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Introduction 
 

Last year’s annual report introduced the positive impact made by public health to deal with 

the poor health that is experienced by many of Stoke-on-Trent’s residents. Although we still 

lag behind the English average across most health indicators, improvements continue. Much 

is down to the shift in focus towards prevention and better management of long-term 

conditions.  

 

We are performing better than expected in several areas, for example, significant 

improvement in circulatory disease; the highest coverage of Chlamydia screening in the 

region; a much more effective breastfeeding programme; an excellent intensive follow up 

service for high risk patients; continued progress on teenage pregnancy; one of the best 

hepatitis C services in the country; and a record number of smokers who have been helped 

to quit. However, overall health remains poor and we need to raise our game on the major 

killers of coronary heart disease, cancer, and chronic lung disease. Last year’s concerns 

around obesity and alcohol remain. The city now has one of the worst records of alcohol-

related mortality and hospital admissions in the country, despite recent improvements. 

 

Stoke-on-Trent faces a constant challenge. Despite all the 

progress made, we still lag behind most areas of England. This 

reflects the city’s status as the 16th most deprived in the country, 

with a large proportion of people living in relative poverty. To 

counter this, sustained efforts are in place to address health 

inequalities, and all partners rightly embrace the Marmot 

principles1, beginning with the city’s future in securing the best 

start in life and maximising skills in schools. Mandate for 

Change will boost business and create more jobs2.  

 

However, these initiatives take time and right now we are faced with the impending impact of 

welfare reform; while Government policy would argue that tackling welfare reform will oblige 

people to work, many observers expect that the welfare changes will compound the effects 

of the economic crisis and will have significant impact on health through social determinants 

such as employment, income and housing. Health inequalities are expected to widen and 

adverse health effects are anticipated, such as increases in mental health problems and 

mortality from coronary heart disease.  
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Last year’s annual report featured vulnerable groups and drew attention to a related needs 

assessment3. One of the many recommendations was a surveillance of the social 

determinants of health, which is included for the first time in this report’s regular chapter on 

health status. Action is needed and the recommendation of establishing an effective anti-

poverty partnership is clearly a priority. 

 

It is appropriate, therefore, to select long-term conditions (LTCs) as the theme for this year’s 

annual report. They contain health problems significantly more prevalent among poorer city 

residents, and include the aforementioned mental health and coronary heart disease issues 

likely to be affected by the welfare changes. LTCs are increasing as people live longer, are 

found in three out of five people over 60, and account for around 85% of all deaths. Many 

Stoke on Trent residents have more than one LTC and this places a huge burden on families 

and carers. They also impose a massive impact on the economy, by reducing work 

opportunities and productivity in the individual and by accounting for around 70% of all 

healthcare spending.  

 

This report describes how we can better understand this complex subject, and how we can 

further improve our management by highlighting important opportunities around personalised 

care; prevention; medication adherence; an outcomes approach; and mental health 

assessments. 

 

I hope you will find this report interesting and informative. The opinions are mine and I 

welcome any questions or comments. 

 

 

 

Professor Zafar Iqbal 

Acting Director of Public Health 
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Chapter  1 

Health Status 
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Fair Society, Healthy Lives: The Marmot Review 

Strategic Review of Health Inequalities in England post-2010  
Marmot M (2010) 
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What is Stoke-on-Trent like? 
 

In order to understand the health and lifestyles of people in Stoke-on-Trent, it is useful to first 

have a look at some of the city’s characteristics. According to the 2011 Census, there were 

estimated to be around 249,000 people living in the city (124,000 males and 125,000 

females). This is the largest number of people estimated to be living in the city since the 

1991 Census. There were 61,600 children and young people under the age of 20 (24.7% of 

the total population), whilst there were estimated to be 38,800 people aged 65 years and 

over (15.6%). Of those aged 65 and over, 4,700 were estimated to be aged 85 years and 

over.  

 

Based on the 2011 Census, 86.4% of people in the city were classified as White British 

(compared with 93.6% in the 2001 Census). People from a South Asian background (Indian, 

Pakistani, Bangladeshi) make up the largest ethnic minority group (5.5%), compared with 

3.3% in 2001. 

 

Stoke-on-Trent is one of the most deprived cities in England, and was ranked the 16th most 

deprived local authority (out of 326) in England (based on the 2010 Indices of Deprivation). 

There are a number of areas locally that are among the top 5% most deprived in the whole 

of England (map 1). These include areas around the wards of Tunstall, Burslem Central, 

Moorcroft, Etruria and Hanley (located in the north and west of the city), Abbey Hulton and 

Townsend, Bentilee and Ubberley (in the east) and Meir North and Meir South (in the south 

east).  A full list of the ward names and locations is available in Appendix 1. 

 

Within Stoke-on-Trent, there are 160 lower super output areas (LSOAs). An LSOA is a small 

geographical area containing approximately 1,500 people. Fifty (31.3%) of the LSOAs in 

Stoke-on-Trent were ranked among the top 10% most deprived in the whole of England, 

whilst 97 (60.6%) were ranked among the top 25% most deprived. This means that the 

majority of the population in Stoke-on-Trent are likely to be living in areas of the city 

considered to be among the most deprived in the whole of the country. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Map 1 2010 Index of Multiple Deprivation in Stoke-on-Trent 



 

9 | P a g e  
 

 
 

 

 



 

10 | P a g e  
 

NHS Stoke-on-Trent recently undertook a piece of work looking at vulnerable people in the 

city, and part of this work involved monitoring changes in 10 measures of vulnerability over 

time. Based on the first year of monitoring, trends in these measures are shown in table 1. 

 

Table 1 Changes in measures of vulnerability in Stoke-on-Trent 
 

Indicator 
 

Trend 
 

Stoke 
 

England 

Low birth weight babies  8.5 7.3 

Teenage pregnancy  59.0 38.1 

Child poverty  29.9 21.9 

Children excluded (secondary school)  10.3 8.6 

Children in care  80.0 59.0 

Adults claiming Jobseeker’s Allowance  5.7 4.1 

Homeless households  2.5 2.3 

Older people receiving Pension Credit  25.2 19.0 

Drug misuse  14.3 8.9 

Violent crime  27.6 14.8 
Source: NHS Stoke-on-Trent 2012 

 

Indicator     Measurement 

Low birth weight babies    % of live and stillbirths <2,500 grams 

Teenage pregnancy    Per 1,000 females aged 15-17 

Child poverty     % (children aged under 16) 

Children excluded (secondary school)  % (of fixed period exclusions) 

Children in care     Per 10,000 children aged under 18 

Adults claiming Jobseeker’s Allowance  % aged 16-64 

Homeless households    Per 1,000 households 

Older people receiving Pension Credit  % aged 60 and over 

Drug misuse     Per 1,000 15-64 year olds 

Violent crime     Per 1,000 population (all ages) 

 

The challenges facing the NHS and Unitary Authority in Stoke-on-Trent, in regard to 

maintaining and improving people’s health, along with promoting and changing people’s 

lifestyles are clearly evident from above.  This chapter considers these issues and looks at 

how the health and lifestyles of people in Stoke-on-Trent have changed over time. 
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The health of people in Stoke-on-Trent 

In this chapter we look at the health status of people in Stoke-on-Trent across a range of key 

indicators. These include: 

 

 life expectancy 

 all causes of death 

 cancer 

 circulatory disease 

 respiratory disease 

 mental and behavioural problems 

 infant mortality 

 teenage pregnancy 

 

Life expectancy 

 

Life expectancy remains one of the best overall measures of health status. A reason for this 

is that every death that takes place within an area is included in its calculation, and it 

remains relatively straightforward to understand. 

 

Life expectancy in the city continues to increase. In 2008-2010, male life expectancy was 

76.2 years (figure 1) and 80.2 years for females (figure 2). The gap in male life expectancy 

between Stoke-on-Trent and England also continues to reduce, although among women, the 

gap is increasing. 

 

Figure 1 Male life expectancy in Stoke-on-Trent between 1991-1993 and 2008-2010 

 
Source: Compendium of Population Health Indicators 2012 
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Figure 2 Female life expectancy in Stoke-on-Trent between 1991-1993 and 2008-

2010 

 
Source: Compendium of Population Health Indicators 2012 

 

Life expectancy can also be used as a measure of health inequalities.  The measure used 

here is the Slope Index of Inequality for life expectancy, which measures the gap in life 

expectancy between the best off and worst off deprivation deciles. Between 2001-2005 and 

2006-2010 in Stoke-on-Trent, the gap in life expectancy between males living in the most 

affluent and most deprived areas fell from 9.9 years to 8.2 years. For females, the gap 

remained around 4.7 years (figure 3). During this period, the inequality gap in both male and 

female life expectancy increased in England. 
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Figure 3 Difference in life expectancy between the most affluent and most deprived 

people in Stoke-on-Trent between 2001-2005 and 2006-2010 

 
Source: Association of Public Health Observatories 2012 

 

All causes of death 

 

The number of people dying in Stoke-on-Trent continues to fall, and in 2011, there were 

2,311 deaths from all causes. The three main causes of death of local people were cancer 

(732 deaths, 31.7% of the total), circulatory disease (581, 25.1%) and respiratory disease 

(371, 16.1%). Between them, these three accounted for 72.9% of all deaths (figure 4). 

 

Of those who died, 31 (1.3%) were infants aged under one, 44 (1.9%) were aged between 1 

and 34 years, 836 (36.2%) were aged between 35 and 74 years, and 1,400 (60.6%) were 

aged 75 years and over. 
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Figure 4 Main causes of death (all ages) in Stoke-on-Trent in 2011 

 
Source: NHS Stoke-on-Trent 2012 

 

Within the 37 wards of Stoke-on-Trent, the mortality rate from all causes of disease (during 

2006-2010, among people of all ages) ranged from the lowest rate of 407.0 (per 100,000 

population) in the ward of Meir Hay to the highest rate of 1,149.8 in the ward of Moorcroft 

(map 2). The average mortality rate for the city was 696.1. The three wards with the highest 

mortality rates were: Moorcroft, Burslem Central, Fenton West and Mount Pleasant. 

 

The hospital admission rate from all causes of disease (2006-2010, all ages) ranged from 
12,388.6 (per 100,000 population) in Hanford and Trentham to 18,362.0 in Fenton West and 
Mount Pleasant (map 3). Both the mortality rates and hospital admission rates are based on 
directly age standardised rates per 100,000 population (here and elsewhere in this chapter). 
The average admission rate for the city was 15,299.8. The three wards with the highest 

admission rates were: Fenton West and Mount Pleasant, Moorcroft, Bentilee and Ubberley. 

Additional tables for mortality and admission rates for all causes by ward are available in 

Appendix 2. 
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Map 2 Mortality rates from all causes (all ages) in Stoke-on-Trent during 2006-2010 

 
 

Map 3 Hospital admission rates from all causes (all ages) in Stoke-on-Trent during 

2006-2010 
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Cancer 

 

Whilst deaths from cancer remain the second leading cause of death in England, locally, 

they are the main cause of death. In 2011, just under one third (31.7%) of all deaths in 

Stoke-on-Trent were from cancer (compared with 28.1% in England). Deaths from lung, 

breast, bowel, prostate and stomach cancer are among the most common. 

 

In the city, mortality rates from cancer (among people aged under 75) have fallen steadily 

since 1995-1997 (figure 5). The current 2008-2010 rate of 139.2 (per 100,000 population) is 

the lowest it has been since 1995-1997. However, our conclusion is that there is no clear 

trend in the gap between Stoke-on-Trent and England. 

 

Figure 5 Mortality rates from cancer (under 75) in Stoke-on-Trent between 1995-1997 

and 2008-2010 

 
Source: Compendium of Population Health Indicators 2012 

 

Within the wards of Stoke-on-Trent, the mortality rate from cancer (2006-2010, under 75) 

ranged from 78.4 (per 100,000 population) in Meir Park to 191.8 in Bentilee and Ubberley 

(map 4). The average mortality rate for the city was 141.6. The three wards with the highest 

mortality rates were: Bentilee and Ubberley, Burslem Central, Fenton West and Mount 

Pleasant. 

 

The hospital admission rate from cancer (2006-2010, under 75) ranged from 190.9 in Hanley 

Park and Shelton to 376.1 in Fenton West and Mount Pleasant (map 5). The average 

admission rate for the city was 295.8. The three wards with the highest admission rates 

were: Fenton West and Mount Pleasant, Penkhull and Stoke, Weston Coyney.  Additional 

tables for cancer mortality and admission rates by ward are available in Appendix 3. 
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Map 4 Mortality rates from cancer (under 75) in Stoke-on-Trent during 2006-2010 

 
 

Map 5 Hospital admission rates from cancer (under 75) in Stoke-on-Trent during 

2006-2010 

 
 



 

18 | P a g e  
 

Circulatory disease 

 

Circulatory disease (which includes conditions such as heart disease, stroke, hypertension) 

is the second biggest killer of local people. In 2011, 25.1% of all deaths in Stoke-on-Trent 

were from circulatory disease (compared with 32.0% in England). 

 

Mortality rates in the city from circulatory disease (among people aged under 75) continue to 

fall and at a much faster rate compared with England, which means the gap in the rate 

continues to reduce between Stoke-on-Trent and England (figure 6). The current 2008-2010 

rate of 81.0 (per 100,000 population) is the lowest it has been since 1995-1997. 

