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Foreword 
Lifestyle refers to our behaviours, habits and attitudes to life.  These have an impact on our wellbeing.  Our 

lifestyles can be unhealthier than we think; what we eat, how often we exercise and move, whether we 

smoke, drink alcohol, get sufficient sleep and rest and the stress and stressors, all have an impact on our 

health.  A healthy lifestyle can be characterised as a balanced life in which individuals make wise choices. 

To increase the level of wellbeing in Luton the population needs to have easy access to information and 

support that will assist them to lead a healthier lifestyle.  The World Health Organisation (WHO) 

recommends eating lots of fruits and vegetables, reducing fat, sugar and salt intake and to take regular 

exercise is part of the action we need to take.  Based on height and weight, people can check their body 

mass index (BMI) to determine whether they are overweight. WHO provides a series of publications to 

promote and support healthy lifestyles and improve well-being. 

Promoting healthier lifestyles saves lives, promotes wellbeing and creates environments where individuals, 

families and communities can be informed, become empowered, and consequently lead healthier and 

happier lives.   

In Luton there is a wide range of skills, knowledge, resources and experiences that contribute to improving 

wellbeing. To do this services need to be more joined up taking a whole system approach. This will reduce 

confusion and duplication for residents, as well as increase access and seamless pathways into the right 

service.   

Luton Borough Council (LBC) and Luton Clinical Commissioning Group (CCG) are working together to 

improve the lifestyle and health of people in Luton. 
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Aim, Purpose and Scope  
This need assessment reviews information relating to wellbeing, lifestyles and health related behaviours of 

the population of Luton and has been produced jointly for Luton Borough Council and Luton Clinical 

Commissioning Group.   

This assessment is being used to inform the commissioning of an integrated wellbeing service for Luton.   

The terms of reference is to review the health and lifestyle needs of people in Luton to determine services 

required to improve health and wellbeing; to inform and guide commissioning of health, well-being and 

social care services and to assess the inequalities that relate to poor lifestyle choices that are known to 

exist.  This needs assessment does not include information relating to sexual health. 

Data used in this assessment includes that available from Public Health England, the Office of National 

Statistics and NHS England (via NHS Digital), Sport England’s Active People Survey and the What About 

YOUth (WAY) survey. Data were accessed from Public Health England’s online tool, Fingertips1, and has 

been used to access data.  Data from current service providers has also been used. 

 

 

  

                                                
1
 Public Health England, Fingertips [available online] http://fingertips.phe.org.uk/ [last accessed 13 July 2017] 

http://fingertips.phe.org.uk/
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Executive Summary  
Summary 
 

To improve the level of wellbeing in Luton people need to have easy access to services, information and 

support to assist them to lead a healthier lifestyle.  

Promoting a healthier lifestyle saves lives, promotes wellbeing and creates environments where individuals, 

families and communities can feel informed, empowered, healthier and happier.   

In Luton there is a wide range of skills, knowledge, resources and experiences that contribute to improving 

wellbeing, it has been recognised that there is a need for these services to be more joined up using a whole 

systems approach. This will reduce confusion and duplication for residents, as well as increase access and 

seamless pathways to the right service provision.   

Luton Borough Council (LBC) and Luton Clinical Commissioning Group (CCG) are working in partnership to 

improve the lifestyles of Luton’s population.  

The services included within this need assessment in scope for the new integrated wellbeing service is: 

Luton Public Health commissioned services: 

 

 Stop Smoking Services 

 Weight Management 

 Physical Activity 

 Social Prescription 

 Make Every Contact Count 

 Health Checks 

Luton Clinical Commissioning Group commissioned services: 

 Adults Tier 1&2 Mental Health services 

 

Findings 
 

Luton has a growing culturally diverse population that is younger than England.  Deprivation in Luton is 

high; Luton is ranked the 59th (of 326) most deprived local authority.  Luton has nine output areas in the top 

ten per cent most deprived areas in the country.  

Life expectancy at birth in Luton for males is 78.8 years and 82.3 years for females (2013-15). This is an 

increase in life expectancy for both genders on previous years and whilst life expectancy in Luton has 

shown a steady increase, it is 0.7 years below that of England for males and 0.8 years below that of 

England for females. 
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Income Deprivation Affecting Children (IDACI) shows a score of 23.1 which shows that Luton is more 

deprived in relation to children than England. 

The estimated prevalence of mental health issues in young people in Luton is 9.8%. Self-harm admission to 

hospital in Luton are less than England’s but this is the tip of the iceberg and we need to be more aware of 

self-harm incidence in the community.  Self-harm is an increasingly challenging mental health issue locally. 

Of the ten most similar Clinical Commissioning Groups (CCGs) Luton has the second highest proportion of 

the estimated prevalence of common mental health problems (aged 16 to 74 years).  The proportion for 

Luton is 19% compared with England’s 15.6%; this equates to approximately 28,000 people.  There were 

9.7% of people entering psychological therapies as a percentage of those estimated to have anxiety/ 

depression in Luton compared with England at 15.5%.  People with common mental health disorders is 

expected to increase by 12% by 2030 (an increase of nearly 24,000 people). 

Luton had a rate of 67.7 per 10,000 children who are looked after in 2015/16, which is statistically 

significantly more than England and 36% of children in Luton have suffered at least one adverse childhood 

event in their lifetime, this is a proxy for the need for wellbeing services. 

Luton has 8.2% of lone parent households and the third highest proportion for families with health problems 

as a percentage of households with dependent children where at least one person has a long term health 

problem or disability.  Luton had a rate of 5 per 1,000 households that were homeless, significantly more 

than England (2.5).  Unemployment in Luton in the 16 to 64 population is 6%, higher than England (5.1%). 

62% of social prescription referrals were recorded as being people affected by mental health. 

46.5% of the population of Luton adults consume 5 fruit and vegetables a day on a usual day.  This is 

significantly lower than England (52.3%).  The level of overweight and obesity in children aged 10 to 11 

years is significantly higher than England and this level is increasing. 

31% of Luton’s population are achieving less than 30 minutes of physical activity a week. 

Adults expected to have diabetes will rise to 9,500, an increase of 31.5% by 2035; an additional 2,250 

cases. 

Luton has significantly higher rate of smoking attributable hospital admissions (2015/16) than England as 

well as admissions for chronic obstructive pulmonary disease (COPD).   

Luton has significantly higher rates of successful quitters for those that choose to quit smoking(2015/16).  

The cost per quitter in Luton is the second lowest of the CIPFA comparator group. 

Luton has the lowest rate of the CIPFA comparators for 15 year olds regularly drinking at 1.3% (England 

6.2%, other comparators 1.5 – 6.5%).  Luton has one of the highest rates of adults drinking over 14 units of 

alcohol a week compared with the other LAs in the CIPFA cluster with over a quarter of the population 

(26.7%).  The number and rate of people being admitted to hospital for alcohol-related conditions is 

increasing and Luton has rate of 697 per 100,000 populations, significantly higher than England (647 per 

100,000 population). 

There are an estimated 1,900 people with dementia in Luton (2017) and by 2035 that figure will increase to 

3,200, an increase of nearly 65%.  Statutory services need to consider this increase and the demand for 

services. 

Data shows that men and the Asian community access health checks less often than women. 

There is a low level of professionals trained in ‘Make Every Contact Count’ (MECC) and improvements in 

online training uptake for frontline staff across all statutory organisations needs to be improved. 
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Summary of Recommendations 
 

This wellbeing and healthy lifestyle need assessment has scoped the services that have had an impact on 

wellbeing and lifestyles factors in Luton.   

This scoping work has identified that there services available in Luton are good, however some of these are 

delivered on an individual/team approach, and a shift towards a whole system approach is the most 

effective way to achieve scalable successful outcomes. 

To deliver this shift there are a number of recommendations that have come out of this need assessment 

that would need to be implemented:  

 Improve data collection on bullying.  We do not currently have access to the data to allow us to 

review which elements of bullying are an issue in Luton.  Business intelligence colleagues should 

explore options to access these data via Public Health England 

 Improve data capture on self-harm.  We do not have enough data capture, from various 

organisations that engage with young people, about self-harm, therefore there is a need to improve 

reporting of local data 

 Plan for an increase in carers’ provision and services.  Luton statutory services need to consider the 

number of carers and the potential increase as our population ages in all their future service 

planning/ development 

 Improve the referral rate of social prescription from GPs 

 Understand the nature of the Social Prescription referrals to determine whether social prescription 

has been a suitable and effective intervention for people with mental health conditions in Luton 

 Plan for the increase dementia services.  The data in this HNA show that there are an estimated 

1,900 people with dementia in Luton in 2017 and by 2035 that figure will increase to 3,200, an 

increase of nearly 65%.  Clearly the statutory services need to consider this increase on demand for 

services 

 Increase male invites and uptake for health checks.  Data shows that men access healthcare less 

often than women.  59% of women invited attended a health check and 45% of men invited 

attended a health check 

 Increase MECC training including online training with all frontline staff across all statutory 

organisations 

 Ensure that the resilience training for young people includes those not in education, employment or 

training (NEET) 

 Improve the data reporting for those receiving psychological therapies by ethnic group and analysis 

performed to assess if there are any inequalities 
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Assessment 

Local demographics 

Population  

The health of the population of Luton is poorer than the England average.  These poorer health outcomes 

are primarily linked to the levels of socioeconomic deprivation experienced by a significant segment of the 

population 

This section  describes the numbers and projected growth of the population; demographics (e.g. age, 

gender, and ethnicity); population movement in and out of the borough; deprivation and poverty; the health 

of the people in Luton using life expectancy as a measure; and information on causes of death in the 

borough. 

Population estimates for Luton for mid 2016 from the Office of National Statistics suggest that there are 

216,791 people living in Luton. 

Figure 1 presents a population pyramid showing age and gender of the resident population of Luton 

compared to England and shows Luton has a younger population for both genders below the age of 40 

years. 

 

Figure 1: Population Pyramid for Luton (2015 estimates)  
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Figure 2 shows the most densely populated areas of Luton are in the centre of the town.  With an area of 
4,336 hectares, the official Office of National Statistics (ONS) population figure translates into a population 
density of 48 people per hectare across the borough  This figure is greater than many London Boroughs2. 
Figure 2: Luton population density 

 

Source: Census 2011, Office for National Statistics and Ordnance Survey 

Population projection 

Luton’s population is projected to grow significantly between 2011 and 2031, with the latest forecasts 

projecting growth of 25% in the next 20 years.  Key drivers for this are high levels of natural growth (more 

births than deaths) and international in-migration.  Luton also has high population churn and Mayhew 

Harper Associates found that 70% of the population in Luton in 2010 was either not born or not living in 

Luton at the time of the 2001 Census.  

Table 1 shows a summary of population projections for Luton.  Key changes over the next 20 years are: 

 Population of Luton is projected to increase by 50,400, an increase of 25% 

 School age population (5-15 year olds) is projected to increase by 7,850, an increase of 26% 

 Those aged 65-89 is projected to increase by 10,750 people, an increase  of 47% 

 Very elderly population (90+) is projected to increase by 1,450 people, an increase of 1 ½ times 

more than 2011 

  

                                                
2
 Office for National Statistics. 2011 Census. [Online] Available from: http://www.ons.gov.uk/ons/guide-

method/census/2011/index.html?utm_source=twitterfeed&utm_medium=twitter   

http://www.ons.gov.uk/ons/guide-method/census/2011/index.html?utm_source=twitterfeed&utm_medium=twitter
http://www.ons.gov.uk/ons/guide-method/census/2011/index.html?utm_source=twitterfeed&utm_medium=twitter
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Table 1: Luton population projections by age from 2011 to 2031 

 

Source: Luton Borough Council using POPGROUP software and a ten year migration average. 

Components may not sum to totals due to rounding 

 

Ethnicity and Diversity 

Figure 3 shows the broad ethnic groups in the Luton population. Approximately 45% of the population of 

Luton is of Black and Minority Ethnic Origin (BME) or non-white ethnicity.  The ethnic composition of Luton 

fits the model of  ‘super-diversity’ in which there is an increasing number of BME communities within the 

population, each with its own needs and cultures.  Luton has a long history of migration from elsewhere in 

the UK and overseas.  There have been long-standing African-Caribbean, Bangladeshi, Indian, Irish and 

Pakistani communities in Luton as a result of international migration and more recently the migration 

patterns have become more complex. In the mid-1990s, the opening of the University of Luton (now the 

University of Bedfordshire) caused a rapid growth in the student population of the town and this growth has 

been sustained with an increase in the number of overseas students. 

In the mid-2000s, the expansion of the European Union led to a significant increase in migration from 

eastern European countries, particularly Poland and Lithuania.  7% of Luton’s population is classed as 

‘other white’ which is the group for non-British or Irish Europeans and includes people from other parts of 

the world including Americas and Australasia (England has 4.6% of the population in this category in 

comparison).  There has also been in-migration from African countries such as the Congo, Ghana, Nigeria, 

Somalia and Zimbabwe.  There is also a Turkish population in Luton.  More recently, National Insurance 

Registration data has demonstrated further increases in international migration with Romanians moving to 

the town after the 2014 change in law allowing them the right to work in the UK.  Analyses of translation 

service data also reflects the levels of diversity in the town, identifying over 120 languages or dialects being 

spoken by residents.  This provides corroborating evidence of Luton being super-diverse. 

4.5% of the total population of Luton are Black African3 or Black African heritage (England 2.1%) and 5.9% 

Black Caribbean or Black Caribbean heritage (England 1.9%).  14.4% of the population are Pakistani 

(England 2.1%), 6.7% Bangladeshi (England 0.8%) and 5.2% Indian (England 2.6 %).  

                                                
3
 Luton Borough Council, 2011 ONS Census, Ethnic group of residents [available online] 

http://www.luton.gov.uk/Environment/Lists/LutonDocuments/PDF/Planning/Census/2011%20census%20data/LUTON

%20BOROUGH%20PROFILE.pdf [last accessed 27 July 2017] 

http://www.luton.gov.uk/Environment/Lists/LutonDocuments/PDF/Planning/Census/2011%20census%20data/LUTON%20BOROUGH%20PROFILE.pdf
http://www.luton.gov.uk/Environment/Lists/LutonDocuments/PDF/Planning/Census/2011%20census%20data/LUTON%20BOROUGH%20PROFILE.pdf
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Figure 3: Ethnic composition of Luton and England 

  
 

Deprivation    

There is no single generally agreed definition of deprivation. Deprivation overlaps, but is not synonymous 

with, poverty. Absolute poverty can be defined as the absence of the minimum resources for physical 

survival, whereas relative poverty relates this to the standards of living of a particular society at a specific 

time. 

 

The Index of Multiple Deprivation (IMD) 2015 produced by Department of Communities & Local 

Government (DCLG) combines a number of indicators, chosen to cover a range of economic, social and 

housing issues, into a single deprivation score for each small area in England. This allows each area to be 

ranked relative to each other according to their level of deprivation.  

Luton is ranked the 59th (of 326) most deprived local authority – one being the most deprived.  Luton has 

nine output areas in the top ten per cent most deprived areas in the country.  Three of these areas are in 

Northwell, two in Farley and South wards and one in Biscot and Dallow wards 
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Figure 4: Map of Luton by Index of Multiple Deprivation 2015 

 

Life expectancy 

 

Life expectancy at birth is an estimate of how long a new born baby can expect, on average, to live if they 

experienced the current age-specific mortality rates of an area throughout the remainder of their life.  It is 

used as a summary indicator of health status in an area. 

Life expectancy at birth in Luton for males is 78.8 years and 82.3 years for females (2013-15). This is an 

increase for both genders on the previous year (78.2 and 82.2 years respectively). Although life expectancy 

in Luton has shown a steady increase (Figure 5), it is 0.7 years below that of England (79.5 years) for 

males and 0.8 years below that of England (83.1 years) for females.  Trend data has shown that both male 

and female life expectancy in Luton has been rising and the gap in life expectancy (figures 5 and 6) from 

England as a whole has narrowed. 
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Figure 5: Life expectancy in Luton and 
England (Male) 

Figure 6 Life expectancy in Luton and 
England (Female) 

  
 

Luton’s life expectancy is similar to CIPFA statistical neighbour comparators for both male and female life 

expectancy shown in figure 7 and figure 8.  In the male population only 2 similar areas have life expectancy 

that is not significantly worse than England (Thurrock and Milton Keynes).  The same LAs are similar for 

the female population in the statistical neighbour comparator group, the remaining are significantly worse 

than England. 

Figure 7: Life expectancy, males, Luton and 
comparator areas, 2013-15 

Figure 8: Life expectancy, females, Luton and 
comparator areas, 2013-15 

  

This is a high-level health inequality outcome that measures the difference in life expectancy between the 

most and least deprived deciles (or tenths) of the population (see figure 4) over a three year pooled period.  

The overall increase in life expectancy for both genders masks the inequalities that exist between areas 

within Luton.  The slope index of inequality highlights the gap between the most and least deprived areas.  

Figures for 2013-15 show a gap of 5.3 years for females and 11.6 years for males, which compared with 

2011-13 is a reduction for females but an increase for males (Figures 9 and 10). 
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Figure 9: Slope Index of Inequality 
(Males) 

Figure 10: Slope Index of Inequality 
(Females) 

  
 

Variation in life expectancy by Middle Layer Super Output Area (MSOA) within Luton for 2009-13 shows the 

inequalities in life expectancy in Luton (Figure 11 and Figure 12).  Lower life expectancy is concentrated 

around the more deprived areas in Luton and differs for males and females as outlined below. 

Figure 11: Life Expectancy by MSOA, Males, 2009-
2013 

Figure 12: Life Expectancy by MSOA, Females, 
2009-2013 

  

Healthy life expectancy (HLE) is an important  measure of mortality and morbidity and is the measure of the 

average number of years a person would expect to live in good health based on contemporary mortality 

rates and prevalence of self-reported good health. 
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Whereas life expectancy is an estimate of how many years a person might be expected to live, healthy life 

expectancy is an estimate of how many years they may live in good health (e.g. without disabilities)4.  Luton 

has a high proportion of years spent in disability compared with the national average for both males and 

females. Healthy Life Expectancy at birth is 62.1 years for males (similar to England 63.4 years) and 61.3 

years for females (significantly lower than England 64.1 years).  Data is shown for statistical neighbour 

comparator areas (Figure13 and 14).  For males living in Luton 22.4% of their life is spent not in good 

health compared with 20.3% nationally (2011 Census data). For females living in Luton 25.7% of their life is 

spent not in good health compared with 23.1% nationally (2011 Census data). 

Figure 13: Healthy life expectancy, Males 
2013-2015 

Figure 14: Healthy life expectancy, Females 
2013-2015 

  

 

  

                                                
4
 Office for National Statistics. Healthy Life Expectancy at birth 2010-12, 2014 [Available online] 

http://www.ons.gov.uk/ons/rel/census/2011-census-analysis/healthy-life-expectancy-at-birth-and-at-age-65--clinical-

commissioning-groups--ccgs--2010-12/rpt-hle.html [last accessed 25 July 2017] 

http://www.ons.gov.uk/ons/rel/census/2011-census-analysis/healthy-life-expectancy-at-birth-and-at-age-65--clinical-commissioning-groups--ccgs--2010-12/rpt-hle.html
http://www.ons.gov.uk/ons/rel/census/2011-census-analysis/healthy-life-expectancy-at-birth-and-at-age-65--clinical-commissioning-groups--ccgs--2010-12/rpt-hle.html


 

20                 

 

National Context 

NICE Guidelines 

There are multiple guidelines and quality standards available from the National Institute for Health and Care 

Excellence (NICE) in relation to lifestyles and behaviours.  

 https://www.nice.org.uk/advice/lgb7/chapter/developing-an-action-plan#table-1-intervention-levels  

One You 

Public Health England, via NHS Choices has a One You5 campaign.  This allows members of the public to 

review their lifestyle choices and provides high level advice and information for further support. 

Living healthily in midlife can double your chances of being healthy at aged 70 and beyond.  Data show that 

around 40% of all deaths in England are related to behaviour and the NHS spends more than £11bn a year 

on treating illnesses caused by the effects of poor diet, inactivity, smoking and drinking alcohol. 

 ‘One You’ aims to encourage adults, particularly those in middle age, to take control of their health to enjoy 

significant benefits now, and in later life. 

Professor Sir Muir Gray, clinical adviser for the One You campaign said: “Many diseases that impact 

people’s health and shorten their active lives can be prevented.  Currently 42% of adults in midlife are living 

with at least one long-term health condition which increases their risk of early death and disability.  

Although it has been customary to blame people for their ‘lifestyle’ we now appreciate that we need to take 

into account the environmental pressures that make it difficult to make healthy choices, having to sit 8 

hours a day at work for example, and then drive an hour home.  One You is designed to help every 

individual identify not only their risks but also the pressures they face in their life and the stress that results, 

and then support them with personalised tools and advice.” 

Latest figures show that life expectancy at older ages is at record levels, yet many people are spending 

their retirement living in ill health.  Currently 15 million people in Britain are living with a long-term health 

condition. The One You campaign from Public Health England will help adults to move more, eat well, drink 

less and be smoke free.  One You will also provide information on how people can reduce their stress 

levels and sleep better. 

Modern day life makes it hard for people to live healthily, with bigger portions for everything we eat, a desk-

bound job or a long commute.  One You gives people the chance to reappraise their lifestyle choices, put 

themselves first and do something about their own health before it’s too late. 

It encourages adults to start by taking a new online health quiz called ‘How Are You’.  The innovative quiz 

provides personalised recommendations based on your results and directs people to tools and advice to 

help them take action where it’s most needed.  Over half (56%) of 40 to 60 year olds taking the ‘How Are 

You’ quiz said they were likely to change their lifestyle to improve their health because of the feedback it 

gave them. 

 

 

                                                
5
 Public Health England, One You via NHS Choices [available online] 

https://www.nhs.uk/oneyou/#HYw4xpLhWAcyDUFw.97 [last accessed 13 June 2017] 

https://www.nice.org.uk/advice/lgb7/chapter/developing-an-action-plan#table-1-intervention-levels
https://www.nhs.uk/oneyou/#HYw4xpLhWAcyDUFw.97


 

21                 

 

Healthy Lives, Healthy People 

The Public Health White Paper Healthy Lives, Healthy People sets out the Government’s long term vision 

to make ‘wellbeing’ central to the new public health system and the need to develop holistic approaches to 

improving health. 

Our Health and Wellbeing Today 

Our Health and Wellbeing Today recognises that although people in England are healthier than they have 

ever been before, many of the diseases contributing to poor health and early death are linked to lifestyle.  A 

significant proportion of cancers, circulatory disease and vascular dementia could be avoided through a 

combination of reducing smoking rates, improving diet and increasing physical activity. 

Marmot Review 

The Marmot Review highlights the link between poorer health and socio economic status in England and 

the use of ‘universal proportionalism’ as an approach.  People living in the poorer areas of the country will 

on average die seven years earlier than people living in more affluent areas. 

Five Ways to Well-being 

Five Ways to Well-being developed by the New Economics Foundation (NEF) from evidence gathered in 

the UK government’s Foresight Project on Mental Capital and Wellbeing are a set of evidence based 

actions which promote people’s wellbeing.  They are: Connect, Be Active, Take Notice, Keep Learning and 

Give.  These activities are simple things individuals can do in their everyday lives. 

Lifelong Health and Wellbeing 

Lifelong Health and Wellbeing is a national initiative led by the Medical Research Council (MRC) which 

recognises the need to move resources into prevention and early intervention and away from avoidable 

treatment and care to meet the challenges of an ageing population.  The Kings Fund research on clusters 

of unhealthy behaviour amongst more disadvantaged groups continues to widen inequalities in health. 

WISH Healthy Population Forum 

The World Innovation Summit for Health (WISH) Healthy Population Forum (2016) sets out 5 key 

recommendations: 

1. Understand the problem and set clear goals for improvement  

2. Focus on all determinants of health not just health care 

3. Generate shared accountability for improving population health 

4. Empower people and communities, developing their capabilities  

5. Embed health equity as a core part of a population health strategy 
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Wellbeing and mental health 
 

Mental illness accounts for 23% of all ill-health in England and affects more than one in four of the 

population at any time6. Good mental health is linked to good physical health, education, employment, and 

reduced crime and antisocial behaviour.  We aim to expand access to services, improve the public uptake 

of promotion and prevention programmes, and prioritise measures that have the greatest public impact.  

Public Health England (PHE) will work with the NHS, local authorities and other partners to help more 

people have good mental health, improve the physical health and wellbeing of those with mental illness, 

and ensure fewer people suffer avoidable harm. 

 

There is a strong evidence to suggest that work is generally good for physical and mental health and 

wellbeing, taking into account the nature and quality of work and its social context, and that worklessness is 

associated with poorer physical and mental health.  Unemployment is associated with an increased risk of 

ill health and mortality.  There are relationships between unemployment and poor mental health and 

suicide, higher self-reported ill health and limiting long term illness and a higher prevalence of risky health 

behaviours including alcohol use and smoking.  Links between unemployment and poor mental health have 

been explained by the psychosocial effects of unemployment: stigma, isolation and loss of self-worth.  

People with long term psychiatric problems are less likely to be in employment than those with long-term 

physical disabilities, despite indications that most people with severe mental illness would like to work.  

Long-term unemployment has been linked with poorer health satisfaction7 and increased risk of suicide8. 

 

Wellbeing is at the heart of PHEs work, and is included in their statement of purpose.  The government has 

previously published documents emphasising the importance of wellbeing among children and young 

people specifically.  A PHE publication in 2013 examined the relationships between wellbeing and other 

health-related factors.  A more recent publication from PHE emphasises how the emotional health and 

wellbeing of young people can influence their cognitive development and learning, as well as their physical 

and social health.  This document contained advice for schools and colleges in relation to wellbeing among 

pupils.  A What About YOUth? Survey was rolled out in 2014/15 and asked 15 year olds questions about 

their health and wellbeing and lifestyles. 

 

Wellbeing is a key issue for the Government and ONS are leading a programme of work to develop new 

measures of national well-being.  People with higher well-being have lower rates of illness, recover more 

quickly and for longer, and generally have better physical and mental health.  It is felt that economic 

measures (e.g. GDP) are necessary, but not sufficient, to reflect a nation's overall progress or well-being.  

There has been increasing interest in the UK and around the world in using wider measures to monitor 

well-being and evaluate policy, this includes measures of society and the environment, alongside economic 

measures. 

 

                                                
6
 Public Health England, Introduction to PHE Health and Wellbeing Directorate, 2013 [available online] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/175658/Health_and_wellbeing_webpag

ev_Final27Mar.pdf [last accessed 15 June 2017] 

7
 Gordo, L.R. Effects of short- and long-term unemployment on health satisfaction: evidence from German data. 

Applied Economics, 38(20). 2006 

8
 Milner, A.M., Page, A. and LaMontagne, A.D. Long-term Unemployment and Suicide: A Systematic Review and 

Meta-Analysis. PLoS ONE, 8(1): e51333. 2013. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/175658/Health_and_wellbeing_webpagev_Final27Mar.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/175658/Health_and_wellbeing_webpagev_Final27Mar.pdf
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What was identified is that bullying is detrimental to physical and mental health and research suggests that 

it is a problem for many young people, particularly within schools.  Legislation means that by law, every 

school must have measures in place to prevent all forms of bullying.  The government acknowledges that 

bullying in schools can negatively impact health, educational attainment and can pose a suicide risk.  A 

number of initiatives are in place to prevent and reduce bullying particularly among young people.  Bullying 

can take several forms, including physical bullying and psychological/emotional bullying.  Bullying can also 

take place virtually using technology such as social media websites and text messages; this type of bullying 

is known as cyber-bullying.  The Home Office, in collaboration with the National Society for the Prevention 

of Cruelty to Children (NSPCC), and other organisations have recently launched an initiative to combat 

cyber-bullying.  Previous research on bullying within schools by the Department for Education (DfE) has 

identified young people of secondary school age as being at risk of bullying, particularly in the 14–16 year 

old age range. 

