mental 
health services; and to review children’s community nursing services. In 
addition to this, there are a number of established consultation mechanisms, 
including the Children’s Parliament. More recently, Ofsted completed the 
‘TellUs3’ survey of children and young people across England.  
 
Ofsted asked their views about their local area (including Liverpool), and 
included questions covering the five ‘Every Child Matters’ outcomes:  
 
• being healthy  
• staying safe  
• enjoying and achieving  
• making a positive contribution  
• achieving economic well-being.  
 
The report highlighted a number of areas around these outcomes where the 
Liverpool response was different from the ‘average’. When Ofsted publishes 
the final report, these will be examined in more detail.  
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What we will do:  
 
The Liverpool Children and Young People’s Plan is the key mechanism which 
has been established to encourage all agencies to work together to improve 
the life of children and young people in the city. The plan is based around the 
five Every Child Matters priorities set out above. The priorities in the next year 
for the Children and Young People’s Plan are to:  
 
• reduce childhood obesity and promote physical activity  
 
• improve oral health, infant mortality and breastfeeding initiation • increase 
speech and language therapy capacity and reduce waiting lists  
 
• reduce the risk of abuse, domestic violence, bullying and anti-social 
behaviour  
 
• improve the achievement of children in care; those from under-achieving 
Black and Racial Minority communities; and young carers  
 
• improve early diagnosis and family support for disabled children and children 
with SEN to enrich lives and enable them to reach their full potential  
 
• increase the number of young people achieving Level 2 and Level 3 
qualifications at age 19  
 
• reduce the number of young people not in education, employment or training 
(NEET).  
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Index of data sources 
 
Fig no: Title of chart, map or table Source    Web link 

 
1 The 2008 mid-year population estimates for Liverpool 
Office for National Statistics (2009) 
http://www.statistics.gov.uk/statbase/Product.asp?vlnk=15106 
 
2 The population projections for Liverpool by selected age cohort, 1996–2031 
Office for National Statistics and Liverpool PCT Information & Intelligence 
Services (2009) 
http://www.statistics.gov.uk/statbase/product.asp?vlnk=997 
 
3 Population proportions for selected age cohorts 2006–2031 
Office for National Statistics and Liverpool PCT Information & Intelligence 
Services (2009) 
http://www.statistics.gov.uk/statbase/product.asp?vlnk=997 
 
4 Map of the Index of Multiple Local Deprivation – overall index score in 
Liverpool 
5 Index of Multiple Local Deprivation by Neighbourhood Management Area in 
Liverpool 
6 Number of LSOAs listed in the most deprived 10% in the Country 
Index of Local Multiple Deprivation (2007) and Liverpool PCT Information & 
Intelligence Services (2008) 
http://www.communities.gov.uk/communities/neighbourhoodrenewal/deprivati
on/deprivation07/ 
 
7 GCSE attainment (5+ A-C grades) by Ward in Liverpool 2008 
8 GCSE attainment (5+ A-C grades) Ward Trends 2006 to 2008  
Liverpool City Council and Liverpool PCT Information & Intelligence Services 
(2008) 
http://www.dcsf.gov.uk/inyourarea/statics/wards_lea_341_4.shtml 
 
9 Ethnic population of Liverpool by resident community 2001 and 2006 
Estimated resident population by ethnic group and sex, mid-2006, 
(experimental statistics) Office for National Statistics (2006) 
http://www.statistics.gov.uk/StatBase/Product.asp?vlnk=14238 
 
10 Standardised Mortality Ratios for key causes of death in Liverpool 2005–
2007 
Compendium of Clinical Health Indicators (2008) and Liverpool PCT 
Information & Intelligence Services (2009) 
http://www.nchod.nhs.uk/ 
http://nww.nchod.nhs.uk/ 
 
11 The top ten main causes of death in Liverpool 2007 
ONS Vital Signs Mortality by Cause Death Registrations 2007 and 
Liverpool PCT Information & Intelligence Services (2008) 
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12 Mortality from all circulatory diseases, 2005–2007 by country, region, city 
and Neighbourhood Management Area 
13 Mortality from all cancers 2005–2007 by country, region, city and 
Neighbourhood Management Area 
Office for National Statistics annual death extracts (2005-07); Compendium of 
Clinical and Health Indicators (2008) and produced by Liverpool PCT 
Information & Intelligence Services in ‘Key Demographic and Health Statistics 
by Neighbourhood Management Area’ (2009) 
http://www.nchod.nhs.uk/ 
http://nww.nchod.nhs.uk/ 
http://www.liverpoolpct.nhs.uk/Library/Publications/NMA%20Profile%20with%
20Stats%202009.pdf 
 
14 General health (good health, fair health, bad health or very bad health) by 
Neighbourhood Management Area 
15 Body Mass Index by Neighbourhood Management Area 
16 Percentage of respondents binge drinking by age cohort 
North West Lifestyle Survey (North West Public Health Observatory) and 
Liverpool PCT Information & Intelligence Services (2007) 
Contact: richard.jones@liverpoolpct.nhs.uk 
 
17 Model-based synthetic estimates of smoking prevalence 2003-05  
Source: The Information Centre (The IC) 2007 
http://www.ic.nhs.uk/statistics-and-data-collections/health-and-
lifestyles/smoking 
 
18 Key morbidity and mortality problem areas by birth year cohort, North West 
of England North West Public Health Team, Government Office North West 
Not currently available online 
 