 

Figure 6 Mortality rates from circulatory disease (under 75) in Stoke-on-Trent 

between 1995-1997 and 2008-2010 

 
Source: Compendium of Population Health Indicators 2012 

 

The mortality rate from circulatory disease (2006-2010, under 75) ranged from 32.7 (per 

100,000 population) in the ward of Meir Park to 180.9 in Meir South (map 6). The average 

mortality rate for the city was 87.7. The three wards with the highest mortality rates were: 

Meir South, Burslem Central, Hanley Park and Shelton. 

 

The hospital admission rate from circulatory disease (2006-2010, under 75) ranged from 

440.2 in Hanford and Trentham to 807.2 in Fenton West and Mount Pleasant (map 7). The 

average admission rate for the city was 629.1. The three wards with the highest admission 

rates were: Fenton West and Mount Pleasant, Blurton West and Newstead, Etruria and 

Hanley.  Additional tables for mortality and admission rates for circulatory disease by ward 

are available in Appendix 4. 
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Map 6 Mortality rates from circulatory disease (under 75) in Stoke-on-Trent during 

2006-2010 

 
 

Map 7 Hospital admission rates from circulatory disease (under 75) in Stoke-on-

Trent during 2006-2010 

 



 

20 | P a g e  
 

Respiratory disease 

 

Respiratory disease (which includes conditions such as influenza, pneumonia, bronchitis, 

emphysema, asthma) is the third biggest killer of local people. In 2011, 16.1% of all deaths 

in Stoke-on-Trent were from respiratory disease (compared with 13.6% in England). 

 

Mortality rates from respiratory disease, (defined in figure 7 as bronchitis, emphysema and 

other chronic obstructive pulmonary disease among people of all ages) in the city have 

remained similar over time, although in recent years, the gap in the rate between Stoke-on-

Trent and England has started to widen. 

 

Figure 7 Mortality rates from respiratory disease (all ages) in Stoke-on-Trent 

between 1995-1997 and 2008-2010 

 
Source: Compendium of Population Health Indicators 2012 

 

The mortality rate from all respiratory diseases (2006-2010, all ages) ranged from 48.6 (per 

100,000 population) in Meir Hay to 179.2 in Moorcroft (map 8). The average mortality rate for 

the city was 104.1. The three wards with the highest mortality rates were: Moorcroft, Joiner’s 

Square, Fenton West and Mount Pleasant. 

 

The hospital admission rate from all respiratory diseases (2006-2010, all ages) ranged from 

948.3 in the ward of Hanford and Trentham to 1,647.6 in the ward of Moorcroft (map 9). The 

average admission rate for the city was 1,232.4. The three wards with the highest admission 

rates were: Moorcroft, Goldenhill and Sandyford, Little Chell and Stanfield.  Additional tables 

for mortality and admission rates for respiratory disease by ward are available in Appendix 5. 
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Map 8 Mortality rates from all respiratory diseases (all ages) in Stoke-on-Trent 

during 2006-2010 

 
 

Map 9 Hospital admission rates from all respiratory diseases (all ages) in Stoke-on-

Trent during 2006-2010 
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Mental health 

 

Mental health problems are very common, and the personal, social and financial costs can 

be immense for those people and their families who are affected by mental 

health problems. Mental ill health accounts for over one third of all illness in 

Britain and 40% of all disability. One in six adults will experience anxiety and/or 

depression during their lives and around 50% 

of lifetime cases of mental illnesses begin by 

the age of 14. Mental illness accounts for 

over 20% of the total burden of disease in 

the UK, more than cardiovascular disease or 

cancer. Depression is linked with a 50% 

increase in mortality (comparable to the 

effects of smoking), and with increased rates 

of coronary heart disease, cancer and 

strokes. The NHS spends around 11% of its 

annual budget on mental health services. 

 

Poor mental health is both a cause and a 

consequence of social, economic and  

environmental inequalities and is consistently 

linked with unemployment, lower levels of 

education, low income, as well as poor 

physical health and adverse life events. 

English regions with the largest rises in 

unemployment have had the largest 

increases in suicides, particularly among 

men4. 

 

In 2010, an estimated 30,347 adults (aged 

16 and over) in Stoke-on-Trent were 

experiencing common mental health 

problems. Anxiety and depression (16,993) 

were the most common, followed by general 

anxiety (8,205), depression (4,401), phobias 

(2,582), obsessive compulsive disorders (2,082) and panic attacks (2,003).  It should be 

noted that people can have more than one condition, hence 30,347 people with 36,266 

conditions.  Alongside common mental health problems, there are more severe problems, or 

psychoses. These are mental illnesses that produce disturbances in people’s thinking and 

perception severe enough to distort their perceptions of reality. The main types of psychoses 

are schizophrenia and ‘affective psychosis’, such as bipolar disorder. Nationally the 

prevalence of psychoses has been estimated to be around 0.4% of the adult population. 

 

 

 

.  

Dave’s Story: Living well  

with a mental health condition 

I had a nervous breakdown, after being 

made redundant, and was admitted to St 

Edward’s Hospital. My relationship broke 

down and I wasn’t able to see my children 

for many months. I was heavily medicated, 

with constant suicidal thoughts and I was 

labelled as Bi-polar. When a friend asked 

me to go to a ‘Changes’ group with him, I 

was sceptical. However, I found there were 

others having very similar problems, when I 

thought I was on my own.  The compassion 

and empathy from members made me feel 

as if a heavy burden had been taken off my 

shoulders. I followed the Changes 12-step 

programme, attending their mutual support 

groups. I started to volunteer and took a 

course to become a group Co-ordinator. I 

realise that I have a severe, enduring 

mental health problem and still take 

medication but I don’t need multiple drugs 

as I use “Wellness Tools”, building my inner 

and outer resources. I am able to deal with 

problems more effectively and I now work in 

a paid position for Changes. I can hold my 

head up high and look to the future. 

Case 
Study 

Changes hope to recruit ‘community messengers’.  Individuals or 

organisations can get involved by contacting Mike Romano at:  

Changes Health and Wellbeing Centre, Victoria Court, Stoke ST4 4AL 

01782 411433 

mike@changes.org.uk 

 

mailto:mike@changes.org.uk
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Infant mortality 

 

Infant mortality looks at deaths among infants during the first year of life. Although the 

numbers of infant deaths are low, infant mortality remains a very important contributor to 

overall life expectancy, as well as being a good indicator of maternal health and people’s 

health more generally. Indeed, research has shown that the major driving force behind 

increasing levels of life expectancy has been a reduction in infant mortality. 

 

The current 2008-2010 infant mortality rate in Stoke-on-Trent was 6.4 (per 1,000 live births), 

which means there were 71 infant deaths under the age of one during this time (figure 8). 

Although higher than the 2007-2009 rate in the city, the gap in the infant mortality rate 

between Stoke-on-Trent and England continues to reduce. 

 

Figure 8 Infant mortality rate in Stoke-on-Trent between 1997-1999 and 2008-2010 

 
Source: Compendium of Population Health Indicators 2012 
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Teenage pregnancy can have a detrimental impact upon the health of both mothers and 

their babies. Babies born to teenage mothers are more likely to be born prematurely, to have 

a low birth weight, to have a higher risk of cot death and are more likely to be born into 

poverty. For mothers, teenage pregnancy can increase the likelihood of poor educational 

attainment, unemployment and poverty. 

 

Teenage pregnancy rates continue to fall in Stoke-on-Trent and at a much faster rate 

compared with England, which means the gap in the rate continues to reduce between 

Stoke-on-Trent and England (figure 9). The current 2008-2010 rate of 59.0 (per 1,000 
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females aged 15-17) means there were 757 teenage pregnancies compared with 862 in 

2007-2009, a fall of 105. The current rate in the city is also the lowest it has been since 

1997-1999. 

 

Figure 9 Teenage pregnancy rate in Stoke-on-Trent between 1997-1999 and 2008-

2010 

 
Source: Office for National Statistics and Department for Education 2012 

 

Summary of health in Stoke-on-Trent wards 
 

Based on the mortality and hospital admissions data (for all causes, cancer, circulatory 

disease, and respiratory disease) we have seen how health varies considerably among the 

37 wards of Stoke-on-Trent. To look at this variation, each of the wards have been ranked 

(based on their mortality and admission rates) from the highest to lowest, and an overall 

summary ranking has been produced (table 2). 

 

Based on the four health indicators presented, the three ‘most unhealthy’ wards were Fenton 

West and Mount Pleasant, Moorcroft, and Burslem 

Central. The ward of Fenton West and Mount 

Pleasant was ranked the unhealthiest in regards 

to admissions to hospital from all causes of 

disease, cancer and circulatory disease. The three 

‘most healthy’ wards were Meir Park, Lightwood North and Normacot, and Hanford and 

Trentham. The ward of Meir Park was ranked the healthiest in regards to mortality from 

cancer and circulatory disease. The health rankings of all 37 wards in Stoke-on-Trent are 

available in Appendix 6 and 7. 
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Table 2 Rankings of health indicators by wards in Stoke-on-Trent 
 

Rank (1 = worst) 
 

Ward 

1 Fenton West and Mount Pleasant 

2 Moorcroft 

3 Burslem Central 

4 Bentilee and Ubberley 

5 Etruria and Hanley 

6 Meir North 

7 Joiner's Square 

8 Tunstall 

9 Sandford Hill 

10 Meir South 

11 Goldenhill and Sandyford 

12 Little Chell and Stanfield 

13 Abbey Hulton and Townsend 

14 Blurton West and Newstead 

15 Great Chell and Packmoor 

16 Penkhull and Stoke 

17 Dresden and Florence 

18 Springfields and Trent Vale 

19 Weston Coyney 

20 Hollybush and Longton West 

21 Sneyd Green 

22 Ford Green and Smallthorne 

23 Burslem Park 

24 Bradeley and Chell Heath 

25 Boothen and Oakhill 

26 Fenton East 

27 Baddeley, Milton and Norton 

28 Hartshill and Basford 

29 Birches Head and Central Forest Park 

30 Hanley Park and Shelton 

31 Broadway and Longton East 

32 Eaton Park 

33 Blurton East 

34 Meir Hay 

35 Hanford and Trentham 

36 Lightwood North and Normacot 

37 Meir Park 
Source: NHS Stoke-on-Trent 2012 
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To help show the extent of the differences between the most unhealthiest ward (Fenton 

West and Mount Pleasant) and the most healthiest ward (Meir Park), the number of deaths 

and hospital admissions across the four health indicators have been summarised (table 3). 

During 2006-2010, there were 6,255 deaths and hospital admissions in Fenton West and 

Mount Pleasant compared with 3,803 in Meir Park. This equates to an extra 2,452 deaths 

and hospital admissions in Fenton West and Mount Pleasant during this five year period, 

which is equivalent to 64.5% more than the total in Meir Park (the five year population 

estimates used for comparison were 25,704 in Fenton West and Mount Pleasant and 24,052 

in Meir Park). 

 

Table 3 Number of deaths and hospital admissions in the wards of Fenton West 

and Mount Pleasant and Meir Park during 2006-2010 
 

 
 
Indicator 

 

Fenton West and 
Mount Pleasant 

(worst) 

 

 
Meir Park 

(best) 

   

All causes (all ages)   

Deaths 335 127 

Admissions 5,082 3,187 

   

Cancer (under 75)   

Deaths 52 22 

Admissions 105 79 

   

Circulatory disease (under 75)   

Deaths 26 10 

Admissions 217 141 

   

Respiratory disease (all ages)   

Deaths 60 17 

Admissions 378 220 

   

Total 6,255 3,803 
Source: NHS Stoke-on-Trent 2012 
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The lifestyles of people in Stoke-on-Trent 
 

People’s health is determined by many different things, such as their level of education, the 

type of work they do, the quality of housing, the area in which they live. Lifestyles also have 

a big impact on our health. Smoking, physical activity, drinking, our weight, the food we eat, 

taking illegal (and legal) drugs, along with many other lifestyle factors, all have an impact on 

our health, both good and bad. In this part of the chapter we look at some of the lifestyle 

issues that have an impact upon people’s health in Stoke-on-Trent.  

 

These include: 

 smoking 

o 4 week quitters 

o smoking in the home  

o smoking and young people 

o smoking during pregnancy 

 breastfeeding 

 alcohol admissions 

 drug addiction 

 obesity and physical activity 

 

Smoking 

 

Smoking is the biggest single preventable cause of disease and premature death in the UK. 

One in two regular smokers is killed by tobacco, with half dying before the age of 70, and 

losing an average of 21 years of life. Smoking is a major risk factor for many diseases, such 

as lung cancer, chronic obstructive pulmonary disease and heart disease. It is also 

associated with cancers in many other organs, such as the mouth, throat and stomach. 

 

Stopping smoking is a public health priority. The risk of heart disease reduces to about half 

that of a continuing smoker within a year or so of stopping smoking, while the risk of lung 

cancer reduces to almost the same as the risk for people who have never smoked within 15 

to 20 years. Preventing people from starting smoking, and helping those who are already 

smoking to stop, is the key to reducing the harm associated with smoking. 

 

In Stoke-on-Trent, 25.3% of adults (aged 18 and over) were estimated to be smoking in 

2011/2012 (compared with 20.0% in England). It is estimated that around 520 people in 

Stoke-on-Trent (aged 35 and over) die from smoking related diseases each year, which 

equates to approximately 1.4 smoking related deaths of local people every day. 

 

4 week smoking quitters 

 

Helping people to stop smoking remains at the forefront of saving lives and improving the 

health of smokers, as well as those exposed to the harmful effects of second hand smoke. 