 

Local context 

A full mental health needs assessment is currently being written for Luton and this section of this report 

concentrates particularly on the wellbeing aspect of mental health issues. 

In the ONS Annual Population Survey 2015/16 participants were asked to rate their wellbeing and 5.5% of 

Luton’s population gave a low satisfaction rating (percentage of respondents scoring 0-4 to the question 

"Overall, how satisfied are you with your life nowadays?" (1.Overall, how satisfied are you with your life 

nowadays?; 2.Overall, how happy did you feel yesterday?; 3.Overall, how anxious did you feel yesterday?; 

4.Overall, to what extent do you feel the things you do in your life are worthwhile?).  This is higher than 

England but not significantly so.  The data are shown in figure 15.  The survey is undertaken on people 

aged 16 and over.  These data are shown in figure 16. 

The same survey reported that 3.8% of Luton’s population assessed themselves as having a low 

worthwhile score (percentage of respondents scoring 0-4 to the question "Overall, to what extent do you 

feel the things you do in your life are worthwhile?" (1.Overall, how satisfied are you with your life 

nowadays?; 2.Overall, how happy did you feel yesterday?; 3.Overall, how anxious did you feel yesterday?; 

4.Overall, to what extent do you feel the things you do in your life are worthwhile?)).  This is the second 

lowest score for the cluster where data are reportable whilst still being higher than England. 

Luton has a lower proportion of its population that had a low happiness score from the annual population 

survey, 7.9% (England 8.8%).  (The percentage % of respondents scoring 0-4 to the question "Overall, how 

happy did you feel yesterday?" (1.Overall, how satisfied are you with your life nowadays?; 2.Overall, how 

happy did you feel yesterday?; 3.Overall, how anxious did you feel yesterday?; 4.Overall, to what extent do 

you feel the things you do in your life are worthwhile?).  This is the second lowest of the LAs in the same 

CIPFA nearest neighbours.  Data are shown in figure 17. 

Figure 18 shows the proportion of people who self reported with a high anxiety score (percentage of 

respondents scoring 6-10 to the question "Overall, how anxious did you feel yesterday?" (1.Overall, how 

satisfied are you with your life nowadays?; 2.Overall, how happy did you feel yesterday?; 3.Overall, how 

anxious did you feel yesterday?; 4.Overall, to what extent do you feel the things you do in your life are 

worthwhile?)).  Luton (19.7%) has a higher proportion than England (19.4%) but the difference is not 

significant.   
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Figure 15: Proportion of population who assessed 
themselves with a low satisfaction score 

Figure 16: Proportion of population who assessed 
themselves as having a low worthwhile score 

  

Figure 17: Proportion of population who assessed 
themselves with a low happiness score 

Figure 18: Proportion of population who assessed 
themselves as having a high anxiety score 

  

 

Child wellbeing 

The Child Wellbeing Index (CWI) was produced by the Department of Communities and Local Government 

for 2009.  The CWI is based on the approach, structure and methodology that were used in the 

construction of the ID 2007.  The seven domains included in the CWI are: Material well-being, Health, 

Education, Crime, Housing, Environment, Children in need.  The child wellbeing index for Luton and 

comparator areas is shown in figure 19. 
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Figure 19: Child wellbeing index (2009) 

 

Figure 20 shows the Income Deprivation Affecting Children (IDACI) shows a score of 23.1 which shows 

that Luton is more deprived in relation to children than England. 

Figure 20: Income Deprivation Affecting Children Index (IDACI), 2015 

 

Data from the Luton School Health Profiles (2016) are shown in table 2.  It shows a wide range of variation 

across the different indicators and all the indicators apart from absent pupils and persistently absent pupils 

Luton has a higher proportion of affected pupils than England. 
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Table 2: Secondary school wider determinant to health indicators 

Indicator Luton 

Average 

National 

Average 

Luton 

Highest 

Luton 

Lowest 

% of pupils where English is not their first language 48.0 15.0 94.6 15.8 

% of SEN pupils with a statement or EHC plan 2.1 1.8 5.1 1.0 

% of eligible pupils with SEN support 13.1 12.4 28.5 5.2 

% of pupils eligible for free school meals 21.1 13.2 35.2 13.1 

% of pupils eligible for free school meals at any time during the last 6 years 36.6 29.4 53.7 21.6 

% of pupils absent 5.2 5.3 15.3 3.6 

% persistent  absence 5.1 5.4 28.1 1.4 

SEN = Statement of Education Need; EHC = Education and Health Care plan 

Source: Luton Secondary School Profiles 

For mental wellbeing a set of questions were asked which formed the Warwick-Edinburgh Mental Well-

being Scale (WEMWBS).  The data provided by the WAY survey58 allows comparisons on these measures 

of well-being at a Local Authority (LA) level.  The WEMWBS is formed of 14 statements covering a range of 

feelings and attitudes towards life.  Participants were asked to rate how often they felt like each of the 14 

statements, ranging from ‘None of the time’ to ‘All of the time’, which are scored from 1 to 5.  Each 

participant is given a single score based on their responses to the 14 statements which ranges from 14 – 

70 (a sum of their scores to the individual statements).  Where answers for between one and three 

statements were missing for a participant, a WEMWBS score was calculated by imputing the participant’s 

mean score on the statements they did give answers for to replace any missing values.  In 2014/15 Luton 

15 year olds reported a slightly lower mean wellbeing score of 47.1 when compared with England (47.6) 

and is the lowest in the comparator group of LAs. 

In the WAY survey Luton has one of the highest percentages of 15 year olds reporting low life satisfaction 

within the comparator LAs (see figure 21) of 15.9% which is higher than England (13.7%) and only 

Birmingham had a higher proportion.   

Figure 21: Low satisfaction with life among 15 year olds 2014/15 
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The WAY survey states that Luton has a lower proportion of 15 year olds who were bullied recently 52.2%58 

compared with England (55%) and some of its CIPFA comparator LAs but over half of 15 year olds said 

that they have been bullied recently and this is a worrying statistic.  The data are shown in figure 22.  The 

question asked “How often have you been bullied in the past couple of months in the ways listed below?” 

had answer options "I was called mean names, was made fun of, or teased in a hurtful way", "Other people 

left me out of things on purpose, excluded me from their group of friends, or completely ignored me", "I was 

hit, kicked, pushed, shoved around, or locked indoors", "Other people told lies or spread false rumours 

about me and tried to make others dislike me", "Other people made fun of me because of my body weight", 

"Other people made sexual jokes, comments, or gestures to me", "Someone sent mean instant messages, 

wall postings, emails and text messages, or created a Web site that made fun of me", and "Someone took 

unflattering or inappropriate pictures of me without permission and posted them online".  We do not 

currently have access to the data to allow us to review which elements of bullying are an issue in Luton.  

Business intelligence colleagues should explore options to access these data via Public Health England. 

The WAY survey also asked “How often have you taken part in bullying another person (or other people) in 

the past couple of months?”58.  Figure 23 show the results of the survey for the CIPFA comparator LAs, 

Luton and England.  Luton’s percentage, 11.8%, is higher than England (10.1%) and the second highest in 

the comparator group. 

Figure 22: 15 year olds being bullied Figure 23: 15 year olds who bullied others 

  

The 2016 Luton Director of Public Health Annual Report ‘The Health of School Aged Adolescents in Luton’9 

estimated the overall prevalence of mental health issues in young people in Luton is 9.8%10, and estimates 

of prevalence of emotional 3.7%, conduct 6.1%, and hyperkinetic (attention deficit hyperactivity disorders) 

disorders 1.7% for Luton in 2014.  Self-harm is increasingly a challenging mental health issue locally.   

Issues such as anxiety are seen frequently in schools, care and other settings. 

  

                                                
9
 Luton Borough Council, Director of Public Health Annual Report, The Health of School Aged Adolescents in Luton, 

2016 

10
 Public Health England, Child and Maternal Health (CHIMAT) Child Health Profile 2016 [available online] 

https://fingertips.phe.org.uk/profile-group/child-health [last accessed 20 July 2017] 

https://fingertips.phe.org.uk/profile-group/child-health
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Figure 24: Estimated number of children with common mental health disorders 

Estimated number of Luton children aged 5-16 with common mental health disorders by gender (2014) 

 
Source: CHIMAT needs assessment: Local authority mid-year resident population estimates for 2014 from ONS. CCG population 

estimates aggregated from GP registered populations (Oct 2014) 

Public Health England estimate11  that there are 3,670 young people aged 16-24 with Attention Deficit 

Hyperactivity Disorder (ADHD) living in Luton in 2013.  Conduct disorders and hyperkinetic disorders are 

more common in boys.  Neurotic disorders, such as anxiety, depression and obsessive compulsive 

disorders and more likely to be diagnosed in girls compared to boys.  Figure 25 shows applied prevalence 

rates (2014) to the population of Luton to give estimates of numbers with neurotic disorders. 

Figure 25: Estimates of children with neurotic disorders 

Estimated number of people aged 16 to 19 with neurotic disorders (2014) 

 
Source: ChiMat Local authority mid-year resident population estimates for 2014 from Office for National Statistics. CCG population estimates 

aggregated from GP registered populations (Oct 2014) 

Public Health England estimates that there were 3,470 young people aged 16-24 with eating disorders 

living in Luton in 2013.  However, this estimate should be treated with caution, and is based on applying a 

                                                
11

 Public Health England, The mental health of children and young people in England, 2016 [available online] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/575632/Mental_health_of_children_in_

England.pdf [last accessed 20 July 2017] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/575632/Mental_health_of_children_in_England.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/575632/Mental_health_of_children_in_England.pdf
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prevalence estimate from the literature to the local population of 16-24 year olds, without taking into 

account any other local factors. 

PHE has estimated a number of indicators relating to mental health in a school setting (figure 26).  Luton is 

estimated to have 6.7% of pupils with a learning disability, statistically higher than the England average 

estimate of 5.0%.  Luton also has a higher prevalence than the England average estimate of pupils with 

social, emotional, and mental health needs – 2.5% in Luton compared with 2.0% in England. 

Figure 26: Mental health in a school setting 

School-based mental health and wellbeing indicators: Luton compared to England average 

 

 
Source: PHE: Children and Young People’s mental health and wellbeing profile (image from LBC Children and Adolescent Mental 
Health Needs Assessment) 

 

The 2016 Schools Health Education Unit (SHEU) carried out in Luton identified increasing levels of anxiety 

particularly related to exams.  All schools surveyed reported an increase in anxiety in students in recent 

years.  Anxiety was seen across all year groups but peaked in year 11, in line with examination periods with 

one school reporting that in year 11 nearly 20% of the year group had above normal levels of anxiety which 

had required medical advice to be sought.  Similar to the data on anxiety girls appear to present with 

anxiety more than boys, and the triggers are reported as exam pressure, family problems, including 

housing evictions, and peer relationships. 

Young people not in education, employment or training (NEET) can be a risk factor for poor choices 

including substance misuse.  Luton had 4% (n=300) of its 16 to 18 year olds not in education, employment 

or training in 2015 (latest data published at a comparable level).  This is lower than England (4.2%) and the 

4th lowest of the nearest neighbour comparator LAs.  The proportion of NEETs in Luton is declining.  Whilst 

the number of young people classed as NEET is declining this population is more likely to make poor 

lifestyle choices.  Building the resilience of young people in Luton including this vulnerable group is 

important. 

In 2013/14, the rate of Luton children entering the youth justice system were higher than the regional and 

England rates for young people aged 15 and 17 year olds.  The numbers are given in figure 27 and table 3. 
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Figure 27: Children and young people formally entered the youth justice system   

Children and young people formally entered the youth justice system: 2013/14: rate per 1,000 population

 
Source: PHE/ ChiMat snapshot, Ministry of Justice, Office for National Statistics 

 

Table 3: Number of children formally entered the youth justice system (2013/14) 

Age at entry to YOS Number of young people 

10-14 years 32 

15 years 37 

16 years 34 

17 years 56 

Source: ChiMat snapshot, Ministry of Justice 
YOS= Youth Offending Service 

 

The Luton Youth Offending Service (YOS) data for 2014/15 – 15/16 reports that: 

• 33% of children and young people who received an intervention had an identified emotional or mental 

health need.  This increased to 41% in 2015/16. 

• 24% of the overall number of children and young people who received an intervention had a referral 

to the YOS Mental Health specialist.  In 2015/16 22% were referred for specialist support 

Looked after children and care leavers  

This group has a significantly increased risk of mental, behavioural and emotional problems, and are often 

diagnosed with at least one physical health need.  It has been found that among children aged 5 to 17 

years who are looked after by local authorities in England, 45% had a mental health disorder, 37% had 

clinically significant conduct disorders, 12% had emotional disorders, such as anxiety or depression, and 

7% were hyperkinetic. 

Variation in mental health need has been shown to reflect the type of care placement with up to 66% of 

children living in residential care found to have a mental health disorder compared with 40% placed with 

foster-carers or their birth parents.  

Luton had a rate of 67.7 per 10,000 children who are looked after in 2015/16, which is statistically 

significantly more England (60.3) but when compared with the statistical neighbours, Luton has one of the 

lowest rates and only one area has a rate lower than England (Milton Keynes) (figure 28).  Data for looked 

after children has been relatively stable (figure 29) although the last year has seen a small decrease.  Data 

for children leaving care (per 10,000 population) in Luton is also more than England’s rate at 31.2 per 
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10,000 population (England 27.2).  Three LAs in the CIPFA comparator group have lower rates than 

England (figure 30). 

Figure 28: Rate of looked after children per 10,000 
population 

Figure 29: Children leaving care per 10,000 
population 

  

Figure 30: Trend in looked after children per 10,000 
population 

 

 

 

Of the children that were looked after due to neglect in 2016 Luton was 14.3 per 10,000 population, lower 

than England (14.6) and due to family stress, dysfunction or absent parenting was 9.8 in Luton compared 

with 10.1 for England.  While it is estimated 10% of children have a diagnosable mental illness, for children 

and young people in care this figure increases to 60%.  Of the 357 (2013/14) looked after children in Luton, 

based on modelled data, approximately 214 are likely to have mental ill health that could affect their 

wellbeing.   

While it is estimated 10% of children have a diagnosable mental illness, for children and young people in 

care this figure increases to 60%.  Of the 357 (2013/14) looked after children in Luton, based on modelled 

data, approximately 214 are likely to have mental ill health that could affect their wellbeing.   

Data is collected by local authorities through a strengths and difficulties questionnaire (SDQ) and a 

summary figure for each child in care (the total difficulties score) is submitted to the Department for 

Education.  Scores may range from 0 to 40, and a higher score on the SDQ indicates more emotional 

difficulties.  The definitions are: 
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• A score of 0 to 13 is considered normal 

• A score of 14 to 16 is considered borderline cause for concern 

• A score of 17 and over is a cause for concern 

In 2013/14 scores in Luton were similar to those in the East of England and slightly higher than for England 

(figure 31).  

Figure 31: Emotional and behavioural health of looked after children: Average score per child 

Emotional and behavioural health of looked after children: Average score per child 

 
Sources: ChiMat snapshot, Department for Education 

 

PHE estimates for 2014/15 indicate that Luton has a statistically higher rate of children in need than 

England (838 per 10,000 compared to 674 per 10,000 children aged <18), as well as a higher proportion of 

those in need that have been in need for more than two years (33.3% compared to 31.1%).  Of those 

children in need, a higher proportion has completed an initial assessment compared to the England 

average.  A higher proportion of looked after children (83% compared to 74.8%) are in foster placements, 

and a lower proportion in secure units, children’s homes or hostels (5.3% compared to 9.4%).  

The estimated need for services at each intervention tier is shown in figure 32. 

Figure 32: Estimated need for services at each intervention 

 
Source: LBC Children and Adolescent Mental Health Needs Assessment 

 

Children and adolescent mental health services are organised into a tier structure, with 4 tiers indicating the 

level of specialist mental health support required, one a universal low need and 4 being severe need, often 

requiring inpatient care.  Public Health England via ChiMat has estimated the number of children and young 

people who may experience mental health problems at any time during their childhood appropriate to a 

response from child and adolescent mental health services (CAMHS) at tiers 1, 2, 3 and 4 (table 4) for 
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explanation of tiers in the mental health service) for the population aged 17 and under in Luton.  These 

estimates are based on a Mental Health Foundation report12. 

Table 4: Estimated number of children / young people who may experience mental health problems 
appropriate to a response from CAMHS (2014) 

Tier Number 

Tier 1 8,210 

Tier 2 3,835 

Tier 3 1,015 

Tier 4 45 

Source: Office for National Statistics mid-year population estimates for 2014. CCG population estimates aggregated from 

GP registered populations (Oct 2014) 

Adverse Childhood Events (ACE) 

Having a trusting relationship with at least one adult is one of the significant protective factors for a young 

person for them to have personal resilience to deal with life adversity. 

   

The evidence of the studies that have been undertaken in the UK is that outcomes for children are worse 

with the greater the number of ACEs the child has experienced, and those children and young people with 

four or more ACEs faring worst13.  

 

Compared to those with no ACEs, children and young people with four or more ACEs were significantly 

more likely to have poor outcomes in adulthood, including: 

• 3.9 times more likely to be current daily smokers 

• 3.7 times more likely to be heavy drinkers 

• 8.8 times more likely to have spent at least one night in a police station or prison 

• 3.0 times more likely to be morbidly obese  

 

Children also had greater risk of poor educational and employment outcomes, using cannabis, heroin or 

crack cocaine, having low mental wellbeing and life satisfaction, recent involvement with violence, recent 

inpatient hospital care having chronic health conditions, and having caused/been unintentionally pregnant 

aged under18 years. 

An adverse child experience survey Luton was carried out by Liverpool John Moore University in 201514 on 

a sample of approximately 1,500 Luton residents aged between 18 and 80 from all community and ethnic 

backgrounds.  The infographics presented (figure 33) show the study outcomes and reported adverse 

experiences in childhood. 

                                                
12

 Kurtz, Z. 1996 Mental Health Foundation Trust 

13
 Luton Borough Council, Director of Public Health Annual Report, 2016  

14
 Liverpool John Moores University, Adverse Childhood Experiences in Hertfordshire, Luton and Northamptonshire 

2015 [available online] www.cph.org.uk/wp-content/uploads/2016/05/Adverse-Childhood-Experiences-in-

Hertfordshire-Luton-and-Northamptonshire-FINAL_compressed.pdf [last accessed 20 July 2017] 

 

http://www.cph.org.uk/wp-content/uploads/2016/05/Adverse-Childhood-Experiences-in-Hertfordshire-Luton-and-Northamptonshire-FINAL_compressed.pdf
http://www.cph.org.uk/wp-content/uploads/2016/05/Adverse-Childhood-Experiences-in-Hertfordshire-Luton-and-Northamptonshire-FINAL_compressed.pdf
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Figure 33: Adverse Childhood Experiences in Luton 
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Building from the ACE survey, the SHEU school surveys have included questions regarding relationships 

with trusted adults and perceived safety.  The study found: 
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 65% of young people sampled had three or more adults they trusted 

 8% stated that there are no adults they trust 

Young people were also presented with a list of life issues that could cause them ‘worry’ from which: 

 74% said they worry about at least one of the issues listed ‘quite a lot’ or ‘a lot’. 

When asked about their perceived safety in the area where they live and where they go to school, 72% 

rated their safety as ‘good’ or ‘very good’ at school but 28% rated their safety as ‘poor’ or ‘very poor’ when 

going out after dark in the area where they live. Other important safety issues were: 

 17% were ‘fairly sure’ or ‘certain’ they or their friends carry weapons or other things for protection 

 20% felt afraid ‘sometimes’ going to school because of bullying and 4% ‘often’ or ‘very often’ feel 
afraid of going to school because of bullying 

 54% stated that their school takes bullying seriously, while 19% said they think it doesn’t take 
bullying seriously 

Child poverty  

The Marmot Review (2010) suggests there is evidence that childhood poverty leads to premature mortality 

and poor health outcomes for adults. Reducing the numbers of children who experience poverty should 

improve these adult health outcomes and increase healthy life expectancy.  A New Approach to Child 

Poverty: Tackling the Causes of Disadvantage and Transforming Families Lives15 sets out the 

Government’s approach to tackling poverty for this Parliament and up to 2020. This strategy meets the 

requirements set out in the Child Poverty Act 2010, focuses on improving the life chances of the most 

disadvantaged children, and sits alongside the Government's broader strategy to improve social mobility. 

There is a wide variety of evidence to show that children who live in poverty are exposed to a range of risks 

that can have a serious impact on their mental health, including debt, poor housing, and low income.  The 

Children’s Society, 2016 report Poor Mental Health: the links between child poverty and mental health 

problems16. 

Figure 34 shows that nearly a quarter of young people in Luton of all dependent children under 20 in 

relative poverty (living in households where income is less than 60 per cent of median household income 

before housing costs).  Most local authorities in the CIPFA Nearest Neighbour grouping have at least a 

quarter of young people in this category.  Luton has 25.2% of dependent children under the age of 20 in 

relative poverty. 

Figure 35 show the percentage of children under 16 living in poverty (children living in families in receipt of 

out of work benefits or tax credits where their reported income is less than 60% median income).  Luton 

has a proportion that is higher than England of nearly a quarter of young people but when compared with 

the CIPFA comparator groups of similar local authorities it has the third lowest proportion of children less 

than 16 years of age living in poverty. 

                                                
15

 HM Government A New Approach to Child Poverty: Tackling the Causes of Disadvantage and Transforming 

Families’ Lives, 2011 [available online] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/177031/CM-8061.pdf [last accessed 27 

July 2017] 

16
 Children’s Society, 2016 Poor mental health: the links between child poverty and mental health problems [available 

online] http://www.childrenssociety.org.uk/what-we-do/resources-and-publications/poor-mental-health-the-links-

between-child-poverty-and-mental [last accessed 26 June 2017] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/177031/CM-8061.pdf
http://www.childrenssociety.org.uk/what-we-do/resources-and-publications/poor-mental-health-the-links-between-child-poverty-and-mental
http://www.childrenssociety.org.uk/what-we-do/resources-and-publications/poor-mental-health-the-links-between-child-poverty-and-mental
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Figure 34: The proportion of young people in Luton 
of all dependent children under 20 in relative 
poverty 

Figure 35: The proportion of under 16 year olds in 
Luton living in poverty 

  

The percentage of households with dependent children where no adult is in employment was measured in 

the 2011 Census.  Luton’s proportion of households was 5.9% compared with England (4.2%).  All the 

comparative LAs had higher rates than England. 

Teenage pregnancy  

Most teenage pregnancies are unplanned and around half end in an abortion. As well as it being an 

avoidable experience for the young woman, abortions represent an avoidable cost to the NHS.  And while 

for some young women having a child when young can represent a positive turning point in their lives, for 

many more teenagers bringing up a child is extremely difficult and often results in poor outcomes for both 

the teenage parent and the child, in terms of the baby’s health, the mother’s emotional health and well-

being and the likelihood of both the parent and child living in long-term poverty.  Research evidence, 

particularly from longitudinal studies, shows that teenage pregnancy is associated with poorer outcomes for 

both young parents and their children.  Teenage mothers are less likely to finish their education, are more 

likely to bring up their child alone and in poverty and have a higher risk of poor mental health than older 

mothers. Infant mortality rates for babies born to teenage mothers are around 60% higher than for babies 

born to older mothers.  Children of teenage mothers have an increased risk of living in poverty and poor 

quality housing and are more likely to have accidents and behavioural problems.  As well as being included 

in the Public Health Outcomes Framework, teenage pregnancy has also been included as a child poverty 

strategy indicator 2011-14, in the A New Approach to Child Poverty: Tackling the Causes of Disadvantage 

and Transforming Families' Lives10 document, published jointly between the Department for Work and 

Pensions and Department for Education, April 2011. 

Luton data for teenage (girls aged 15-17) pregnancies are shown in figure 36 and 37.  Luton’s rate (figure 

36) is higher than England but not significantly so and the trend is falling (figure 37).  Luton’s rate of under 

16 pregnancies is 4.1 per 1,000 girls aged 13-15 and this is lower than England (4.4) although not the 

lowest in the comparator areas (Slough 2.3). 
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Figure 36: Under 18 pregnancy: rate of conceptions 
per 1,000 females aged 15 – 17 (2014) 

Figure 37: Under 18 pregnancy trend 

 

 

General Health 

The general health of 15 year olds in Luton was reported lower than England and the worst LA in the 

comparator areas in the What About YOUth (WAY) survey17 in 2014/15 where only 24.4% of 15 year olds 

said their general health was excellent (England 29.5%).  Data are shown in figure 38.  The same survey 

reported that Luton had 11.6% of 15 year olds with a long term illness, disability or medical condition.  This 

was lower than England (14.1%) and the second lowest of the comparator group (figure 39).  This may 

suggest that 15 year olds in Luton perceive their health to be less good. 

Figure 38: General health of 15 year olds: 
percentage reporting general health as excellent 

Figure 39: Long term illness in 15 year olds: % with 
a long term illness, disability or medical condition 

  

Self-Harm 

There is limited data for self-harm across all ages because much of it does not come to the attention of 

services that report self-harm specifically through national data reporting mechanisms.  The children’s 

social care system for Luton reports 92 young people who are in the social care system that were recorded 

as self harming in 2015/16.  Given the number of admissions will be the tip of the iceberg, Luton seems to 

not be identifying young people who self-harm and recording them within the children’s social care system.  

Hospital admissions for self-harm in those aged 10-24 years.  Luton has a rate (309 per 100,000) that is 

significantly lower than England’s rate of 431.  In 2015/16 there were 130 admissions.  Hospital admission 

                                                
17

 What About YOUth Survey, 2014/15 [available online] http://www.whataboutyouth.com/ [last accessed 26 June 

2017] 

http://www.whataboutyouth.com/
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data only represent the most severe end of the self-harm spectrum.  These data are available by age group 

and are shown in table 5.  Local data needs to be appropriately captured and monitored in relation to self-

harm in young people. 

Table 5: Hospital admissions for self-harm in children and young people 

 Luton  

Age Group Number of 

admissions 

Rate per 100,000 

population 

England 

rate 

10 – 14 years 9 65.4* 225.1 

15 – 19 years 71 534.5 648.8 

20 – 24 years 50 326.2 410.2 

* significantly lower than England 
Source: PHE Fingertips, from Hospital Episode Statistics 

 

Hospital admissions for adults for intentional self-harm in adults is lower than England and in 2015/16 there 

were 365 admissions, a rate of 160.5 per 100,000 population, significantly lower than England (196.5). 

Hospital admissions for mental health reasons 

Luton has a slightly lower rate of hospital admissions children and young people (0 to 17 years) for mental 

health reasons with 85.6 per 100,000 compared with 85.9 for England.  Luton has significantly more 

hospital admissions than England for mental and behavioural disorders due to use of alcohol conditions, 

424 per 100,000 population (compared with 385). 

Homelessness 

According to Homeless Link18 homelessness can increase an individual’s chance of taking drugs or 

experiencing physical or mental health problems.  Evidence suggests that the longer someone is in this 

position the more difficult it can become to get back on their feet.  More complex issues, such as mental 

health problems, drug and alcohol dependencies, street culture could also cause anti-social behaviour, 

involvement with the criminal justice system and acute NHS services become more likely. 

