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What can be done to prevent falls?
There is evidence to show that there are three main
interventions that can prevent falls. The best
evidence is for a multi-factorial risk assessment to be
undertaken and interventions put in place to reduce
those risks. This has been shown to reduce falls by
up to 43% and fractures by 18%. As part of these
interventions, patients may be given individualised
exercises to increase strength and balance; these
alone can reduce falls by up to 19% and fractures up
to 12%.

A home risk assessment is another intervention
shown to reduce falls by up to 36%. Age Concern
delivers this as a free service across Cheshire
providing free minor adaptations and repairs to
reduce risks such as trip hazards.
http://www.ageconcern.co.uk

What can be done to reduce
fractures?
Around 92% of fractures are caused by a fall, so
reducing falls will have a huge effect. In 90% of hip
fractures, the patient has osteoporosis.

Osteoporosis affects one in three women and one in
12 men over the age of 50. In a younger person,
bones are constantly renewing, growing and
strengthening but around the age of 35, this process
starts to slow down and more bone cells are lost
than are replaced. In people who have osteoporosis,
this happens at a faster rate than normal and is
particularly accelerated in women following the
menopause when the protective affect of oestrogen
is lost. Bones then become weaker and a fracture is
usually the first sign of osteoporosis.

At this point it is crucial that there is access to
appropriate diagnosis and protective medication, as
the risk for a second fracture is highest in the first 12
weeks.

Medication in this field is effective in reducing the
risk of fracture by approximately 50%. National
Institute for Health and Clinical Excellence
guidelines say that all women between the age of
65 and 75 who have had a fracture should be
scanned and treated for osteoporosis; those over 75
should be treated without the need for a diagnostic
scan. The National Institute for Health and Clinical
Excellence also suggests that high-risk residents
living in long-term care be given hip protectors (i.e
undergarments with soft padding around the hips).
There is evidence to show that these can reduce the
impact of a fall and, therefore, hip fractures.

What are we doing across Cheshire
to prevent falls?
There are three falls prevention initiatives across
Cheshire. In Western Cheshire, a new Falls
Co-ordinator was appointed in December 2006 and
has primarily, instigated a training, support and
health promotion service. The training and support
has been targeted at nursing homes whose residents
are at high risk of falling. This includes offering hip
protectors to residents, monitoring accidents and
raising awareness amongst staff. Training sessions
have also been extended to doctors and other
professionals that deal with older people. “Active
Ageing” events have also been organised in all the
localities identified by the North West Ambulance
Service NHS Trust as “hot spot” areas for call outs to
falls.

We invite older people to swap their old “sloppy” slippers for
new, safer slippers which also enables us to talk to older people
about how they could avoid falling and allows us to refer them
for support from other services.

Older People’s Health, Preventing Falls

Physical activity such as Tai Chi helps maintain healthy bones and
joints. Our picture shows a class at Links Healthy Living Centre,
Ellesmere Port.
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In central Cheshire, a Falls Co-ordinator was already
in place and the additional grant was used to
address the identified need for a falls programme.
A group programme runs over a six-week period
which consists of a full multi-factorial assessment
and a tailored exercise programme that improves
people’s strength and balance, followed by a falls
prevention education class. “Before and after” test
results on the clients have shown significant
improvements and the feedback from attendees has
been excellent. Demand for this service is now
higher than capacity. The project also raises falls
awareness with other staff groups and
organisations.

In the east of the County the new grant has been
used to release health visitors to respond to older
people’s needs after discharge from hospital
following a fracture or fall and to increase support
worker hours to provide “one-to-one” strength and
balance programmes to house-bound, high-risk
patients.

Conclusion
The importance of services that prevent falls and
fractures cannot be under-estimated. The elderly
population is growing and the number of hip
fractures is projected to more than double
between 2006 and 2016 - placing a huge
potential burden on health and social care.
Investment in strategies to prevent falls and
fractures will help improve quality of life and
reduce costs. Even better, a lifelong approach
would be even more effective; one that ensures
that young people’s bones benefit from a
healthy diet and plenty of exercise so that, as
adults, they can continue to maintain bone
strength into their old age.