Surveys suggest around two thirds of adult smokers would like to give up smoking, and 

around one quarter of adult smokers attempt to give up smoking each year. In helping 

people to stop smoking, the NHS Stop Smoking Service provides counselling and support to 

smokers wanting to quit. 

Smoking is the biggest single 

preventable cause of disease and 

premature death 
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The percentage of adults (aged 16 and over) who had quit smoking at four weeks in NHS 

Stoke-on-Trent in 2011/2012 was 50.1% (compared with 49.1% in England). This means 

that of the 6,477 local people who set a four week quit date, 3,248 had quit smoking at four 

weeks, which is the highest number of quitters in NHS Stoke-on-Trent since 2005/2006. It is 

also the first time that over 50% of local people who set a quit date had quit smoking at four 

weeks, and it is also the first time that the percentage of quitters in NHS Stoke-on-Trent is 

higher than the percentage in England. 

 

Smoking in the home 
 
Around 27% of young people in Stoke-on-Trent are exposed to second hand smoke in their 

own homes, and nearly 50% in the car. Exposure to second hand smoke can lead to 

respiratory illness, glue ear and worsened asthma as well contributing to sleep disturbance 

and behavioural problems. Children living with a smoker are also three times more likely to 

take up smoking themselves. Therefore, while quitting smoking is always promoted as the 

'gold standard', if parents and carers do not feel ready or able to quit, they are provided with 

information and support to make their homes smoke-free. 

 

Smoking and young people 

 

Around 8% of 11-16 year olds in Stoke-on-Trent are ‘regular smokers’ compared with 5% 

nationally. Nearly 50% of young people have tried smoking, and the majority have done so 

before the age of 15. The younger the age of uptake of smoking, the greater the harm is 

likely to be because this is associated with subsequent heavier smoking, higher levels of 

dependency, a lower chance of quitting, and higher mortality. Child and adolescent smoking 

causes serious risks to respiratory health both in the short and long-term. Children who 

smoke are two to six times more susceptible to coughs and increased phlegm, wheeziness 

and shortness of breath than those who do not smoke5. 

 

In 2009, 16% of 11-16 year olds said they “didn’t remember” any lessons on smoking, drug 

use and alcohol in school. Since then two Drug, Alcohol and Tobacco Advisors have been in 

place to develop up-to-date, effective educational materials and training to support schools 

to deliver tobacco prevention systematically across the curriculum. In addition to this, an 

evidence-based peer-support programme has been commissioned which has been shown to 

reduce significantly the rate of smoking amongst young people. 
 

Smoking during pregnancy 

 

Smoking during pregnancy harms an unborn baby and will often result in both short and 

long-term health problems for children. Smoking during pregnancy increases the risks of 

miscarriage, the baby being stillborn, having a 

low birth weight, being at increased risk of cot 

death and having an increased risk of respiratory 

disease. Smoking during pregnancy is also a major contributor to higher infant mortality 

rates among families from routine and manual socioeconomic groups. Encouraging 

expectant mothers (and fathers) to stop smoking around the time of conception, during and 

after pregnancy, remains a top public health priority. 

Smoking during pregnancy harms an 

unborn baby 
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The percentage of women smoking during pregnancy in NHS Stoke-on-Trent in 2011/2012 

was 20.9% (compared with 13.2% in England). This means that of the 3,810 local women 

who were pregnant (in 2011/2012), 797 smoked during pregnancy. Whilst the number of 

women smoking in pregnancy is high, there has been a fall in the percentage of women 

smoking during pregnancy in NHS Stoke-on-Trent from 23.1% in 2008/2009 to its present 

level, which has seen a reduction in the gap between NHS Stoke-on-Trent and England.  

However, our conclusion is that there is no clear trend in the gap. 

 

During 2011/12, 64 women who smoked during pregnancy accessed the NHS Stoke-on-

Trent Stop Smoking Service and quit smoking at four weeks. Despite better engagement 

with midwives and a change in the way services are commissioned and delivered there has 

been little change in the number of pregnant women quitting smoking at four weeks through 

the Service over the last six years.  It is recognised that the wider context needs to be 

considered if smoking in pregnancy is to be tackled successfully.  Therefore, the following 

actions will be key priorities for next year:  

 

 review the care pathway starting with pre-natal support, right through to postnatal 
and beyond 

 increasing referrals from front line staff into the Service, which is improving since the 
introduction of an ‘opt out’ scheme  

 gathering insight from key stakeholders, clients and the general public  to inform 
future development of stop smoking services 

 a review of the way stop smoking services are commissioned  

 expanding the smoke-free homes project which, although in pilot stage, has 
promising early findings 

 

Breastfeeding 

 

Breastfeeding provides the very best and most appropriate nutrition for babies, and has 

been shown to have a range of health and social benefits. These include helping to protect 

babies against infection, gastroenteritis, urinary tract infections, allergies and obesity. Not 

only is breastfeeding more convenient than bottle feeding, but it is also free, resulting in 

large financial savings for families. Similarly, as 

breastfed babies are less likely to be admitted to 

hospital for certain conditions, there are also large 

potential savings for the NHS. 

 

In NHS Stoke-on-Trent, the percentage of mothers who started breastfeeding their babies 

after birth (in the first 48 hours) was 61.7% in 2011/2012 (compared with 74.0% in England). 

This is the highest percentage of babies being breastfed at birth locally since 2004/2005, 

when only 44.0% were breastfed. This increase locally has seen a reduction in the gap 

between NHS Stoke-on-Trent and England. 

 

Another indicator which is used to monitor breastfeeding is the percentage of babies who are 

breastfed at 6 to 8 weeks after birth. In NHS Stoke-on-Trent, 30.6% of babies were breastfed 

at 6 to 8 weeks in 2011/2012 (compared with 47.0% in England). Whilst this local figure 

remains below that of England, the percentage of babies breastfed at 6 to 8 weeks in NHS 

Stoke-on-Trent has increased from 26.1% in 2008/2009 to its present level. 

Breastfeeding has been shown to 
have a range of health and  

social benefits 
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Alcohol admissions 

 

For many people, having a drink remains a harmless and enjoyable part of their lives. 

However, this is not the case for everyone. In Stoke-on-Trent, in 2008/2009, it was estimated 

that 25% of adults (aged 16 and over) were ‘increasing and high risk’ drinkers.  This is higher 

than the estimated average in England of 22.3% of adults.   

 

In 2010/2011, there were nearly 1.2 million hospital admissions for alcohol-related harm in 

England.  Such excesses can have serious health and social consequences for drinkers. 

Excessive drinking is associated with higher death rates from circulatory disease, cirrhosis of 

the liver, stomach cancers, suicides and violence. Similarly, the health of others is affected 

by such excesses through increases in physical and sexual assaults, crime, motor accidents, 

domestic abuse, child abuse and breakdowns in marriages. 

 

Mortality rates from alcohol-specific (and alcohol-attributable) conditions in Stoke-on-Trent 

are higher than the England average, as are 

hospital admission rates. Hospital admission rates 

and mortality are higher locally among males, 

whilst there has also been an increase in mortality 

and admission rates over the past five years (among both males and females). Across a 

number of other indicators, such as mortality from chronic liver disease, alcohol-related 

recorded crime and violent crime, rates are higher in Stoke-on-Trent compared with 

England.  

 

Locally, the cost of alcohol related hospital admissions in 2010/2011 was £14.9m. Based on 

a national indicator, the hospital admissions rate for alcohol related harm in Stoke-on-Trent 

was 2,058.9 (per 100,000 population, all ages) in 2010/2011 (compared with 1,895.2 in 

England). This means there were 5,645 hospital admissions for alcohol related harm locally 

in 2010/2011. Having said this, whilst the admission rate in Stoke-on-Trent remains above 

the national average, the local rate is the lowest it has been since 2005/2006, and the gap in 

the rate between Stoke-on-Trent and England continues to reduce. 

 

Drug addiction 

 

Drug addiction leads to significant crime, health and social costs; drug treatment reduces 

this and lowers the number of both drug-related deaths and the rate of blood-borne 

diseases. When engaged in treatment, people use fewer illegal drugs, commit less crime, 

improve their health, and manage their lives better which also benefits the community. 

Preventing early drop out and keeping people in treatment long enough to benefit 

contributes to these improved outcomes. As people progress through treatment, the benefits 

to them, their families and the community start to accrue. 

 

In Stoke-on-Trent in 2011/12, 1,533 crack and opiate users were engaged in effective 

treatment. Hepatitis B (HBV) vaccinations were accepted by 73% of people new to treatment 

compared to 48% nationally; 85% were tested for hepatitis C, compared to 70% nationally 

and 57 people also received treatment for hepatitis C in community clinics jointly delivered 

by the University Hospital North Staffordshire and the community drug service.  

There were 5,645 hospital 
admissions for alcohol related harm 

in 2010/2011 
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Access to treatment has improved significantly in recent years with 98% of people receiving 

treatment within three weeks in 2011/12. 

 

The number of opiate users successfully completing treatment as a proportion of the total 

number in treatment in Stoke-on-Trent was 6% compared to 9% nationally. Of those who 

completed treatment 73% had not returned within a six month period, compared to 80% 

nationally. The number of adult opiate users in treatment for more than two years is also 

higher than the national average, with 58% of people remaining in treatment for more than 

two years compared to 53% nationally. This is an area that is receiving a lot of attention. In 

2011 a new service was established in Festival Park, Stoke-on-Trent, which promotes 

recovery. It is a place where people can meet others who want to become drug-free, and 

partake in groups and activities to encourage and build on positive changes. As part of this, 

people who have become drug-free are encouraged to become recovery champions, visible 

examples that being drug-free is something that is attainable. 

 

Obesity and physical activity 

 

People with a Body Mass Index (BMI) of 30 and over are considered obese and tend to have 

poorer health, with increased risk of heart disease, high blood pressure, diabetes and certain 

types of cancers. Obesity has also been found to be associated with poverty and 

deprivation. One of the consequences of this is that obese people have a reduced life 

expectancy of around nine years compared with the general population. 

 

In England, obesity continues to be a problem. Estimates from 2010 suggest that 26.1% of 

adults (aged 16 and over) are obese, the highest levels since 1993. Similarly, the latest 

estimates show the levels of people who are morbidly obese (a BMI of 40 and over) are also 

at a record high (2.7%). Combining the percentage of adults who are obese with those 

overweight (a BMI of 25 and over), 62.8% of adults in England were estimated to be either 

overweight or obese in 2010.  

 

The percentage of adults (aged 16 and over) who 

were estimated to be obese in Stoke-on-Trent was 

27.6% in 2006-2008 (compared with 24.2% in 

England).  Obesity is also a major issue among 

children. Estimates from 2010 suggest that 16.0% 

of children (aged 2 to 15) are obese in England, whilst a further 14.3% are overweight. This 

means that nearly one third of 2 to 15 year olds are estimated to be either overweight or 

obese. 

 

In 2011/12, 12.2% of Reception schoolchildren (4 to 5 year olds) in Stoke-on-Trent were 

obese (compared with 9.5% in England). Whilst this latest figure has resulted in an increase 

in the gap between Stoke-on-Trent and England, our conclusion is that there is no clear 

trend in the gap.  

Among Year 6 schoolchildren (10 to 11-year-olds) in Stoke-on-Trent, 23.8% were obese 

(compared with 19.2% in England). Again, whilst this latest figure has resulted in an increase 

in the gap between Stoke-on-Trent and England, our conclusion is that there is no clear 

trend in the gap. 

 

Being physically active and taking 
part in sport is one way people can 

try to avoid becoming overweight and 
obese 
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Being physically active and taking part in sport is one way people can try to avoid becoming 

overweight and obese. Based on estimates from the national Active People Survey, 17.8% 

of adults (aged 16 and over) in Stoke-on-Trent were undertaking at least 3 x 30 minutes of 

moderate intensity activity in 2010/2011 (compared with 21.8% in England). Whilst below 

national estimates, the percentage of local adults physically active is higher than the 14.7% 

recorded in 2007/2008, and this increase has led to a reduction in the gap between Stoke-

on-Trent and England. 
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Health and lifestyles summary 
 

We have looked at a range of different health and lifestyle indicators in this chapter. Whilst 

acknowledging this is not a complete list, we have focused on those key indicators which are 

likely to have the greatest impact upon the health of people in Stoke-on-Trent. The 

performance of these indicators is summarised in table 4. 

 

Across the majority of the health and lifestyle indicators in Stoke-on-Trent, there has been an 

improvement in performance and a reduction in the gap between the city and England. The 

main challenges are around mortality from respiratory disease, smoking, and breastfeeding 

at 6 to 8 weeks. It will also be important to monitor infant mortality (which has shown an 

increase for the first time in two years), and mortality from cancer (where rates have 

struggled historically to reduce consistently). 

 

Table 4 Performance of health and lifestyle indicators in Stoke-on-Trent 
 

Indicator 
 

Trend1 
 

Gap2 

Health   

Life expectancy (males)  Reducing 

Life expectancy (females)  Increasing 

All cause mortality  Reducing 

Cancer mortality  No clear trend 

Circulatory disease mortality  Reducing 

Respiratory disease mortality No clear trend Increasing 

Infant mortality No clear trend Reducing 

Teenage pregnancy  Reducing 

   

Lifestyles   

Smoking No clear trend Increasing 

4 week smoking quitters  Reducing 

Smoking during pregnancy  No clear trend 

Breastfeeding (at birth)  Reducing 

Breastfeeding (6-8 weeks)  Increasing 

Alcohol admissions  Reducing 

Obesity (adults) No clear trend No clear trend 

Obesity (Reception children)  No clear trend 

Obesity (Year 6 children)  No clear trend 

Physical activity  Reducing 
 

1 Performance between current and previous years in Stoke-on-Trent 

2 Gap between Stoke-on-Trent and England (based on current and previous years) 

 

  

Why is there an increasing gap if the trend shows improvement? 