One study on the experiences of homeless people with complex problems cited that there is a: 

• 77% chance that someone could sleep rough 

• 53% chance that someone could be involved in street drinking 

• 32% chance that someone could beg 

• 10% chance that someone could be involved in prostitution 

Research conducted by Crisis19 found that reasons most often cited by male participants in the UK were 

relationship breakdown, substance misuse, and leaving an institution (prison, care, hospital etc.).  For 

                                                
18

 Homeless Link, The Impact of Homelessness [available online] http://www.homeless.org.uk/facts/understanding-

homelessness/impact-of-homelessness [last accessed 25 July 2017] 

19
 Crisis, Homelessness Monitor 2016 [available online] https://www.crisis.org.uk/ending-

homelessness/homelessness-knowledge-hub/ [last accessed 25 July 2017] 

http://www.homeless.org.uk/facts/understanding-homelessness/impact-of-homelessness
http://www.homeless.org.uk/facts/understanding-homelessness/impact-of-homelessness
https://www.crisis.org.uk/ending-homelessness/homelessness-knowledge-hub/
https://www.crisis.org.uk/ending-homelessness/homelessness-knowledge-hub/
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homeless women, the most common causes were physical or mental health problems and escaping a 

violent relationship. 

Carers 

The 2014 – 2016 Carers Strategy, Second National Action plan20 has a priority area to support carers to 

stay healthy (priority area 4).  It states “While caring can be very rewarding and fulfilling it can also be 

emotionally and physically draining.  We know that many carers, in addition to anxieties about the health of 

the people they care for, can experience significant stress caused by the extent and nature of their caring 

responsibilities, balancing caring with education or paid employment, the state of their family finances and 

concerns about the quality, quantity or reliability of care and support provided by others.”  It continues that 

“it is clear that carers’ health deteriorates incrementally with increasing hours of caring.  The greatest 

impact on general health appeared among young male adult carers up to age 24 caring for over 50 hours a 

week.  They were more than four and a half times likely to report poor health as their peers with no caring 

responsibilities.  A similar pattern of poor health was also apparent among young carers under 18 years of 

age. Those caring for more than 50 or more hours a week were more than five times likely to report they 

were not in good health compared to their peers without caring responsibilities.  80% of the respondents to 

Carers UK State of Caring Survey21 in 2014 said that caring had a negative impact on their health.” 

 

There is clear link between loneliness and poor mental and physical health.  A key element of the 

Government's vision for social care it to tackle loneliness and social isolation, supporting people to remain 

connected to their communities and to develop and maintain connections to their friends and family.  This 

measure will draw on self-reported levels of social contact as an indicator of social isolation for both users 

of social care and carers. 

 

Around one in five people will become carers at some point in their lives.  Hidden carers often spend more 

than 20 hours a week looking after loved ones.  Without help and support, they can find themselves 

struggling with what can be very physical and emotional demands, trying to balance work and home life, 

and potentially risking their own health and wellbeing as a result.  Carers give a vital contribution to their 

families and communities providing unpaid support for someone who is ill, frail or disabled.  Supporting 

carers to enable them to meet their own needs is a key focus for the council and we continue to actively 

support them. We value the work of our carers, who are quite literally, indispensable.  It is important carers 

are aware help is out there; whether it's just having someone to talk to, guidance on benefit entitlements or 

simply understanding the support available22. 

 

Section 96 of the Children and Families Act 2014 describes a young carer as “…a person under 18 who 

provides or intends to provide care for another person (of any age, except where that care is provided for 

payment, pursuant to a contract or as voluntary work).”  The Memorandum of Understanding published by 

the DfE in 2015 relates the description to “...the care for any family member who is physically or mentally ill, 

frail, elderly, disabled or misuses alcohol or substances.” 

                                                
20

 Department of Health, Carers Strategy: 2
nd

 national plan, 2014 [available online] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/368478/Carers_Strategy_-

_Second_National_Action_Plan_2014_-_2016.pdf [last accessed 13 July 2017] 

21
 Carers UK State of Caring 2014 [available online] http://www.carersuk.org/for-professionals/policy/policy-

library/state-of-caring-2014 [last accessed 27 July 2017] 

22
 Luton Borough Council, Luton Carers Strategy, Caring for Carers 2015-2020 [available online] 

http://www.luton.gov.uk/Health_and_social_care/Lists/LutonDocuments/PDF/Community%20Care/Carers/Carers%20

strategy.pdf [last accessed 18 July 2017] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/368478/Carers_Strategy_-_Second_National_Action_Plan_2014_-_2016.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/368478/Carers_Strategy_-_Second_National_Action_Plan_2014_-_2016.pdf
http://www.carersuk.org/for-professionals/policy/policy-library/state-of-caring-2014
http://www.carersuk.org/for-professionals/policy/policy-library/state-of-caring-2014
http://www.luton.gov.uk/Health_and_social_care/Lists/LutonDocuments/PDF/Community%20Care/Carers/Carers%20strategy.pdf
http://www.luton.gov.uk/Health_and_social_care/Lists/LutonDocuments/PDF/Community%20Care/Carers/Carers%20strategy.pdf
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Many young carers come from hidden and marginalised groups, including children caring for family 

members with mental illness or a substance dependency. This group of young carers was not captured in 

the latest ONS census (2011).  Young carers are one and a half times more likely than their peers to be 

from black, Asian or minority ethnic communities, and are twice as likely to not speak English as their first 

language.  Young carers are one and a half times more likely than their peers to have a special educational 

need or a disability.  The average annual income for families with a young carer is £5000 less than families 

who do not have a young carer23. 

 

"No Wrong Doors; working together to support young carers and their families” is a Memorandum of 

Understanding introduced by the DfE in 2015.  The Memorandum provides a template for local protocols 

between adult and children’s social care to ensure we have joined up assessment processes.  This is 

important for effective implementation of the Young Carers Assessment Regulations 2015. 

 

There is growing evidence pointing to the adverse impact on the health, future employment opportunities 

and social and leisure activities of those providing unpaid care, particularly in young carers.  In 2013, a 

report by the Children’s Society looking at the experiences of young carers in  England24 stated it restricted 

their educational attainment in school (young carers have significantly lower educational attainment at 

GCSE level, the equivalent to nine grades lower overall than their peers e.g. the difference between nine 

B’s and nine C’s) thus having a knock-on effect on employment opportunities, careers and later life (young 

carers will not be in education, training or employment between the ages of 16-19). 

Luton has 1% of children less than 15 years providing some unpaid care (based on 2011 Census) and this 

is similar to England and is the third lowest of the CIPFA comparator group of local authorities.  Luton’s 

percentage for the children aged less than 15 years who provide 20 hours of care is 0.2% and the same as 

England.  It is the second lowest percentage of the comparator LAs.  When the age group changes from 16 

to 24 years the proportion of young carers in Luton (ONS Census based, 2011) is 5.6% which is higher 

than England (4.8%).  No local authorities in Luton’s comparator group have less young carers than 

England see figures 40 and 41). 

Figure 40: Young people providing care: 
Percentage of people aged 16-24 who provide 
unpaid care 

Figure 41: Young people providing care: 
Percentage of people aged 16-24 who provide 20+ 
hours of unpaid care 

  

                                                
23

 Office of National Statistics 2011 Census [available online] http://www.ons.gov.uk/ons/rel/census/2011-

census/detailed-characteristics-for-local-authorities-in-england-and-wales/index.html [last accessed 31 July 2017] 

24
 The Children’s Society, 2013 Hidden from View: the experiences of young carers in England 

http://www.ons.gov.uk/ons/rel/census/2011-census/detailed-characteristics-for-local-authorities-in-england-and-wales/index.html
http://www.ons.gov.uk/ons/rel/census/2011-census/detailed-characteristics-for-local-authorities-in-england-and-wales/index.html
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There  are estimated to be 496 persons aged under fifteen who provide unpaid care in the borough – a 

42% increase compared to 2001 (350)25.  Young Carers in Luton comprised of 2.7% being under 15, 11.1% 

being under 25 compared to England figures of 2.1% and 7.6% respectively.  The proportion of young 

carers in Luton has also increased (2.2% of all carers aged under 15 in 2001 but in 2011 this figure is 2.7 

%).  The ONS Luton specific data 2011 suggests there are 2,018 young people providing care; this 

represents an increase of 6-7%. 

Luton’s Young Carers Strategy supports the aims of the Early Help Strategy 2017 -2020 and local 

transformation programme which emphasise the need for joined up working, early support and prevention.  

The strategy aims to support Luton children and young people in their caring role, to ensure young carers 

are not disadvantaged by their role and responsibilities,  have the best possible chance of achieving the 

five Every Child Matters outcomes and that all young carers can access services suitable to their needs.    

Luton’s Young Carers strategy will promote: 

• Support for young carers and their families 

• Engagement with schools.  

• Developing links with health services 

• Partnership working with third Sector 

Support for Young Carers – A young carer is a child who looks after or helps to look after someone in their 

family and takes on practical and/ or emotional caring responsibilities that would normally be expected of 

an adult may be providing care or support to someone who is unwell or disabled. 

CHUMS, a charity that provides mental health and emotional wellbeing service for children and young 

people (under 18 year olds) provide a young carers service which included individual work with young 

carers, time limited groups and activities, signposting young carers to relevant services and supporting 

young carers through advocacy.  Full year data for 2016/17 shows 373 children and young people were in 

receipt of support.  A breakdown of referrals by age, gender and ethnic group can be seen below26 and are 

shown in figure 42 and figure 43. 

Figure 42: Young carer referrals by ethnic group Figure 43: Young carer referrals by gender and age 

  

                                                
25

 Office for National Statistics, Census 2001 and Census 2011 (KS301EW)   ONS Crown Copyright.  Available from 

NOMIS [accessed 21 August 2013] 

26
 Luton Early Help Report 2016/17 and CHUMS quarterly reports 
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The Multi dimensional Assessment of Caring Activities (MACA) is an assessment tool used for either a 

whole family approach to assessment or offer a way to evaluate the caring role of a young person, how 

appropriate it is and if there is any impact on the wellbeing of the young person – personal, social or 

educational.  Data are shown in figure 44.  It shows the majority of young carers feel able to cope do not 

feel less confident and do not feel isolated.  However, young carers do state that caring can affect their 

mood, and make them feel more stressed or angry. 

Figure 44: Multi dimensional Assessment of Caring Activities for young carers 

 

Figure 45 show the responses reported by young carers in relation to questions about whether they believe 

the support they have received from CHUMS has been useful.  The majority of respondents reported either 

‘somewhat’ or ‘a lot’.  Only the question about worrying less was responded to with a ‘no’. 

Figure 45: Has CHUMS support been useful? 
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The draft care and support bill will not be supporting young carers as responsibility for this will be included 

in Department of Education and Children and Families legislation.  Adult Services will be required to be 

knowledgeable about identifying Young Carers and ensuring that they seek support for those they identify. 

We will be looking at ways in which we can support Young Adult Carers from ages 14 to 25 as they make 

the transition from being a child to adult carer. 

Figure 46 shows the proportion of the total population that are unpaid carers.  Luton has 2.2% of the 

population that are providing 50 hours or more as unpaid carers compared with 2.4% for England as a 

whole.  This is the second lowest proportion of the comparator areas and maybe due to the younger 

population found in Luton.  These data are from the 2011 Census and there were 4,400 (2.2% of 2011 

population) people who stated they were an unpaid carer (50+ hours per week).  However, in Luton there 

were 18,236 (9%) carers (total) (table 6).  Carers UK state there were 6.5 million carers in the UK in 2011 

(63.2 million)27.  This estimate when applied to the latest population estimate (mid-2016) that there would 

be 21,700 people who are carers.  Carers UK also suggest that there will be 9 million carers by 2037 which 

is an increase of 40%.  Applied to Luton’s estimate this will become approximately 30,350 carers in 2037 

assuming Luton follows the national picture.  Luton statutory services need to consider the number of 

carers, and the potential increase as our population ages in all their future service planning/ development. 

Table 6: Proportion of unpaid carers by hours of care provided 

 

Luton Council provides funding to various voluntary sector organisations to provide information, advice and 

support to adult carers living in Luton or caring for someone living in Luton.  In the year 2016/17 over 1,500 

carers were supported in this way. 

The Adult Social Care Outcome Framework reports ‘carer reported quality of life’.  The data are shown in 

figure 47.  This measure gives an overarching view of the quality of life of carers based on outcomes 

identified through research by the Personal Social Services Research Unit.  This is the only current 

measure related to quality of life for carers available, and supports a number of the most important 

outcomes identified by carers themselves to which adult social care contribute.  Luton has a slightly higher 

proportion, 8.1%, of carer’s quality of life than England (7.9%) in 2014/15.  This measure is a composite 

measure looking at six questions measuring different outcomes related to overall quality of life (see 

appendix 2).  It is measured every other year.  2016/17 data for Luton have been submitted to NHS Digital 

for the production of this indicator but the proportion has not yet been reported. 

  

                                                
27

 Carers UK, Facts about carers 2015, October 2015 [available online] https://www.carersuk.org/for-

professionals/policy/policy-library/facts-about-carers-2015 [last accessed 8 August 2017] 

All categories: Provision of unpaid care Number %

Total Population 201,549

Provides unpaid care: Total 18,236 9.0%

Provides 1 to 19 hours unpaid care a week 10,965 5.4%

Provides 20 to 49 hours unpaid care a week 2,833 1.4%

Provides 50 or more hours unpaid care a week 4,438 2.2%

Source: NOMIS, Census  2011, Unpaid Care a l l  hours

https://www.carersuk.org/for-professionals/policy/policy-library/facts-about-carers-2015
https://www.carersuk.org/for-professionals/policy/policy-library/facts-about-carers-2015
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Figure 46: Percentage of unpaid (50+ hours a 
week) carers, 2011 

Figure 47: Carer reported quality of life, 
2014/15 

  

Social isolation can be a problem for adult social care users and carers and we measure the percentage of 

adult social care users who have as much social contact as they would like.  Luton has a higher proportion 

of adult social care users who have as much social contact as they would like 48.6% (England 45.4%).  

When we look at this measure for carers Luton has a lower proportion that have as much social contact as 

they would like 40.6% (England 41.3%).  These data can be seen in figures 48 and 49. 

Figure 48: Percentage of adult social care users 
who have as much social contact as they would like, 
2015/16 

Figure 49: Percentage of adult carers who have as 
much social contact as they would like, 2015/16 

 
 

Luton has a carers strategy14, Caring for Carers.  Luton Borough Council and Luton CCG recognise and 

value the contribution made by carers.  By caring for people in their own time they help people to retain 

their independence and to live within the community.  Therefore supporting carers’ well-being is in 

everybody’s interest. 

Current services provided for carers are: 

• Specialist Carers Support – Luton has a Carers’ Assessment Worker based in the customer 

service centre, which enables Carers needs to be identified and the information, advice and 

support provided at the earliest opportunity.  Services can be delivered by the Council, through 

commissioned services and/ or signposted to voluntary sector organisations that can provide 

services or support to meet the carers’ needs in the most appropriate way. 

Following an assessment services that provide a break for carers can be offered.  These include:  



 

46                 

 

o Day Opportunities for the cared for person 

o Respite Care for the cared for person 

o Shared Lives which gives respite for families of adults with a learning disability 

o Sitting Service in the home  

o A Carers Direct Payment - a one-off payment to a carer to promote their own health and well-

being, pay towards a short break for them or purchase equipment that will ease their caring 

role 

 Carer’s Assessment Worker – a Carers Social Worker is employed within South Essex Partnership 

University Trust (SEPT) (mental health trust) in Luton to assist those caring for people with Mental 

Health illness 

Some of the services commissioned to meet the needs of carer which can be signposted to or carers can 

make their own referral to: 

 Alzheimer’s Society provide information and support to carers following Dementia/ Alzheimer’s 

diagnosis of the person they care for   

 Health and Wellbeing clubs meeting the needs of diverse communities 

 A Mental Health charity 

 A Learning Disability charity 

 A Physical Disability Charity 

Further information can be found at www.luton.gov.uk/carers. 

Each year local authorities carry out a carers’ survey.  The last one for Luton was carried out early in 2017.  

There were 1,094 respondents and 72% of them were women.  The age group of respondents is shown in 

figure 50.  Assuming the respondents of the survey are representative of the carer population in Luton, this 

will give us an indication of the carer population.  The ethnic group of the respondents is shown in figure 51. 

Figure 50: Age groups and gender of carer’s survey 
respondents 

Figure 51: Ethnic group of carer’s survey 
respondents 

  

The survey contains options for the condition of the person for whom carers are providing care but data 

were not complete enough for analysis.  In future we may want to encourage respondents to complete this 

section so we can better understand the issues that they may face as carers.  Other questions asked about 
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the person cared for are not completed for all respondents and therefore these data have not been 

analysed. 

For the question in the survey “Overall, how satisfied or dissatisfied are you with the support or services 

you and the person you care for have received from Social Services in the last 12 months?”  Almost 60% of 

respondents did not answer this question but of those that did the answers are shown in figure 52.  Six 

percent said that they had not received any support, 23% said they were satisfied and 5% said that they 

were not satisfied. 

Figure 52: Overall, how satisfied or dissatisfied are you with the support or services you and the person you 
care for have received from Social Services in the last 12 months? 

 

Of the 1,024 respondents of the carer’s survey 304 of them reported feeling tired, 166 reported feeling 

depressed, 51 of them said they had lost their appetite in the last year.  250 of them had their sleep 

disturbed in the last 12 months and 288 had a general feeling of stress.  141 reported a physical strain (e.g. 

bad back).  166 were short tempered or irritable, 117 had to see their own GP and 85 developed their own 

condition.  69 reported that their own existing health condition was made worse.  Eight reported other 

symptoms.  Only 51 (5%) reported no problems at all. 

Other wellbeing related information 

Luton has 11 unaccompanied asylum seeking children looked after (2015)28. 

Figure 53 shows that Luton has relatively high rates of family homelessness 
 
  

                                                
28

 SSDA 903, Table LAA4: Unaccompanied Asylum Seeking Children looked after at 31 March, by Local Authority, 

Department of Education 
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Figure 53: Family homelessness: rate per 1,000 households 2015/16 

 

All LAs in the CIPFA comparator group for Luton have a higher proportion of lone parent households than 

England (7.1%) and Luton has 8.2% of lone parent households.  Data are shown in figure 54.  Conversely 

Luton has a lower proportion of marital breakup based on the 2011 Census with 10.5% compared with 

11.6% for England.  It has the second lowest proportion of the comparator LAs. 

Figure 54: Percentage of Lone Parent Households (2011 ONS Census) 

 

Luton has the third highest proportion for families with health problems as a percentage of households with 

dependent children where at least one person has a long term health problem or disability of the CIPFA 

nearest neighbour LAs, 6.3% (England 4.6%).  This is shown in figure 55. 
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Figure 55: Percentage of Families with health problems (2011 ONS Census) 

 

Luton has less domestic abuse incidents recorded by the police with 21.4 per 1,000 population29 compared 

with England (20.4) and it is the lowest in the LA comparator group. 

Homelessness data we have from Department of Communities and Local Government (DCLG)30 showed 

that in the quarter January to March 2017 there were 106 (of 395) applicant households that were accepted 

as homeless.  There were 1,176 applications of 2,279 individuals (includes expected children) were 

homeless during the quarter.  47% were white and 33% Asian.  There were 50% of applications from white 

people and 23% Asian.  The most common age group of those accepted as homeless were aged 25 to 44 

(62%) and 42% were lone female applicants, and 29% couples with dependent children.  75% of 

applications involved dependent children and 22% had 3 or more children in the household.  11 cases of 

the 106 (10%) acceptances for housing involved someone with mental health issues.  The most common 

reason for homelessness was “termination of assured shorthold tenancy”, 38%.  In 2015/16 Luton had a 

rate of 5 per 1,000 households that were homeless, significantly more than England (2.5) and had the third 

highest rate of the CIPFA comparator group (see figure 56).  The rate for Luton has been consistently 

higher than England but has fallen over the last few years (figure 57) where the rate for England has 

increased. 

  

                                                
29

 Rate of domestic abuse incidents recorded by the police per 1,000 population, Office for National Statistics (ONS) 

(Number of incidents of domestic abuse recorded by the police in those aged 16 or over) 

30
 Department of Communities and Local Government, P1E returns for Local Government, Q4 2016/17 [available 

online] https://www.gov.uk/government/statistical-data-sets/live-tables-on-homelessness [last accessed 24 July 2017] 

https://www.gov.uk/government/statistical-data-sets/live-tables-on-homelessness
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Figure 56: Statutorily homeless rate per 1,000 
households 2015/16 

Figure 57: Statutorily homeless rate per 1,000 
households trend 

  

 
 

Figure 58 shows the trends in the reasons for homelessness from 2010/11 to 2015/1631.  Loss of assured 

short-hold tenancies (AST) was the most common cause of homelessness in 2015/16 and figures for this 

group have more than doubled since 2011/12.  Looking at the whole data, around 37% are made homeless 

due to being evicted by a friend, relative or parent.  A further 16% is due to the assured short-hold 

tenancies coming to an end. 

Figure 58: Trends in reasons for homelessness 2010/11 to 2015/16 in Luton 

 

Working Age Adults 

Compared with England (21.8) Luton has a higher Index of Multiple Deprivation (IMD (2015)) score of 27.6.   

Based on the 2011 Census Luton had 15.1% of its population with a long-term health problem or disability, 

equating to over 30,000 people.  32% of Luton’s population live in areas that are in the 20% most deprived 

areas of the country. 

                                                
31

 Luton Borough Council, Homelessness in Luton, 2016 
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Unemployment in Luton is 6%, higher than England (5.1%) (16 to 64 population).  This is the fourth lowest 

percentage in the CIPFA comparator LAs.  However the rate of long term claimants of the long-term 

unemployed (claiming Job Seeker’s Allowance (JSA) for 12 or months) is higher than England at 4.1 per 

1,000 people when compared with England (3.7) but has been falling (figure 59).  Data from the Annual 

Population Survey presents data on the ‘economically inactive’ population (the percentage of the population 

aged 16-64 years who are economically inactive (i.e. neither in employment nor unemployed according to 

the International Labour Organisation (ILO) definition [not employed, available to start work within two 

weeks, and actively sought employment within past four weeks]).  26.7% of Luton’s population are 

economically inactive compared with 22% for England as a whole.  This is significantly more than England 

as are the rates of economically inactive people for nine of the other LAs in its CIPFA comparator group. 

Figure 59: Long term claimants of Job Seeker’s Allowance 

 

Of the ten most similar Clinical Commissioning Groups (CCGs) Luton has the second highest proportion of 

the estimated prevalence of common mental health problems (aged 16 to 74 years).  The proportion for 

Luton is 19% compared with England’s 15.6%.  This is approximately 28,000 people. 

The NHS Quality Outcome Framework (QOF) for primary care reported the depression recorded 

prevalence in 2015/16 was 6.5% for those aged 18 and over in Luton (England 8.3%).  This was nearly 

11,000 people.  This proportion has increased since 2012/13 (from 7,700, 4.7%).  It is not sure that this rise 

is because of better recording within primary care or a genuine increase.  However, the steady increase is 

a cause for some concern.  The incidence (new cases) of depression recorded within primary care is also 

increasing but in line with that seen nationally and in 2015/16 the proportion was the same as England 

(1.4%) and 2,300 people. 

There were 9.7% of people entering psychological therapies as a percentage of those estimated to have 

anxiety/ depression in Luton compared with England at 15.5%.  Luton CCG has the second lowest 

proportion when compared with its 10 most similar CCGs (see figure 60).  The trend (figure 61) shows that 

Luton has had a smaller proportion than England for some time (April 2015).  We do not have routine data 

available for psychological therapies by ethnic group therefore we need to ensure that service data are 

made available at this level to assist in understanding if there are any inequalities in access/ treatment.  

This requires further analysis when data are made available.  We are therefore not able to analyse the data 

to see if there are any ethnic group based inequalities in access to psychological therapies. 
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Figure 60: People entering psychological therapies 
as % of those estimated to have anxiety/ 
depression 

Figure 61: Trend of people entering psychological 
therapies as % of those estimated to have anxiety/ 
depression 

 

 

 

Oxford Brookes University and the Institute of Public Care (IPC) have produced estimates for people with 

mental health problems in their Projecting Adult Needs Service Information (PANSI)32 and these data are 

shown in table 7.  These estimates only look at the population changes predicted and the over 21,000 

people with common mental health disorders is due to increase to nearly 24,000, by 12%. 

  

                                                
32

 Oxford Brookes University and Institute of Public Care, Projecting Adult Needs Service Information [available online] 

www.pansi.org.uk [last accessed 13 July 2017] 

http://www.pansi.org.uk/
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Table 7: Mental health problems in Luton 

 

Luton has a mental health wellbeing service delivered by Primary Care Link (PCL) workers.  The first aim is 

to provide a liaison service alongside Primary Care Link workers who would be linked to a number of 

specific practices and work in each providing advice, patient review and information to GPs patients and 

Primary Care staff 

• Improve number of, and quality, of mental health interventions via primary care 

• Improve service user and carer experience 

Mental Health Problems in Luton

People aged 18-64 predicted to have a mental health problem, by gender, projected to 2030

2015 2020 2025 2030

Luton: People aged 18-64 predicted to have a common mental disorder 21,278 22,296 23,063 23,800

Luton: People aged 18-64 predicted to have a borderline personality disorder 593 621 641 662

Luton: People aged 18-64 predicted to have an antisocial personality disorder 473 501 523 542

Luton: People aged 18-64 predicted to have psychotic disorder 528 553 572 591

Luton: People aged 18-64 predicted to have two or more psychiatric disorders 9,559 10,036 10,399 10,742

Figures may not sum due to rounding. Crown copyright 2014

Summary:

 % males  % females

Common mental disorder 12.5 19.7

Borderline personality disorder 0.3 0.6

Antisocial personality disorder 0.6 0.1

Psychotic disorder 0.3 0.5

Two or more psychiatric disorders 6.9 7.5

Table produced on 29/06/17 11:39 from www.pansi.org.uk version 8.0

Psychiatric comorbidity - or meeting the diagnostic criteria for two or more psychiatric disorders - is known to be associated with increased 

severity of symptoms, longer duration, greater functional disability and increased use of health services.  Disorders included the most 

common mental disorders (namely anxiety and depressive disorders) as well as: psychotic disorder; antisocial and borderline personality 

disorders; eating disorder; posttraumatic stress disorder (PTSD); attention deficit hyperactivity disorder (ADHD); alcohol and drug 

dependency; and problem behaviours such as problem gambling and suicide attempts.  Just under a quarter of adults (23.0%) met the 

criteria or screened positive for at least one of the psychiatric conditions under study. Of those with at least one condition: 68.7% met the 

criteria for only one condition, 19.1% met the criteria for two conditions and 12.2% met the criteria for three or more conditions.  Numbers 

of identified conditions were not significantly different for men and women.

The prevalence rates have been applied to ONS population projections for the 18-64 population to give estimated numbers predicted to have 

a mental health problem, projected to 2030.

This table is based on the report Adult psychiatric morbidity in England, 2007: Results of a household survey, published by the Health and 

Social Care Information Centre in 2009.

Common mental disorders (CMDs) are mental conditions that cause marked emotional distress and interfere with daily function, but do not 

usually affect insight or cognition. They comprise different types of depression and anxiety, and include obsessive compulsive disorder. The 

report found that 19.7% of women and 12.5% of men surveyed met the diagnostic criteria for at least one CMD.

Personality disorders are longstanding, ingrained distortions of personality that interfere with the ability to make and sustain 

relationships. Antisocial personality disorder (ASPD) and borderline personality disorder (BPD) are two types with particular public and 

mental health policy relevance.
ASPD is characterised by disregard for and violation of the rights of others. People with ASPD have a pattern of aggressive and irresponsible 

behaviour which emerges in childhood or early adolescence. They account for a disproportionately large proportion of crime and violence 

committed. ASPD was present in 0.3% of adults aged 18 or over (0.6% of men and 0.1% of women).