Recommendations
• Existing falls prevention programmes should be

evaluated and their effectiveness assessed

• Plans should be developed and implemented to
continue falls services beyond the lifespan of
short-term project funding

• Long term programmes to promote healthy
bones and joints should be linked to nutrition
and physical activity plans so that people can
maintain bone strength in old age

Older People’s Health, Preventing Falls

In the United Kingdom more women now die of a hip fracture
than of breast cancer each year. Young people should be
encouraged to eat healthily and take plenty of exercise so that,
as adults, they can continue to maintain bone strength into their
old age.
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Background
The problems associated with drinking too much
alcohol include cirrhosis (liver disease), certain
cancers and heart disease. Alcohol consumption is
also strongly linked with crime, anti social
behaviour, violent behaviour, suicides, self-harm,
accidents, child abuse/neglect, some mental health
problems and homelessness. Furthermore, different
types of alcohol misuse occur in a broad section of
the population irrespective of age, background or
socio-economic status.

The cost to the NHS of alcohol-related harm has
been estimated to be £1.7billion per annum. This
chapter of the report highlights some of Cheshire’s
alcohol-related health care needs.

Sensible drinking limits and
definitions
Current recommendations are that men should
drink no more than three to four units per day and
that women drink no more than two to three units
per day. Recommended weekly units have not been
used since 1995 but are still used in surveys to look
at historical trends.

People who continue to drink above ”sensible”
limits can experience varying degrees of harm.
Harmful drinkers exceed sensible drinking limits,
exhibit clear symptoms of alcohol-related harm and
place demands on hospitals, criminal justice systems,
social services and general practice. The level of
impact can vary – from alcohol-related accidents,
pancreatitis or alcohol poisoning to long-lasting
conditions such as hypertension (high blood
pressure), cirrhosis and alcohol-related brain
damage.

Dependent drinkers are physically and
psychologically dependent on alcohol. They have
usually experienced harm and might present to
alcohol misuse services for help with the
dependence itself or because of associated health,
relationship and social problems caused by their
alcohol use. This group are likely to attend hospital
regularly.

Hazardous drinkers exceed ”sensible” drinking
levels, yet have not, so far, experienced harm.

National Picture
Although surveys consistently record lower levels of
consumption than expected, according to the 2005
General Household Survey, 24% of men and 13% of
women drink above their respective sensible weekly
limits (Figure 5.1). Around 35% of men and 20% of
women exceeded the daily limits on at least one day
during the previous week (Figure 5.2). The
prevalence of binge drinking was highest in the 16-
24 age group (30% of men and 22% of women) and
continues in those aged 25-44 years particularly
amongst men (25%). Overall, 19% of men and 8%
of women binge drank1 in the previous week (Figure
5.3 - page 26).

The National Alcohol Needs Assessment (2004), a
project commissioned by the Department of Health,
found that 38% of men and 16% of women aged
16-64 years had an alcohol use disorder2. Within this,
32% of men and 15% of women were hazardous or
harmful drinkers and a further 6% of men and 2%
of women were alcohol-dependent. The North West
had the highest prevalence of hazardous and
harmful alcohol use compared to the rest of the
country (at 29%) with a prevalence of alcohol
dependence around 3%.

The Need for
Alcohol Services
in Cheshire
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Figure 5.1 - Proportion of adults drinking above weekly limits

Source: Office of National Statistics General Household Survey 2005

Figure 5.2 - Proportion of adults exceeding sensible daily limits

Source: Office of National Statistics General Household Survey 2005

The Need for Alcohol Services in Cheshire
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Figure 5.3: Proportion of adults who binge drink

Source: Office of National Statistics General Household Survey 2005

Alcohol misuse in Cheshire
In 1998-2001, according to the Health Survey for England, more Cheshire men and women drank more often
and above sensible weekly limits compared to the national and regional average. Around 37% of men and
22% of women drank more than recommended weekly limits compared to 33% and 17% respectively,
nationally. Cheshire men and women also binge drank more than the national average (39% of men and 15%
of women in Cheshire compared to 21% and 10% respectively, nationally). We have used these national
figures to estimate the number of people in Cheshire with alcohol problems (Figure 5.4).

Figure 5.4 - Estimated numbers of people in Cheshire with alcohol use disorders in the population aged
16 – 64 years

Source: Department of Health Alcohol Needs Assessment Research Project (ANARP)3 ONS Resident population 2006

The Need for Alcohol Services in Cheshire
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Evidence of harm in Cheshire
The loss of life and years spent in ill-health due to alcohol are largely accounted for by mental health,
accidents, violence and digestive disorders and, to a lesser extent, cancers and heart disease. Across Cheshire,
alcohol-related ill-health shortened average life expectancy by between 7.5 to 9.7 months in men and
between 3.2 to 7.0 months in women (based on 2004 data). Life expectancy in men was shortened in
Ellesmere Port and Neston, Crewe and Nantwich and Congleton local authorities whilst life expectancy in
women was shortened in Vale Royal (Figure 5.5). Crucially, the regional analysis showed that reduced life
expectancy was not necessarily correlated with higher levels of deprivation and that reduced life expectancy
in men and women can show a different pattern within the same area.