This occurs because, whilst there has been an improvement in this year’s 

performance in Stoke-on-Trent compared to the previous year, the England 

average performance has improved at a faster rate which makes it appear that the 

performance of Stoke-on-Trent compared to England has worsened 

 

Query 
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Long-term Conditions 
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Ten Things You Need To Know About Long-term Conditions 
Department of Health (2011) 
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Long-Term Conditions 
 

Introduction 
 

About a third of the adult population in Stoke-on-Trent are living with one or more long-term 

conditions (LTCs). This is a vast inequalities issue, as LTCs tend to affect those who are 

already more vulnerable, and it has huge cost implications for health and social care. 

 

This chapter highlights the importance of these conditions, presenting some of the evidence 

for what really works and describing what is happening locally. The burden of disease due to 

long-term conditions is a global issue and a wealth of evidence is emerging on how care 

should be organised. In the final section, recommendations are presented for ways to ensure 

that every opportunity is taken to reduce inequalities and maximise improvements to health 

for people with long-term conditions. 

 

What are Long-Term Conditions? 

 

A long-term condition is one that cannot presently be cured, but can be controlled by drug 

treatments, other therapies or treatments or a combination of these. 

 

The definition makes it clear that there is a wide range of conditions that can be described as 

long-term. Although there is no definitive list, conditions generally counted as LTCs include 

chronic obstructive pulmonary disease (COPD), asthma, coronary heart disease, diabetes, 

muscular-skeletal conditions, severe mental health conditions and neurological diseases 

such as Parkinson’s disease and epilepsy. Chronic disease is another common way in which 

these conditions are described. 

 

What is the size of the challenge?  

 

Figure 10      Long-term conditions proportional spend 

                                                 

Source: Illustrated from Ten Things You Need to Know about Long-term Conditions. Department of Health 2011 
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Currently, three out of five people aged over 60 in England suffer from a long-term condition6 

and as the population continues to age these 

numbers are predicted to increase. Having a 

long-term condition is not just about ageing, in 

England 4.3 million people under the age of 40 

have a long-term condition.  

 

It is estimated that 85% of deaths in the UK are from LTCs. Within this, 36% of all deaths will 

be from a long-term cardiovascular disease and 7% from a long-term respiratory disease. 

Common mental health problems affect about one in seven of the adult population whilst 

severe mental health problems affect one in a hundred. 

 

People with LTCs can experience poorer clinical outcomes, longer hospital stays, and the 

average cost of health and care for someone with LTCs is much higher than those without 

as illustrated in figure 10.   Long-term conditions are not just a health issue, they can have a 

significant impact on a person’s ability to work and live life to the full as well as on carers and 

other members of their family.  

 

Long-term conditions have an impact on the individual and the economy. A Labour Force 

survey conducted in 2009 found that 50% of people with a LTC found it a barrier to the 

amount of work they could do.  The survey also found that this increased to 80% for 

individuals with three or more LTCs7. People with physical LTCs are up to 3 to 4 times more 

likely to experience depression and anxiety disorders.  People with at least one LTC are 

about 10% less likely to be in employment than people with none8.  

 

The 2001 census asked people “Do you have any long-term illness, health problem or 

disability which limits your daily activities or the work you can do?" Almost 1 in 4 (23%) of 

respondents from Stoke-on-Trent reported that they did have a condition that limited their 

abilities, and three out of five (60%) were from the under 65 age group. We are still waiting 

for the full data from the 2011 census to be reported but it is expected that the findings will 

be broadly similar. 

 

This has an impact on healthy life expectancy (HLE), which is an estimate of how long an 

individual could expect to live their life in good health. With advances in modern medicine, 

technology and modern society, people are living longer, but increasing age has not always 

gone hand in hand with an increase in the number of healthy years that people can expect to 

live. Across Stoke-on-Trent, both males and females are expected to have more time lived in 

ill or poor health compared to males and females in England. Data based on the previous 

ward boundaries (pre-2011 wards) indicate HLE ranged from 58.7 years to 71.0 years for 

males in Stoke-on-Trent. There was a similar gradient for females ranging from 62.5 years to 

73.2 years9. This means that, as the current male life expectancy in Stoke-on-Trent is 76.2, 

men could experience between 5.2 and 17.5 years of poor health.  Similarly for women, as 

current female life expectancy is 80.2 years, they could experience between 7.0 and 17.7 

years of poor health.  

 

 

 

85% of deaths in the UK are from 
long-term conditions 
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£1 in every £8 spent on long-term 
conditions is linked to poor mental 

health and wellbeing 

Peter’s Story: Managing  

anxiety and asthma  
Peter was referred to the North Staffs Fit for Work 

Service by his organisation, having been off sick 

for six weeks with a diagnosis of anxiety. Peter 

had been admitted to hospital following an 

episode of profuse sweating and shaking whilst 

driving, causing him to stop at the side of the 

road. Though discharged to his GP, his symptoms 

continued. Peter was fast tracked into the “Talking 

Therapy” service. It was noted that Peter had a 

history of asthma, and was using three different 

types of inhaler, the side-effects of which include 

extreme tremors. The case manager liaised 

directly with the GP to inform him of the situation, 

with a resulting change in Peter’s medication to 

one inhaler, in line with NICE guidance.  

The change in medication markedly reduced the 

tremor, reducing Peter’s anxiety in returning to 

and managing within the workplace. Peter also 

attended the ‘Working for Health’ workshops, 

including relaxation training, thinking styles, 

setting goals, pacing activities and assertive 

communication.  Peter returned to his full hours 

and duties and was still in work at a review three 

months later. He confirmed that Fit for Work had 

truly benefitted him, stating ‘It’s been life 

changing’. 

Depression can be a risk factor for, and a consequence of, having a long-term condition and 

is two to three times more common in people with a long-term condition.   

Having depression and a long-term condition is associated with: 

o reduced compliance with treatment 

o increased use of health resources 

o increased social isolation 

o poorer health outcomes10  

 

In terms of NHS spending, at least £1 in every £8 spent on long-term conditions 

is linked to poor mental health and 

wellbeing – between £8 billion and £13 

billion in England each year11. People with 

limiting LTCs are the most intensive users 

of the most expensive services12, one of 

the reasons for this is that much of the 

spending takes place when their health 

has deteriorated considerably and the 

patient requires hospital admission or 

repeated unplanned care. This is further 

complicated by multimorbidity. 

 

What is Multimorbidity? 
 

Multimorbidity is the term currently used to 

describe having two or more long-term 

conditions. 

 

People with multimorbidity are the norm 

rather than the exception. It is actually 

more common to have two or more LTCs, 

making decisions about care more 

complex. Care can become fragmented 

for people with multimorbidity because 

they will often see a number of different 

specialists to manage their individual 

LTCs. Well planned management based 

on national guidelines targeting one 

condition in a patient may cause 

undesirable consequences with regard to 

their other conditions. An example would 

be the use of non-steroidal anti-inflammatory drugs for pain relief from arthritis which is not 

recommended for people with hypertension and renal disease. 

 

Patients with dementia or severe and enduring mental health problems such as chronic 

depression, or psychotic disorder are at high risk of developing long-term physical 

conditions.  Conversely, the risk of mental health problems increases substantially in those 

with long-term physical conditions.13                                        

Case 
Study 
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Concerns about stigma that surrounds mental ill health may prevent patients with physical 

conditions from disclosing mental health concerns, which complicates management. 

 

Box 1: Key facts about multimorbidity 

 More than half of the patients attending primary care in England have multiple LTCs 

 One in two (50%) individuals over 65 years of age in England have at least three 

coexisting LTCs; one in five (20%) of them have five or more 

 The prevalence of multimorbidity increases with age  

 Some combinations of conditions are more common than others; in particular physical 

and mental health co- morbidity is very common 

 Health and social care currently spend £19 billion on people with three or more LTCs. 

This is projected to rise to £26 billion by 201612,13 

 

What are the causes of multimorbidity? 
 

It is known that LTCs increase with age and are more common in more deprived 

populations, occurring 10 to 15 years earlier than amongst those living in affluent areas. 

 

One accepted model of understanding the cause of LTCs is the life course model. This 

model takes a broad view and considers the effects of history, genetics, environment, 

behaviour, health systems and socio-economic influences on an individual from before birth, 

through childhood to adulthood. Any approach to tackle the causes of LTCs cannot focus 

simply on the health impacts alone (figure 11).  Societal factors that impact on behaviour 

include the promotion of tobacco, the high levels of saturated and trans-fatty acids, sugars 

and salt hidden in processed foods and urbanisation. 

 

Box 2: Risk factors for having one or more long-term condition13 

Being older Excessive alcohol consumption 

Smoking Being from a Black or Minority Ethnic group 

Obesity Living in a deprived area 

Lack of exercise Poor diet 

 
Patients and clinicians will be familiar with the lifestyle advice in relation to physical activity 
and healthy eating, to protect and improve physical health. It is equally important to take 
positive action to support mental wellbeing, particularly as physical and mental health are so 
inter-linked. 
 
 

How can I improve my health and wellbeing? 

There is a set of 5 evidence-based ways, called Five Ways to Wellbeing, that you can 
improve your own mental well-being.  This information can be found inside the back cover of 
this report.   

Query 
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Figure 11 Life course in the development of long-term lung condition14 
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Living with Long-term Conditions in Stoke-on-Trent 
 

General Practice (GP) data has been used to look at the numbers of people living with LTCs 

in Stoke-on-Trent. The following 13 long-term conditions have been used: atrial fibrillation, 

asthma, cancer, coronary heart disease, chronic kidney disease, chronic obstructive 

pulmonary disease, diabetes, epilepsy, heart failure, hypertension, hyperthyroidism, stroke 

and schizophrenia, bipolar disorder and other psychoses, categorised under the heading 

metal health. Around 63,200 people in the city were estimated to have a LTC in 2012, which 

equates to nearly one in three (approximately 31.5%) of the adult population (aged 16 and 

over). These 63,200 people had a total of nearly 104,000 multiple LTCs (figure 12). The 

most common LTC recorded was hypertension (around 33,000 people). 

 

Figure 12 Number of long-term conditions in Stoke-on-Trent in 2012 

 
Source: NHS Stoke-on-Trent 2012 

 

Of the 63,200 people with a LTC in the city, around 37,500 had one LTC (59.3% of the total), 

15,700 (24.8%) had two LTCs, and 10,000 (15.9%) had three or more LTCs (figure 13). A 

small number of people were found to have as many as nine long-term conditions which was 

the highest multiple of LTCs found. 
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Figure 13 Number of people with multiple long-term conditions in Stoke-on-Trent in 

2012 

 
Source: NHS Stoke-on-Trent 2012 

 

Within the 37 wards of Stoke-on-Trent, the percentage of people with three or more LTCs 

ranged from 11.3% in the ward of Hartshill and Basford to 18.8% in the ward of Eaton Park 

(map 10). The average for the city was 15.9%. The three wards with the highest percentage 

of three or more LTCs were: Eaton Park, Bradeley and Chell Heath, Meir North. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

0

5,000

10,000

15,000

20,000

25,000

30,000

35,000

40,000

1 2 3 4 5 6 7 8 9

N
u

m
b

e
r

Number of multiple conditions



 

43 | P a g e  
 

Map 10 Percentage of people with three or more long-term conditions in Stoke-on-

Trent in 2012 

 
 

Table 5 shows the number of specific long-term conditions (including multiple LTCs) taken 

from GP registers based on the whole of the registered population of NHS Stoke-on-Trent. 

 

Table 5 Number of long-term conditions in NHS Stoke-on-Trent in 2010/2011 
 

 

Long-term condition 

 

 

Number 

 

Prevalence 

(%) 

 

Crude rate 

per 10,000 

Heart failure 2,070 0.8 75.2 

Mental health 2,249 0.8 81.7 

Epilepsy 2,332 1.1 108.2 

Atrial fibrillation 4,016 1.5 145.9 

Cancer 4,389 1.6 159.5 

Stroke 5,600 2.0 203.5 

Chronic obstructive pulmonary disease 5,881 2.1 213.7 

Hypothyroidism 8,088 2.9 293.9 

Coronary heart disease 11,340 4.1 412.0 

Chronic kidney disease 9,301 4.3 431.4 

Asthma 17,331 6.3 629.7 

Diabetes 15,196 6.9 692.8 

Hypertension 46,011 16.7 1,671.7 

    

Total 133,804   

Source: NHS Comparators 2012 
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The importance of identifying people with Long-term Conditions 
 

It is important to identify people correctly who have LTCs in order to ensure that they receive 

the right care in a timely manner. Receiving the appropriate treatment and management will 

slow disease progression and improve health outcomes. Early diagnosis is key to reducing 

early deaths from LTCs. There is increasing recognition that painful or disabling illness is a 

risk factor for suicide15, so attention to the mental health of people with LTCs is important. 

 

Why is it so challenging to manage Long-term Conditions? 
 

The definition of high quality care includes the need for that care to be safe, effective and for 

the person receiving it to have a positive experience of that care. Maintaining high quality 

care for LTCs lies at the core of the challenge particularly when many people have more 

than one LTC. 