BPD is characterised by high levels of personal and emotional instability associated with significant impairment. People with BPD have 

severe difficulties with sustaining relationships, and self-harm and suicidal behaviour is common. The overall  prevalence of BPD was 

similar to that of ASPD, at 0.4% of adults aged 16 or over (0.3% of men, 0.6% of women).

Psychoses are disorders that produce disturbances in thinking and perception severe enough to distort perception of reality. The main types 

are schizophrenia and affective psychosis, such as bi-polar disorder. The overall  prevalence of psychotic disorder was found to be 0.4% 

(0.3% of men, 0.5% of women). In both men and women the highest prevalence was observed in those aged 35 to 44 years (0.7% and 1.1% 

respectively). The age standardised prevalence of psychotic disorder was significantly higher among black men (3.1%) than men from other 

ethnic groups (0.2%of white men, no cases observed among men in the South Asian or 'other' ethnic group). There was no significant 

variation by ethnicity among women.
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• Improve GP experience of services; case consultation and access 

• Improve resource management 

The second aim is to provide an assessment service for new referrals working alongside IAPT; this arm of 

the Primary Care Liaison Service would be Consultant led; 

• Deliver Single Point of Access for all non-urgent mental health referrals 

• Effectively triage patients  

• Comprehensively assess new patients 

• Provide brief psychological interventions 

• Integrate physical and mental health – integrated health checks 

• Maximise referral opportunities for Well Being Service 

• Work across the Well Being service to holistically manage the more complex cases within the 

Step 3 caseload 

The PCL worker will meet GPs on both a formal and informal basis to discuss any person who is 

considered to be experiencing a mental health problem at the request of the Primary Care team.  Mental 

health support will be provided by qualified Mental Health staff who will respond swiftly. This advice may be 

given initially by telephone, and then face to face, in order to determine the most appropriate pathway to 

meet the needs of the person.  The PCL worker can see the patient and refer on to the assessment service 

if needed.  Other work will include teaching and training of staff and dissemination of good practice.  

Recovery focused support will enable service users to identify their strengths, coping mechanisms, self-

management skills, and develop goals for the future in order to facilitate recovery.  Following the initial 

assessment, staff will determine the required service and help to navigate the pathway from the primary 

care setting, within the Luton Well Being Service itself or onwards.  Staff will also refer to other relevant 

non-statutory support services alongside or as an alternative to specialist mental health services. 

Social Prescription 

Social prescribing is a mechanism for linking patients with non-medical sources of support within the 

community. These might include opportunities for arts and creativity, physical activity, learning new skills, 

volunteering, mutual aid, befriending and self-help, as well as support with, for example, employment, 

benefits, housing, debt, legal advice, or parenting problems. Social prescribing is usually delivered via 

primary care – for example, through ‘exercise on prescription’ or ‘prescription for earning’, although there is 

a range of different models and referral options. 

Social prescribing for mental health provides a framework for: 

• Developing alternative responses to mental distress 

• Wider recognition of the influence of social, economic and cultural factors on mental health 

outcomes across the whole spectrum of disorders 

• Improving access to mainstream services and opportunities for people with long-term mental 

health problems 

  



 

55                 

 

Figure 62 shows the model of social prescription in Luton.  The service focuses on preventing or delaying 

the onset of ill health and enabling self-care.  It gives GPs ‘prescribing’ options to address social 

determinants of health and wellbeing.  It is a community infrastructure/ local network to help patients 

embrace healthier life style choices, and engage in activities that promote wellbeing and social inclusion.   

Figure 62: Model of social prescription in Luton 

 

Its initial focus is for the following conditions: diabetes, anxiety, depression and loneliness, chronic 

obstructive pulmonary disease (COPD) and carers.  Luton’s Social Prescription programme has been 

running since January 2016 and will shortly be operating in all four GP clusters and seven surgeries, with 

navigators linking patients to local services which include: 

• Physical exercise 

• Social activity 

• Information, advice and guidance 

• Massage therapy 

• Mental health support 

• Other wellbeing services; and 

• Community learning programmes 

Between April 2016 and 25 May 2017, there have been 278 Social Prescription referrals in Luton. 172 of 

these (62%) have been recorded as being mental health conditions.   

Limited social prescription data have been made available and therefore it is not possible to properly 

understand the nature of referrals or to determine whether social prescription has been a suitable and 

effective intervention for people with mental health conditions in Luton.  Good quality data are being 
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recorded and it is important that this data can be made available for evaluation and to help understand the 

mental health needs of Luton people.  

The social prescription data that have been made available suggest that it is already proving to be an 

important mechanism for reaching groups that have traditionally been ‘hard to reach’ in relation to mental 

health.  Data that have been made available for analysis are for Blenheim & Woodside GP practices, 

located within the Biscot ward, and results suggest that, because social prescription need is locally 

identified, it is able to reach people who have traditionally been considered ‘hard to reach’.  In this ward, 

with its high Asian population, 65% of the people prescribed for a social need are Asian and 47% are Asian 

women.  National studies and local psychological therapies data indicate that this is a group less likely to 

access mental health services so it is encouraging if social prescription can act as a gateway for those who 

may be in greater need. 

The data from Blenheim & Woodside practices also show that, while just 17% had a specific Mental Health 

Therapy as their prescription, 77% of outcomes identified related to Mental Health.  In particular, the relief 

or reduction of common mental health disorders – Anxiety, Stress and / or Depression – was a primary 

objective in 53% of the social prescriptions.  The need for social engagement was also high with more than 

35% of prescriptions identifying this as a need.  Table 8 show prescriptions by the objective type where it is 

related to a mental health issue. 

Table 8: Primary mental health related objectives for Social Prescriptions (Blenheim & Woodside) 

 

Table 9 show the mental health related social prescriptions made for Asian people by gender and table 10 

shows the MH related social prescriptions made for all people by age.  Social Prescriptions are most likely 

to be prescribed for Asian women (70% compared to 30% Asian men). In general, the most common age 

groups currently benefitting from social prescription are those aged 51 to 70, which make up 55% of the 

social prescriptions. This holds true when Asian women are looked at in isolation. 

  

Primary MH Related Objective Count Percent

Alcohol Dependency <5 <5

Anxiety and Depression 8 8

Anxiety or Stress 33 34

Depression 11 11

Mental Health 5 5

Self Esteem 6 6

Social Isolation / Engagement 34 35

Source: Luton Social Prescription

Primary MH Related Objectives for Social 

Presciptions (Bleinheim and Woodside)
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Table 9: Mental health related social prescriptions made for Asian people (Blenheim and Woodside) 

 

 
Table 10: Mental health related social prescriptions by age (Blenheim & Woodside) 

 

Overall, there is a dropout rate of around a quarter for the Blenheim & Woodside social prescriptions.  For 

all prescriptions at this practice, the dropout rate is 24%, but for those identified as having mental health 

need the rate is 27%.  There are further variations in the mental health cohort by gender and ethnicity. 16% 

of men are recorded as having dropped out, compared to 30% of women.  White British people have the 

highest dropout rate (58%).  For Asian people, the drop out is 24%. Other ethnic group numbers are too 

small in number to be a useful measure. 

Older People 

Figure 63 shows the Income Deprivation Affecting Older People Index (IDAOPI).  Luton’s score is 21.3 

compared with 16.2 for England. 

  

Total

Count % Count %

Anxiety and Depression 7 88 1 13 8

Anxiety or Stress 17 77 5 23 22

Depression 3 50 3 50 6

Mental Health 2 67 1 33 3

Self Esteem 1 33 2 67 3

Social Isolation / Engagement 16 67 8 33 24

Total 46 70 20 30 66

Source: Luton Social Prescription

Females MalesMH Related Social 

Prescriptions by Gender – 

MH Related Social Presciptions made for Asian people (Bleinheim & 

Woodside)

Age group Count Percent

17-20 <5 <5

21-30 6 6

31-40 11 11

41-50 13 13

51-60 31 32

61-70 23 23

71-80 7 7

81-90 <5 <5

90+ >5 <5

Total 98

Source: Luton Social Prescription

MH Related Social Prescriptions by 

Age (Bleinheim & Woodside)
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Figure 63: Income Deprivation Affecting Older People Index (IDAOPI), 2015 

 

Luton’s prevalence estimates for early onset dementia have been estimated and are made available in the 

Projecting Adult Needs and Service Information (PANSI)44.  Data are shown in table 11.  There are an 

estimated 46 people with early onset dementia in Luton, approximately. 30 are men.  Whilst there is 

expected to be a 20% increase in the number of people with early onset dementia by 2035 the actual 

increase in cases is fewer than 10.   
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Table 11: Early onset dementia prevalence estimates, 30-64 years 

 

Luton’s estimate for dementia in the 65+ population is 66.2% which is lower when compared to England 

(67.9%).  This is not a surprise given it’s a proportional indicator and Luton has less people aged 65+ than 

England.  The Oxford Brookes University and the Institute of Public Care have developed a tool to project 

future need – Projecting Older People Populations Information system (POPPI)33.  These estimates are 

shown in table 12.  These data show that there are an estimated 1,900 people with dementia in Luton in 

2017 and by 2035 that figure will increase to 3,200, an increase of nearly 65%.  The statutory services 

need to consider this increase on demand for services.  This will also have an impact on carers and their 

health and wellbeing (see section on carers). 

  

                                                
33

 Oxford Brookes University and Institute of Public Care, Projecting Older People Population Information system 

(POPP) [available online] 

http://www.poppi.org.uk/index.php?&PHPSESSID=keq0ej428hecsvpmqu90jb4b04&areaID=8640&np=1 [last 

accessed 18 July 2017] 

Prevalence estimates for early onset dementia

People aged 30-64 predicted to have early onset dementia, by age and gender, projected to 2035

2017 2020 2025 2030 2035

Luton: Males aged 30-39 predicted to have early onset dementia 1 1 2 2 2

Luton: Males aged 40-49 predicted to have early onset dementia 3 3 3 3 3

Luton: Males aged 50-59 predicted to have early onset dementia 14 15 15 15 17

Luton: Males aged 60-64 predicted to have early onset dementia 9 10 11 11 11

Luton: Total males aged 30-64 predicted to have early onset dementia 27 29 31 32 33

Luton: Females aged 30-39 predicted to have early onset dementia 2 2 2 2 2

Luton: Females aged 40-49 predicted to have early onset dementia 3 3 3 4 4

Luton: Females aged 50-59 predicted to have early onset dementia 9 10 9 9 10

Luton: Females aged 60-64 predicted to have early onset dementia 5 6 7 7 6

Luton: Total females aged 30-64 predicted to have early onset dementia 19 20 21 21 22

Luton: Total aged 30-64 predicted to have early onset dementia 46 49 52 53 55

Figures may not sum due to rounding. Crown copyright 2016

Age range  Per 100,000 malesPer 100,000 females

30-34 8.9 9.5

35-39 6.3 9.3

40-44 8.1 19.6

45-49 31.8 27.3

50-54 62.7 55.1

55-59 179.5 97.1

60-64 198.9 118

Table produced on 18/07/17 09:11 from www.pans i .org.uk vers ion 10.0

This table is based on the Alzheimer's Society report, Dementia UK - the full report.  This 2007 report into the 

prevalence and cost of dementia was prepared by the Personal Social Services Research Unit (PSSRU) at the London 

School of Economics and the Institute of Psychiatry at King's College London, for the Alzheimer's Society.

The report gives rates for early onset dementia, in ten year age bands, from the age of 30, including numbers for 

males and females:

The prevalence rates have been applied to ONS population projections for the 18-64 population to give estimated 

numbers of people with early onset dementia, projected to 2035.

http://www.poppi.org.uk/index.php?&PHPSESSID=keq0ej428hecsvpmqu90jb4b04&areaID=8640&np=1
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Table 12: Dementia prevalence estimates 65+ population 

 

Luton has a Dementia Action Alliance and it has a joint commissioning strategy for people living with 

dementia and their carers34.  The strategy is for 2016 to 2020.  This Joint Commissioning Strategy 

demonstrates a commitment across Luton to improve the lives of people with dementia, their carers and 

families.  Those living with dementia face great personal uncertainty, during its early stages and as their 

condition progresses.  Unfortunately, some people face those challenges alone but many are supported by 

family members or friends, who also struggle with the day to day implications of caring for someone with a 

progressive condition that can affect people of all backgrounds and has no known cure.  The themes of the 

strategy are: 

 Enabling equal, timely access to diagnosis and support 

 Promoting health and wellbeing 

 Developing a dementia friendly town 

                                                
34

 Luton Borough Council, Luton Dementia Action Alliance’s Joint Commissioning Strategy for People Living with 

Dementia & their Carers, 2016 [available online] 

https://www.luton.gov.uk/Health_and_social_care/Lists/LutonDocuments/PDF/Joint%20Commissioning%20Strategy%

20for%20People%20with%20Dementia.pdf [last accessed 18 July 2017] 

Dementia Prevalence estimates

People aged 65 and over predicted to have dementia, by age and gender, projected to 2035

2017 2020 2025 2030 2035

Luton: People aged 65-69 predicted to have dementia 94 96 110 129 131

Luton: People aged 70-74 predicted to have dementia 169 183 189 219 255

Luton: People aged 75-79 predicted to have dementia 298 293 351 362 414

Luton: People aged 80-84 predicted to have dementia 500 523 500 607 641

Luton: People aged 85-89 predicted to have dementia 500 539 633 633 772

Luton: People aged 90 and over predicted to have dementia 357 447 592 770 946

Luton: Total population aged 65 and over predicted to have dementia 1,917 2,081 2,374 2,721 3,159

Figures may not sum due to rounding. Crown copyright 2016

Rates for men and women with dementia are as follows:

Age range  % males % females

65-69 1.5 1.0

70-74 3.1 2.4

75-79 5.1 6.5

80-85 10.2 13.3

85-89 16.7 22.2

90+ 27.9 30.7

Table produced on 18/07/17 07:58 from www.poppi .org.uk vers ion 10.0

The most recent relevant source of UK data is Dementia UK: A report into the prevalence and cost of dementia prepared 

by the Personal Social Services Research Unit (PSSRU) at the London School of Economics and the Institute of Psychiatry at 

King's College London, for the Alzheimer's Society, 2007.

The prevalence rates have been applied to ONS population projections of the 65 and over population to give estimated 

numbers of people predicted to have dementia to 2035.

To calculate the prevalence rates for the 90+ population, rates from the research for the 90-94 and 95+ age groups have 

been applied to the England population 2006 to calculate the numbers in each age group, the sum of these groups is then 

expressed as a percentage of the total 90+ population to establish the predicted prevalence of the 90+ population as a 

whole.

https://www.luton.gov.uk/Health_and_social_care/Lists/LutonDocuments/PDF/Joint%20Commissioning%20Strategy%20for%20People%20with%20Dementia.pdf
https://www.luton.gov.uk/Health_and_social_care/Lists/LutonDocuments/PDF/Joint%20Commissioning%20Strategy%20for%20People%20with%20Dementia.pdf
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 Supporting carers of people with dementia 

 Ensuring Excellent Quality of Care 

 Preventing and Responding to Crisis 

Luton is part of pilot for Integrated Personal Commissioning (IPC) which has been designed to test how to 

link health and social care funding at the individual level for people with complex, long-term needs.  The 

objectives of the IPC programme are to use an integrated health and social care budget at the individual 

level to: 

 Improve the quality of life of people with complex needs and their carers 

 Enable people with complex needs, their families and their carers to achieve important goals 

through greater involvement in their own care so that they are able to design support around their 

needs and circumstances 

 Prevent crises in people’s lives that lead to unplanned hospital and institutional care by keeping 

them well and supporting self-management 

 Improve integration and quality of care, including better user and family experience of care 

 

Diet, obesity and physical exercise 
 

Poor diet, obesity and lack of exercise are all major causes of cardiovascular disease (CVD) and cancer.  

Poor diet accounts for one third of deaths from cancer and CVD.  Lack of exercise increases the risk of 

CVD, and colorectal and breast cancers.  Obesity increases the risk of type II diabetes, hypertension and 

colorectal cancer in men.  Progress is being made in these areas by supporting national and local initiatives 

to give people healthy choices that are easy and affordable.  This includes improving the food in schools, 

hospitals, and workplaces; reducing salt in processed and restaurant food; and improving opportunities for 

safe physical activity. 

The importance of diet as a major contributor to chronic disease and premature death in England is 

recognised in the White Paper 'Healthy Lives, Healthy People'35.  Poor diet is a public health issue as it 

increases the risk of some cancers and cardiovascular disease (CVD), both of which are major causes of 

premature death.  These diseases and type II diabetes (which increases CVD risk) are associated with 

obesity, which has a very high prevalence in England. The costs of diet related chronic diseases to the 

NHS and more broadly to society are considerable. Poor diet is estimated to account for about one third of 

all deaths from cancer and CVD. 

 

A quarter of adults in England are obese.  Average intakes of saturated fat, sugar, and salt are above 

recommendations while intakes of fruit and vegetables, fibre and some vitamins and minerals are below 

recommended levels.  Average intake of artificial trans-fatty acids are within recommended levels.  Calorie 

intake is difficult to measure but evidence shows that the average intake exceeds recommended levels. 

 

                                                
35

 HM Government, Healthy lives, healthy people, 2010-2015, [available online] 

https://www.gov.uk/government/publications/healthy-lives-healthy-people-our-strategy-for-public-health-in-england 

[last accessed 13 July 2017] 

https://www.gov.uk/government/publications/healthy-lives-healthy-people-our-strategy-for-public-health-in-england


 

62                 

 

The UK is experiencing an epidemic of obesity affecting both adults and children.  The Health Survey for 

England (HSE) found that among boys and girls aged 2 to 15, the proportion of children who were 

classified as obese increased from 11.7 per cent in 1995 to 16.0 per cent in 2010, peaking at 18.9 per cent 

in 2004.   

 

There is concern about the rise of childhood obesity and the implications that obesity persists into 

adulthood. The risk of obesity in adulthood and the risk of future obesity-related ill health are greater as 

children get older.  Studies tracking child obesity into adulthood have found that the probability of 

overweight and obese children becoming overweight or obese adults increases with age.  The health 

consequences of childhood obesity include: increased blood lipids, glucose intolerance,  type II diabetes, 

hypertension, increases in liver enzymes associated with fatty liver, exacerbation of conditions such as 

asthma and psychological problems such as social isolation, low self-esteem, teasing and bullying. 

The National Institute of Health and Clinical Excellence has produced guidelines to tackle obesity in adults 

and children - Obesity: the prevention, identification, assessment and management of overweight and 

obesity in adults and children.  In August 2016 the government published “Child Obesity: A Plan for Action" 

to significantly reduce childhood obesity by supporting healthier choices.  This introduced a soft drinks levy, 

reduction of 20% of sugar from products and to make products healthier as well as developing a new 

framework by updating the nutrient profile model, making healthier options available in the public sector, 

support with the cost of healthy food for those who need it most, helping all children to enjoy an hour of 

physical activity every day, improving the co-ordination of quality sport and physical activity programmes for 

schools, creating a new healthy rating scheme for primary schools, making school food healthier with 

clearer food labelling.  

  

A literature review published by the University of Bristol and Coram Voice36 found that approximately a third 

of the refugee and asylum seeking young people in one study had concerns about their mental health, 

especially with regards to having anxieties about the past rights and entitlements to education, housing and 

leaving care services, as well as the status of their asylum claims and its impact on their future. 

There is strong evidence to suggest that green spaces have a beneficial impact on physical and mental 

wellbeing and cognitive function through both physical access and usage. 

Physical inactivity is the 4th leading risk factor for global mortality accounting for 6% of deaths globally. 

People who have a physically active lifestyle have a 20-35% lower risk of cardiovascular disease, coronary 

heart disease and stroke compared to those who have a sedentary lifestyle.  Regular physical activity is 

also associated with a reduced risk of diabetes, obesity, osteoporosis and colon/breast cancer and with 

improved mental health.  In older adults physical activity is associated with increased functional capacities.  

The estimated direct cost of physical inactivity to the NHS across the UK is over £0.9 billion per year. 

PHE has co-produced the ‘Everybody active, every day’ framework37.  a national, evidence-based approach 

to support all sectors to embed physical activity into the fabric of daily life and make it an easy, cost-

effective and ‘normal’ choice in every community in England. 

                                                
36

 Children and Young People's Voice on Being in Care A Literature Review, Hadley Centre for Adoption and Foster 

Care Studies Coram Voice 

37
 Public Health England, 2014. Everybody active, every day: an evidence-based approach to physical activity 

[available online] https://www.gov.uk/government/publications/everybody-active-every-day-a-framework-to-embed-

physical-activity-into-daily-life [last accessed 11 July 2017]   

https://www.gov.uk/government/publications/everybody-active-every-day-a-framework-to-embed-physical-activity-into-daily-life
https://www.gov.uk/government/publications/everybody-active-every-day-a-framework-to-embed-physical-activity-into-daily-life
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Physical activity that can be incorporated into everyday life, such as brisk walking and cycling, has been 

found to be as effective for weight loss as supervised exercise programmes.  However, over a third of 

adults report they are not currently active at recommended levels.  More accurate objective measurements 

show that the true proportion of people who are insufficiently active is likely to be much higher than this.  

Creating an environment where people actively choose to walk and cycle as part of everyday life can have 

a significant impact on public health and may reduce inequalities in health.  It is an essential component of 

a strategic approach to increasing physical activity and may be more cost-effective than other initiatives 

that promote exercise, sport and active leisure pursuits. 

Walking is the most likely way that adults can achieve the recommended levels of physical activity38 and 

walking for less than 10 minutes at least once a week suggests a low activity level and will allow further 

insight into areas where active travel is potentially less prevalent. 

More walking and cycling also has the potential to achieve related policy objectives:   

 supports local businesses and promotes vibrant town centres 

 provides a high-quality, appealing public realm 

 reduces car travel, air pollution, carbon dioxide emissions and congestion 

 reduces road danger and noise 

 increases the number of people of all ages out on the streets, making public spaces seem more 

welcoming and providing opportunities for social interaction and children’s play  

 provides an opportunity for everyone, including people with impairments, to experience and enjoy 

the outdoor environment19 

Studies have shown that the physical health benefits associated with walking include reduced risk of 

coronary heart disease, cancer, stroke and type II diabetes.  In addition active travel can improve mental 

wellbeing in a number of areas such as concentration, the ability to make decisions and enjoy normal daily 

activities, and that it reduced the feeling of being constantly under strain39. 

Local context 

The What About YOUth survey (2014/15) data showed that Luton’s 15 year olds ate more fruit portions per 

day, an average of 2.56, compared with 2.39 for England.  However they ate slightly less portions of 

vegetables, an average of 2.36 portions, than England as a whole (2.4). 

Data for Luton show us that the average portions of fruit and vegetables that are consumed by adults is 2.4 

(compared with England 2.5) which is less than half of the PHE recommended target of a minimum five 

portions40.  46.5% of the population of Luton adults consume 5-a-day on a usual day.  This is significantly 

lower than England (52.3%) although all but one of similar areas has a smaller proportion of the population 

meeting this target (see figure 64). 

                                                
38

 NICE Guidance, 2012. Physical activity: walking and cycling [available online]  

https://www.nice.org.uk/guidance/ph41 [last accessed 11 July 2017] 

39
 NICE Commuting by walking or cycling ‘can boost mental wellbeing’ [available online] 

https://www.nice.org.uk/news/article/commuting-by-walking-or-cycling-can-boost-mental-wellbeing [last accessed 11 

July 2017] 

40
 Sport England, Active People Survey, 2015 

https://www.nice.org.uk/guidance/ph41
https://www.nice.org.uk/news/article/commuting-by-walking-or-cycling-can-boost-mental-wellbeing


 

64                 

 

Despite Luton being a relatively small town, with a many outlets contained in the town centre the density of 

fast food outlets is 88.6 per 100,000 population which is slightly higher than England (88.2).  Data is shown 

in figure 65. 

Figure 64: Proportion of the population meeting the 
recommended '5-a-day' on a 'usual day' (adults) 

Figure 65: Density of fast food outlets per 100,000 
population 

  

Figure 66 shows that Luton has a higher proportion of its reception year children (those aged 4 to 5 years) 

that are obese. This is not significantly higher than England and is in the middle of the range of CIPFA 

comparator areas for the local authority.  Figure 67 show the Luton data from 2006/07 and overall Luton 

now has less children who are obese than when this measure was first reported. 

Figure 66: The proportion of reception year (aged 4 
to 5 years) children who are obese 

Figure 67: The proportion of reception year (aged 4 
to 5 years) children who are obese - Trend 

 

 

Figure 68 shows that Luton has a higher proportion of its year 6 children (those aged 10 to 11 years) that 

are obese significantly higher than England which is the same for all the local authorities in our comparator 

group (CIPFA nearest neighbour) for the local authority.  Figure 69 show the Luton data from 2006/07 and 

the proportion of children obese is rising for this age group. 
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Figure 68: The proportion of year 6 (aged 10 to 11 
years) children who are obese 

Figure 69: The proportion of year 6 (aged 10 to 11 
years) children who are obese – Trend  

 

 

Whilst Luton has a high rate for children who are obese, they also have a high rate of children who are 

underweight when compared with England and its comparator groups for both age groups (see figure 70 

and 71).  Luton has the highest proportion of children who are underweight in it comparator group for 

children in year 6. 

Figure 70: The proportion of reception year (aged 4 
to 5 years) children who are underweight 

Figure 71: The proportion of year 6 (aged 10 to 11 
years) children who are underweight 

  

Luton has fewer adults that are obese or overweight (Active People Survey by Sport England) with 64.6% 

compared with England (64.8%).  Luton is the third best of the comparator authorities (CIPFA nearest 

neighbour).  This is still too high and will lead to more people having other health problems in the future if 

they do not already have weight related issues. 

POPPI contain prevalence estimates for obesity in the 65+ population.  These data are shown in table 10. 
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Table 10: Estimated prevalence of obesity aged 65+ 

 

Natural England provides data about the percentage of peopusing outdoor space for exercise/ health 

reasons from the Monitor of Engagement with the Natural Environment (MENE) survey.  20.7% of the 

population in Luton use outdoor space for exercise and/ or health reasons which is higher than England 

(17.9%) and the third highest in its CIPFA comparators (range 11.8% to 36.9%). 

Data from the Active People Survey41 by Sport England for Luton and the CIPFA comparator areas are 

shown in figures 71 to 74.  Figure 71 show the percentage of adults who do any walking, at least once per 

week.  Luton’s proportion (76.0%) is lower than England (80.6%) and is the third lowest of the CIPFA 

comparators.  Luton has the lowest proportion of people waling at least five times a week (figure 72).  9.4% 

of Luton’s population do any cycling at least once a month compared with 14.7% across England (figure 

73) and figure 74 shows that only 3.2% cycle at least three times a week compared with England’s 4.4% 

but the best of the CIPFA comparator areas, Peterborough, have 8.6% of their population cycling at least 

three times a week.   