Figure 5.5: Estimate of months of life lost attributable to alcohol 2004

Source: North West Public Health Observatory – Regional Alcohol Indicators 2006

(trend) indicates direction of change since 1995.

Primary Care
The National Alcohol Needs Assessment indicates that GPs identify fewer than expected patients who are
hazardous/harmful drinkers and those who are alcohol-dependent. Local analysis of prescribing patterns for
detoxification and maintenance regimens that revealed lower than expected levels of prescribing given the
estimated numbers of alcohol dependents, confirmed this finding.

The Need for Alcohol Services in Cheshire
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Acute hospitals
Across Cheshire, hospital admissions in 2004/5 for conditions entirely due to alcohol (e.g. alcoholic liver
disease) were lower than the regional average. Within Cheshire, the highest alcohol-related hospital
admissions rate in men is in Ellesmere Port and Neston and in women, in Vale Royal (Figure 5.6).

There are also other instances where alcohol causes harm. For example, we can estimate the likely number
and rate of admissions attributable to alcohol. Across Cheshire, rates of admission for all conditions
attributable to alcohol were lower than the regional average. In men, rates of hospital admission varied from
6.6 per 1,000 in Congleton to 9.4 per 1,000 in Ellesmere Port and Neston. In women, rates of hospital
admission varied from 3.8 per 1,000 in Chester to 5 per 1,000 in Vale Royal and Ellesmere Port and Neston
(Figure 5.7). The regional analysis revealed a strong correlation between the rates of hospital admission and
level of deprivation for men but less so for women.

Figure 5.6 - Rate of hospital admissions per 1,000 population (2004/05) Alcohol-Specific Conditions

Source: North West Public Health Observatory – Regional Alcohol Indicators 2006

(trend) indicates change from 2003/04
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Figure 5.7 - Rate of hospital admissions per 1,000 population (2004/05) All Conditions Attributable to Alcohol

Source: North West Public Health Observatory – Regional Alcohol Indicators 2006

(trend) indicates change from 2003/04

Specialist Services
In Western Cheshire, based on 2005/06 data, 868 residents were receiving specialist alcohol treatment services
giving an in-treatment prevalence of 4.47 per 1,000 people aged 15-64 years - the highest in Cheshire and
Merseyside (Figure 5.8). This does not necessarily indicate that we have more people needing treatment. It is
possibly linked to a dearth of tier 1 and tier 2 alcohol services. The largest number of referrals to specialist
alcohol services in Chester and Ellesmere Port and Neston involved people who had sought help themselves
followed by GP referral.

In Central and Eastern Cheshire Primary Care Trust, 1,200 residents were in contact with specialist alcohol
treatment services giving an in-treatment prevalence of 3.14 per 1,000 people aged 15-64 years (based on
2005/06 data). Across the Primary Care Trusts in Cheshire and Merseyside, the in-treatment prevalence ranged
from 0.82 to 4.47 per 1,000 people aged 16-64 years. Within Central and Eastern Cheshire Primary Care Trust,
the highest in-treatment prevalence was in parts of Macclesfield. Around 60% of the contacts were male.
Over 80% of the clients were aged over 30 years. Again, the largest source of referral for specialist alcohol
services in Crewe were people seeking help themselves, followed by GP referral. In Macclesfield and
Congleton, the largest source of referrals came from hospital/Accident and Emergency departments followed
by self-referral and GP referral.

There is a gap between the need for specialist treatment and those who actually access treatment with
possibly 8% of alcohol dependents accessing specialist alcohol treatment per annum. In North America, an
access level of 10% of alcohol-dependent individuals entering treatment is regarded as a ”low” level of access,
15% medium and 20% high. There is not yet a consensus in England on the most desirable level of access that
should be achieved.

The Need for Alcohol Services in Cheshire
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Evidence of efficacy and
cost-effectiveness of treatment
for alcohol problems

The National Treatment Agency has recently
conducted an extensive review of the effectiveness
of treatment for alcohol problems. A summary of
the review follows:

• Overall, for every £1 spent on treatment, £5 is
saved elsewhere e.g. reduction in costs for social
care and criminal justice system.

• Cognitive behavioural approaches to specialist
treatment offer the best chances of success.

• Hazardous or harmful drinkers may benefit from
brief interventions given by generic workers in
almost any setting.