 

Box 3: Challenges to managing Long-term Conditions 

 Long-term conditions can be complex and variable 
 Evidence based guidance and care pathways focus on single disease, however many 

people have multiple LTCs 
 Care needs to be co-ordinated across conditions and across services 
 Having a LTC can be expensive for the patient, their carer’s and family 
 Health care resources are not unlimited; 70% of all healthcare spending is currently being 

spent on LTCs 

 The number of people with LTCs is increasing 

 The link between LTCs and poor mental health can complicate care 

 People with LTCs are more likely to have expensive unplanned admissions and planned 

care 

 Currently the majority of expenditure on LTCs is on acute care rather than on prevention 

 

Research and other work undertaken in recent years has broadened our understanding of 

why the management of LTCs can be particularly challenging when individuals have 

multimorbidity. The findings from a Scottish Study can be transferred to our local population 

to help inform understanding of the causes, needs and planning of high quality services24. 

The researchers concluded that “existing approaches need to be complemented by support 

for the work of generalists, providing continuity, co-ordination, and above all a personal 

approach for people with multimorbidity". The Department of Health and the Kings Fund 

have produced a range of publications that reflect a growing concern with how to provide the 

best care in the face of a growing issue of such complexity16,17,18. 
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Box 4: People with multimorbidity were found to have: 

 Increased risk of mortality 

 Poorer functional ability 

 Poorer quality of life and well being 

 High use of ambulatory and inpatient care 

 Unnecessary hospitalisation 

 Fragmentation of care 

 Adverse drug events 

 Duplication of tests and assessments 

 Multicentre treatments and appointments 

 No access to a specialist generalist (like a geriatrician) if under 65  

 

Carers and Long-term Conditions  
 

It is important to recognise the unique contribution of carers, families and volunteers who 

provide valuable services alongside the care provided by health and social care 

professionals. With more care now provided in the community, carers are increasingly 

recognised as partners in care. It is crucial that they have the ability and confidence to take 

on the role and its responsibilities. There is legislation in place which entitles anyone 

providing a regular and substantial amount of care, to have an assessment of their own 

needs. 

  

The Triangle of Care is a document originally published to support information sharing with 

carers in acute mental health services settings, but many of its principles are more widely 

applicable. 

 

Box 5: The Triangle of Care six key elements 

 Carers and the essential role they play are identified as soon as possible 

 Staff are ‘carer aware’ and trained in carer engagement strategies 

 Arrangements around confidentiality and sharing information are in place 

 A designated post responsible for carers is in place 

 A carer introduction to the service and staff and information is available 

 A range of carer support services is available 

 

The local carer’s team offer a range of support, including a Support, Time, Recovery worker 

for carers, and a time out service providing mutual emotional support and complementary 

therapies. Other support locally is available from the voluntary sector, for example, North 

Staffordshire Carers and local branches of national organisations such as Age UK. The local 

team has also been doing work within the Combined Healthcare Trust to implement the 

Triangle of Care guidance. In recognition of the important role of the carer a Commissioning 

for quality and Innovation (CQUIN) payment  has been developed that rewards achievement 

of many of the elements contained within the triangle of care. 
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Health and social care outcomes for Long-term Conditions 
 

A collective review of the national outcome frameworks (NHS, Public Health and Adult and 

Social Care) demonstrated that there is a national desire to the deliver integrated health and 

social care.  The Stoke-on-Trent Health and Wellbeing Board has shown local commitment 

to the identification of priority indicators for individuals with LTCs. These priority outcome 

indicators are listed in table 6 and were mapped to the Stoke-on-Trent Health and Wellbeing 

Board Key Strategic Themes. This clearly highlighted a hierarchy of health and social care 

priority outcome indicators for Stoke-on-Trent that will promote and improve the health and 

wellbeing of individuals in our population with LTCs.  

 

Table 6   Priority Health and Social Care Outcomes for LTCs 
 

Outcome Measure 

 

Outcome Framework 

Health related quality of life for individuals with long-term conditions 
NHS 

Adult Social Care 

Proportion of people supported to manage their condition 
NHS 

Adult Social Care 

Employment of people with long-term conditions 
NHS 

Public Health 

Health related quality of life for carers 
NHS 

Adult and Social Care 

Employment of people with mental illness 

NHS 

Public Health 

Adult and Social Care 

Enhancing quality of care for people with dementia 
NHS 

Public Health 

Unplanned hospitalisation for chronic ambulatory care sensitive 

conditions (adults) 
NHS 

Unplanned hospitalisation for asthma, diabetes and epilepsy in 

under 19s 
NHS 

Self-reported wellbeing Public Health 

Social care related quality of life Adult and Social Care 

Everyone has the opportunity to have the best health and wellbeing 

throughout their life, and can access support and information to 

help them manage their care needs 

Adult and Social Care 
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Evidence based approach to managing Long-term Conditions 

 
Research is still narrowing down effective interventions for multimorbidity. However, local, 

regional, national and some international models of good practice suggest that a change to 

the organisation of care delivery can have a significant impact on the management of LTCs. 

NICE guidance presents a further source of evidence around effective interventions and cost 

effective treatments that can improve quality of care and life expectancy. 

 

The range of stakeholders who provide services to people with LTCs is varied, working in 

health and social care, the voluntary sector, local and national government. Current policy on 

LTCs focuses on prevention and developing services that allow people to remain living 

independently in their own homes. It also seeks to empower patients, providing information 

about their condition and offering them choice about where and how they are treated. The 

National Service Framework for LTCs focuses on the needs of people with neurological 

conditions, calling for joint working across all agencies, including transport, housing, 

employment, education, benefits and pensions, to support people to live independently. It 

also addresses issues relevant to a wide range of people with LTCs and disabilities.  

 
In 2012 the Department of Health produced the third compendium of information on LTCs, 

pulling together a comprehensive review of the literature and summarising the evidence of 

what really works in managing LTCs.  Evidence suggests that the following approaches will 

result in a shift from a single disease focus to improving the health and experience of people 

who currently have one or more long-term conditions6,8,19,20. The evidence based 

approaches to the prevention and management of LTCs are listed in Box 6.   

 

Box 6: Evidence based approaches to LTC prevention and management: 

 Focus on prevention 

 Prevalence modelling 

 Optimal Clinical management 

o Improved prescribing and medication adherence 

o Structured care  

 Personalisation 

o Innovative health technologies including telehealth 

 Risk Stratification  

o Case management or enhanced multidisciplinary team work 

 Integration of health and social care services 

 Research 

 

Evidence: Focus on prevention  

 

There is a strong link between unhealthy lifestyle 

behaviours such as smoking, obesity, lack of 

physical activity, and excessive alcohol intake 

and long-term conditions such as diabetes, 

cardiovascular illnesses, and chronic obstructive 

airways disease.  

The average person with diabetes 
spends 3 hours per year face to face 
with a health professional.  It is the 

choices made in the remaining 8,757 
hours of the year that really 
determines their outcome 
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There is also evidence that through lifestyle changes some LTCs may be prevented or onset 

may be delayed.  An example is the prevention of type 2 diabetes in individuals with 

impaired glucose tolerance (IGT) or high fasting glucose. Abnormal glucose control places 

them at substantially increased risk of developing diabetes in the near future. Although 

intensive treatment of diabetes helps to prevent complications, it does not usually restore 

normal blood glucose or eliminate all the adverse events associated with diabetes. Often, 

the diagnosis of type 2 diabetes is delayed until evidence of complications is already 

present.  However, prevention through lifestyle changes involving diet, weight management 

and physical activity can revert IGT to normal levels21. 

 

NHS health checks also have an important role in the prevention of LTCs for individuals 

between 40 and 70 years, providing support and advice in the management of risk and 

lifestyle interventions22. 

 

The Health and Well Being Board needs to ensure that the proportion of expenditure 

on prevention increases year on year compared with expenditure on reactive acute 

care. 

 

EVIDENCE: Prevalence modelling  

 

It is self-evident that early diagnosis and treatment is important to help patients remain 

independent, prevent complications and exacerbations, and improve quality of life.   

Prevalence modelling is a way of finding undiagnosed patients and also ensuring correct 

diagnoses. Statistical models estimate how many people would be expected to have LTCs in 

individual GP practices. The practices will then use the information to help identify the 

undiagnosed and record them on disease registers. Creating comprehensive register 

facilitates many of the interventions described in figure 14 below, including secondary 

prevention, optimal clinical care and personalisation. Good quality registers also allow for 

targeting of vulnerable groups and reducing health inequalities. 

 

Source: National Diabetes Audit 2010-11 (2012) Report 1: Care Processes and Treatment Target 

 

The National Diabetes Audit23 of Primary Care Trusts identified variation in general practice 

in the delivery of care and achieving the recommended targets for optimal management of 

this condition.   

 

Figure 14 Box plot showing range of PCT care process achievement in England 
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This is clearly illustrated in figure 14 where for the recording of HbA1c the variation ranged 

from 65% to 100% achievement, with this variation increasing for the achievement of all care 

processes, 15% - 72%.  There is local evidence that variation in general 

practice can be addressed, as illustrated in the following case24. 

 

 

 

EVIDENCE: Optimal clinical care 

 

Improved prescribing and medication adherence is an important component of optimal 

clinical care.  Up to £300m of the annual NHS budget is spent on wasted medicines25. It is 

thought that between a third and a half of all medicines prescribed for LTCs are not taken as 

recommended26. Medicines management in the context of LTCs includes safe prescribing, 

adherence (medication being taken correctly) as well as wastage. Improving medication 

adherence is on the quality, innovation, productivity and prevention (QIPP) agenda. The aim 

is to ensure that value for money is achieved while quality of care is maintained or improved, 

by optimising the use of medicines. With a large part of health care expenditure going on 

LTCs, a great benefit clearly lies in balancing the benefits of evidence based prescribing with 

the risks of prescribing multiple different drugs. Patient safety is at the centre of concerns 

about adherence and because adherence is complex, solutions are varied. 

 

Structured care is also required to ensure that care delivery is optimal, providing a 

systematic approach to care delivery through individualised care plans consistent with 

National Institute of Health and Clinical Excellence guidelines. A recent national report has 

highlighted the considerable variation between practices in the quality of clinical checks 

offered to diabetic patients.  

 

Improving the quality and reducing variation in the quality of clinical care provided needs 

continued focused attention by commissioners and providers. All dimensions of quality need 

to be considered, for example; structure, processes and outcomes. 

 

 

  

 

 

Reducing variation in General Practice 

In 2009 a financially incentivised Quality Improvement Framework (QIF) programme was 

introduced in NHS Stoke-on-Trent practices. The aim was to improve population health and 

life expectancy through improved detection and management of long-term conditions, 

thereby minimising health inequalities. QIF incentivises practices to have accurate chronic 

disease registration levels nearing those expected for that patient population. QIF has 

promoted case finding, increasing absolute numbers of patients for the patient population of 

270,000: COPD (+ 644), diabetes (+1,732), hypertension (+811), CVA/TIA (+346) and Atrial 

Fibrillation (+202). Addressing health inequalities and creating individualised management 

plans has been promoted through improved documentation of ethnicity (61% in 2009 to 

92% in 2012) and self-management of disease. Currently two-thirds of practices have self-

management plans for ≥70% patients with asthma and COPD. 

Case 
Study 
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EVIDENCE: Personalisation  

 

Put simply, personalisation refers to involving people with LTCs in decision-making about 

their care, moving them from being a passive receiver of care to a partner 

and an active participant in treatment 

decisions.  

It is estimated that a CCG covering a 
population of 100,000 could realise net 
savings of between £250,000 and £500,000 
using a patient-centred approach to angina 
care27. By personalising care, individuals can 
exert greater choice and control, contributing 
to their inclusion and empowerment (also see 
case study on empowerment).28  
 
 All patients with long-term conditions 
should be empowered to take as much 
ownership as possible for managing their 
illness. This could be achieved through 
personalised care plans which include 
mutually agreed goals. 
 
Innovative health technologies such as Telehealth use technology to help people live more 
independently at home; for example, personal alarms and health-monitoring devices that 
exchange information between a patient and healthcare professionals. As a relatively new 
and innovative development in modern healthcare, Telehealth promises better quality and 
more appropriate care for each patient, as well as more efficient use of healthcare resources 
by reducing the need for expensive hospital care29. Telehealth may help patients to 
understand their health conditions better by involving them in monitoring, for example, their 
blood pressure or weight and may encourage better self-management of health problems. 
Telehealth can also provide an early alert to the clinician of a health or 
social care problem.  
 

TeleHealth: Florence 

A telehealth solution developed in Stoke-on-Trent is used alongside risk stratification for 

supporting people with LTCs. “Florence” or “Flo”, is an NHS owned, low cost web 

application designed to enable thousands of patients to take responsibility for the 

monitoring and management of their own condition. It allows multiple healthcare teams to 

share patient information and assist patients in the management of their own care. The 

model fits with personalisation and QIPP, contributing to cost savings within the local 

health economy. Flo is used to: 

      Regularly collect, monitor and alert for example, blood pressure, weight 

      Improve the taking of treatment through encouragement, reminders and interactive  

        contact 

      Enable improvements in clinical team productivity and outcome quality 

      Engage patients in their health and social care  

Telehealth used in this way is especially helpful for people with LTCs, providing them and 

their carer’s with peace of mind. It can also help people live independently in their own 

home for longer and can avoid a hospital stay or delay moving into a residential care 

home.  