  

                                                
41

 Department of Transport with Sport England, Active People Survey 2012 [available online] 

https://www.gov.uk/government/collections/walking-and-cycling-statistics [last accessed 11 July 2017] 

Obesity prevalence 65+

People aged 65 and over who are obese or morbidly obese, by age and gender, projected to 2035

2017 2020 2025 2030 2035

Luton: People aged 65-69  with a BMI of 30 or more 2,364 2,427 2,772 3,246 3,309

Luton: People aged 70-74  with a BMI of 30 or more 1,773 1,914 1,971 2,283 2,655

Luton: People aged 75-79  with a BMI of 30 or more 1,287 1,266 1,516 1,566 1,787

Luton: People aged 80-84  with a BMI of 30 or more 875 916 875 1,063 1,121

Luton: People aged 85 and over  with a BMI of 30 or more 577 645 780 886 1,079

Luton: Total population aged 65 and over with a BMI of 30 or more 6,876 7,168 7,914 9,044 9,951

Figures may not sum due to rounding. Crown copyright 2016

Rates for obesity are as follows:

 Age range

 % males 

obese

 % males 

morbidly 

obese

 % 

females 

obese

 % 

females 

morbidly 

obese

65-69 29 1 30 3

70-74 27 0 29 1

75-79 21 0 28 1

80-84 16 1 23 1

85+ 10 0 19 0

Table produced on 18/07/17 08:26 from www.poppi .org.uk vers ion 10.0

Figures are taken from Health Survey for England (2005), volume 2, table 4.2: Body mass index (BMI), by age and sex. An 

individual with a BMI of 30 or greater is classed as obese.  A BMI of 40 or greater is classed as morbidly obese.

The prevalence rates have been applied to ONS population projections of the 65 and over population to give estimated 

numbers predicted to be obese and morbidly obese, to 2035.

https://www.gov.uk/government/collections/walking-and-cycling-statistics
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Figure 71: Percentage of adults who do any walking, 
at least once per week 

Figure 72: Percentage of adults who do any 
walking, at least five times per week 

  

Figure 73: Percentage of adults who do any cycling, 
at least once per month 

Figure 74: Percentage of adults who do any 
walking, at least once per week 

  

Table 11 shows the data from the Physical Activity profile on PHE’s Fingertips.  Luton has proportions that 

are significantly worse than England in four of the nine indicators shown.  All local authority areas in the 

comparator group except Derby and Milton Keynes have some indicators that are worse than England.  

31% of Luton’s population are achieving less than 30 minutes of physical activity a week.  
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Table 11: Physical Activity profile 

 

Active Luton, the sport and leisure provider strives continually to improve the lives of Luton’s residents 

whatever their age, ability, way of life or culture. 

They develop and promote affordable, accessible and inclusive opportunities in Luton to play sport, join a 

gym or swimming pool and take part in fitness and physical activity, improve health and general wellbeing 

and enhance careers. 

They run Luton’s leading leisure centres with fully equipped gyms, swimming pools and a wide range of 

fitness classes. These are Inspire: Luton Sports Village, Lewsey Sports Park and Swimming Pool, Lea 

Manor Recreation Centre (and swimming pool), Hightown Community Sports and Arts Centre, Stockwood 

Park Athletics Centre, Stockwood Park Golf Centre and Dell Farm Outdoor Centre. 

Inspire Sports Village is a world class, state of the art multi-sports facility which was designed for use by the 

whole Luton community, as well as by talented and elite athletes. 

The facilities include: 

• 50m, 8-lane competition swimming pool 

• World-class diving facilities including 10m diving board 

• Dry dive gym training area 

• 20m, 5-lane community swimming pool 

• Profiles 100 station gym 
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• Dance and Studio Cycle studios 

• Group Fitness Studio 

• Large Sports Hall 

In total, Active Luton’s facilities attract over 1.3 million visits per year. 

Aligned to the target groups as identified Luton’s existing Strategic Vision for Sport and Physical Activity 

(2012-2017), the following throughput for 2016/17 was recorded as seen in table 12. 

Table 12: Active Luton target groups 

   

Active Luton  run programmes to encourage, motivate and help people from all backgrounds, ages and 

abilities to benefit from fitness and physical activity to improve their health and wellbeing, the ME TIME 

woman and girls programme has won national awards for enrolling over 5,000 women from diverse 

background and communities in the programme and its activities.  

They also work with medical professionals and health organisations to deliver personalised programmes for 

people with specific medical conditions, such as cancer survivorship, COPD, cardiac and stroke 

rehabilitation. 

Exercise referral schemes seek to increase someone's physical activity levels on the basis that physical 

activity has a range of positive health benefits. The current picture regarding physical activity participation is 

detailed in the below diagram (figure 75). 

Figure 75: Physical activity participation 

Source: Active Lives Survey, 2016 

In Luton, 24.2% of the adult population fails to achieve the minimum activity threshold (Active Lives Survey 

2016).  The cost of these inactivity levels is significant.  In addition, adult (16+) participation rates of ‘at least 

Active Luton Target Group Attendances

Target Group Number

Older people 96,572

Disabled people 28,010

Children (0-4) 29,051

Young people (5-19) 181,361

Female 360,707

Black and minoritity ethnic group 75,077

Source: Active Luton, LBC Publ ic Health
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one session of moderate intensity of 30 minutes or more per week’ are slightly below regional and national 

rates at 34%.  

The newly introduced measures through the Active Lives Survey (2016) suggest that, in line with 

Department of Culture, Media and Science (DCMS) key performance indicator (KPI) 1, 72% of adults take 

part in sport and physical activity at least twice in a 28 day period compared with 77% nationally. 

Luton’s socio-economic make-up plays an important part in determining levels of inactivity.  Sport England 

Active Lives data suggests that inactivity rates within the long term unemployed or ‘never worked’ sector 

(National Statistics Socio Economic Classification42 8 (NS-SEC8)) are 37% compared with managerial, 

administrative or professional (NS-SEC1) at 17%. Luton, when compared with regional and national 

average, has 9.9% of population in NS-SEC8, compared with 4.1% for East of England and 5.6% for 

England and Wales.  

Table 13 shows the performance of the exercise referral scheme for Luton in 2016/17.  These data 

demonstrate that the exercise referral programme in Luton is affective.  In 2016/17 there were 1,034 

referrals to the exercise scheme. 

Table 13: Luton Exercise Referral Scheme performance 2016/17 

 

While exercise referral has been successful in engaging 1,000 a population level approach is required 

which is supported by the Luton’s Strategic Vision for Sport and Physical Activity Strategy (2017-22) which 

is set to be published in late 2017. 

Diabetes 

One risk of being overweight or obese is acquiring type II diabetes.  Tables 14 and 15 show the estimated 

prevalence for people with diabetes in Luton (both type I and II) in the 18 to 64 year olds and 65+ 

respectively.  This data does not allow for the split between the different types of diabetes.  In 2017 there 

were an estimated 7,250 adults expected to have diabetes and by 2035 this will rise to 9,500, an increase 

of 31.5% and an additional 2,250 cases. 

  

                                                
42

 Office of National Statistics, The National Statistics Socio Economic Classification (NS-SEC),  [available online] 

https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioecono

micclassificationnssecrebasedonsoc2010 [last accessed 25 July 2017] 

Q1 Q2 Q3 Q4

30% achievable

25% acceptable

35% achievable

30% acceptable

60% achievable

55% acceptable

35% achievable

30% acceptable

100% achievable

95% acceptable 

30% achievable

25% acceptable

Source: LBC, Publ ic Health

Quality & Performance Indicator Threshold

People accessing programmes from the top 20% of the 

population who are most deprived
35%39%32%26%

100%100%

100% 100%

Method of Measurement

(10 week measure)

Weight loss of ≥5% starting bodyweight

100%

30%

100%

30%

100%

39%36%38%

People accessing programmes from the top 20% of the 

population who are most deprived

Participants increasing physical activity to at least 

60mins a week

Reduction in BMI

Reduction in waist circumference 

26% 32% 39% 35%

100%

36%37%35%

https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010
https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010
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Table 14: Estimated diabetes prevalence 18-64 years 

 

Table 15: Estimated diabetes prevalence 65+ years 

 

The NHS Health Checks programme is aligned to Bedfordshire, Luton and Milton Keynes (BLMK) 

Sustainability and Transformation Partnership Priority 1: Illness prevention and health improvement: 

Preventing ill health and improving good health by giving people the knowledge and tools, individually and 

through communities, to manage their own health effectively. 

Diabetes prevalence estimates 18-64 years

People aged 18-64 predicted to have either Type 1 or Type 2 diabetes, by age and gender, projected to 2035

2017 2020 2025 2030 2035

Luton: People aged 18-24  predicted to have diabetes 192 190 194 217 224

Luton: People aged 25-34  predicted to have diabetes 454 460 463 457 474

Luton: People aged 35-44  predicted to have diabetes 550 590 640 655 656

Luton: People aged 45-54  predicted to have diabetes 1,267 1,254 1,290 1,415 1,522

Luton: People aged 55-64  predicted to have diabetes 1,473 1,598 1,717 1,714 1,754

Luton: Total population aged 18-64 predicted to have diabetes 3,935 4,092 4,304 4,458 4,630

Figures may not sum due to rounding. Crown copyright 2016

Rates for doctor-diagnosed Type 1 or Type 2 diabetes are as follows:

Age range % males % females

16-24 0.8 0.9

25-34 1.2 1.2

35-44 2.4 1.2

45-54 6 3.6

55-64 8.5 6

Table produced on 18/07/17 08:36 from www.pans i .org.uk vers ion 10.0

These prevalence rates are taken from the Health Survey for England 2006 Volume 1 Cardiovascular Disease and Risk 

Factors in Adults, The NHS Information Centre, 2008. The study provides prevalence data by age and gender, and by 

type of diabetes. The most significant factors for the onset of Type 2 diabetes are age and weight.

The prevalence rates have been applied to ONS population projections for the 18-64 population to give estimated 

numbers predicted to have doctor-diagnosed diabetes, projected to 2035.

Diabetes prevalence estimates 65= years

People aged 65 and over predicted to have Type 1 or Type 2 diabetes, by age and gender, projected to 2035

2017 2020 2025 2030 2035

Luton: People aged 65-74  predicted to have diabetes 1,775 1,869 2,041 2,380 2,573

Luton: People aged 75 and over  predicted to have diabetes 1,543 1,613 1,833 2,033 2,336

Luton: Total population aged 65 and over predicted to have diabetes 3,318 3,481 3,873 4,413 4,909

Figures may not sum due to rounding. Crown copyright 2016

The rates for people with doctor-diagnosed Type 1 or Type 2 diabetes are as follows:

Age range % males % females

65-74 15.7 10.4

75+ 13.5 10.6

Table produced on 18/07/17 08:46 from www.poppi .org.uk vers ion 10.0

These prevalence rates are taken from the Health Survey for England 2006 Volume 1 Cardiovascular Disease and Risk 

Factors in Adults, The NHS Information Centre,  2008.  The study provides prevalence data by age and gender, and by type 

of diabetes.  The most significant factors for the onset of Type 2 diabetes are age and weight.

The prevalence rates have been applied to ONS population projections for the 65 and over population to give estimated 

numbers predicted to have doctor-diagnosed diabetes, projected to 2035.
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The NHS Health Checks programme also aligns to the NHS Diabetes Prevention Programme (NDPP) 

which started in 2017 covering the BLMK STP footprint. The Healthier You: NHS Diabetes Prevention 

Programme (NDPP) will identify Non-diabetic hyperglycaemia (NDH), which is commonly referred to as 

‘pre-diabetic’, through blood testing and refer them onto a behaviour change programme. It is anticipated 

that a number of those identified as NDH will be done so through the NHS Health Checks process. 

The Luton programme has been recognised as a particularly impressive start with 419 of the 493 referrals 

across BLMK coming from Luton GPs as of the 5th July 2017. Local outcome data is not yet available as 

the programme only commenced in July 2017. 

 

Smoking 
 

Smoking accounts for about one in every six deaths in England, approximately 79,000 people a year43 44
.  It 

is the leading cause of preventable illness and premature death in England45.  Smoking is the primary 

cause of preventable morbidity and premature death causing more deaths than from drug and alcohol 

abuse, road accidents, other accidents and falls, preventable diabetes and suicides combined24.  Up to two 

thirds of all long-term smokers will be killed by their habit46 47 48 and are likely to suffer many years in poor 

health24.  As well as the individual burden, disability and illness smokers, proportionally  are less likely to be 

in work and the burden of costs fall on society, the NHS both acute and primary care, GP practices, 

employers, social care, fire service and local councils at an estimated cost to the economy in excess of £11 

billion per year24.  Smokers die on average 10 years younger than non-smokers49.  Smoking is by far the 

biggest preventable cause of cancer, accounting for more than 1 in 4 UK cancer deaths and attributable to 

more than 4 in 5 cases of lung cancer50; and smokers are almost twice as likely to have a heart attack                                                 
43

 Department of Health, Tobacco control plan for England 2011 [available online] 

https://www.gov.uk/government/publications/the-tobacco-control-plan-for-england [last accessed 26 June 2017] 

44
 British Heart Foundation, 2017 [available online] https://www.bhf.org.uk/heart-health/risk-factors/smoking [last 

accessed 17 July 2017]  

45
 Department of Health ‘Towards a Smokefree Generation: A Tobacco Control Plan for England’, 2017 [available 

online] 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/630217/Towards_a_Smoke_free_Gene

ration_-_A_Tobacco_Control_Plan_for_England_2017-2022__2_.pdf [last accessed 24 July 2017] 

46
 Doll R, Peto R, Wheatley K, Gray R, Sutherland I. Mortality in relation to smoking: 40 years’ observations on male 

British doctors. BMJ. 1994;309(6959):901-91 [available online] 
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compared with people who have never smoked51 with over 30,000 premature deaths a year from smoking-

related heart attacks and strokes52. 

 

The Tobacco Control Plan for England24, sets out the Government's intentions to reduce the prevalence of 

smoking among adults, young people, during pregnancy, and reduce the health inequalities smoking 

causes.   The proportion of smokers across the country has seen a dramatic decline with adult smoking 

rates reduced from 19.3% in 2012 to 15.5% in England in 2016.  The proportion of children smoking also 

continues to decline with around three quarters of teenagers reporting that they have never smoked.  

Smoking is an addiction usually taken up in childhood with the majority starting as teenagers and becoming 

addicted before the health risks of smoking are known.  The prevalence of regular smoking increases with 

age and by the age of 15 years 8% of children in England report being smokers53 despite the fact that it’s 

illegal to sell any tobacco product to young people less than 18 years of age.  There is evidence to suggest 

that actual smoking rates among 15-year olds may be higher than reported, based on measurements of 

nicotine levels in saliva which is indicative of active smoking54.  The Government target is to reduce the 

prevalence of 15 year olds who smoke to 3% or less by the end of 202224. 

 

There is strong evidence regarding the adverse effects of smoking during pregnancy and the harms it 

causes mother and baby, particularly their growth and development.  Over 10%of women in England24, 

smoke in pregnancy. These women are more likely to have complications during pregnancy and during 

delivery, including bleeding during pregnancy, placental abruption and premature rupture of membranes.   

Babies born to mothers who smoke tend to be smaller, are at increased risk of pre-term birth and are 

around 40% more likely to die within the first four weeks of life compared with babies born to women who 

are non-smokers. Pregnancy is a pivotal motivational stage for women to adopt a healthier lifestyle and 

encouraging women to stop smoking during pregnancy increases the likelihood of a permanent quit.  

Smoking in pregnancy is much higher among younger more socially deprived women.  Women in low paid 

jobs are three times more likely to smoke during pregnancy than professional women55.  

Smoking is the single largest cause of preventable deaths and one of the largest causes of health 

inequalities in the England, with more than 200 people dying each day from a smoking related illness which 

could be prevented24.  While fewer people smoke, it remains more common among lower earners 

compared to the highest earners24, with smoking-related deaths three times more likely to occur among 

poorer people than those from better-off backgrounds56 and prevalence twice as likely in the ‘routine and 
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manual’ occupations as in the managerial and professional’ groups24 57.  There is a higher smoking 

prevalence associated with almost every indicator of disadvantaged or marginalised cohort of society.  

Approximately one third of adult tobacco consumption is by those with a mental health condition, with rates 

of prevalence that have barely changed over the last 20 years when rates for other populations has been 

steadily declining58.  Lesbian, gay, bisexual and transsexual people and some ethnic minority groups24 are  

more likely to smoke, as are the long-term unemployed and the homeless .  Identifying and helping 

smokers from disadvantaged groups to quit is the best way to reduce health inequalities. 

Using stop smoking services is the most effective way to quit59 60. 

 

Local Context 

Luton has a smaller proportion of 15 year olds who are current smokers (WAY survey 2014/15) with 5.3% 

compared with England at 8.2%58 61 (answers "I sometimes smoke cigarettes now but I don't smoke as 

many as one a week", "I usually smoke between one and six cigarettes per week" or "I usually smoke more 

than six cigarettes per week”).  There are some modelled estimates for those aged 11 to 15 years who are 

occasional smokers in Luton is 1.8% which is more than England (1.4%) and estimates for the 16 to 17 age 

group who are occasional smokers in Luton is a relatively low estimate of 3.6% of this age group compared 

with 5.8% of the age group across England. 

The 2016 smoking prevalence in adults62 shows that Luton has 16.3% of smokers in the population.  This is 

slightly higher than England (15.5%).  Milton Keynes is the only LA in the CIPFA comparators that has a 

lower proportion of smokers (14.5%).  The GP patient survey (GPPS) tells us that Luton has a significantly 

higher proportion of current smokers than England of 20.9% (compared with 16.4%) for either regular or 

occasional smokers.  The Integrated Household Survey (IHS) in 2014 reported the prevalence of smokers 

as 20% of the population compared with England at 18%.  All the different surveys suggest that Luton has 

more smokers than the average for England.  The GPPS data also provide us with the proportion of 

patients that are ex-smokers and Luton has a lower proportion of 21.4% compared with England (27.5%). 

The smoking status of mothers at the time of delivering a baby in 2015/16 was 14.2% (PHE Fingertips).  

This is higher than England (10.6%).  Luton has consistently had a higher rate of women smoking at the 

time of delivery but whilst England’s proportion is falling Luton has seen an increase from 2013/14 (figure 

76).  In 2015/16 there were 490 women who were smoking when they delivered their baby/ babies.  In 

2016/17 the proportion of mothers smoking at the time of delivery in Luton had fallen to 11.7%. 

                                                                                                                                                                         
 
57

 ASH, 2016. ‘Health inequalities and smoking’ briefing available online here  [available online] 

http://ash.org.uk/information-and-resources/briefings/ash-briefing-health-inequalities-and-smoking/ [last accessed on 

17 July 2017] 

58
 ASH, The Mental Health and Smoking Action Report ‘The Stolen Years’ 2016  

59
 Kotz D, Brown J, West R. Prospective cohort study of the effectiveness of smoking cessation treatments used in the 

“real world”. Mayo Clin Proc. 2014;89(10):1360-1367 [available online] 

http://www.mayoclinicproceedings.org/article/S0025-6196(14)00629-6/fulltext [last accessed 17 July 2017] 

60
 National Institute for Health and Care Excellence. Stop Smoking Services.; 2008 [available online]  

https://www.nice.org.uk/guidance/ph10?unlid=10621085462016427172824 [last accessed 17 July 2017] 

61
 Public Health England, PHE Fingertips, What About YOUth survey [available online] 

http://fingertips.phe.org.uk/what-about-youth#gid/1938132874/ati/102 [last accessed 26 June 2017] 

62
 Annual Population Survey (APS) 2016 

http://ash.org.uk/information-and-resources/briefings/ash-briefing-health-inequalities-and-smoking/
http://www.mayoclinicproceedings.org/article/S0025-6196(14)00629-6/fulltext
https://www.nice.org.uk/guidance/ph10?unlid=10621085462016427172824
http://fingertips.phe.org.uk/what-about-youth#gid/1938132874/ati/102


 

75                 

 

Figure 76: Smoking at time of delivery trend 

 

Luton has the lowest proportion of the smoking prevalence in adults with serious mental illness (SMI). 

Luton has significantly higher rate of smoking attributable admissions63 in 2015/16 than England as well as 

admissions for chronic obstructive pulmonary disease (COPD).  Whilst Luton has a higher rate of smoking 

attributable mortality (2013-15), it is not significantly different from England’s rate and deaths from COPD 

are significantly lower than England.  The smoking attributable death rate from heart disease (2013-15) is 

significantly high for Luton, 39 per 100,000 (compared with England 28.9).  Smoking attributable death rate 

(2013-15) from stroke in Luton is 13.3 per 100,000 population but whilst higher than England (9.4) is not 

significantly different.  Luton has a higher rate (86.6 per 100,000) of lung cancer registrations for 2013-15 

compared with England (78.9). 

Luton has significantly higher rates of successful quitters for those that choose to quit smoking in 2015/16.  

The cost per quitter in Luton is the second lowest of the CIPFA comparator group of £313 (England £479).  

Luton has a lower rate than England for the percentage of people who have used e-cigarettes (13.8% 

compared with 18.4% for England) but more people have tried other tobacco products at 17.6% (England 

15.2%).  In 2014/15 there were 4,092 people that attempted to quit smoking and the quit rate was 47.9% of 

those that went through the quit smoking services (England 51%).  Luton had slightly less people whose 

quit was confirmed by biochemical validation, 68.3% (England 69.1%).  In 2015/16 7,191 people set a date 

to quit smoking. 

Table 16 and 17 show the prevalence of smoking in adults and the prevalence in smoking prevalence in 

adults that are employed in routine or manual occupation. 
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Table 16: Smoking prevalence in adults 

Smoking prevalence in 

adults – current smokers 
England 

East of 

England 
Luton 

2012 19.3% 18.3% 20.9% 

2016 15.5% 14.4% 16.3% 

Difference 3.8% 3.9% 4.6% 

Source: Annual Population Survey 2016, via PHE Fingertips 

Table 17: Smoking prevalence in adults in routine and manual occupations 

Smoking prevalence in adults in 

routine and manual occupations 

– current smokers 

England 
East of 

England 
Luton 

2012 31.1% 30.9% 31.6% 

2016 26.5% 26.6% 23.3% 

Difference 4.6% 4.3% 8.3% 

Source: Annual Population Survey 2016, via PHE Fingertips 

Smoking prevalence in adults (current smokers) and those recorded in routine and manual occupations in 

Luton is similar to the England average.  In Luton, like the national picture, smoking prevalence has steadily 

declined in adults (current smokers), by 4.6% and by 8.3% in routine and manual occupations since 2012.    

Those dying of smoking attributable causes in Luton is a similar as nationally although has a greater 

number of hospital admissions due to smoking and a greater number of pregnant smokers (SATOD).  The 

number of successful quitters recorded at 4 weeks in Luton is significantly better than the England average. 

Smoking in pregnancy in Luton in 2013/14 was similar to the national average (12%), however, with the 

appointment of a public health midwife and other initiatives, such as routinely carbon monoxide testing of all 

pregnant women has meant better recording and identification of pregnant smokers resulting in a likely 

increase in prevalence in Luton (14.2%), although similar to Luton’s statistical neighbours and significantly 

worse than the England average (10.2%).    

The Luton stop smoking service continues to support practitioners across the borough with making every 

contact count, very brief advice and level 1 and 2 smoking advisor training.  The service engages with 

workplaces across the borough to raise awareness of the harms of smoking, promote a smoke free policy 

and support cessation referrals.  In patient mental health services across Luton went smoke free (without 

shelters) from 1st April 2017 and staffs have received level 1 (very brief advice) training to better support 

smokers and will extend this to level 2 advisors (supporting patients/ clients to quit) and identified 

champions. The stop smoking service target groups with a higher smoking prevalence in order to reduce 

health inequalities.  Some of these initiatives include:  supporting those with mental ill health, a specialist 

polish speaking advisor and adopting a tobacco harm reduction alongside the traditional abrupt service 

model  to allow heavily nicotine dependent smokers better opportunities to quit; workplace interventions to 

promote smoking cessation; running clinics alongside maternity services in acute provision, working with 

the unemployed through the job centre and the homeless through NOAH and COPD patients at a support 

group are some of the initiatives.  Evidence suggests that electronic cigarettes have proved an effective 

quit aid and will be promoted as such in cessation services moving forward.  The service also supports the 
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stop smoking service targeted at marginalised and disadvantaged groups that evidence indicates have a 

higher smoking prevalence.  Some of these initiatives include:  supporting those with mental ill health, a 

specialist Polish speaking advisor and adopting a smoking cessation service that offers a tobacco harm 

reduction alongside the traditional abrupt service to allow highly dependent smokers better opportunities to 

quit.  There are also workplace interventions to promote smoking cessation.  Clinics are run alongside 

maternity services in the Luton and Dunstable hospital.   

In patient mental health services across Luton went smoke free (without shelters) from 1st April 2017 and 

staff received training to better support smokers.   

Luton has a smaller proportion of 15 year olds who are current smokers (WAY survey 2014/15) with 5.3% 

compared with England at 8.2%10 64 (answers "I sometimes smoke cigarettes now but I don't smoke as 

many as one a week", "I usually smoke between one and six cigarettes per week" or "I usually smoke more 

than six cigarettes per week”).   Promotional services with children, young people and parents is 

commissioned through the drug and alcohol provider who work closely with the stop smoking services for 

children and young people should it be required. 

In Luton the smoking cessation service is commissioned as part of an integrated healthy lifestyle service.  

All clients accessing cessation services in Luton  receive a health and wellbeing assessment analysing the 

psycho-social and physical aspects of their lifestyles, recognising the complexities of people’s lives and 

with a view to provide a more individualised  provision of support.  A tobacco harm reduction approach 

allows services to be tailored to client’s needs and offers an individual choices including:  the traditional four 

week quit pathway; abrupt cessation quit model; a cutting down to quit; temporary abstinence; smoking 

reduction; self help materials and app pathway; promoting the use of electronic cigarettes and extended 

use of pharmacotherapy where appropriate and a review and follow up of all smokers.  Abrupt cessation 

method, with the support of a smoking cessation advisor using pharmacological support is the most 

effective and cost effective method to achieve a quit and should be used in the first instance, if appropriate. 

 

Alcohol and Drugs 
 

Addressing the misuse of alcohol and drugs is a cross-government issue.  The costs of drug and alcohol 

misuse are similar to smoking and obesity but come more from their association with crime.  Drug-related 

crime is mainly acquisitive while alcohol-related crime is mainly violence and social disorder.  Our first goal 

here is to prevent risky behaviour and to help people stop misusing these substances.    The complexity 

and pervasiveness of drug misuse and the harms it causes means that no one can tackle it alone.  

Government at national and local levels, international partners, the voluntary and community sector and the 

public all have a role to play in the new drug strategy published for England65.  It is vital that this is done 

through a coordinated, partnership-based approach that recognises the common goals: to build a fairer and 

healthier society, to reduce crime, improve life chances and protect the most vulnerable. 

The social and economic cost of drug supply in England and Wales is estimated to be £10.7 billion a year – 

just over half of which (£6 billion) is attributed to drug-related acquisitive crime (e.g. burglary, robbery, 
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shoplifting)66.  As set out in our Modern Crime Prevention Strategy67, drug-related and drug-enabled 

activities are key drivers of both new and traditional crime: the possession of illicit substances; the crimes 

committed to fund drug dependence; the production and supply of harmful substances perpetrated by 

serious and organised criminals alongside drug market violence associated with human trafficking and 

modern slavery68.  Drugs can also play a part in facilitating child sexual exploitation and abuse69 and the 

illicit use of drugs in prisons is a driver of rising violence, self-harm and suicide70. 

In 2015-16, around 2.7 million (8.4%) 16-59 year olds in England and Wales reported using a drug in the 

last year; a proportion which has reduced over the last decade but remained stable over the last seven 

years71.  The trend is similar for younger people, but the proportion of them taking drugs is higher – 18% of 

16-24 year olds in 2015-16.  