• Studies in both the UK and USA provide strong
support for the effectiveness of brief interventions
in Accident and Emergency departments and
associated services. However, more research is
needed into whether this approach has similar
success in other settings such as social work, the
criminal justice system and people’s workplaces.

• A range of psychosocial treatments, focussed on a
service user’s drinking and alcohol-related
problems, are effective and mainly relevant to
those with moderate or severe alcohol
dependence.

• The Community Reinforcement Approach (CRA),
which includes the supervised administration of
disulfiram, is an effective treatment method,
particularly relevant to service users with severe
alcohol dependence.

• Coping and social skills training is effective among
moderately dependent alcohol misusers.

• Planned and structured aftercare improves long-
term results following the initial treatment
episode for service-users with more severe alcohol
problems.

Conclusion
Cheshire has a high prevalence of drinking above
sensible weekly limits and binge drinking,
compared to regional and national levels and
average life expectancy in Cheshire is shortening
due to alcohol related ill-health.

Hospital admission rates for alcohol-specific
disorders are low compared with regional figures.
Similarly, rates of hospital admission for all
conditions attributable to alcohol were lower
than the regional average but increasing. Again,
this may indicate that alcohol consumption in
Cheshire is not affecting people’s health as much
as in other parts of the North West.

In Cheshire, we estimate that there are
approximately 18,750 alcohol dependent drinkers
and 110,000 drinking hazardously or harmfully.
Given that Cheshire has a low rate of hospital
admission (one measure of harm) but a high
prevalence of drinking above sensible limits, it is
likely that we have a particularly high prevalence
of hazardous drinking and/or a high prevalence of
harmful drinkers who have not been admitted to
hospital.

Loss of life due to alcohol is low compared with
regional figures indicating that alcohol
consumption in Cheshire is not harming health as
much as other parts of the North West Region.

However, the consequences for the health and
healthcare of hazardous and harmful drinkers, if
they do not reduce their drinking, could be
serious. In fact we may be starting to see the early
signs of the damage this is doing to people’s
health, given that admissions are rising and life
expectancy is shortening.

The Need for Alcohol Services in Cheshire

Hazardous drinkers exceed ”sensible” drinking levels, yet have
not, so far, experienced harm.
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Recommendations
• Brief interventions regarding sensible drinking

in primary care settings should be
commissioned in order to reduce the high
prevalence of harmful/hazardous drinking in
Cheshire.

• Groups perceived nationally by specialist
agencies as being poorly served include women
caring for children, homeless people, ethnic
minorities and clients with dual diagnosis.
Psychiatric co-morbidity is common among
problem drinkers. Commissioners need to work
with service providers to configure services and
care pathways to ensure people with co-
morbidity are not excluded from treatment.

• Tier 1 and Tier 2 alcohol services should be
commissioned equitably across Cheshire.

1 The General Household Survey Year defines binge drinking as

drinking more than double the recommended daily units once

during the previous week (more than 6 units/day in women and

8 units/day in men)

2 Includes people drinking hazardously, harmfully and people

who are dependent.

3 Prevalences of alcohol misuse in adult population (from ANARP)

Alcohol dependency (6% men, 2% women),

harmful / hazardous drinkers (32% men, 15% women).

The Need for Alcohol Services in Cheshire

We may be starting to see the early signs of the damage that
hazardous or harmful drinking is doing to people’s health, given
that admissions are rising and life expectancy is shortening.
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This chapter was written by guest authors Helen
Casstles and Erika Rankin, Centre for Public Health,
Liverpool John Moores University and Helen De
Lemos, Cheshire County Council, who provided the
section on the Cheshire Waste Strategy.

Waste is material that people discard when they no
longer need or want it. Each UK household
produces over one tonne of rubbish per year,
amounting to about 31 million tonnes for each year;
put another way, in one year there would be
enough waste to fill dustbins stretching from planet
earth to the moon! This chapter considers some of
the issues with regard to managing waste and its
implications for the health of the public.

When something is thrown away we lose the
natural resources it contains. We need to adopt
more sustainable ways of consuming natural
resources. Waste is produced in nearly every aspect
of life and we now produce more waste that ever
before which poses a potential threat to human
health and the environment if not managed
effectively. When we dispose of waste we also put
pressure on the environment’s ability to cope and
potentially contribute to either a direct or indirect
risk to human health.

This chapter also examines the UK’s waste strategy,
considers how this is being implemented in Cheshire
and, finally, discusses the impact of waste
management on public health.