 

 

 

Case 
Study 

Empowerment  

A 2012 survey of elderly low income 

Californians found that they valued a 

‘strong patient/doctor’ relationship, as 

well as the role of good communication. 

Key elements of patient empowerment: 

 Informed about own healthcare 

 Understand the information provided 

 Comfortable asking questions of   

   providers 

 Comfortable making decisions on own  

   healthcare 

 

 

 

 

The above elements appear to form a 

hierarchy with those feeling comfortable 

with decision making related to their 

health care also describing themselves 

as more empowered. 

 

Case 
Study 
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EVIDENCE: Risk stratification 

 

Risk stratification uses a range of hospital and GP data to predict the people who are most 

likely to be admitted to hospital, then sort them according to complexity of need. The next 

stage is to commission effective interventions to meet those needs. There are various 

different predictive risk models available for forecasting a range of health care and social 

care outcomes.   

Most of these models use routinely available data with the aim of predicting events which are 

both preventable and undesirable to the patient, costly not only in monetary terms but also in 

the resources used including time, number of staff involved and complexity of the 

interventions.  

 

Following the process of risk stratification and patient identification, case management or 

enhanced multidisciplinary team work broadly aims to develop cost effective and efficient 

ways of co-ordinating services in order to improve a person’s quality of life. Case 

management has at its centre the ‘case manager’ whose role is to assess a patient’s needs, 

develop a care plan, arrange appropriate care, monitor and review the quality of care and 

maintain contact with the patient, their carer and their family.   Risk stratification can create 

opportunities to target and provide intensive interventions for those who are most likely to 

benefit in terms of health outcomes and also contribute to better use of available resources 

for example, by preventing hospital admissions.  

 

EVIDENCE: Integration of health and social care services 

 

Integrated teams work together in order to tackle fragmentation between different providers 

with the aim of offering a co-ordinated approach. This approach should combine patient 

education and self-management support, care planning and primary and specialist care. 

Health and social care integration for older people has been shown to reduce the use of 

hospitals, improve outcomes, impact positively on individual service users and carers and 

strengthen care co-ordination. This way of working enables care closer to a person’s home, 

reducing avoidable admission to hospital or long-term care. It reduces unnecessary 

duplication and allows people to return home quickly from hospital. Opportunities to reduce 

hospital admissions from residential care through improvements in the 

management of LTCs should be explored.  

 

Integrated Local Care Team 

An Integrated Local Care Team (ILCT) is currently being developed in Stoke-on-Trent. It will 

consist of a multi-disciplinary team (District Nurses, Community Matrons, General Practice 

and Adult Social Care) working together as a core team to meet the needs of the population. 

Additional support will be offered by the voluntary sector, Intermediate Care, Specialist 

Nursing and Therapy teams. The aim of the ILCT is to create a person-centred, rather than 

task-orientated combined primary health and social care team working across professional 

boundaries. The focus will be to ensure that people are offered a personalised package of 

care. Each ILCT will act as the ‘hub’ for the provision of care-working in partnership with all 

care providers and acute hospitals to deliver patient care. 

 

Case 
Study 
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EVIDENCE: Research  

 

Research focuses on the complex mix of factors that influence the development of long-term 

conditions as well as finding better ways to diagnose and treat. It is equally important that 

research occurs locally, taking into account local cultural, social and healthcare settings. 

Local research, as illustrated in the case study, reviewed the impact of ‘pairs’ of LTCs on 

hospital admissions30.  

 

 

 

More recent research31 focusing on primary care suggests the need to shift the focus from 

individual disease quality frameworks, particularly for patients with multimorbidity, to those 

using a range of tools to integrate and prioritise care pathways.  The different evidence-

based elements that contribute to the overall identification, management and improvement in 

care of people with long-term conditions naturally work most effectively when combined in a 

seamless model of care such as the one in figure 15.    

 

 

 

 

What is Mosaic? 

Mosaic is a classification system that uses individual postcode level data to create a 
picture of local neighbourhoods in regards to socioeconomic, lifestyle, cultural and 
behavioural characteristics. It is designed to describe different types of people living in 
particular areas, what their specific needs are and how best to engage them. 

Local Research  

Keele University is developing a risk stratification tool to identify ‘Frail Elderly’ people 

using information from primary care. It aims to allow clinical staff to identify and 

proactively manage ‘Frail Elderly’ patients, avoiding some inappropriate uses of urgent 

care services. People are defined as ‘Frail’ when they have an increased likelihood for 

death, disability, dependency, falls, and need for long-term care. Admission prediction 

and offering preventive care can improve the health status of these high-risk patients. 

This may also reduce unplanned admissions making overall savings for the NHS. The 

tool will initially be applied to patients in nursing and care homes.  

 

Mosaic profiles of groups are also used to understand differing levels of hospital 

admissions and costs among people who have some LTCs. A local study looking at 

people with ‘pairs’ of LTCs, found that some combinations of LTCs had a higher 

likelihood of hospital admission that others. Over one in three (67%) of individuals with 

both chronic heart failure and chronic kidney disease had at least one A&E episode; 

four in five (80%) of this group had a hospital admission.  In comparison, over one in 

three (37%) individuals with hypertension and diabetes had at least one A&E episode; 

over two in five (44%) a hospital admission. The study also found higher costs 

associated with some LTC combinations. 
 

Case 
Study 

Query 
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Figure 15 Long-term conditions model of care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 
 

Source: Adapted from The NHS and Social Care Model (2005) 
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Conclusions 

 
This year’s report shows that despite the positive impact made by public health across 

Stoke-on-Trent, we still lag behind the English average across most health indicators. 

Although we are performing better than expected in several areas, overall health remains 

poor and we particularly need to focus our efforts on the major killers of coronary heart 

disease, cancer, and chronic lung disease. Last year’s concerns around obesity and alcohol 

remain. Right now we are faced with the impending impact of welfare reform, which many 

observers believe will compound the economic crisis and have significant impact on health 

through social determinants such as employment, income and housing. Health inequalities 

are expected to widen and adverse health effects are anticipated, such as increases in 

mental health problems and mortality from coronary heart disease. We can expect another 

impending public health crisis, borne by society as a whole and health and adult social care 

services in particular: the increasing burden of LTCs. It was appropriate, therefore, to select 

LTCs as the theme for this year’s annual report. They contain health problems significantly 

more prevalent among poorer city residents, and include the aforementioned mental health 

and coronary heart disease issues likely to be affected by the welfare changes. LTCs are 

increasing as people live longer, are found in three out of five people over 60, and account 

for around 85% of all deaths. Many people  have more than one LTC and place a huge 

burden on families and carers. They also impose a massive impact on the economy, by 

reducing work opportunities and productivity in the individual and by accounting for around 

70% of all healthcare spending.  

 

Heath status chapter 

 

Given the state of the economy and the challenges of welfare reform, this year’s annual 

report is especially in tune with the six high level priorities suggested by the key findings of 

the Stoke-on-Trent Joint Strategic Needs Assessment (JSNA) 32: 

 

1. Deprivation and its effect on housing, employment and education 

2. Specific issues associated with potentially vulnerable and socially excluded groups 

(for example, children in care, children of teenage parents, people with learning 

difficulties and disabilities, homeless people, frail elderly, minority ethnic groups, and 

so on) 

3. Promotion of good mental health and wellbeing. 

4. Family and childhood issues: the best start in life. 

5. Lifestyle factors, especially smoking, alcohol and obesity. 

6. Addressing the high death rates from cancers, coronary heart disease, associated 

conditions such as diabetes, and chronic lung disease. 

 

Deprivation (1), vulnerability (2) and mental health (3) are strongly influenced by economic 

factors and many observers expect a negative impact of welfare reforms on employment, 

income and housing. Health inequalities may be expected to widen further, with adverse 

health effects such as increases in mental health problems and coronary heart disease 

mortality. Efforts to address health inequalities and secure the best start in life (4) will be 

essential.  
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Figure 16 shows that a child born with a low cognitive score into an affluent family has, by 

the age of six, a score that will be higher than someone born with a high score into a family 

with a low socioeconomic status1. This suggests the need to invest in children from deprived 

backgrounds. It makes sense on productivity grounds since the evidence shows they are 

more likely to commit crime, become single teenage parents, and drop out of school33. Early 

interventions that partially remediate the effects of adverse environments can reverse some 

of the harm of disadvantage and have a high economic return. This is particularly relevant 

for the Local Authority as it takes on the responsibility for many public health services, and in 

particular those relating to school nursing and health visiting. 

 

Figure 16 Inequality in early cognitive development of children in the 1970 British 

Cohort Study, at ages 22 months to 10 years 

 
Source: Marmot M (2010). Fair society, healthy lives: the Marmot review. Final Report. 

 

The remaining two items of lifestyle (5) and major causes of death (6) are highlighted in the 

first chapter on health status, and are an integral feature of the second chapter on long-term 

conditions. As expected, this report continues to strongly endorse these six priorities. 

 

Vulnerable Groups 

 

The inclusion this year of surveillance indicators for vulnerable groups makes for interesting 

reading. In all 10 of the indicators, Stoke-on-Trent is performing worse than the England 

average. However, comparing 2009 and 2010, we have improved in six: low birthweight 

births; teenage pregnancy; children excluded from secondary school; older people receiving 

pension credit; drug misuse; and violent crime (and generally better than England average 
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improvements). We have not improved in the four indicators of: child poverty; children in 

care; adults claiming Jobseekers Allowance; and homeless households.  

These are evidently affected by the prevailing economy and may be subject to further 

influence by the welfare changes. This replicates the year on year accounts of general 

improvements set against a background of severe deprivation across the city.  

 

Lifestyle 

 

As noted last year, there are serious concerns around obesity, especially in childhood, and 

around excessive alcohol consumption. Obesity is now one of the top priorities of the health 

improvement programmes in schools and reflects the need to develop a renewed obesity 

strategy. Alcohol warrants special attention, based on the significantly high rate of alcohol 

related mortality (especially in females), and an associated high rate of alcohol related 

hospital admission. A review of alcohol services is currently being planned, along with a 

review of the city’s alcohol strategy to identify areas that need further strengthening, despite 

excellent recent progress. The intention is to proceed on development of a chronic liver 

disease strategy for Stoke-on-Trent, in anticipation of an overdue national strategy. The 

focus needs to switch from the acute impact of alcohol in terms of behavioural change, 

manifest through crime and disorder, accidents, and problems within families, to the 

relatively neglected area of chronic liver disease. Alcoholic cirrhosis is no longer confined to 

older people, beginning in their 40s or 50s, but is now seen in younger people in their 20s. 

 

The 2011 Census first release was published, containing details of household counts and 

age and gender breakdown in five-year intervals. Subsequent releases will cover such 

diverse topics as ethnicity, which is relevant to this report on LTCs. Certain groups such as 

the South Asian population have a much higher than average incidence of diabetes and 

coronary heart disease, compared to the indigenous White population, and so have high 

levels of need, many of which are not being met. The key is to deliver culturally specific 

services and intervene at a much earlier stage in the chronic disease process, thus reducing 

costs on the NHS and social care services. The census will provide more accurate data but 

an urgently required needs assessment of ethnicity will be recommended on public health, 

social care, and economic grounds. 

 

In summary, the health status chapter generally reflects the findings of previous reports, 

whereby improvements in several public health areas are set against a background of 

severe deprivation (a background in sharper focus this year given the nationwide economic 

challenges). This unfortunately gives the false impression that Stoke-on-Trent struggles to 

keep pace with the rest of England. However, we press on, and the health of the city’s 

residents certainly continues to improve, as evidenced by the many positive trends and the 

earlier examples of achievements where we have performed better than expected. 
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Long-term conditions chapter 

 

LTCs are significantly more prevalent among the more deprived city residents and, as 

mentioned earlier, include mental health and coronary heart disease. In the individual patient 

multimorbidity is now the norm rather than the exception. Management of several chronic 

diseases in one patient is the most important challenge facing health and social care 

services today. Although multimorbidity is related to age and is commonly found in the 

elderly, there are numerically more people with more than one chronic condition under the 

age of 65.  

 

Prevalence increases with deprivation, to the extent that people in deprived areas have the 

same frequency of multimorbidity as more affluent patients who are up to 15 years older13. In 

addition, physical and mental health multimorbidity is almost twice as common in the most 

deprived as in the most affluent areas. These findings are highly relevant to Stoke-on-Trent, 

and do much to explain the reduced quality of life and worse health outcomes present in the 

city’s deprived areas. 

 

Since the population is ageing and the proportion of people with multimorbidity is rapidly 

increasing, ever increasing financial pressures are being generated. Therefore, it is clear 

that LTCs need to be managed more efficiently. It is also necessary to alter the mindset and 

approach of practitioners who are trained to deal with single disease-specific situations. The 

whole patient concept is essential in order to minimise the expectation for the person with 

several chronic conditions to attend several different clinics. The proper co-ordination of care 

promotes cost savings, efficiency, effectiveness and patient satisfaction.  

 

This chapter raises further issues that invite comment. There is no agreement on definition. 

If musculoskeletal conditions were included, this would significantly increase the numbers of 

affected people. They are not included in the Stoke-on-Trent data presented. While 

hypertension is shown as the most frequent LTC across the city, other authorities may not 

include this condition. So, for consistency and comparison purposes, there is clearly a need 

to agree on definition. Costs are rightly highlighted but again, once we have an agreed 

definition, it will be useful to collect and analyse future economic data. While NICE guidance 

is always useful, it tends to be geared towards disease specific conditions, whereas what we 

need is more on multimorbidity. Perhaps we also need to focus more on an available and 

effective peer support system that can comfort and further inform the patient with LTCs.  