 

The picture for use of individual drugs is more varied. Cannabis remains the drug most likely to be used by 

16-59 year olds (6.5% of this age group report having used this drug in the past year) and use of cannabis 

is lower than a decade ago and stable since 2009-2010.  However, estimates of ecstasy use among those 

aged between 16-24 years have increased and in 2015-2016 they were similar to the level 10 years ago 

(4.5% in 2015-2016 compared with 4.3% in 2005-2006).  The Government remains vigilant of new and 

emerging patterns of drug use.  While use of new psychoactive substances among the general population 

is low (0.7% of 16-59 year olds reported having used a new psychoactive substance in 2015-2016), they 

continue to appear rapidly on the market, and use among certain groups is problematic, particularly among 

the homeless population and in prisons.  In addition, there is emerging use of image and performance 

enhancing drugs (including intravenous use); and use of multiple drugs (‘poly-substance misuse’) at the 

same time poses an evolving challenge. 

In 2015-16, 203,808 people received treatment for drug misuse.  Fewer drug users are coming into 

treatment and in particular the number of people aged less than 25 years entering treatment for the first 

time that use opiates, mainly heroin, has fallen substantially over the course of the last 10 years.  While 
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there are more adults leaving treatment successfully compared to 2009-1072, the rates of success vary by a 

factor of five between the best and poorest performing local authorities73.  In recent years the national rates 

have also levelled off, with a decline in the proportion of opiate users completing treatment.  This decline 

and local variations in treatment outcomes are likely to be in part because many of those who now remain 

in treatment for opiate use are older, often have health and mental health problems and entrenched drug 

dependence.  Within the context of these problems, effective partnership working between health and 

social care, the criminal justice system, housing and employment support is essential to deliver the 

Strategy aims. 

Linked to this ageing cohort there has been a dramatic and tragic increase in drug misuse deaths since 

201274.  In England and Wales, the number of deaths from drug misuse registered in 2015 increased by 

10.3% to 2,479.  This follows an increase of 14.9% in the previous year and 19.6% the year before that.  

Deaths involving heroin, which is involved in around half the deaths, more than doubled from 2012 to 2015 

 

Drug misuse is common among people with mental health problems: research indicates that up to 70% of 

people in community substance misuse treatment also experience mental illness and there is a high 

prevalence of drug use among those with severe and enduring mental health conditions such as 

schizophrenia and personality disorders.  Reducing harm caused by drugs needs to be part of a balanced 

approach which means acting at the earliest opportunity to prevent people from starting to use drugs in the 

first place and prevent escalation to more harmful use, as well as providing evidence-based treatment 

options that can be tailored to individual need, to provide people with the best chance of recovery.  We 

know that people with both substance misuse and mental health conditions are too often unable to access 

the care they need it’s essential that people get the help, treatment and support they need to live a drug-

free life and this Strategy sets out how to tackle this 

 

The 2017 Drug Strategy75 states that high quality personal, social, health and economic (PSHE) education 

is at the heart of supporting young people to leave school prepared for life in modern Britain.  This means 

investing in a range of evidence-based programmes, which have a positive impact on young people and 

adults, giving them confidence, resilience and risk management skills to resist risky behaviours and recover 

from set-backs.  Colleges, universities and other education providers and settings also have a key role to 

play as they work with millions of young people and young adults at a critical transition period in their lives.  

Universities take their responsibilities seriously with most institutions offering support to students as part of 

wider health and welfare services.  There is an expansion planned of the Alcohol and Drugs Education and 

Prevention Information Service (ADEPIS) to reach wider prevention partners.  ADEPIS is a platform for 

sharing evidence-based information and resources aimed at schools, practitioners working in prevention, 

and a growing range of other settings for reaching young people.  Since its launch in 2013, ADEPIS has 

become acknowledged as the leading source of evidence-based information and resources for alcohol and 

drug education and prevention.  Mentor UK was recently awarded a new three year contract to continue to 
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Statistics. [Available online] 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsrelatedtodr

ugpoisoninginenglandandwales/2015registrations [last accessed 6 July 2017] 

 

http://www.nta.nhs.uk/uploads/adult-statistics-from-the-nationaldrug-treatment-monitoring-system-2015-2016%5b0%5d.pdf
http://www.nta.nhs.uk/uploads/adult-statistics-from-the-nationaldrug-treatment-monitoring-system-2015-2016%5b0%5d.pdf
https://www.ndtms.net/default.aspx
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsrelatedtodrugpoisoninginenglandandwales/2015registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsrelatedtodrugpoisoninginenglandandwales/2015registrations
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develop and deliver the programme for schools and community prevention services.  Since April 2015, 

ADEPIS also includes the Centre for Analysis of Youth Transitions, a repository of preventative 

interventions.  The strategy encourages local authorities and schools to use tools such as ‘risk of NEET 

indicators’ so they can support pupils (particularly those from vulnerable groups) to make good decisions; 

and continue to provide funding for a wide range of voluntary and community sector organisations to 

support children, young people and families some of whom may be at risk of becoming NEET.   

 

Local context 

There is a drugs and alcohol needs assessment soon to be published by Luton Borough Council.  That 

document goes in to more detail about people with substance misuse problems and treatment services. 

The WAY survey shows that there is less cannabis use in 15 year olds (taken cannabis in the last month) in 

2014/15 was 2.1% (England 4.6%) and is the second lowest of the CIPFA comparator group58. 

Luton has one of the lowest rates per 100,000 under 18s admitted to hospital for alcohol specific 

conditions76 (persons) (15.8 per 100,000 population) and it is more than half the rate for England as a 

whole (37.4).  The trend is also falling (see figure 77). 

 
Figure 77: Admission episodes for alcohol specific conditions in under 18s (persons) 

 

Luton has a lower (crude) rate of parents in drug treatment per 100,000 children aged 0-15 of 100.4 than 

England (110.4).  (N.B. These data are from 2011/12 and are therefore relatively old and Luton has 

recommissioned its drug and alcohol treatment services so these data may not describe the current picture 

but they are all we have as a rate of children.  They are however the same time period as the drug using 

prevalence estimates.)  This may be due to uptake of treatment in Luton at that time.  Data are shown in 

figure 78. 

  

                                                
76

 Admissions to hospital for under 18s where the primary diagnosis or any of the secondary diagnoses are an 

alcohol-specific (wholly attributable) condition. 
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Figure 78: Parents in drug treatment: rate per 100,000 children aged 0 – 15 (2011/12) 

 

From the WAY survey58 we know that Luton has the lowest rate of the CIPFA comparators for 15 year olds 

regularly drinking at 1.3% (England 6.2%, other comparators 1.5 – 6.5%) (based on the question “How 

often do you usually have an alcoholic drink?") with the answer "At least once a week" ("Every day, or 

almost every day", "About twice a week" and "About once a week").  

Luton has a higher (crude) rate of parents in alcohol treatment per 100,000 children aged 0-15 of 149.6 

than England (147.2).  (N.B. These data are from 2011/12 and are therefore relatively old and Luton has 

recommissioned its drug and alcohol treatment services so these data may not describe the current picture 

but they are all we have as a rate of children.  They are however the same time period as the drug using 

prevalence estimates.)  This may be due to uptake of treatment in Luton at that time.  These data are 

shown in figure 79. 

Figure 79: Parents in alcohol treatment: rate per 100,000 children aged 0 – 15 (2011/12) 

 

Luton has one of the highest rates of adults drinking over 14 units of alcohol a week compared with the 

other LAs in the CIPFA cluster with over a quarter of the population (26.7%) which is higher than England 
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although not significantly.  Data are shown in figure 80.  Over 15% of the population ‘binge’ drink on the 

heaviest drinking day (figure 81), which is lower than the proportion seen in England.  There were 419 

clients in treatment at specialist alcohol misuse services in 2015/1677.  Figure 82 shows the percentage of 

people in concurrent contact with mental health services and substance misuse services for alcohol 

misuse. 

The number and rate of people being admitted to hospital for alcohol-related conditions78 are increasing 

and Luton has rate of 697 per 100,000 population is significantly higher than England (647 per 100,000 

population).  This statistic represents the people that are in hospital directly because of alcohol and where 

this is the primary reason for the person being in hospital.  The rate per 100,000 persons compared with 

other similar LAs is shown in figure 83, along with the trend for males (figure 84) and females (figure 85).  

The rate for males is 887 per 100,000 (n 768) (2015/16) and for females 519 per 100,000 (n485) (2015/16.  

These charts are shown in figures 86 and 87.  Rates for both genders are increasing. 

Figure 80: Percentage of adults drinking over 14 units 
of alcohol a week (2011-14) 

Figure 81: Percentage of adults binge drinking on 
heaviest drinking day (2011-14) 

  

Figure 82: Concurrent contact with mental health 
services and substance misuse services for alcohol 
misuse (2015/16) 

Figure 83: Admission episodes for alcohol-related 
conditions (Narrow) (Persons) 2015/16 

 
 

  

                                                
77

 Public Health England, National Drug Treatment Monitoring System (NDTMS) 2015/16 

78
 Public Health England, Fingertips – Admissions to hospital where the primary diagnosis is an alcohol-attributable 

code or a secondary diagnosis is an alcohol-attributable external cause code. 
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Figure 84: Trend in admission episodes for alcohol-
related conditions (Narrow) (Males) 

Figure 85: Trend in admission episodes for alcohol-
related conditions (Narrow) (Females)  

  

Figure 86: Admission episodes for alcohol-related 
conditions (Narrow) (Male) 2015/16 

Figure 87: Admission episodes for alcohol-related 
conditions (Narrow) (Female) 2015/16 

  

Luton has a higher estimate of use of opiate and/ or crack cocaine (2011/12 (latest estimate))79 of 11.8 per 

1,000 population than England (8.4) (figure 88).  In 2015/16 there were 1,128 adults in treatment at 

specialist drug misuse services in Luton.  The number has remained similar for the last three years.  

National Drug Treatment Monitoring System (NDTMS) reports that 26.3% of clients in specialist drug 

treatment concurrently have contact with mental health services (figure 89).  This is a higher proportion 

than for England as a whole (22.1%). 

  

                                                
79

 Liverpool John Moores University opiate and/ or crack cocaine use estimates 
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Figure 88: Estimate of use of opiate and/ or crack 
cocaine (2011/12) 

Figure 89: Concurrent contact with mental health 
services and substance misuse services for drug 
misuse (2015/16) 

  

Oxford Brookes University and Institute of Public Care have produced some estimates for those expected 

to have drug or alcohol problems in the future.  These data are from Projecting Adult Needs and Service 

Information (PANSI)63 and are shown in table 18.  These estimates only look at the changes in the 

population but they show that by 2030 there will be an extra 1,100 people with drug problems and 600 

people with alcohol problems, an increase of 13.8% and 13.4% respectively.  As outlined earlier in this 

document drug and alcohol problems have a huge impact on the individual, their families and society as a 

whole. 
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Table 18: Estimates of drugs and alcohol problems 

 

 

Health Checks 
 

The NHS introduced Health Checks for the 40 to 74 population to help prevent diabetes, heart disease, 

kidney disease, stroke and dementia in 2009.  A NHS Health Check is made up of 3 components: risk 

assessment, risk awareness and risk management.  During the risk assessment standardised tests are 

used to measure key risk factors and establish the individual’s risk of developing cardiovascular disease.  

The outcome of the assessment is then used to raise awareness of cardiovascular risk factors, as well as 

Drug and Alcohol dependence in Luton

People aged 18-64 predicted to have a drug or alcohol problem, by gender, projected to 2030

2015 2020 2025 2030

Luton: Males aged 18-64 predicted to have alcohol dependence 5,925 6,290 6,577 6,829

Luton: Females aged 18-64 predicted to have alcohol dependence 2,138 2,221 2,280 2,343

Luton: Total population aged 18-64 predicted to have alcohol dependence 8,063 8,511 8,857 9,172

Luton: Males aged 18-64 predicted to be dependent on drugs 3,065 3,254 3,402 3,533

Luton: Females aged 18-64 predicted to be dependent on drugs 1,490 1,548 1,589 1,633

Luton: Total population aged 18-64 predicted to be dependent on drugs 4,555 4,801 4,991 5,165

Figures may not sum due to rounding. Crown copyright 2014

Summary:

% males % females

Dependent on alcohol 8.7 3.3

Dependent on il l icit drugs 4.5 2.3

Table produced on 29/06/17 12:11 from www.pans i .org.uk vers ion 8.0

The prevalence of drug dependence varied with ethnicity and income.  In men, black men were most l ikely and South Asian men least 

l ikely to report symptoms of dependence; the same pattern was seen for women.  The prevalence of drug dependence was greater in 

men and women from lower income groups.  There were no significant differences between regions.

The prevalence rates have been applied to ONS population projections for the 18-64 population to give estimated numbers predicted 

to have drug or alcohol dependence, projected to 2030.

The report Adult psychiatric morbidity in England, 2007: Results of a household survey, published by the Health and Social Care 

Information Centre in 2009, provides prevalence rates for both alcohol and drug dependence.

Harmful drinking denotes the most hazardous use of alcohol, at which damage to health is l ikely.  One possible outcome of harmful 

drinking is alcohol dependence, a cluster of behavioural, cognitive, and physiological phenomena that typically include a strong 

desire to consume alcohol, and difficulties in controlling drinking.  It should be noted that a survey of the household population 

such as this is l ikely to under-represent dependent adults, who are more likely to be homeless or in an institutional setting.  oreover, 

problem drinkers who do live in private households may, l ike problem drug users, be less available, able or will ing to participate in 

surveys.
The prevalence of alcohol dependence was 5.9% (8.7% of men, 3.3% of women). For men, the highest levels of dependence were 

identified in those between the ages of 25 and 34 (16.8%), for women in those between the ages of 16 and 24 (9.8%).  Most recorded 

dependence was categorised as mild (5.4%), with relatively few adults reporting symptoms of moderate or severe dependence (0.4% 

and 0.1% respectively).

Alcohol dependence was more common in white men and women than in those from minority ethnic groups.& There were no 

significant variations in the prevalence of dependence by region or income.

Drug misuse has been defined as the use of a substance for purposes not consistent with legal or medical guidelines.  In a small 

proportion of users, this may lead to dependence, a cluster of behavioural, cognitive, and physiological phenomena, such as a sense 

of need or dependence, impaired capacity to control substance-taking behaviour and persistent use despite evidence of harm.  The 

United Kingdom has one of the highest rates of i l l icit drug use in the developed world.  

The prevalence of drug dependence was 3.4% (4.5% of men, 2.3% of women). Most dependence was on cannabis only (2.5%), rather 

than other drugs (0.9%). Symptoms of dependence were most commonly reported by adults aged between 16 and 24 (13.3% of men, 

7.0% of women in this age group).
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inform a discussion on, and agreement of, the lifestyle and medical approaches best suited to managing 

the individual’s health risk80.  Estimates carried out when the programme was introduced by the Department 

of Health in 2009 showed that NHS Health Checks could prevent 1,600 heart attacks and strokes, at least 

650 premature deaths, and over 4,000 new cases of diabetes each year.  At least 20,000 cases of diabetes 

or kidney disease could be detected earlier allowing individuals to be better managed and so improve their 

quality of life.  People who fit the criteria for a health check are invited once every five years for screening. 

 

The NHS Health Check programme aims to help prevent heart disease, stroke, diabetes and kidney 

disease.  Everyone between the ages of 40 and 74, who has not already been diagnosed with one of these 

conditions, will be invited (once every five years) to have a check to assess, raise awareness and support 

them to manage their risk of cardiovascular disease.  A high take up of NHS Health Check is important to 

identify early signs of poor health leading to opportunities for early interventions. 

 

Local authorities have a legal duty to make arrangements to provide the NHS Health Check programme to 

100% of the eligible population over a five year period and to achieve continuous improvement in uptake.  

This data demonstrates the cumulative progress made by local authorities in NHS Health Checks received 

by the eligible population. 

Local Context 

The NHS Health Check data for Luton and its comparator areas are shown in table 19 2013/14 to 2017/18.  

The Public Health Outcomes Framework (PHOF) indicators 2.22 relate to health checks and are for the 5 

year period.   

Table 19: Health check data from PHE Fingertips 

 

A key component to the NHS Health Check is onward referral where necessary.  The below data is for 

2013-2017 period is for NHS Health Checks delivered by GP practices which is the vast majority (19,521 of 

the 20,414).  It should be noted that verbal feedback from practices suggest that actual referral rates are 

                                                
80

 Department of Health and Public Health England, NHS Health Checks website http://www.healthcheck.nhs.uk/ [last 

accessed 11 July 2017] 

http://www.healthcheck.nhs.uk/
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higher but this is not reflected in the data due to coding issues and in consistent use of templates which is 

now being addressed. 

Smoking is the most significant risk factor of cardiovascular disease (CVD).  As seen below 75% of those 

assessed as smokers received advice in relation to this (table 20).  Another risk factor for CVD is being 

overweight or obese and data for this are shown in table 21.  Physical inactivity is another risk factor for 

CVD and data for patients physically inactive are seen in table 22.  Statins are a group of medicines that 

can help lower the level of low-density lipoprotein (LDL) cholesterol in the blood.  LDL cholesterol is often 

referred to as "bad cholesterol", and statins reduce the production of it inside the liver.  Data for this group 

of patients are shown in table 23. 

Table 20:  Health check outcomes for smokers Table 21:  Health check outcomes for people overweight/ 
obese 

  

Table 22: Health check outcome for people 
physically inactive 

Table 23: Health check outcome for people with raised 
cholesterol 

 

 

In 2017-18 we will seek to commission a specialist outreach service to focus on delivering NHS Health 

Checks to working age men and those ethnic minority groups that have been identified as having lower 

uptake of NHS Health Checks. 

The uptake of health checks in Luton is shown in table 24. 

  

Number %

Assessed Overall 19,521

Assessed Overweight 12,875 66.0%

Healthy Lifestyle Advice 136 0.7%

Signposted 224 1.1%

Advice 2,100 10.8%

Referral 294 1.5%

Declined Referral 233 1.2%

Source: TCR, LBC Health Checks

Number %

Assessed Overall 19521

Brief Intervention 1656 8.5%

Signposted 13 0.1%

Referral 162 0.8%

Declined Referral 55 0.3%

Brief Intervention (%) 85%

Source: TCR, LBC Health Checks

Number %

Health Check Done 19,521

Prescribed Statins within 2months 973 5.0%

Prescribed Antihypertensives at any time after 760 3.9%

Referred to GP at any time after 525 2.7%

Referred to Practice Nurse at any time after 60 0.3%

Source: TCR, LBC Health Checks
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Table 24: Uptake of health checks in Luton 

 

The data for people who have received a health check in 2016/17 show us that there is a disproportion in 

the ethnic groups when compared with Luton as a whole.  This is shown in figure 90.  The population data 

show that there are 54% of Luton’s population who are white, 31% Asian and 12% black.  Therefore we 

know that health checks are more likely to be taken up amongst the white population and the Asian and 

black populations are less likely to take up a health check.  We are in the process of commissioning 900 

community health checks targeting on the Asian community which will improve our uptake figures in this 

population.  Any future provider will be expected to ensure that they continue to access all communities for 

the uptake of health checks. 

Figure 90: Ethnic group of people who have received a health check 

 

In 2016/17 53.5% of the people invited were males (45.5% females).  However when we look at the data 

for the people who attended 52.2% of them were females.  This supports the known concept that men 

access healthcare less often than women.  59% of women invited attended a health check and 45% of men 

invited attended a health check. 

An outreach service will be commissioned in 2017/18 to focus on those groups that are less likely to take 

up the offer of a NHS Health Check. 

 

  

Health Check uptake in Luton

Number 

eligible

Health 

Checks 

offered

Percentage 

offered Health 

Check

Health 

Checks 

delivered

Percentage 

delivered 

Health Check

Uptake 

(delivered 

after offered)

2011-12 47,773 9,636 20.2% 5,465 11.4% 57%

2012-13 47,412 7,919 16.7% 4,747 10.0% 60%

2013-14 47,612 13,059 27.4% 7,419 15.6% 57%

2014-15 53,053 9,673 18.2% 4,924 9.3% 51%

2015-16 54,682 7,748 14.2% 4,031 7.4% 52%

Total 5 years 50,106 48,035 95.9% 26,586 53.1% 55%

2016-17 50,661 7,712 15.2% 3,493 6.9% 45.3%

Source: Luton Publ ic Health
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Make Every Contact Count (MECC) 
 

MECC is a national, long term NHS strategy that aims to help create a healthier population and reduce 

health and social care costs. It is based on the premise that all organisations responsible for health, 

wellbeing, care and safety have the opportunity to impact on people’s mental and physical health and 

wellbeing.  MECC training is offered to empower all from facing professionals to deliver MECC to the public 

utilising every opportunity to encourage people to improve their health and wellbeing. 

Despite many people wanting to live healthier lifestyles, public health messages are not impacting 

vulnerable and disadvantaged groups in the same way they have other groups, resulting in health 

inequalities making the MECC approach even more vital.   

Local Context 

MECC training is free of charge and available via an online course or face to face training.  Livewell Luton 

has been delivering this training across agencies in Luton since April 2016, which included nursing teams, 

pharmacists, GP staff, school nurses and health visitors to date .234 people received MECC training in 

2016/17.  MECC is an opportunistic way to raise public health issues; therefore it is important that MECC 

training is delivered to all frontline staff across statutory organisations. This will increase the awareness of 

the importance of the spreading public health messages embedded in the MECC Process. 

 

 

Maternal Mental Health 

Maternal mental ill-health has a long-term effect on maternal wellbeing, family relationships and the mental 

health, social adjustment and attachment of the child during the first critical years of life, therefore 

prevention, early diagnosis and intervention is vital81.  

The mental health of the mother has a significant effect on the health of her child during pregnancy but also 

throughout the child’s life with a significant influence on foetal and early brain development82.  Poverty and 

low socioeconomic status are associated with poor psychological and physical health when women 

become to pregnancy and are determinants of pregnancy outcomes bringing about social disparities in 

pregnancy83 84. 

                                                
81

 National Institute for Health and Clinical Excellence (NICE). Antenatal and postnatal mental health: clinical 

management and service guidance CG192 2014. Available from https://www.nice.org.uk/guidance/cg192 [last 

accessed 15 September 2017] 

82
 Marmot M. Fair Society Healthy Lives (The Marmot Review). [Online] London: University College London; 2010. 

Available from: http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review 

[last accessed 15 September 2017]    

83
 C Power, O Manor and J Fox, Health and Class: the early years, Chapman and Hall, 1991   

84
 M S Kramer, L Goulet, J Lydon, L Séguin, H McNamara, C Dassa, R W Platt, M F Chen, H Gauthier, J Genest, S 

Kahn, M Libman, R Rozen, R Masse, L Miner, G Asselin, A Benjamin, J Klein, and G Koren, ‘Socio-economic 

Disparities in Pre-term Birth: causal pathways and analysis’. Paediatric and Perinatal Epidemiology 15 (Suppl 2), 

2001, pp104-123 

https://www.nice.org.uk/guidance/cg192
http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
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Mental health problems in pregnancy and the postnatal period are associated with adverse outcomes for 

the foetus and the baby as well as for the woman herself; for example, severe depression is associated 

with an increased risk of lower birthweight and premature babies, particularly for families affected by 

socioeconomic deprivation, self-harm and suicide81.  Perinatal mental illness is complex and covers a range 

of conditions of varying severity including post-partum psychosis, mental ill-health and depression, perinatal 

obsessive compulsive disorders and anxiety.  

There is emerging evidence that untreated mental health problems in pregnancy may be associated with 

poorer long-term outcomes for children beyond the immediate postnatal period; for example, depression in 

pregnancy has been associated with internalising and externalising disorders in the children and 

depression in adolescents and young adults; and anxiety in pregnancy is associated with an increased risk 

of internalising problems and emotional and behavioural difficulties in children81.  Therefore tackling mental 

health issues is essential.  

Depression and anxiety are the most common mental health problems during pregnancy, with around 12% 

of women experiencing depression and 13% experiencing anxiety at some point; some women may 

experience both.  Depression and anxiety can also affect around 15-20% of women in the first year after 

childbirth.  Anxiety disorders including panic disorder, generalised anxiety disorder (GAD), obsessive-

compulsive disorder (OCD), post-traumatic stress disorder (PTSD) and tokophobia (an extreme fear of 

childbirth) can occur on their own or coexist with depression.  

In addition, psychosis can re-emerge or be exacerbated during pregnancy and the postnatal period. 

Postpartum psychosis affects about 1 in 1,000 women who have given birth. Women with bipolar (type) I 

disorder are at particular risk, but postpartum psychosis may also affect women with no previous 

psychiatric history.  

Although the prevalence of anorexia nervosa and bulimia nervosa is lower in pregnant women, the 

prevalence of binge eating disorder is higher.  Low birthweight has been associated with maternal history of 

anorexia nervosa and women with binge eating disorder have an elevated risk of babies that are large for 

gestational age, and worse foetal and infant outcomes are reported for drug and alcohol-use disorders81. 

The causes of mental ill-health during pregnancy and following childbirth are not well understood.  Some 

factors known to increase risk are: 

 Individual or family history of mental ill-health 

 Being a lone parent or within a poorly functioning couple relationship 

 Low social support and social capital 

 Experience of a recent adverse life event 

 Socioeconomic disadvantage 

 Being a teenage parent 

 Early emotional trauma or abuse 

 Unwanted pregnancy 

Ethnicity and social isolation play an important role in mental ill-health risk. However, there are fewer than 

expected women from BME groups diagnosed and treated for perinatal mental ill-health despite high levels 

of morbidity and social risk factors81. 
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The NICE clinical guidelines make recommendations for the recognition, assessment, care and treatment 

of mental health disorders in women during pregnancy and the postnatal period (up to one year after 

delivery).  It includes advice on the care of women with an existing mental health disorder who are planning 

a pregnancy, and on the organisation of mental health services.  It recommends that a Clinical Network 

should be established for perinatal mental health services managed by a coordinating board of healthcare 

professionals, commissioners, managers, service users and carers81. 

The NICE quality statement on postnatal care recommends that women who have transient psychological 

symptoms (baby blues) not resolved at 10–14 days after the birth should be assessed for mental health 

problems85. 

The Department of Health and Local Government Association have produced six early years high impact 

areas, one of which is maternal (perinatal) mental health86.  The guide suggests that close working with 

midwives is essential to share risk factors identified during pregnancy e.g. midwives with health visitors.  

Additionally, health visitors contribute to awareness-raising, education and training of the wider early years’ 

workforce and working with early years’ professionals in children’s centres.  The health visitor is well placed 

to lead the implementation and delivery of group-based postnatal support and other preventive or early 

interventions to promote mental health, such as promoting physical activity, peer support groups and 

fathers’ groups.  They also provide information on issues that impact on mental health and wellbeing such 

as welfare benefits. 

Local context 

Luton has a younger population than England and so it is unsurprising that when shown as a crude rate 

Luton has a higher general fertility rate (figure 91). 

  

                                                
85

 National Institute for Health and Clinical Excellence. Postnatal Care: Quality Statement 10: Maternal Health – 

Mental wellbeing, 2013. [Available online] https://www.nice.org.uk/guidance/qs37/chapter/quality-statement-10-

maternal-health-mental-wellbeing [last accessed 15 September 2017] 

86
 Department of Health. Commissioning of public health services for children, 2014. [Available online] 

https://www.gov.uk/government/publications/commissioning-of-public-health-services-for-children [last accessed 15 

September 2017[ 

https://www.nice.org.uk/guidance/qs37/chapter/quality-statement-10-maternal-health-mental-wellbeing
https://www.nice.org.uk/guidance/qs37/chapter/quality-statement-10-maternal-health-mental-wellbeing
https://www.gov.uk/government/publications/commissioning-of-public-health-services-for-children
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Figure 91: General fertility rate: Birth rate per 1,000 females aged 15-44 

 

 

Table 25 shows the general demographics that relate to women’s mental health during pregnancy.  Whilst 

Luton has a higher general fertility rate than England, it is the highest in its ONS cluster.  Luton has the 

highest proportion of births to non-UK parents in its ONS cluster. 
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Table 25: General demographics in relation to perinatal mental health 

 

Risk factors for perinatal mental health problems are shown in table 26.  Luton has high rates of child 

poverty, children in need, lone parent families, homelessness and infant mortality when compared with 

England.  Luton also has high rates of severe mental illness in the population as a whole.  