Strategies for Waste
Each year, in the UK, we produce about 100 million
tonnes of waste from households, industry and
commerce1. Much of this waste ends up in landfill
where it produces methane (a greenhouse gas),
while additional energy is then used to extract more
natural resources and process new raw materials.
These processes contribute to the fact that the UK is
consuming natural resources at an unsustainable
rate. It is important to reduce our waste in order to
adopt a more sustainable way of life.

Recent waste strategies in the UK aim to separate
the growth of waste from the growth of the
economy and place more emphasis on waste
prevention, minimisation and re-use. The waste
hierarchy is a concept that was adopted by the
Organisation for Economic Co-operation and
Development member countries in 19762. It shows
the preferred methods for waste disposal from the
best environmental option (preventing waste) down
to the least preferable environmental option
(disposing of waste to landfill, etc), as shown in
Figure 6.1. Strategies under development apply the
principles of the waste hierarchy.

Figure 6.1: The Waste Hierarchy

Managing Waste
and the Health of
the Public

Prevention

Minimisation

Re-use

Recycle

Energy
Recovery

Disposal

Best Environment
Option (Most
Sustainable)

Worst Environment
Option (Least
Sustainable)
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National Waste Strategy
The Waste Strategy for England 20073 sets out the Government’s objectives and targets for the management
of waste across the UK. The UK has made considerable progress since the Waste Strategy 2000. 27% of waste
was recycled and composted in 2005-06, nearly four times the 1996-97 figures; the recycling of packaged
waste has more than doubled from 27% in 1998 to 56% in 2005-06 and there was a 9% reduction in the
amount of waste being sent to landfill from 2000-01 and 2005-06. However, the management of waste in the
UK is still not up to the standard of many European countries. The 2007 Waste Strategy builds on the Waste
Strategy 2000 and, in general, sets higher national targets and objectives than the 2000 strategy. The
Government expects the overall impact of the 2007 national waste strategy to be a net reduction of nearly 10
million tonnes of CO2 equivalent per year from waste management as compared to 2006. A number of
targets have been created to help achieve this reduction. These include increasing the amount of household
waste recycled and quantity of municipal waste recovered; reducing household residual waste and reducing
the amount of commercial and industrial waste that is sent to landfill. The targets for each for these
objectives are shown in Figure 6.2.

Figure 6.2 Waste Related Targets

In recent years, the European Union and the Government have implemented a number of policies and
legislative requirements to improve the way landfills are operated and also reduce the quantities of waste
being sent to landfill. The Landfill Directive adopted by the European Union in 1999 has affected the way in
which landfills are managed. The overall aim of the Landfill Directive is to prevent and reduce the negative
effects of the landfilling of waste on the environment4. The Directive set challenging targets for reducing the
amount of biodegradable waste that was being sent to landfill. It also banned certain wastes from landfill,
classified different types of landfill sites, put in a requirement for the pre-treatment of waste and banned the
co-disposal of hazardous and non-hazardous waste.

The Waste Emissions Trading Bill (2003) put into place the necessary legislative requirements to allow the UK
to meet the targets laid out in the Landfill Directive. It places limits on the amount of municipal waste that
local authorities may send to landfill. This has led to the Landfill Allowance Trading Scheme5 under which
authorities can trade their waste allowances in order to meet the targets of the Landfill Directive in the most
cost-effective way. One of the Government’s aims is to create incentives that will encourage the re-use and
recycling of waste and that will reflect the waste hierarchy. One such incentive is to increase the landfill tax
escalator by £8 per year from 2008 until at least 2010/11. This will lead to an increase from the current 2007
figure of £24 per tonne to £48 in 20106. In order to further improve England’s performance on waste, it is
important that responsibility is shared across all parts of society. Producers, retailers, consumers, local
authorities and the waste management industry will all have a responsibility to manage their waste in a more
efficient way so that the UK can move towards a more sustainable economy.

Targets: Household Waste Recycling

40% by 2010
45% by 2015
50% by 2020

Targets: Municipal Waste Recovery

53% by 2010
67% by 2015
75% by 2020

Targets: Household Residual Waste

2010: 29% reduction from 2000 levels
2015: 35% reduction from 2000 levels
2020: 45% reduction from 2000 levels

Targets: Commercial and Industrial Waste to Landfill

20% reduction from 2000 levels expected by 2010
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Cheshire Household Waste
Management Strategy
In 2006/07, Cheshire residents produced just over
401,000 tonnes of waste of which 36% was recycled.
Over the last four years, annual waste growth has
dropped from 3.6% to less than 1%. The amount of
waste produced per person each year (590Kg)
however, remains the second highest in the country!