 

This could include the champions support approach. We require improved recording of 

ethnicity since, as already described, there is an increased prevalence of coronary heart 

disease and chronic liver disease in some minority ethnic groups. It would be useful to have 

a detailed audit of nursing homes so that the challenges faced by social services could be 

better appreciated. Again, an audit of hospital admissions for LTCs should be done so that 

lessons can be learnt. We need to identify LTCs much earlier and delay the deterioration of 

health that removes the patient from an independent existence. Probably an outcomes 

based approach could improve earlier detection and management of LTCs.   In conclusion, 

from the perspective of social care and health services, it is clear that we need a resource 

shift away from costly institutional and acute care towards prevention. 
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Recommendations 
 

1. The Health and Wellbeing Board should instigate a review of how outcomes related 
to drug and alcohol misuse (including liver disease) can be improved. There should 
be a particular focus on the impact on children and families.  
 

2. A Joint Strategic Needs Assessment priority should be to undertake a health, social 
care and economic needs assessment of minority ethnic groups, with particular 
reference to their disproportionate representation among people with long-term 
conditions. 
 

3. Local commissioners should support an audit of admissions to acute and institutional 
care of people with long-term conditions so, through effective and early interventions, 
care can be managed closer to home.  
 

4. Public Health will lead the development of a surveillance system to assess the impact 
of changes to the welfare system on the most vulnerable to inform policy makers and 
prevent poor health and social care outcomes. 
 

5. Local commissioners will establish an integrated system for the management of long-
term conditions based on the best available evidence. 
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Progress of recommendations from the Director of Public Health 
Annual Report 2011 
 
 

1. The Health and Wellbeing Board should ensure that cancer prevention and 
smoking cessation strategies are strengthened and fresh approaches to 
implementation are examined. 

 
There has been a redesign of smoking cessation services which has led to 3,248 
smokers quitting smoking at four weeks, which is the highest number of quitters in 
NHS Stoke-on-Trent since 2005/6. 

 
2. Developing an obesity strategy should be a priority for the Health and 

Wellbeing Board 
 

An obesity framework has been drafted detailing the development of a 
comprehensive approach to addressing obesity in the City. 

 
3. It is vital that the Children and Young People’s Strategic Partnership maintain 

momentum and innovation in the delivery of the best possible services for 
children aged 0-5 years 

 
The Children and Young People’ Strategic Partnership has made integrated early 
years provision a priority and there is commitment from the Health and Wellbeing 
Board to ensure all children in Stoke-on-Trent have the best start to life. 
 

4. Local health services need to critically examine how they can collectively 
contribute and share the Local Authority’s vision for making Stoke-on-Trent a 
great working city and specifically help individuals to return to work. 

 
The NHS Stoke-on-Trent Public Health Department commissioned an economic 
development and health summit entitled 'Stoke-on-Trent, A Wealthier and Healthier 
City'. Over sixty people attended the workshop from health, local authority, local 
businesses and academic institutions. A working group will continue to meet to 
develop innovative partnerships and activity to deliver both employment and health 
and wellbeing outcomes for the City. 

 
5. The Local Authority should lead on undertaking systematic engagement with 

socially excluded communities to enable better co-ordination of services 
 

The Local Authority has supported the Public Health My Health Matters: Connecting 
Communities Programme which will deliver 18 community partnerships for health 
over three years from April 2013.  This is a Department of Health recommended 
approach to undertaking systematic engagement with socially excluded communities 
which ultimately enables better coordinaton of services through effective citizen 
engagement. 

 
6. The Stoke-on-Trent Clinical Commissioning Group should explore the role of 

primary care in better managing the social and medical interface for patients 
 

Some progress has been made in delivering exemplary practice through the Quality 
Improvement Framework however, there remain opportunities for this improvement 
throughout the whole of primary care. 
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Appendix 1 Map of wards in Stoke-on-Trent 

 

 
Key 

 

1 Meir Hay     21 Dresden and Florence 

2 Bentilee and Ubberley   22 Penkhull and Stoke 

3 Sandford Hill     23 Etruria and Hanley 

4 Weston Coyney    24 Moorcroft 

5 Broadway and Longton East   25 Hartshill and Basford 

6 Meir North     26 Hanley Park and Shelton 

7 Lightwood North and Normacot  27 Boothen and Oakhill 

8 Meir South     28 Springfields and Trent Vale 

9 Meir Park     29 Hanford and Trentham 

10 Baddeley, Milton and Norton   30 Blurton West and Newstead 

11 Ford Green and Smallthorne   31 Great Chell and Packmoor 

12 Sneyd Green     32 Little Chell and Stanfield 

13 Hollybush and Longton West   33 Goldenhill and Sandyford 

14 Birches Head and Central Forest Park 34 Tunstall 

15 Abbey Hulton and Townsend   35 Bradeley and Chell Heath 

16 Joiner’s Square    36 Burslem Park 

17 Eaton Park     37 Burslem Central 

18 Fenton West and Mount Pleasant 

19 Fenton East 

20 Blurton East 
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Appendix 2 Mortality and hospital admission rates from all causes by ward 

 

Mortality rates from all causes (all ages) by wards in Stoke-on-Trent between 2006-

2010 
 

 
Ward 

 

 
Rate 

 

 
Deaths 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 695.5 538 20 

Baddeley, Milton and Norton 664.2 950 26 

Bentilee and Ubberley 753.8 561 11 

Birches Head and Central Forest Park 602.6 434 31 

Blurton East 565.1 290 33 

Blurton West and Newstead 658.2 284 27 

Boothen and Oakhill 742.1 244 12 

Bradeley and Chell Heath 558.5 240 34 

Broadway and Longton East 667.3 266 25 

Burslem Central 911.1 351 2 

Burslem Park 674.6 244 24 

Dresden and Florence 819.8 332 5 

Eaton Park 635.6 276 28 

Etruria and Hanley 825.8 305 4 

Fenton East 594.6 246 32 

Fenton West and Mount Pleasant 837.4 335 3 

Ford Green and Smallthorne 681.7 329 22 

Goldenhill and Sandyford 803.1 395 6 

Great Chell and Packmoor 779.7 634 9 

Hanford and Trentham 678.7 862 23 

Hanley Park and Shelton 699.2 130 19 

Hartshill and Basford 700.6 304 18 

Hollybush and Longton West 635.3 335 29 

Joiner's Square 802.4 294 7 

Lightwood North and Normacot 506.1 169 35 

Little Chell and Stanfield 733.1 314 15 

Meir Hay 407.0 113 37 

Meir North 739.1 342 13 

Meir Park 416.8 127 36 

Meir South 776.9 261 10 

Moorcroft 1,149.8 443 1 

Penkhull and Stoke 690.7 348 21 

Sandford Hill 792.4 283 8 

Sneyd Green 624.8 253 30 

Springfields and Trent Vale 711.1 292 17 

Tunstall 716.4 278 16 

Weston Coyney 735.4 368 14 

    

Stoke-on-Trent 696.1 12,770  
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Hospital admission rates from all causes (all ages) by wards in Stoke-on-Trent 

between 2006-2010 
 

 
Ward 

 

 
Rate 

 

 
Admissions 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 16,269.8 8,628 10 

Baddeley, Milton and Norton 14,324.8 13,171 30 

Bentilee and Ubberley 17,717.4 9,661 3 

Birches Head and Central Forest Park 14,309.3 8,144 31 

Blurton East 13,786.3 4,351 33 

Blurton West and Newstead 16,768.7 4,852 6 

Boothen and Oakhill 15,493.7 4,343 22 

Bradeley and Chell Heath 16,041.8 4,576 13 

Broadway and Longton East 14,689.7 4,208 27 

Burslem Central 16,602.9 4,984 8 

Burslem Park 15,278.5 4,224 24 

Dresden and Florence 15,774.9 4,213 19 

Eaton Park 14,627.5 3,848 28 

Etruria and Hanley 15,841.5 5,282 17 

Fenton East 15,615.2 5,100 21 

Fenton West and Mount Pleasant 18,362.0 5,082 1 

Ford Green and Smallthorne 15,118.6 4,608 25 

Goldenhill and Sandyford 16,444.4 5,284 9 

Great Chell and Packmoor 15,438.4 8,603 23 

Hanford and Trentham 12,388.6 8,341 37 

Hanley Park and Shelton 12,404.5 2,583 36 

Hartshill and Basford 14,447.9 4,634 29 

Hollybush and Longton West 16,097.9 5,180 11 

Joiner's Square 16,081.5 4,124 12 

Lightwood North and Normacot 12,998.4 3,966 34 

Little Chell and Stanfield 17,219.8 5,320 4 

Meir Hay 14,184.8 3,686 32 

Meir North 15,997.2 5,060 14 

Meir Park 12,821.0 3,187 35 

Meir South 16,666.0 4,627 7 

Moorcroft 18,035.0 5,003 2 

Penkhull and Stoke 14,939.8 5,003 26 

Sandford Hill 15,888.3 4,654 16 

Sneyd Green 15,897.6 4,223 15 

Springfields and Trent Vale 15,834.8 5,011 18 

Tunstall 16,860.1 5,434 5 

Weston Coyney 15,639.1 3,927 20 

    

Stoke-on-Trent 15,299.8 197,125  
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Appendix 3 Mortality and hospital admission rates from cancer by ward 

 

Mortality rates from cancer (under 75) by wards in Stoke-on-Trent between 2006-2010 
 

 
Ward 

 

 
Rate 

 

 
Deaths 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 167.9 100 6 

Baddeley, Milton and Norton 139.4 148 19 

Bentilee and Ubberley 191.8 94 1 

Birches Head and Central Forest Park 137.1 75 22 

Blurton East 131.9 50 27 

Blurton West and Newstead 147.4 34 15 

Boothen and Oakhill 122.8 31 32 

Bradeley and Chell Heath 129.7 38 28 

Broadway and Longton East 113.9 37 34 

Burslem Central 180.4 49 2 

Burslem Park 134.2 37 24 

Dresden and Florence 124.7 31 31 

Eaton Park 139.2 50 20 

Etruria and Hanley 165.2 43 7 

Fenton East 140.9 44 18 

Fenton West and Mount Pleasant 177.4 52 3 

Ford Green and Smallthorne 154.3 48 12 

Goldenhill and Sandyford 172.1 46 5 

Great Chell and Packmoor 134.1 76 25 

Hanford and Trentham 110.5 89 35 

Hanley Park and Shelton 132.2 15 26 

Hartshill and Basford 120.1 35 33 

Hollybush and Longton West 160.6 60 9 

Joiner's Square 148.0 34 14 

Lightwood North and Normacot 92.5 22 36 

Little Chell and Stanfield 175.7 55 4 

Meir Hay 138.6 34 21 

Meir North 158.0 53 10 

Meir Park 78.4 22 37 

Meir South 129.4 34 29 

Moorcroft 155.4 35 11 

Penkhull and Stoke 143.2 45 16 

Sandford Hill 162.4 47 8 

Sneyd Green 126.9 38 30 

Springfields and Trent Vale 141.4 42 17 

Tunstall 152.8 45 13 

Weston Coyney 135.3 38 23 

    

Stoke-on-Trent 141.6 1,826  
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Hospital admission rates from cancer (under 75) by wards in Stoke-on-Trent between 

2006-2010 
 

 
Ward 

 

 
Rate 

 

 
Admissions 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 302.2 171 15 

Baddeley, Milton and Norton 317.0 316 8 

Bentilee and Ubberley 313.5 150 10 

Birches Head and Central Forest Park 274.3 149 26 

Blurton East 285.7 99 23 

Blurton West and Newstead 295.1 70 19 

Boothen and Oakhill 270.8 69 31 

Bradeley and Chell Heath 271.3 78 30 

Broadway and Longton East 312.1 94 12 

Burslem Central 293.5 79 20 

Burslem Park 321.3 86 7 

Dresden and Florence 272.3 69 29 

Eaton Park 272.8 88 27 

Etruria and Hanley 305.8 81 14 

Fenton East 290.4 91 21 

Fenton West and Mount Pleasant 376.1 105 1 

Ford Green and Smallthorne 312.6 96 11 

Goldenhill and Sandyford 284.1 76 24 

Great Chell and Packmoor 301.8 169 16 

Hanford and Trentham 295.2 214 18 

Hanley Park and Shelton 190.9 25 37 

Hartshill and Basford 250.2 73 34 

Hollybush and Longton West 244.1 82 35 

Joiner's Square 275.8 62 25 

Lightwood North and Normacot 208.7 53 36 

Little Chell and Stanfield 301.2 92 17 

Meir Hay 306.0 77 13 

Meir North 334.1 103 4 

Meir Park 272.3 79 28 

Meir South 255.9 66 32 

Moorcroft 316.2 73 9 

Penkhull and Stoke 350.3 109 2 

Sandford Hill 325.5 93 6 

Sneyd Green 328.4 92 5 

Springfields and Trent Vale 290.2 85 22 

Tunstall 252.5 72 33 

Weston Coyney 340.4 97 3 

    

Stoke-on-Trent 295.8 3,683  
Source: NHS Stoke-on-Trent 2012 

 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Appendix 4 Mortality and hospital admission rates from circulatory disease by ward 

 