Table 26: Risk factors associated with perinatal mental health 
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Prevalence of perinatal mental health are shown in table 27.  These are estimates based on supporting 

evidence as calculated by Public Health England (see PHE Fingertips for methodologies).  The data show 

that there are approximately 10 women with postpartum psychosis and 995 women with adjustment 

disorders and distress in perinatal period in Luton.  These estimates are based on the number of women 

giving birth in Luton, the figures show how many women we would expect to have certain mental health 

problems in pregnancy and the postnatal period.   These figures are based on national prevalence 

estimates and do not take account of socio-economic or demographic differences or anything else which is 

likely to cause variation across areas.  With this in mind prevalence estimate data for Luton may show an 

underestimation. 

Table 27: Prevalence of perinatal mental health 

 

A perinatal mental health needs assessment was completed in 2014 and aimed to understand the 

estimated need in Luton for women affected by mental ill-health, the current level of service provision and 

to identify any gaps in prevention, early intervention and treatment provision87. 

The assessment found a high proportion of women with risks that contribute to perinatal mental health. 

Based on estimates, in Luton: 

 4% of mothers who give birth (approximately 140 women) will require advice and support from a 

specialist perinatal mental health service, resulting in roughly 14 women admitted to a specialist 

mother and baby unit 

 8% (280 women) will require and accept referral for psychological therapies 

                                                
87

 Lugton C and Lachowycz K. Luton Perinatal Mental Health Needs Assessment. LBC Public Health Team, 2014 
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 8% (280 women) will experience mental ill-health but will not require, or do not accept, the offer of, 

treatment 

The assessment found a lack of local data regarding the number of women diagnosed with perinatal mental 

illness, although it recognised that this was a local and a national issue.  Current information databases 

capture information regarding ‘at risk’ rather than capturing data regarding diagnosis and severity of illness.  

The main data source was Luton & Dunstable Hospital midwifery data, cause for concern.  Over a 24 

month period (2011-13), 15% of women giving birth were identified in this category, with 9% (over a 6 

month period) having antenatal mental ill-health and 4.5% having mental ill-health in the post-natal period. 

The needs assessment identified that White British women have the highest percentage of diagnosed 

perinatal mental ill-health, significantly higher than the Luton average and women classified as Indian, other 

White, Bangladeshi and Pakistani communities, which were significantly lower.  Based on estimates, this 

suggests that ethnic groups are under-represented which may indicate that women in these groups either 

do not have perinatal mental health need or are not presenting with it to health services and this would 

indicate undiagnosed and unmet health need. 

The needs assessment recognised that whilst there are a number of services available to support and treat 

women with perinatal mental ill-health, there is a gap in knowledge and awareness of these services which 

suggests that some women are not diagnosed and getting the interventions they require.  

Recommendations from the needs assessment were picked up through the Flying Start programme. 

In 2014, Luton Public Health department completed a perinatal needs assessment and found the following: 

• 15% of all women giving birth had a mental health issue [as a “main cause for concern”] 

• Variation by ethnic group with White British women having significantly higher prevalence of 

mental health issues when compared with the Luton average. Conversely, prevalence is 

significantly lower for Indian, Bangladeshi, Pakistani, African and Other White women which 

suggests undiagnosed / unmet needs for women in these ethnic groups 

• Round Green, Leagrave and Northwell had high prevalence of mental health issues whereas 

Biscot and Lewsey had low prevalence. There did not appear to be a relationship between socio-

economic disadvantage and perinatal mental health issues, but this may be due to cultural factors 

which have a greater impact 

• Little is known about treatment or outcomes in relation to women with perinatal mental health 

issues, with this identified as a notable intelligence gap 

• Data sharing was identified as an issue and it was identified that improvements to data sharing 

protocols would improve continuity of care for women and increase opportunities to prevent, 

identify or intervene 

• The effectiveness of postnatal care was particular unclear in relation to new mothers experiencing 

mental health problems. The consensus view was that targeted primary (e.g. pre-birth parenting 

skills) and secondary (e.g. crisis support or family key worker) prevention is required 

The following recommendations were put forward in the 2014 assessment:   

 Develop perinatal mental health strategy/network 

 Audit existing care pathways and consider widening scope 

 Focus on the relationship between mother and baby 
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 Consider establishing a community perinatal mental health team and / or parent-infant mental health 

team or developing specialised roles 

 Review psychological interventions 

 Investigate disparity between expected prevalence and service uptake among BME group 

 Review social support type initiatives and interventions 

 Improve data collection, monitoring and sharing 

Following the Maternal Health needs assessment in 2014, there is now a strong focus on PNMH. Work is 

underway tackling some of the recommendations. The first step has been to focus on establishing a PNMH 

team, therefore work is currently taking place with STP partners on submitting a STP bid to NHS E for a 

specialist community PNMH service. 

A PNMH group has been established In Luton and meets regularly to oversee work in Luton. The group 

also links to Beds PNMH group.  

The initial focus over the past eighteen months has been on  

1) Training the workforce  
2) Pathway development  
3) Service user engagement 

The remaining recommendations will begin to be  actioned and implemented with the partner organisations 

this year. 

 

Recommendations 

This wellbeing and healthy lifestyle needs assessment has scoped the services that have had an impact on 

wellbeing and lifestyles factors in Luton.  This scoping work has identified that there are excellent services 

available in Luton, however some of these are delivered on an individual/team approach, it has been 

identified that a whole system, process driven approach is the best way to achieve scalable successful 

outcomes. 

To enable this approach to develop there are a number of recommendations that have come out of this 

needs assessment that would need to be implemented:  

 Improve data collection on bullying.  We do not currently have access to the data to allow us to 

review which elements of bullying are an issue in Luton.  Business intelligence colleagues should 

explore options to access these data via Public Health England 

 Improve data capture on self-harm.  We do not have enough data capture, from various 

organisations that engage with young people, about self-harm, therefore there is a need to improve 

reporting of local data 

 Plan for an increase in carers’ provision and services.  Luton statutory services need to consider the 

number of carers and the potential increase as our population ages in all their future service 

planning/ development 

 Improve the referral rate of social prescription from GPs 
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 Understand the nature of the Social Prescription referrals or to determine whether social 

prescription has been a suitable and effective intervention for people with mental health conditions 

in Luton 

 Plan for the increase dementia services.  The data in this HNA show that there are an estimated 

1,900 people with dementia in Luton in 2017 and by 2035 that figure will increase to 3,200, an 

increase of nearly 65%.  Clearly the statutory services need to consider this increase on demand for 

services 

 Increase male invites and uptake for health checks.  Data shows that men access healthcare less 

often than women.  59% of women invited attended a health check and 45% of men invited 

attended a health check 

 Increase MECC training including online training with all frontline staff across all statutory 

organisations 

 Ensure that the resilience training for young people includes those not in education, employment or 

training (NEET) 

 Improve the data reporting for those receiving psychological therapies by ethnic group and analysis 

performed to assess if there are any inequalities 

 Develop perinatal mental health strategy 

 Investigate disparity in perinatal health between expected prevalence and service uptake among 

BME group 

 Improve data collection, monitoring and sharing within perinatal health services 
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Document control, Acronyms and Consultation 

Document Control 
 

Version Author/s Date Issued to  Comments 

1.0 Jane Robinson June 2017 Patsy Richards First draft 

1.1 Jane Robinson July 2017 Patsy Richards Additional data/ detail/ text/ contributions 

from others 

1.2 Jane Robinson August 2017 Patsy Richards Review of recommendations and 

additional data on wellbeing indicators 

1.3 Patsy Richards August 2017 Jane Robinson Foreword, summary of Findings and 

Recommendations 

1.4 Patsy Richards August 2017 Jane Robinson Consultation and proof reading 

1.5 Patsy Richards August 2017 Jane Robinson Proof reading 

1.6 Jane Robinson September 2017 Patsy Richards Renumbering charts and tables 

1.6 Patsy Richards September 2017 Proof readers/ 

Service Director, 

CCG 

consultation 

 Proof reading, feedback and consultation 

1.6.1 Patsy Richards October 2017  Reordering content 

1.6.2 Jane Robinson November 2017  Finalising report for publication 
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Consultation 
 

Following a provider engagement exercise in December 2016, a Public consultation was run during the 

period 31st July 2017 to the 20th August 2017. The survey was available to be completed online via the 

Luton council consultation portal and was promoted by various commissioned lifestyle providers which 

included emailing service users and providing paper copies if necessary. 

In total 67 residents completed the survey of which 64 are Luton residents. Of those that responded the 

majority (79%) had engaged with a wellbeing service in the last 2 years.  

There were significant variations in how accessible they felt different services were;, with Weight 

Management and NHS Health Checks being seen as ‘quite easy’ or ‘very easy’ to access in comparison to 

Mental Health and Social Prescription services described as being ‘quite difficult’ or ‘very difficult’ to access 

(see figure 92). Overall, for those that didn’t respond ‘don’t know’, the services were rated as ‘quite good’ or 

‘very good’ (see figure 93).  
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Figure 92: User survey: How easy is it to access the following services? 

 

 

Figure 93: User survey: How would you rate the wellbeing services in Luton? 

 

 

The biggest reported barrier identified across all of the services was ‘appointment availability / timely 

access’ (52%) followed by ‘not knowing which services are available to me’ (40%). The way of making 

service more accessible included ‘referral from your GP/Health professional’ (64%) as well as services 

offered during the evenings/weekends (59%) with the most popular time being ‘open on a Saturday’.  

In regard to the proposed service it was felt that the most important way of working is face to face in 

comparison to Telephone/Online/Video/Social Media contact (see figure 94). It was also felt that a 
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dedicated building for the service rather than use of a GP surgery/Pharmacy/existing community space 

would be preferable.  

Overall the majority (55%) felt the proposed integrated model would improve access with only 5% feeling it 

would not.  65% of residents supported the proposed integrated wellbeing service with 35% don’t know/not 

sure and 0% saying no. 

Figure 94: User survey: How important are the following ways of working? 
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Acronyms 
 

Acronym Description 

ACE Adverse Childhood Event/ Experience 

ADEPIS Alcohol and Drugs Education and Prevention Information Service 

ADHD Attention Deficit Hyperactivity Disorder 

APS Annual Population Survey 

AST Assured Short-hold Tenancies 

BHF British Heart Foundation 

BLMK Bedfordshire, Luton and Milton Keynes 

BME Black and Minority Ethnic groups 

BMI Body Mass Index 

CAMH/ CAMHS Child and Adolescent Mental Health (Services) 

CCG Clinical Commissioning Group 

CHD Coronary Heart Disease 

CHIMAT Child and Maternity health data and intelligence 

CIPFA Chartered Institute of Public Finance and Accountancy  

COPD Chronic Obstructive Pulmonary Disease 

CVD Cardio-Vascular Disease 

CWI Child Wellbeing Index 

DCLG Department of Communities and Local Government 

DCMS Department of Culture, Media and Science 

DfE/ DE Department for Education 

GP General Practitioner 

GPPS General Practitioner Patient Survey 

HLE Healthy Life Expectancy 

HSCIC Health and Social Care Information Centre (now NHS Digital) 

HSE Health Survey for England 

IAPT Improving Access to Psychological Therapies  

IDACI Income Deprivation Affecting Children Index 

IDAOPI Income Deprivation Affecting Older People Index 
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Acronym Description 

IHS Integrated Household Survey 

IMD Index of Multiple Deprivation 

IPC Institute of Public Care 

JSA Job Seekers Allowance 

KPI Key Performance Indicator 

LA Local Authority 

LBC Luton Borough Council 

LCCG Luton Clinical Commissioning Group 

LDL Low Density Lipoprotein (cholesterol) 

LE Life Expectancy 

LSOA (LLSOA) Lower (Level) Super Output Area 

MECC Make Every Contact Count 

MENE Monitor Engagement with Natural Environment 

MH Mental Health 

MRC Medical Research Council 

MSOA Middle Super Output Area 

NDH Non-Diabetic Hyperglycaemia 

NDPP National Diabetes Prevention Programme 

NDTMS National Drug Treatment Monitoring System 

NEET Not in Education, Employment or Training 

NEF New Economics Foundation 

NHS National Health Service 

NHS D NHS Digital (formerly Health and Social Care Information Centre (HSCIC)) 

NICE National Institute for Health and Care Excellence 

NS-SEC National Statistics – Socio Economic Classification 

ONS Office of National Statistics 

PANSI Projecting Adult Needs Service Information 

PCL Primary Care Link 

PHE Public Health England 

PHOF Public Health Outcomes Framework 
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Acronym Description 

POPPI Projecting Older People Population Information 

QOF Quality Outcomes Framework 

SATOD Smoking At Time Of Delivery 

SDQ Strengths and Difficulties Questionnaire 

SEPT South Essex Partnership (University) Trust 

SHEU Schools Health Education Unit 

SMI Serious Mental Illness 

SSDA Social Service Departments Activity 

STP Sustainability and Transformation Partnership (formally Sustainability and Transformation 

Plan) 

UK United Kingdom 

WAY What About YOUTH? Survey 2014/15 

WEMWBS Warwick-Edinburgh Mental Well-being Scale 

WISH World Innovation Summit for Health 

WHO World Health Organisation 

YOS Youth Offending Service 
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Appendices 

Appendix 1: NICE Guidance and Quality Standards 

Based on searches on the NICE website for ‘lifestyles’ and ‘public health’. 

Reference Title and summary Date Link 

CG16 

Self-harm in over 8s: short-term management and prevention of 
recurrence 
Evidence-based recommendations on the short-term management 
and prevention of self-harm in adults, young people and children (8 
years and older) 

July 2004 
https://www.n
ice.org.uk/ad
vice/cg26  

CG26 
Post-traumatic stress disorder: management ( 
Evidence-based recommendations on recognising, assessing and 
treating post-traumatic stress disorder (PTSD) for adults and children 

March 2005 
https://www.n
ice.org.uk/ad
vice/cg26  

CG28 

Depression in children and young people: identification and 
management  
Evidence-based recommendations on identifying and managing 
depression in children and young people 

March 2015 
https://www.n
ice.org.uk/gui
dance/cg28   

CG31 

Obsessive-compulsive disorder and body dysmorphic disorder: 
treatment  
Evidence-based recommendations on treating obsessive-compulsive 
disorder (OCD) and body dysmorphic disorder (BDD) for adults, 
young people and children 

November 
2005 

https://www.n
ice.org.uk/ad
vice/cg31  

CG42 

Dementia: supporting people with dementia and their carers in 
health and social care 
Evidence-based recommendations on supporting people with 
dementia and their carers in health and social care 

September 
2016 

https://www.n
ice.org.uk/ad
vice/cg42  

CG43 
Obesity prevention  
Evidence-based recommendations on obesity prevention in adults 
and children 

March 2015 
https://www.n
ice.org.uk/gui
dance/cg43   

CG77 

Antisocial personality disorder: prevention and management 
Evidence-based recommendations on preventing and managing 
antisocial personality disorder for people with a diagnosis or who are 
at risk 

March 2013 
https://www.n
ice.org.uk/ad
vice/cg77  

CG90 
Depression in adults: recognition and management 
Evidence-based recommendations on identifying and managing 
depression in adults aged 18 and over in primary and secondary care 

April 2016 
https://www.n
ice.org.uk/ad
vice/cg90  

CG91 

Depression in adults with a chronic physical health problem: 
recognition and management 
Evidence-based recommendations on recognising and managing 
depression in adults aged 18 and over who have a chronic physical 
health problem 

October 
2009 

https://www.n
ice.org.uk/ad
vice/cg91 

CG94 

Unstable angina and NSTEMI: early management 
Evidence-based recommendations on the care and treatment of 
unstable angina and NSTEMI (non-ST-segment-elevation myocardial 
infarction) in adults 

November 
2013 

https://www.n
ice.org.uk/ad
vice/cg94  

CG100 

Alcohol-use disorders: diagnosis and management of physical 
complications  
Evidence-based recommendations on diagnosing and managing 
physical complications caused by alcohol-use disorders in adults and 
young people 

April 2017 
https://www.n
ice.org.uk/ad
vice/cg100  

CG101 

Chronic obstructive pulmonary disease in over 16s: diagnosis 
and management 
Evidence-based recommendations on diagnosing and managing 
chronic obstructive pulmonary disease (COPD) in over 16s 

June 2010 
https://www.n
ice.org.uk/ad
vice/cg101   

CG107 
Hypertension in pregnancy: diagnosis and management  
Evidence-based recommendations on the diagnosis and 
management of hypertension (high blood pressure) in pregnancy 

January 
2011 

https://www.n
ice.org.uk/ad
vice/cg107  
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https://www.nice.org.uk/advice/cg31
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https://www.nice.org.uk/advice/cg77
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https://www.nice.org.uk/advice/cg91
https://www.nice.org.uk/advice/cg94
https://www.nice.org.uk/advice/cg94
https://www.nice.org.uk/advice/cg94
https://www.nice.org.uk/advice/cg100
https://www.nice.org.uk/advice/cg100
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https://www.nice.org.uk/advice/cg101
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https://www.nice.org.uk/advice/cg101
https://www.nice.org.uk/advice/cg107
https://www.nice.org.uk/advice/cg107
https://www.nice.org.uk/advice/cg107
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Reference Title and summary Date Link 

CG113 

Generalised anxiety disorder and panic disorder in adults: 
management 
Evidence-based recommendations on the management of 
generalised anxiety disorder (chronic anxiety) and panic disorder in 
adults 

January 
2011 

https://www.n
ice.org.uk/ad
vice/cg113  

CG115 

Alcohol-use disorders: diagnosis, assessment and management 
of harmful drinking and alcohol dependence 
Evidence-based recommendations on diagnosis, assessing and 
managing harmful drinking and alcohol dependence in adults and 
young people 

February 
2011 

https://www.n
ice.org.uk/ad
vice/cg115  

CG123 

Common mental health problems: identification and pathways to 
care 
Evidence-based recommendations on the care and treatment of 
common mental health problems (such as depression and anxiety 
disorder) in adults 

May 2011 
https://www.n
ice.org.uk/ad
vice/cg123  

CG127 
Hypertension in adults: diagnosis and management  
Evidence-based recommendations on the diagnosis and 
management of hypertension (high blood pressure) in adults 

November 
2016 

https://www.n
ice.org.uk/gui
dance/cg127   

CG133 

Self-harm in over 8s: long-term management 
Evidence-based recommendations on the longer-term treatment and 
management of self-harm in adults, young people and children (8 
years and older) 

November 
2011 

https://www.n
ice.org.uk/ad
vice/cg133  

CG136 

Service user experience in adult mental health: improving the 
experience of care for people using adult NHS mental health 
services 
Evidence-based recommendations on improving the experience of 
care for people using adult NHS mental health services 

December 
2011 

https://www.n
ice.org.uk/ad
vice/cg136    

CG138 

Patient experience in adult NHS services: improving the 
experience of care for people using adult NHS services  
Evidence-based recommendations on improving the experience of 
care for people using adult NHS services 

February 
2012 

https://www.n
ice.org.uk/ad
vice/cg138  

CG147 
Peripheral arterial disease: diagnosis and management 
Evidence-based recommendations on diagnosing and managing 
lower limb peripheral arterial disease (PAD) in adults 

August 
2012 

https://www.n
ice.org.uk/ad
vice/cg147  

CG159 
Social anxiety disorder: recognition, assessment and treatment 
Evidence-based recommendations on recognising, assessing and 
treating social anxiety disorder (previously known as 'social phobia') 

May 2013 
https://www.n
ice.org.uk/ad
vice/cg159  

CG162 
Stroke rehabilitation in adults 
Evidence-based recommendations on stroke rehabilitation for adults 

TBC TBC 

CG172 

Myocardial infarction: cardiac rehabilitation and prevention of 
further cardiovascular disease  
Evidence-based recommendations on cardiac rehabilitation and 
preventing further myocardial infarction (MI) in primary and 
secondary care 

November 
2013 

https://www.n
ice.org.uk/gui
dance/cg172  

CG177 
Osteoarthritis: care and management 
Evidence-based recommendations on the care and management of 
osteoarthritis in adults 

February 
2014 

https://www.n
ice.org.uk/ad
vice/cg177  

CG178 

Psychosis and schizophrenia in adults: prevention and 
management 
Evidence-based recommendations on the prevention and 
management of psychosis and schizophrenia in adults 

March 2014 
https://www.n
ice.org.uk/ad
vice/cg178  

CG180 
Atrial fibrillation: management 
Evidence-based recommendations on the diagnosis and 
management of atrial fibrillation in adults 

August 
2014 

https://www.n
ice.org.uk/ad
vice/cg180  

CG185 
Bipolar disorder: assessment and management 
Evidence-based recommendations on assessing and managing 
bipolar disorder in children, young people and adults 

February 
2016 

https://www.n
ice.org.uk/ad
vice/cg185  

CG189 
Obesity: identification, assessment and management 
This guideline covers identifying, assessing and managing obesity in 
children (aged 2 years and over), young people and adults 

November 
2014 

https://www.n
ice.org.uk/gui
dance/cg189  

  

https://www.nice.org.uk/advice/cg113
https://www.nice.org.uk/advice/cg113
https://www.nice.org.uk/advice/cg113
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Reference Title and summary Date Link 

LGB2 
Workplace health 
This briefing summarises NICE's recommendations for local 
authorities and partner organisations on improving workplace health 

July 2012 
https://www.n
ice.org.uk/ad
vice/lgb2   

LGB4 

Health inequalities and population health 
This briefing summarises NICE's recommendations for local 
authorities and partner organisations on population health and health 
inequalities 

October 
2012 

https://www.n
ice.org.uk/ad
vice/lgb4  

LGB6 

Alcohol 
This briefing summarises NICE's recommendations for local 
authorities and their partner organisations on how to reduce the harm 
caused by alcohol 

October 
2012 

https://www.n
ice.org.uk/ad
vice/lgb6  

LGB7 

Behaviour change 
This briefing summarises NICE's recommendations for local 
authorities and partner organisations on commissioning, planning, 
delivering and evaluating initiatives to support behaviour change at 
the individual, community and population level 

June 2015 
https://www.n
ice.org.uk/ad
vice/lgb7 

LGB9 

Preventing obesity and helping people to manage their weight 
This briefing summarises NICE's recommendations for local 
authorities and partner organisations on preventing people becoming 
overweight and obese and helping them to manage their weight 

May 2013 
https://www.n
ice.org.uk/ad
vice/lgb9  

LGB10 

Judging whether public health interventions offer value for 
money 
This briefing summarises the economic and health benefits that can 
be gained from public health interventions and the methods that can 
be used to measure them. It is for local authorities and partner 
organisations 

September 
2013 

https://www.n
ice.org.uk/ad
vice/lgb10  

LGB13 

Body mass index thresholds for intervening to prevent ill health 
among black, Asian and other minority ethnic groups 
This briefing summarises NICE's recommendations for local 
authorities and partner organisations on the use of body mass index 
(BMI) as a signal for preventive action against long-term medical 
conditions.   

January 
2014 

https://www.n
ice.org.uk/ad
vice/lgb13  

LGB15 

Encouraging people to have NHS Health Checks and supporting 
them to reduce risk factors 
This briefing should be read alongside the Department of Health and 
Public Health England's NHS Health Check Best Practice Guidance 
that contains detailed information on conducting the risk assessment 
and risk management pathways that constitute the programme, as 
well as local authority responsibilities 

February 
2014 

https://www.n
ice.org.uk/gui
dance/lgb15  

LGB16 

Community engagement to improve health 
This briefing summarises NICE's recommendations for local 
authorities and partner organisations on how community engagement 
approaches can be used to improve the planning and delivery of all 
services, including those that impact on health 

March 2014 
https://www.n
ice.org.uk/ad
vice/lgb16  

LGB23 
Using evidence in practice 
This briefing summarises the approach NICE takes to assessing what 
evidence to use as the basis of our public health recommendations 

September 
2014 

https://www.n
ice.org.uk/ad
vice/lgb23   

LGB26 

Tackling the causes of premature mortality (early death)  
This briefing focuses on actions that local authorities can take on 
specific lifestyle issues, access to services and preventing 
unintentional injuries. 

February 
2016 

https://www.n
ice.org.uk/gui
dance/lgb26  

NG10 

Violence and aggression: short-term management in mental 
health, health and community settings 
Evidence-based recommendations on the short-term management of 
violence and aggression in people with mental health problems in 
health and social care settings 

May 2015 
https://www.n
ice.org.uk/ad
vice/ng10  

NG13 

Workplace health: management practices 
Evidence-based recommendations on workplace policy and 
management practices to improve the health and wellbeing of 
employees 

March 2016 
https://www.n
ice.org.uk/gui
dance/ng13  

  

https://www.nice.org.uk/advice/lgb2
https://www.nice.org.uk/advice/lgb2
https://www.nice.org.uk/advice/lgb2
https://www.nice.org.uk/advice/lgb4
https://www.nice.org.uk/advice/lgb4
https://www.nice.org.uk/advice/lgb4
https://www.nice.org.uk/advice/lgb6
https://www.nice.org.uk/advice/lgb6
https://www.nice.org.uk/advice/lgb6
https://www.nice.org.uk/advice/lgb7
https://www.nice.org.uk/advice/lgb7
https://www.nice.org.uk/advice/lgb7
https://www.nice.org.uk/advice/lgb9
https://www.nice.org.uk/advice/lgb9
https://www.nice.org.uk/advice/lgb9
https://www.nice.org.uk/advice/lgb10
https://www.nice.org.uk/advice/lgb10
https://www.nice.org.uk/advice/lgb10
https://www.nice.org.uk/advice/lgb13
https://www.nice.org.uk/advice/lgb13
https://www.nice.org.uk/advice/lgb13
https://www.nice.org.uk/guidance/lgb15
https://www.nice.org.uk/guidance/lgb15
https://www.nice.org.uk/guidance/lgb15
https://www.nice.org.uk/advice/lgb16
https://www.nice.org.uk/advice/lgb16
https://www.nice.org.uk/advice/lgb16
https://www.nice.org.uk/advice/lgb23
https://www.nice.org.uk/advice/lgb23
https://www.nice.org.uk/advice/lgb23
https://www.nice.org.uk/guidance/lgb26
https://www.nice.org.uk/guidance/lgb26
https://www.nice.org.uk/guidance/lgb26
https://www.nice.org.uk/advice/ng10
https://www.nice.org.uk/advice/ng10
https://www.nice.org.uk/advice/ng10
https://www.nice.org.uk/guidance/ng13
https://www.nice.org.uk/guidance/ng13
https://www.nice.org.uk/guidance/ng13


 

109                 

 

Reference Title and summary Date Link 

NG3 

Diabetes in pregnancy: management from preconception to the 
postnatal period 
Evidence-based recommendations on managing diabetes in 
pregnancy and its complications from pre-conception until after the 
birth 

August 
2015 

https://www.n
ice.org.uk/ad
vice/ng3  

NG7 

Preventing excess weight gain 
This guideline covers behaviours such as diet and physical activity to 
help children (after weaning), young people and adults maintain a 
healthy weight or help prevent excess weight gain 

March 2015 
https://www.n
ice.org.uk/gui
dance/ng7  

NG16 

Dementia, disability and frailty in later life – mid-life approaches 
to delay or prevent onset 
This guideline covers mid-life approaches to delay or prevent the 
onset of dementia, disability and frailty in later life 

October 
2015 

https://www.n
ice.org.uk/gui
dance/ng16  

NG17 
Type I diabetes in adults: diagnosis and management 
This guideline covers the care and treatment of adults (aged 18 and 
over) with type I diabetes. 