Cheshire’s six district councils are responsible for
collecting waste from the kerb side for disposal and
recycling and for providing ”bring banks.” The
County Council is responsible for providing the 16
Household Waste Recycling Centres in Cheshire and
for arranging for disposal of household waste that
has not been recycled.

The county and
district councils
work together as
the ”Cheshire
Waste
Partnership” to
manage Cheshire’s
household waste.
The Household
Waste Recycling
Centres have
agreed a Joint
Cheshire
Household Waste
Management
Strategy following

extensive public consultation. The Strategy commits
the Household Waste Recycling Centres to the
following key priorities:

• Encourage the reduction of waste
• Maximise recycling and composting
• The treatment of residual waste and
• Improve partnership working.

Details of the strategy and its underpinning
principles and objectives can be found at
http://www.cheshire.gov.uk/waste

The Household Waste Recycling Centres have set
themselves recycling targets of 40% by 2010 and
50% by 2020. They have also set waste growth
targets. Multi-material kerb side recycling is now
provided by all six Cheshire district councils. Four of
the district councils operate well-established
alternate weekly collection schemes.

Recycling facilities at the Household Waste Recycling
Centres have also been expanded through the
provision of new “state of the art” sites at Ellesmere
Port and Winsford and improvements to existing
sites.

The Household Waste Recycling Centres’
highly-successful Waste Minimisation Programme
includes initiatives to support home composting,
bags for life, real nappies and furniture re-use. The
Household Waste Recycling Centres run high-profile
waste awareness and schools education campaigns
throughout the year.

New stringent statutory targets for diverting waste
from landfill mean Cheshire must find alternative
ways to treat residual waste (the waste which
remains after reduction and recycling) to prevent it
going to landfill. The preferred approach is based
on the use of mechanical biological treatment to
pre-treat all residual waste and produce a
refuse-derived fuel. The refuse-derived fuel would
either be supplied to existing industrial markets or a
newly-built energy from waste facility. Cheshire has
been awarded conditional £40million Private
Finance Initiative credits by the Government to
support the procurement of residual waste
treatment facilities. Cheshire commenced the
procurement process for waste treatment facilities
in 2006.

The Cheshire Waste Partnership is updating its waste
strategy documents in 2007 in order to take into
account developments since the strategy was first
agreed and to adopt the new format required for a
Joint Municipal Waste Management Strategy.

Technologies for Waste
Reducing the quantities of waste being sent to
landfill has been one of the main objectives of
recent waste strategies and policies in the UK. A
wide range of diverse technologies are available to
help achieve this goal. These include systems and
processes such as:
• Mechanical Biological Treatment
• Materials Recovery Facilities
• Dirty Materials Recovery Facilities
• Energy from Waste
• Anaerobic Digestion
• Composting
• Thermal Treatment Systems (including pyrolysis

and gasification)

Within these technologies there are often a wide
range of diverse options.
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It is beyond the scope of this report to provide a
description of the available technology. However,
further information on all these technologies, their
processes, capacities, costs and their strengths and
weaknesses can be found on the Enviros website for
waste technologies:
http://www.waste-technology.co.uk

Public Health and Municipal
Waste Management
Municipal waste management is an important public
health issue. We all produce waste from our homes,
although the quantity that requires final disposal is
reducing as recycling and composting becomes more
readily available. Waste management can affect
public health in a number of ways, broadly divided
into direct and indirect effects on health. This
chapter presents a summary discussion in relation to
the potential impact on health of waste
management.

The Department
for the
Environment, Food
and Rural Affairs
(DEFRA)
commissioned a
review of the
effects of waste
management7

which was peer
reviewed by the
Royal Society. It
concluded that
although the
information is
incomplete and

not ideal, the weight of evidence from studies so far
indicate that present day practice for managing
solid municipal waste has, at most, a minor effect on
health and the environment particularly when
compared to other everyday activities.

Waste collection
Municipal waste collection has taken place in the UK
since the nineteenth century; although surprisingly
statutory responsibilities for comprehensive
municipal waste collection have only been in place
since 1988.

As the collection of household waste suitable for
recycling grows many local authorities are moving
to alternate weekly collection of household waste.

This has caused some controversy and concern
among some members of the public who fear that
their health is at risk.

Wycombe District Council recently commissioned a
Health Impact Assessment of Alternate Week Waste
Collections of Biodegradable Waste8 no evidence to
indicate any significant health impact was found.
However, a number of practical suggestions were
made to minimise potential amenity problems.
These include measures to minimise odours, reduce
annoyance from flies and prevent access for rodents.