19 Elective admissions to hospital per 1,000 population by NW region and 
PCT 
20 Rates of non-elective admissions to Hospital in 2007–08 in the NW region 
and in each PCT 
21 Changes in Acute Health Care Activity from 2006–07 
22 Volume of in-patient spells, adult acute services, Liverpool PCT 
23 Adult acute outpatient activity, Liverpool PCT 
‘DrFoster’ and Liverpool PCT Information & Intelligence Services (2008) 
Not currently available online 
 
24 Expected vs registered prevalence or major doctor diagnosed conditions 
Liverpool Information & Intelligence Services and the Department of Health 
National Support team (2007) 
Not currently available online 
 
25 Prevalence of smoking in Liverpool NMAs 
Survey of Smoking Prevalence, Smoker Intentions and Second-Hand Smoke 
in Liverpool (2008) 
Not currently available online 
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26 CHD SMR 2005-07 for all ages in Liverpool NMAs 
27 Stroke SMR 2005-07 for people under 75 years in Liverpool NMAs 
Office for National Statistics annual death extracts (2005-07); Compendium of 
Clinical and Health Indicators (2008) and produced by Liverpool PCT 
Information and Intelligence Services in “Key Demographic and Health 
Statistics by Neighbourhood Management Area” (2009) 
http://www.nchod.nhs.uk/ 
http://nww.nchod.nhs.uk/ 
http://www.liverpoolpct.nhs.uk/Library/Publications/Profile%20with%20Stats%
202008.pdf 
 
28 Diabetes prevalence 2007/08 in Liverpool NMAs 
29 COPD prevalence 2007/08 in Liverpool NMAs  
Liverpool PCT Information & Intelligence Services in “Key Demographic and 
Health Statistics by Neighbourhood Management Area” (2008) 
http://www.liverpoolpct.nhs.uk/Library/Publications/Profile%20with%20Stats%
202008.pdf 
http://www.ic.nhs.uk/statistics-and-data-collections/supporting-
information/audits-and-performance/the-quality-and-outcomes-framework/qof-
2007/08/data-tables 
 
30 Trends in alcohol attributable hospital admissions: DSRs per 100,000 
population 
31 Trends in months of Life Lost due to alcohol in persons under 75 
32  Trends in alcohol specific death rates: DSRs per 100,000  
33  Trends in recorded crime attributable to alcohol: Crude rates per 1000   
Source: Local Alcohol Profiles for England, North West Public Health 
Observatory 
http://www.nwph.net/alcohol/lape/download.htm 
 
34 Alcohol related hospital admissions for Liverpool PCT and Core Cities 
2008-09 (excluding Birmingham) 
35  Annual trends in alcohol related hospital admissions, Liverpool PCT  
36  2008-09 Alcohol Related Admissions, Patient Count per 100k population 
by LSOA 
37  Alcohol Related Admissions by MOSIAC Types 
38 2008-09 Alcohol Related Admissions by IMD 2007 Local Quintile 
Source:  Dr Foster Intelligence, September 2009 
Not available online 
 
39 Mortality from chronic liver disease 2005-07 in Liverpool NMAs 
40 Infant Mortality Rate per 1000 live births in Liverpool NMAs (2003–07) 
Office for National Statistics annual death extracts (2003-07); Compendium of 
Clinical and Health Indicators (2008) and produced by Liverpool PCT 
Information and Intelligence Services in “Key Demographic and Health 
Statistics by Neighbourhood Management Area” (2009) 
http://www.nchod.nhs.uk/ 
http://nww.nchod.nhs.uk/ 
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http://www.liverpoolpct.nhs.uk/Library/Publications/Profile%20with%20Stats%
202008.pdf 
 
41 % of resident population in receipt of Incapacity Benefit and Severe 
Disability Allowance for mental health reasons May 2007 in Liverpool NMAs 
Department of Work and Pensions Information Directorate for National 
Statistics, and produced by Liverpool PCT Information and Intelligence 
Services in “Key Demographic and Health Statistics by Neighbourhood 
Management Area” (2008) 
http://83.244.183.180/NESS/BEN/ibsda.htm 
http://www.liverpoolpct.nhs.uk/Library/Publications/Profile%20with%20Stats%
202008.pdf 
 
42 SMRs 2005-07 for all cancers and all ages in Liverpool NMAs 
Office for National Statistics annual death extracts (2005-07); Compendium of 
Clinical and Health Indicators (2008) and produced by Liverpool PCT 
Information and Intelligence Services in “Key Demographic and Health 
Statistics by Neighbourhood Management Area” (2009) 
http://www.nchod.nhs.uk/ 
http://nww.nchod.nhs.uk/ 
http://www.liverpoolpct.nhs.uk/Library/Publications/NMA%20Profile%20with%
20Stats%202009.pdf 
 
43 Population of older people in Liverpool 2008–2025 
ONS Sub-national projections – projections based on mid 2006 population 
estimates. 
Produced in Liverpool City Council submission to the JSNA 4/9/08 
http://www.statistics.gov.uk/statbase/product.asp?vlnk=997 

 
44 People 65 and over with physical disability and dementia in Liverpool 
2008–2025 
Dementia UK and Bridgwood, A. (1998) People Aged 65 and Over: Results of 
an Independent Study Carried Out on Behalf of the Department of Health as 
Part of the 1998 General Household Survey. Produced in Liverpool City 
Council submission to the JSNA 4/9/08 
Not currently available online 
 
45 Resident population of children in Liverpool 2006 
Office for National Statistics (2006) 
http://www.statistics.gov.uk/statbase/Product.asp?vlnk=15106 
 
46 Index of Deprivation Affecting Children by small area in Liverpool 
Index of Multiple Local Deprivation (2007) and Liverpool Public Health 
Intelligence Team (2008) 
http://www.communities.gov.uk/communities/neighbourhoodrenewal/deprivati
on/deprivation07/ 