July 2016 
https://www.n
ice.org.uk/gui
dance/ng17  

NG18 

Diabetes (type I and type II) in children and young people: 
diagnosis and management 
Evidence-based recommendations on the diagnosis and 
management of type I and type II diabetes in children and young 
people 

November 
2016 

https://www.n
ice.org.uk/gui
dance/ng18 

NG19 

Diabetic foot problems: prevention and management 
Evidence-based recommendations on the prevention and 
management of foot problems in children, young people and adults 
with diabetes 

January 
2016 

https://www.n
ice.org.uk/ad
vice/ng19  

NG28 
Type II diabetes in adults: management 
Evidence-based recommendations on the care and management of 
type II diabetes in adults 

May 2017 
https://www.n
ice.org.uk/ad
vice/ng28  

NG32 

Older people: independence and mental wellbeing  
Evidence-based recommendations on interventions to maintain and 
improve the mental wellbeing and independence of people aged 65 
or older 

December 
2015 

https://www.n
ice.org.uk/ad
vice/ng32   

NG44 

Community engagement: improving health and wellbeing and 
reducing health inequalities 
Evidence-based recommendations on community engagement to 
reduce health inequalities and ensure health and wellbeing initiatives 
are effective 

March 2016 
https://www.n
ice.org.uk/ad
vice/ng44   

NG54 

Mental health problems in people with learning disabilities: 
prevention, assessment and management 
Evidence-based recommendations on preventing, assessing and 
managing mental health problems in people with learning disabilities 
in all settings 

September 
2016 

https://www.n
ice.org.uk/ad
vice/ng54  

NG58 

Coexisting severe mental illness and substance misuse: 
community health and social care services 
Evidence-based recommendations on improving services for people 
aged 14 and above with coexisting severe mental illness and 
substance misuse 

November 
2016 

https://www.n
ice.org.uk/ad
vice/ng58   

NG69 

Eating disorders: recognition and treatment  
Evidence-based recommendations on assessment, treatment, 
monitoring and inpatient care for children, young people and adults 
with eating disorders 

May 2017 
https://www.n
ice.org.uk/ad
vice/ng69  

PH1 
Smoking: brief interventions and referrals  
Evidence-based recommendations on brief interventions and 
referrals to help people to stop smoking 

March 2006 
https://www.n
ice.org.uk/ad
vice/ph1  

PH5 
Smoking: workplace interventions  
Evidence-based recommendations on workplace interventions to help 
people stop smoking 

April 2007 
https://www.n
ice.org.uk/ad
vice/ph5  

PH6 
Behaviour change: general approaches  
Evidence-based recommendations on general approaches to help 
people improve their health by changing their behaviour 

October 
2007 

https://www.n
ice.org.uk/gui
dance/ph6  
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Reference Title and summary Date Link 

PH7 
Alcohol: school-based interventions 
Evidence-based recommendations on school-based interventions to 
prevent alcohol use among children and young people 

November 
2007 

https://www.n
ice.org.uk/gui
dance/ph7  

PH8 

Physical activity and the environment 
Evidence-based recommendations on improving the environment 
(including, transport, public open spaces, buildings and schools) to 
promote physical activity 

January 
2008 

https://www.n
ice.org.uk/gui
dance/ph8  

PH10 
Stop smoking services 
Evidence-based recommendations on stop smoking services for 
people who smoke or use tobacco in any form 

November 
2013 

https://www.n
ice.org.uk/gui
dance/ph10  

PH11 
Maternal and child nutrition 
Evidence-based recommendations on improving maternal and child 
nutrition in pregnant women, mothers and children aged under 5 

November 
2014 

https://www.n
ice.org.uk/ad
vice/ph11  

PH12 
Social and emotional wellbeing in primary education 
Evidence-based recommendations on promoting the social and 
emotional wellbeing of children in primary education 

March 2008 
https://www.n
ice.org.uk/gui
dance/ph12  

PH13 
Physical activity in the workplace 
Evidence-based recommendations on promoting physical activity in 
the workplace 

May 2008 
https://www.n
ice.org.uk/gui
dance/ph13  

PH14 
Smoking: preventing uptake in children and young people 
Evidence-based recommendations on preventing the uptake of 
smoking by children and young people aged under 18 

November 
2014 

https://www.n
ice.org.uk/ad
vice/ph14  

PH15 

Cardiovascular disease: identifying and supporting people most 
at risk of dying early  
Evidence-based recommendations on identifying and supporting 
people most at risk of dying early of cardiovascular disease (CVD) 

September 
2008 

https://www.n
ice.org.uk/gui
dance/ph15  

PH16 

Mental wellbeing in over 65s: occupational therapy and physical 
activity interventions 
Evidence-based recommendations on occupational therapy and 
physical activity interventions to promote mental wellbeing in over 
65s 

October 
2008 

https://www.n
ice.org.uk/gui
dance/ph16  

PH17 
Physical activity for children and young people 
Evidence-based recommendations on physical activity for children 
and young people 

January 
2009 

https://www.n
ice.org.uk/gui
dance/ph17  

PH19 

Workplace health: long-term sickness absence and incapacity to 
work 
Evidence-based recommendations on workplace health and 
managing long-term sickness absence and incapacity to work 

March 2009 
https://www.n
ice.org.uk/ad
vice/ph19    

PH20 
Social and emotional wellbeing in secondary education 
Evidence-based recommendations on promoting social and 
emotional wellbeing in secondary education 

September 
2009 

https://www.n
ice.org.uk/ad
vice/ph20  

PH22 
Mental wellbeing at work 
Evidence-based recommendations on promoting mental wellbeing at 
work 

November 
2009 

https://www.n
ice.org.uk/ad
vice/ph22  

PH23 
Smoking prevention in schools 
Evidence-based recommendations on preventing smoking in schools 
among children and young people aged under 19 

February 
2010 

https://www.n
ice.org.uk/ad
vice/ph23  

PH24 
Alcohol-use disorders: prevention  
Evidence-based recommendations on preventing alcohol-use 
disorders and harmful drinking in adults, children and young people 

June 2010 
https://www.n
ice.org.uk/gui
dance/ph24  

PH25 
Cardiovascular disease prevention  
Evidence-based recommendations on preventing cardiovascular 
disease (CVD) in all populations 

June 2010 
https://www.n
ice.org.uk/gui
dance/ph25  

PH26 
Smoking: stopping in pregnancy and after childbirth 
Evidence-based recommendations on stopping smoking in 
pregnancy and after childbirth 

June 2010 
https://www.n
ice.org.uk/ad
vice/ph26  

PH27 
Weight management before, during and after pregnancy 
Evidence-based recommendations on weight management before, 
during and after pregnancy 

July 2010 
https://www.n
ice.org.uk/ad
vice/ph27   
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Reference Title and summary Date Link 

PH35 

Type II diabetes prevention: population and community-level 
interventions 
Evidence-based recommendations on preventing type II diabetes 
among populations and communities of adults who are at high risk 

May 2011 
https://www.n
ice.org.uk/gui
dance/ph35    

PH38 
Type II diabetes prevention in people at high risk 
In development 

TBC TBC 

PH38 
Type II diabetes: prevention in people at high risk  
Evidence-based recommendations on preventing type II diabetes for 
adults at high risk of diabetes 

July 2012 
https://www.n
ice.org.uk/gui
dance/ph38  

PH39 

Smokeless tobacco: South Asian communities 
Evidence-based recommendations on the cessation of smokeless 
tobacco (including misri, qimam, naswar and gutkha) for people of 
South Asian origin 

September 
2012 

https://www.n
ice.org.uk/gui
dance/ph39  

PH40 
Social and emotional wellbeing: early years 
Evidence-based recommendations on supporting the social and 
emotional wellbeing of vulnerable children aged under 5 

October 
2012 

https://www.n
ice.org.uk/ad
vice/ph40  

PH41 
Physical activity: walking and cycling  
Evidence-based recommendations on promoting walking and cycling 
to increase physical activity in all populations 

November 
2012 

https://www.n
ice.org.uk/gui
dance/ph41    

PH42 
Obesity: working with local communities 
Evidence-based recommendations on preventing overweight and 
obesity in adults and children by working with local communities 

June 2017 
https://www.n
ice.org.uk/gui
dance/ph42    

PH44 
Physical activity: brief advice for adults in primary care 
Evidence-based recommendations on providing brief advice on 
physical activity for adults in primary care 

May 2013 
https://www.n
ice.org.uk/gui
dance/ph44    

PH45 

Smoking: harm reduction 
Evidence-based recommendations on reducing harm from smoking 
for people who want to stop smoking or reduce the amount they 
smoke 

July 2013 
https://www.n
ice.org.uk/gui
dance/ph45  

PH46 

BMI: preventing ill health and premature death in black, Asian 
and other minority ethnic groups  
Evidence-based recommendations on assessing BMI /waist 
circumference to prevent ill health and premature death in black, 
Asian and other minority ethnic groups 

July 2013 
https://www.n
ice.org.uk/gui
dance/ph46   

PH47 

Weight management: lifestyle services for overweight or obese 
children and young people 
This guideline covers lifestyle weight management services for 
children and young people aged under 18 who are overweight or 
obese. It advises how to deliver effective weight management 
programmes that support children and young people to change their 
lifestyle and manage their weight 

October 
2013 

https://www.n
ice.org.uk/gui
dance/ph47  

PH48 
Smoking: acute, maternity and mental health services 
Evidence-based recommendations on stopping smoking for people 
using maternity, mental health and acute services 

November 
2013 

https://www.n
ice.org.uk/ad
vice/ph48    

PH49 

Behaviour change: individual approaches 
Evidence-based recommendations on changing behaviour (alcohol, 
diet, physical activity, sex, smoking) that damages health in adults 
and young people over 16 

January 
2014 

https://www.n
ice.org.uk/gui
dance/ph49  

PH53 

Weight management: lifestyle services for overweight or obese 
adults 
This guideline covers multi-component lifestyle weight management 
services including programmes, courses, clubs or groups provided by 
the public, private and voluntary sector. The aim is to help people 
lose weight and become more physically active to reduce the risk of 
diseases associated with obesity. This includes coronary heart 
disease, stroke, type II diabetes and various cancers 

May 2014 
https://www.n
ice.org.uk/gui
dance/ph53  

PH54 
Physical activity: exercise referral schemes  
Evidence-based recommendations on exercise referral schemes for 
people aged 19 and over 

September 
2014 

https://www.n
ice.org.uk/gui
dance/ph54  

QS1 
Dementia: support in health and social care  
Evidence-based statements to deliver quality improvements in 
dementia support in health and social care 

June 2010 
https://www.n
ice.org.uk/ad
vice/qs1  
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Reference Title and summary Date Link 

QS2 
Stroke in adults 
Evidence-based statements to deliver quality improvements in 
diagnosing and managing stroke in adults 

April 2016 
https://www.n
ice.org.uk/gui
dance/qs2  

QS6 
Diabetes in adults  
Evidence-based statements to deliver quality improvements in 
managing diabetes in adults 

August 
2016 

https://www.n
ice.org.uk/gui
dance/qs6   

QS10 

Chronic obstructive pulmonary disease in adults  
Evidence-based statements to deliver quality improvements in 
assessing, diagnosing and managing chronic obstructive pulmonary 
disease (COPD) in adults 

February 
2016 

https://www.n
ice.org.uk/gui
dance/qs10  

QS11 

Alcohol-use disorders: diagnosis and management 
Evidence-based statements to deliver quality improvements in the 
diagnosis and management of alcohol-use disorders in children 
(aged 10-15) and adults 

August 
2011 

https://www.n
ice.org.uk/ad
vice/qs11  

QS14 
Service user experience in adult mental health services 
Evidence-based statements to deliver quality improvements in 
service user experience in adult mental health services 

December 
2011 

https://www.n
ice.org.uk/ad
vice/qs14  

QS15 
Patient experience in adult NHS services  
Evidence-based statements to deliver quality improvements in patient 
experience in adult NHS services 

February 
2012 

https://www.n
ice.org.uk/ad
vice/qs15  

QS21 
Stable angina 
Evidence-based statements to deliver quality improvements in the 
care of adults with stable angina 

February 
2017 

https://www.n
ice.org.uk/ad
vice/qs21  

QS23 
Drug use disorders 
Evidence-based statements to deliver quality improvements in the 
treatment of drug use disorder in adults 

November 
2012 

https://www.n
ice.org.uk/ad
vice/cg23  

QS25 

Asthma 
Evidence-based statements to deliver quality improvements in 
diagnosing and treating asthma in adults, young people and children 
aged over 12 months 

February 
2013 

https://www.n
ice.org.uk/ad
vice/qs25  

QS28 
Hypertension in adults 
Evidence-based statements to deliver quality improvements in 
managing hypertension in adults 

September 
2015 

https://www.n
ice.org.uk/gui
dance/qs28  

QS30 
Dementia: independence and wellbeing 
Evidence-based statements to deliver quality improvements in care 
and support for people with dementia 

April 2013 
https://www.n
ice.org.uk/ad
vice/qs30  

QS31 

Looked-after children and young people 
Evidence-based statements to deliver quality improvements in best 
practice for the health and wellbeing of looked-after children and 
young people 

April 2013 
https://www.n
ice.org.uk/ad
vice/qs31  

QS35 

Hypertension in pregnancy  
Evidence-based statements to deliver quality improvements in the 
care of women with/or at risk of hypertension (high blood pressure) in 
pregnancy 

July 2013 
https://www.n
ice.org.uk/ad
vice/qs35    

QS39 

Attention deficit hyperactivity disorder 
Evidence-based statements to deliver quality improvements in 
diagnosing and managing attention deficit hyperactivity disorder 
(ADHD) in children 

July 2013 
https://www.n
ice.org.uk/ad
vice/qs39  

QS41 

Familial hypercholesterolaemia 
Evidence-based statements to deliver quality improvements in 
heterozygous familial hypercholesterolaemia (FH) in adults, young 
people and children 

August 
2013 

https://www.n
ice.org.uk/ad
vice/qs41   

QS43 
Smoking: supporting people to stop 
Evidence-based statements to deliver quality improvements in 
smoking cessation 

August 
2013 

https://www.n
ice.org.uk/gui
dance/qs43  

QS48 

Depression in children and young people 
Evidence-based statements to deliver quality improvements in the 
diagnosis and management of depression in children and young 
people aged under 18 

September 
2013 

https://www.n
ice.org.uk/ad
vice/qs48  

QS50 
Mental wellbeing of older people in care homes 
Evidence-based statements to deliver quality improvements in the 
mental wellbeing of older people in all care home settings 

December 
2013 

https://www.n
ice.org.uk/gui
dance/qs50  
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Reference Title and summary Date Link 

QS52 

Peripheral arterial disease 
Evidence-based statements to deliver quality improvements in the 
diagnosis and management of lower limb peripheral arterial disease 
in adults 

January 
2014 

https://www.n
ice.org.uk/ad
vice/qs52   

QS53 

Anxiety disorders 
Evidence-based statements to deliver quality improvements in 
identifying and managing anxiety disorders in children, young people 
and adults 

February 
2014 

https://www.n
ice.org.uk/gui
dance/qs53  

QS68 

Acute coronary syndromes in adults 
Evidence-based statements to deliver quality improvements in 
diagnosing, assessing and managing acute coronary syndromes in 
adults 

September 
2014 

https://www.n
ice.org.uk/ad
vice/qs68 

QS82 

Smoking: reducing and preventing tobacco use 
Evidence-based statements to deliver quality improvements in 
reducing and preventing smoking in children, young people and 
adults 

March 2015 
https://www.n
ice.org.uk/gui
dance/qs82   

QS83 

Alcohol: preventing harmful use in the community 
Evidence-based statements to deliver quality improvements in 
preventing harmful alcohol use in the community by children, young 
people and adults 

March 2015 
https://www.n
ice.org.uk/gui
dance/qs83  

QS84 

Physical activity: for NHS staff, patients and carers 
This quality standard covers encouraging physical activity in people 
of all ages who are in contact with the NHS, including staff, patients 
and carers. It does not cover encouraging physical activity for 
particular conditions; this is included in condition-specific quality 
standards where appropriate 

March 2015 
https://www.n
ice.org.uk/gui
dance/qs84  

QS86 

Falls in older people 
Evidence-based statements to deliver quality improvements in the 
prevention of falls and assessment after a fall in older people aged 65 
years and older 

January 
2017 

https://www.n
ice.org.uk/ad
vice/qs86 

QS87 
Osteoarthritis 
Evidence-based statements to deliver quality improvements in 
osteoarthritis in adults aged 18 years and over 

June 2015 
https://www.n
ice.org.uk/ad
vice/qs87  

QS88 
Personality disorders: borderline and antisocial 
Evidence-based statements to deliver quality improvements in 
treating and managing borderline and antisocial personality disorders 

July 2015 
https://www.n
ice.org.uk/ad
vice/qs88   

QS92 

Smoking: harm reduction 
This quality standard covers ways of reducing harm from smoking. In 
particular, this includes people who are highly dependent on nicotine 
and who may not be able (or want) to stop smoking in one step, who 
may want to stop smoking without giving up nicotine, who may want 
to reduce the amount they smoke without stopping, or who want to 
abstain temporarily from smoking 

July 2015 
https://www.n
ice.org.uk/gui
dance/qs92  

QS93 

Atrial Fibrillation 
Evidence-based statements to deliver quality improvements in the 
identification, treatment and management of atrial fibrillation (AF) in 
adults 

July 2015 
https://www.n
ice.org.uk/ad
vice/qs93  

QS94 

Obesity in children and young people: prevention and lifestyle 
weight management programmes 
This quality standard covers a range of approaches at a population 
level to prevent children and young people aged under 18 years from 
becoming overweight or obese. It includes interventions for lifestyle 
weight management.  These statements are particularly relevant to 
local authorities, NHS organisations, schools and providers of 
lifestyle weight management programmes 

July 2015 
https://www.n
ice.org.uk/gui
dance/qs94  

QS95 

Bipolar disorder in adults 
Evidence-based statements to deliver quality improvements in the 
recognition, assessment and management of bipolar disorder in 
adults 

July 2015 
https://www.n
ice.org.uk/ad
vice/qs95  
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Reference Title and summary Date Link 

QS98 

Maternal and child nutrition 
Evidence-based statements to deliver quality improvements in 
maternal and child nutrition for women, babies and pre-school 
children 

July 2015 
https://www.n
ice.org.uk/gui
dance/qs98 

QS99 

Secondary prevention after a myocardial infarction 
This quality standard covers preventing further cardiovascular 
disease after a myocardial infarction (heart attack).  It includes 
assessment and cardiac rehabilitation. It describes high-quality care 
in priority areas for improvement 

September 
2015 

https://www.n
ice.org.uk/gui
dance/qs99 

QS102 

Bipolar disorder, psychosis and schizophrenia in children and 
young people 
Evidence-based statements to deliver quality improvements in 
assessing and managing bipolar disorder, psychosis and 
schizophrenia in children and young people 

October 
2015 

https://www.n
ice.org.uk/ad
vice/qs102  

QS103 
Acute heart failure 
Evidence-based statements to deliver quality improvements in the 
care of adults who have acute heart failure 

December 
2015 

https://www.n
ice.org.uk/ad
vice/qs103  

QS109 
Diabetes in pregnancy  
Evidence-based statements to deliver quality improvements in 
managing diabetes and its complications in pregnancy 

January 
2016 

https://www.n
ice.org.uk/ad
vice/qs109  

QS111 

Obesity in adults: prevention and lifestyle weight management 
programmes 
Evidence-based statements to deliver quality improvements in 
preventing obesity and the provision of lifestyle weight management 
programmes for adults 

January 
2016 

https://www.n
ice.org.uk/gui
dance/qs111  

QS115 

Antenatal and postnatal mental health 
Evidence-based statements to deliver quality improvements in the 
recognition, assessment, care and treatment of antenatal and 
postnatal mental health problems 

February 
2016 

https://www.n
ice.org.uk/gui
dance/qs115  

QS125 
Diabetes in children and young people 
Evidence-based statements to deliver quality improvements in 
diagnosing and managing diabetes in children and young people 

July 2016 
https://www.n
ice.org.uk/gui
dance/qs125  

QS127 

Obesity: clinical assessment and management 
This quality standard covers the clinical assessment and 
management of obesity in children, young people and adults. This 
includes those with established comorbidities and those with risk 
factors for other medical conditions 

August 
2016 

https://www.n
ice.org.uk/gui
dance/qs127  

QS128 

Early years: promoting health and wellbeing in under 5s 
Evidence-based statements to deliver quality improvements in 
services to support the health, social and emotional wellbeing of 
children under 5 

August 
2016 

https://www.n
ice.org.uk/gui
dance/qs128  

QS137 

Mental wellbeing and independence for older people  
Evidence-based statements to deliver quality improvements to 
maintain or improve the mental wellbeing and independence of 
people aged 65 or over 

December 
2016 

https://www.n
ice.org.uk/ad
vice/qs137  

QS142 

Learning disabilities: identifying and managing mental health 
problems 
Evidence-based statements to deliver quality improvements in 
preventing and managing mental health problems in people with 
learning disabilities 

January 
2017 

https://www.n
ice.org.uk/ad
vice/qs142  

QS143 

Menopause 
Evidence-based statements to deliver quality improvements in 
diagnosing and managing menopause in women (including 
premature menopause 

February 
2017 

https://www.n
ice.org.uk/ad
vice/qs143 

QS147 

Healthy workplaces: improving employee mental and physical 
health and wellbeing 
This quality standard covers the health and wellbeing of all 
employees, including their mental health.  It describes high-quality 
care in priority areas for improvement.  It does not cover managing 
long-term sickness absence 

March 2017 
https://www.n
ice.org.uk/gui
dance/qs147  
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Reference Title and summary Date Link 

QS148 
Community engagement: improving health and wellbeing 
Evidence-based statements to deliver quality improvements in 
community engagement to improve health and wellbeing 

March 2017 
https://www.n
ice.org.uk/ad
vice/qs148   

QS149 

Osteoporosis  
Evidence-based statements to deliver quality improvements in 
managing osteoporosis in adults, including assessing risk and 
preventing fragility fractures 

April 2017 
https://www.n
ice.org.uk/ad
vice/qs149  

TBC 
Alcohol interventions in schools 
In development 

TBC TBC 

TBC 
Black, Asian and other minority ethnic groups: promoting health 
and preventing premature mortality 
In development 

TBC TBC 

TBC 
Community pharmacy to promote health and wellbeing  
In development 

TBC TBC 

TBC 
Housing: planning to improve health and wellbeing 
In development 

TBC TBC 

TBC 
Physical activity and the environment (update)  
In development 

TBC TBC 

TBC 
Smoking cessation interventions and services 
In development 

TBC TBC 

TBC 
Workplace health - older employees  
In development 

TBC TBC 

TBC 
Workplace health for employees with disabilities and long-term 
conditions 
In development 

TBC TBC 
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 Appendix 2: ASCOF definition for indicator 1d – Carer-reported quality of life 

Rationale This measure gives an overarching view of the quality of life of carers based on outcomes 

identified through research by the Personal Social Services Research Unit. This is the only 

current measure related to quality of life for carers available, and supports a number of the 

most important outcomes identified by carers themselves to which adult social care 

contributes. 

Definition This is a composite measure which combines individual responses to six questions 

measuring different outcomes related to overall quality of life. These outcomes are mapped 

to six domains (occupation, control, personal care, safety, social participation and 

encouragement and support). 

This is an overarching outcome measure for carers, similar to the equivalent for people who 

use services (1A – social care-related quality of life). The six questions, drawn from the 

Carers Survey, are: 

Occupation – Q7. Which of the following statements best describes how you spend your 

time? 

Control - Q8. Which of the following statements best describes how much control you have 

over your daily life? 

Personal care - Q9. Thinking about how much time you have to look after yourself – in terms 

of getting enough sleep or eating well – which statement best describes your present 

situation? 

Safety – Q10. Thinking about your personal safety, which of the statements best describes 

your present situation? 

Social participation - Q11. Thinking about how much social contact you’ve had with people 

you like, which of the following statements best describes your social situation? 

Encouragement and support - Q12. Thinking about encouragement and support in your 

caring role, which of the following statements best describes your present situation? 

Each of the questions has three possible answers, which are equated with having: 

no unmet needs in a specific life area or domain (the ideal state); 

some needs met, 

and; no needs met. 

Responses to the questions indicate whether the carer has unmet needs in any of the six 

areas. The measure gives an overall score based on respondents’ self-reported quality of life 

across the six questions. All six questions are given equal weight. 

Data source NHS digital, ASCOF 

Indicator source NHS Digitals Adult Social Care Framework 2015/16 

http://www.content.digital.nhs.uk/catalogue/PUB21900  

Indicator 

production 
Public Health Knowledge and Intelligence Team (East) 

Definition of 

numerator 
Each respondent is assigned a score based on their answers to the six questions above. 

Each of the questions has three answers. Scores are assigned to answers as follows: 

No needs met (the last answer option for each question) = 0 

Some needs met (2nd answer option) = 1 

No unmet needs (1st answer option) = 2 

The numerator is then a sum of the scores for all respondents who have answered all six 

http://www.content.digital.nhs.uk/catalogue/PUB21900
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questions. 

Definition of 

denominator The number of respondents who answered all six questions. 

Value type Score 

Unit % 

Age 18+ yrs 

Sex Persons 

Year type Financial 

Frequency Annual 

Benchmarking 

method 
Confidence intervals overlapping reference value 

Benchmarking 

significance level 
95% 

Confidence interval 

method 
Other method - see below 

Confidence level 95% 

Caveats Exclusions 

Any respondents who failed to answer any of the six questions above are excluded from the 

calculation of the indicator. 

Notes For both the numerator and denominator, weighted data should be used to calculate the 

measure. The data from the survey will be weighted by the NHS Information Centre to take 

account of the stratified sampling technique that has been used when conducting the survey. 

The weights are automatically calculated within the survey data return along with the ASCOF 

outcome measures. Further details of how to use the weights when analysing the survey 

data are available within Personal Social Services Adult Social Care Survey, England 

Methodology and Further Information Published 15th September 2016 

http://content.digital.nhs.uk/catalogue/PUB21630/pss-ascs-eng-1516-meth-info.pdf 

A weighting methodology for national, regional and council-type results in the CS was 

introduced. For the calculation of regional and national results, each local authority became a 

stratum and a unique set of weights was calculated for each question by dividing the count of 

the population of concern by the count of usable responses to that question (the inverse 

probability of responding to that question) in each local authority. This change improves the 

accuracy of the aggregate level results because variability in sampling and response rates 

between local authorities is accounted for. 

Copyright 
Copyright © 2016, NHS Digital. All Rights Reserved. 

Links Survey for Adult Carers 

http://content.digital.nhs.uk/catalogue/PUB18423 
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Smoking is the largest cause of social inequalities in the UK.  While fewer people smoke, it remains more 

common among those from lower socio-economic backgrounds, with smoking-related deaths three times 

more likely to occur among poorer people than those from better-off backgrounds38.  Smoking is more than 

twice as common in the ‘routine and manual’ occupations as in the managerial and professional’ groups33 

and there is a higher smoking prevalence associated with almost every indicator of disadvantaged or 

marginalised cohort of society.  Approximately one third of adult tobacco consumption is by those will a 

mental health condition, with rates that have barely changed over the last 20 years when rates for other 

populations has been steadily declining39.  Lesbian, gay, bisexual and transsexual communities are also 

significantly more likely to smoke, as are the long-term unemployed, some minority ethnic groups.  Helping 

disadvantaged smokers quit is the best way to reduce health inequalities. 

 