Mortality rates from circulatory disease (under 75) by wards in Stoke-on-Trent 

between 2006-2010 
 

 
Ward 

 

 
Rate 

 

 
Deaths 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 88.5 51 18 

Baddeley, Milton and Norton 73.4 78 29 

Bentilee and Ubberley 130.5 66 4 

Birches Head and Central Forest Park 79.2 44 23 

Blurton East 80.4 29 21 

Blurton West and Newstead 99.9 23 13 

Boothen and Oakhill 108.1 28 9 

Bradeley and Chell Heath 74.7 22 27 

Broadway and Longton East 66.4 21 33 

Burslem Central 139.8 39 2 

Burslem Park 86.0 23 20 

Dresden and Florence 86.7 22 19 

Eaton Park 71.0 26 30 

Etruria and Hanley 100.2 26 12 

Fenton East 75.6 23 24 

Fenton West and Mount Pleasant 91.8 26 17 

Ford Green and Smallthorne 75.6 24 25 

Goldenhill and Sandyford 74.2 21 28 

Great Chell and Packmoor 105.7 61 11 

Hanford and Trentham 55.5 47 36 

Hanley Park and Shelton 132.5 15 3 

Hartshill and Basford 80.1 23 22 

Hollybush and Longton West 74.7 26 26 

Joiner's Square 95.2 22 14 

Lightwood North and Normacot 55.8 15 35 

Little Chell and Stanfield 70.4 22 31 

Meir Hay 56.1 14 34 

Meir North 120.1 36 5 

Meir Park 32.7 10 37 

Meir South 180.9 46 1 

Moorcroft 114.7 27 7 

Penkhull and Stoke 93.7 30 15 

Sandford Hill 107.0 30 10 

Sneyd Green 93.5 27 16 

Springfields and Trent Vale 109.7 32 8 

Tunstall 115.0 33 6 

Weston Coyney 68.6 22 32 

    

Stoke-on-Trent 87.7 1,130  
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Hospital admission rates from circulatory disease (under 75) by wards in Stoke-on-

Trent between 2006-2010 
 

 
Ward 

 

 
Rate 

 

 
Admissions 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 708.7 379 10 

Baddeley, Milton and Norton 549.3 526 30 

Bentilee and Ubberley 731.1 346 6 

Birches Head and Central Forest Park 579.8 314 27 

Blurton East 592.1 198 26 

Blurton West and Newstead 787.8 187 2 

Boothen and Oakhill 636.1 159 21 

Bradeley and Chell Heath 670.1 188 18 

Broadway and Longton East 511.1 149 34 

Burslem Central 723.0 196 7 

Burslem Park 566.0 149 29 

Dresden and Florence 719.1 172 9 

Eaton Park 548.0 159 31 

Etruria and Hanley 772.9 203 3 

Fenton East 605.5 187 24 

Fenton West and Mount Pleasant 807.2 217 1 

Ford Green and Smallthorne 520.1 145 32 

Goldenhill and Sandyford 671.2 179 16 

Great Chell and Packmoor 624.3 340 23 

Hanford and Trentham 440.2 315 37 

Hanley Park and Shelton 577.7 75 28 

Hartshill and Basford 499.4 144 36 

Hollybush and Longton West 721.8 229 8 

Joiner's Square 700.5 161 13 

Lightwood North and Normacot 512.8 132 33 

Little Chell and Stanfield 661.6 192 19 

Meir Hay 593.9 150 25 

Meir North 707.4 207 11 

Meir Park 510.4 141 35 

Meir South 746.9 187 5 

Moorcroft 706.1 163 12 

Penkhull and Stoke 699.0 214 14 

Sandford Hill 681.5 193 15 

Sneyd Green 632.9 169 22 

Springfields and Trent Vale 670.1 196 17 

Tunstall 760.9 211 4 

Weston Coyney 645.7 172 20 

    

Stoke-on-Trent 629.1 7,644  
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Appendix 5 Mortality and hospital admission rates from all respiratory diseases by 

ward 

 

Mortality rates from all respiratory diseases (all ages) by wards in Stoke-on-Trent 

between 2006-2010 
 

 
Ward 

 

 
Rate 

 

 
Deaths 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 102.4 89 20 

Baddeley, Milton and Norton 88.6 144 27 

Bentilee and Ubberley 93.4 80 25 

Birches Head and Central Forest Park 87.4 69 28 

Blurton East 78.1 42 32 

Blurton West and Newstead 86.7 45 29 

Boothen and Oakhill 66.2 25 34 

Bradeley and Chell Heath 100.7 49 23 

Broadway and Longton East 85.8 37 30 

Burslem Central 108.4 45 17 

Burslem Park 92.5 35 26 

Dresden and Florence 127.1 60 9 

Eaton Park 83.7 40 31 

Etruria and Hanley 128.3 53 7 

Fenton East 95.6 43 24 

Fenton West and Mount Pleasant 139.2 60 3 

Ford Green and Smallthorne 121.3 65 12 

Goldenhill and Sandyford 114.5 65 13 

Great Chell and Packmoor 131.2 119 6 

Hanford and Trentham 102.0 147 21 

Hanley Park and Shelton 63.7 15 35 

Hartshill and Basford 128.2 66 8 

Hollybush and Longton West 101.3 66 22 

Joiner's Square 141.8 58 2 

Lightwood North and Normacot 70.5 25 33 

Little Chell and Stanfield 102.5 44 19 

Meir Hay 48.6 15 37 

Meir North 110.3 58 15 

Meir Park 53.8 17 36 

Meir South 133.6 47 5 

Moorcroft 179.2 78 1 

Penkhull and Stoke 107.5 68 18 

Sandford Hill 125.0 47 11 

Sneyd Green 112.3 49 14 

Springfields and Trent Vale 108.7 47 16 

Tunstall 127.1 57 10 

Weston Coyney 137.8 80 4 

    

Stoke-on-Trent 104.1 2,149  
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Hospital admission rates from all respiratory diseases (all ages) by wards in Stoke-on-

Trent between 2006-2010 
 

 
Ward 

 

 
Rate 

 

 
Admissions 

 

Rank 
1 = worst 

Abbey Hulton and Townsend 1,203.4 629 22 

Baddeley, Milton and Norton 1,050.8 897 32 

Bentilee and Ubberley 1,381.9 776 8 

Birches Head and Central Forest Park 1,133.1 591 29 

Blurton East 1,027.4 306 35 

Blurton West and Newstead 1,303.0 377 14 

Boothen and Oakhill 1,256.5 334 17 

Bradeley and Chell Heath 1,428.0 412 4 

Broadway and Longton East 1,198.4 317 23 

Burslem Central 1,390.0 410 7 

Burslem Park 1,208.4 322 21 

Dresden and Florence 1,316.2 351 11 

Eaton Park 1,031.1 261 34 

Etruria and Hanley 1,291.2 437 15 

Fenton East 1,268.8 402 16 

Fenton West and Mount Pleasant 1,356.2 378 9 

Ford Green and Smallthorne 1,191.9 369 26 

Goldenhill and Sandyford 1,492.4 507 2 

Great Chell and Packmoor 1,315.5 709 12 

Hanford and Trentham 948.3 587 37 

Hanley Park and Shelton 1,034.0 211 33 

Hartshill and Basford 1,149.0 332 28 

Hollybush and Longton West 1,256.0 392 18 

Joiner's Square 1,412.8 331 5 

Lightwood North and Normacot 1,130.7 368 30 

Little Chell and Stanfield 1,479.6 457 3 

Meir Hay 1,096.5 264 31 

Meir North 1,306.5 421 13 

Meir Park 1,021.1 220 36 

Meir South 1,322.2 379 10 

Moorcroft 1,647.6 476 1 

Penkhull and Stoke 1,217.0 366 19 

Sandford Hill 1,213.4 340 20 

Sneyd Green 1,183.4 292 27 

Springfields and Trent Vale 1,195.4 366 24 

Tunstall 1,410.7 471 6 

Weston Coyney 1,194.6 272 25 

    

Stoke-on-Trent 1,232.4 15,330  
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 
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Appendix 6 Rankings of health indicators by wards in Stoke-on-Trent  

 
  

Mortality 
  

Hospital admissions 
 

 

Ward 
 

AC* 
 

CAN 
 

CD 
 

RD 
  

AC 
 

CAN 
 

CD 
 

RD 
Rank 

1 = worst 

Abbey Hulton and Townsend 20 6 18 20  10 15 10 22 13 

Baddeley, Milton and Norton 26 19 29 27  30 8 30 32 27 

Bentilee and Ubberley 11 1 4 25  3 10 6 8 4 

Birches Head and Central Forest Park 31 22 23 28  31 26 27 29 29 

Blurton East 33 27 21 32  33 23 26 35 33 

Blurton West and Newstead 27 15 13 29  6 19 2 14 14 

Boothen and Oakhill 12 32 9 34  22 31 21 17 25 

Bradeley and Chell Heath 34 28 27 23  13 30 18 4 24 

Broadway and Longton East 25 34 33 30  27 12 34 23 31 

Burslem Central 2 2 2 17  8 20 7 7 3 

Burslem Park 24 24 20 26  24 7 29 21 23 

Dresden and Florence 5 31 19 9  19 29 9 11 17 

Eaton Park 28 20 30 31  28 27 31 34 32 

Etruria and Hanley 4 7 12 7  17 14 3 15 5 

Fenton East 32 18 24 24  21 21 24 16 26 

Fenton West and Mount Pleasant 3 3 17 3  1 1 1 9 1 

Ford Green and Smallthorne 22 12 25 12  25 11 32 26 22 

Goldenhill and Sandyford 6 5 28 13  9 24 16 2 11 

Great Chell and Packmoor 9 25 11 6  23 16 23 12 15 

Hanford and Trentham 23 35 36 21  37 18 37 37 35 

Hanley Park and Shelton 19 26 3 35  36 37 28 33 30 

Hartshill and Basford 18 33 22 8  29 34 36 28 28 

Hollybush and Longton West 29 9 26 22  11 35 8 18 20 

Joiner's Square 7 14 14 2  12 25 13 5 7 

Lightwood North and Normacot 35 36 35 33  34 36 33 30 36 

Little Chell and Stanfield 15 4 31 19  4 17 19 3 12 

Meir Hay 37 21 34 37  32 13 25 31 34 
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Appendix 6 continued 

 

Rankings of health indicators by wards in Stoke-on-Trent 
  

Mortality 
  

Hospital admissions 
 

 

Ward 
 

AC* 
 

CAN 
 

CD 
 

RD 
  

AC 
 

CAN 
 

CD 
 

RD 
Rank 

1 = worst 

Meir North 13 10 5 15  14 4 11 13 6 

Meir Park 36 37 37 36  35 28 35 36 37 

Meir South 10 29 1 5  7 32 5 10 10 

Moorcroft 1 11 7 1  2 9 12 1 2 

Penkhull and Stoke 21 16 15 18  26 2 14 19 16 

Sandford Hill 8 8 10 11  16 6 15 20 9 

Sneyd Green 30 30 16 14  15 5 22 27 21 

Springfields and Trent Vale 17 17 8 16  18 22 17 24 18 

Tunstall 16 13 6 10  5 33 4 6 8 

Weston Coyney 14 23 32 4  20 3 20 25 19 
Source: NHS Stoke-on-Trent 2012 

 

Figures in red are significantly higher (worse) than the Stoke-on-Trent average 

Figures in green are significantly lower (better) than the Stoke-on-Trent average 

 

* AC = all cause 

CAN = cancer 

CD = circulatory disease 

RD = respiratory disease 
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Appendix 7 Rankings of health indicators by wards in Stoke-on-Trent  
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Here are 5 evidence based ways to help you improve your mental wellbeing. 

Try to integrate them into your daily life – think of them as your 
 “5 a day” of mental wellbeing! 

 

1. Connect 

 

With the people around you. With family, friends, colleagues and neighbours.  At 
home, work, school or in your local community. Think of these as the cornerstones of 
your life and invest time in developing them. Building these connections with support 
and enrich you every day.  
 

2. Be Active 

 

Go for a walk or run. Step outside. Cycle. Play a game. Garden. Dance. Exercising 
makes you feel good. Most importantly, discover a physical activity that you enjoy; 
one that suits your level of mobility and fitness.  
 

3. Give 

 
Do something nice for a friend, or a stranger. Thank someone. Smile. Volunteer your 
time. Join a community group. Look out, as well as in. Seeing yourself, and your 
happiness, linked to the wider community can be incredibly rewarding and will create 
connections with the people around you.  
 

4. Keep Learning 

 
Try something new. Rediscover an old interest. Sign up for that course. Take on a 
different responsibility at work. Fix a bike. Learn to play an instrument or how to cook 
your favourite food. Set a challenge you will enjoy achieving. Learning new things will 
make you more confident, as well as being fun to do.  
 

5. Take Notice 

 

Be curious. Catch sight of the beautiful. Remark on the unusual. Notice the changing 
seasons. Savour the moment, whether you are on a train, eating lunch or talking to 
friends. Be aware of the world around you and what you are feeling. Reflecting on 
your experiences will help you appreciate what matters to you.  

 

 

Source: Aked J, Marks N, Cordon et al  (2011) Five ways to mental health and wellbeing:  
The evidence centre for wellbeing. Nef (The New Economics Foundation): London 



Have any questions?
If you have any feedback on the contents of this report

or suggestions please don’t hesitate to get in contact,

we would be very pleased to hear from you. 

Please direct all comments to: PHAR@stoke.nhs.uk