There are wider public health benefits from
fortnightly waste collections, for instance a
reduction in transport related emissions. In
addition, the Local Government Association report
that figures on local authority recycling rates show
that on average 30% of household waste is recycled
or composted in councils who undertake alternate
weekly collection. For councils that have opted not
to undertake alternate weekly collection, an
average of 23% of household waste is recycled or
composted. Furthermore all ten of the councils with
the highest recycling rates in the country have
adopted alternate weekly collection and eight out
of ten of the councils with the most improved
recycling rates also use alternate weekly collection9.
No suggestion is made as to why this is so.

Waste disposal
As discussed above the waste hierarchy favours
energy from waste over disposal without any energy
recovery. The predominant method of waste
disposal in the North West is landfill, however waste
incineration with energy recovery is likely to become
more common in the future.

In 2005, the Environment Agency published a
Health Impact Assessment of Waste Management10

which included a review of impacts on human
health from different waste disposal options. They
reviewed the potential health effects and
epidemiological evidence of health effects from
these waste management options and undertook
critical appraisals of available relevant risk
assessments. The study emphasised that most
epidemiological investigations on the health effects
from waste management options have been based
on spatial patterns of morbidity or mortality and
confounding factors, such as deprivation have been
insufficiently quantified to permit robust conclusions
on disease causation.
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Landfill
Landfill sites have the potential to affect human
health through their emissions to land, water or air;
particular concern has been expressed about the
relationship between living close to a hazardous
waste landfill and the occurrence of some
congenital anomalies, including very low birth
weight. To date, the studies have suggested an
association but are unable to establish a causal
relationship. There is no evidence of an increased
risk of cancer in populations living close to landfill
sites.

Incineration
The reviewers examined data on emissions and
ambient air monitoring in the vicinity of
incinerators. They concluded that these indicated
that modern well-managed waste incinerators will
only make a very small contribution to background
levels of air pollution. Furthermore, the Committee
on Carcinogenicity of Chemicals in Food, Consumer
Products and the Environment11 concluded that any
potential risk of cancer due to residency (for periods
in excess of ten years) near to municipal solid waste
incinerators was exceedingly low and probably not
measurable by the most modern techniques. The
Health Protection Agency position statement
regarding the incineration of waste12 concludes that
whilst incinerators do emit pollutants into the
environment, provided they comply with modern
regulatory requirements they should contribute
little to the concentrations of monitored pollutants
in ambient air. Epidemiological studies and risk
estimates based on estimated exposures, indicate
that the emissions from such incinerators have little
effect on health. It is hoped that these conclusions
along with the Health Protection Agency’s position
statement on incineration will help to allay public
fears about health effects from such processes.

Composting
There was less information available to the
reviewers with regard to the emissions and exposure
from composting and landfill operations.
Bioaerosols are a potential concern particularly as
robust epidemiological data concerning the health
risks associated with their emissions is not yet
available.

Fly tipping
In order to discourage individuals and businesses
from sending waste to landfill the landfill tax is
steadily increasing. Lay perception illustrated by the
Countryside Alliance13 suggests that a consequence
of this is an increase in the amount of waste that is
being abandoned illegally (fly tipping). Whilst it is
difficult to demonstrate the reasons for the
apparent increase in fly tipping, a significant factor
is likely to be an improved reporting system. There
are additional legal powers to tackle fly tipping
through the use of the Clean Neighbourhoods and
Environment Act 2005. Fly tipping has public health
consequences for a number of reasons. It spoils the
visible amenity and enjoyment of an area and by
looking neglected, discourages use of an area and
damages pride in a neighbourhood. It can also
provide harbourage and food for rodents and other
scavengers and attract flies. Furthermore, the
Environment Agency estimate that fly tipping in
England and Wales costs taxpayers approximately
£51 million to clear up.

Conclusion
The management of municipal waste continues to
be of importance to public health, in particular
issues such as odour and visible amenity cause
public concern.

Waste management processes are controlled,
permitted practices which are resulting in lower
emissions of pollutants to the environment.

Recommendation
Further research is required into potential health
effects from new and emerging technologies and
techniques for waste disposal.
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The chart below shows a number of indicators of people’s health in each Local Authority. It shows the local value for each indicator

compared to the Cheshire and England average. The colour indicating the local value is shown amber if it lies between the Cheshire and

England average, green if it is better, or red if it is worse than the England average. For technical information about each indicator, see

http://www.communityhealthprofiles.info

Useful Statistical
Information

Local Authority
Income

deprivation
(1)

Ecological
footprint

(2)
Homelessness

(3)

Children
in poverty

(4)

GCSE
achievement

(5)

Violent
crime

(6)

England 12.92 5.47 7.84 21.34 57.50 19.79
Cheshire 8.80 5.55 6.20 14.10 61.90 17.40
Chester CD 10.21 5.66 4.48 17.20 61.30 21.31
Congleton CD 6.64 5.57 7.47 8.85 71.10 9.58
Crewe and Nantwich CD 9.58 5.40 7.78 16.40 55.00 20.74
Ellesmere Port and Neston CD 11.14 5.39 6.47 18.47 53.20 20.52
Macclesfield CD 6.71 5.69 7.44 9.93 63.30 14.13
Vale Royal CD 9.21 5.50 4.92 14.65 64.40 18.14

Local Authority
Teenage

pregnancy -
under 18 (7)

Adults
who

smoke (8)

Binge
drinking
adults (9)

Healthy
eating

adults (10)

Physically
active adults

(11)

Obese
adults
(12)

England 42.10 25.98 18.20 23.75 11.58 21.81
Cheshire 32.50 26.80 22.30 28.30 12.60 21.10
Chester CD 28.30 23.33 22.85 22.68 13.78 20.52
Congleton CD 22.60 20.68 21.01 26.81 11.98 22.76
Crewe and Nantwich CD 44.00 26.98 21.51 22.04 9.79 23.03
Ellesmere Port and Neston CD 39.30 27.20 21.95 15.75 11.59 23.35
Macclesfield CD 22.90 20.42 20.83 30.07 15.50 19.90
Vale Royal CD 39.50 23.64 20.98 24.16 11.64 22.10

Source: APHO and Department of Health. © Crown Copyright 2007
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Note (numbers in bold refer to the above indicators) 1 % of residents dependent on means-tested benefits. 2003. 2 Land (hectares per

capita) required to support an average resident’s lifestyle; no significance calculated. 2001. 3 % of households on local authority housing

register who are statutorily homeless. 2004/05. 4 % in low income households. 2001. 5 % achieving 5 A*-C. 2005/06. 6 Crude rate/1,000

pop 2005/06. 7 Crude rate/1,000 female pop. aged 15-17. 2002-04. 8 9 10 12 %. Direct estimates from the Health Survey for England. 8 9

12 2000-02. 10 2001-02. 11 %. 2005/06. 13 14 Years. 2003-05. 15 Directly age standardised rate/100,000 pop. aged 35 or over. 2003-2005 16

17 Directly age standardised rate/100,000 pop. under 75. 2003-05. 18 Crude rate/1,000 live births. 2003-05. 19 Crude rate/100,000 pop.

2003-05. 20 Directly age standardised %. 2001. 21 Crude rate claimants of benefits/allowances for mental or behavioural disorders/1,000

working age pop. 2005. 22 Directly age sex standardised rate/100,000 pop. 2005/06. disorders/1,000 working age pop. 2005. 22 Directly

age sex standardised rate/100,000 pop. 2005/06. 23 Crude rate/1,000 pop. Aged 15-64;no significance calculated for lower tier authorities.

2004/05.

24 %. 2005/06. 25 Average no. of decayed, missing and filled teeth in children aged 5; data incomplete or missing for some areas. 2005/06.

26 Directly age standardised rate/100,000 pop. aged 65 and over. 2005/06

Useful Statistical Information

Local Authority
Life

expectancy -
Female (13)

Life
expectancy
- Male (14)

Deaths from
smoking

(15)

Early deaths:
heart disease
& stroke (16)

Early
deaths:

cancer (17)

Infant
deaths

(18)

England 81.14 76.92 234.37 90.45 118.95 5.10
Cheshire 81.40 77.40 219.80 82.90 114.50 4.80
Chester CD 81.60 77.60 215.21 75.68 118.77 6.80
Congleton CD 81.69 78.20 216.18 74.66 116.03 3.80
Crewe and Nantwich CD 80.40 76.40 239.16 90.98 126.61 5.40
Ellesmere Port and Neston CD 81.10 76.80 232.38 84.66 134.15 4.60
Macclesfield CD 82.20 78.30 196.01 76.18 97.78 3.10
Vale Royal CD 81.00 76.80 234.67 97.95 107.05 5.00

Local Authority
Road injuries
and deaths

(19)

Feeling
“in poor

health” (20)

Mental
health

(21)

Hospital
stays due to
alcohol (22)

Drug
misuse

(23)

People with
diabetes

(24)

England 59.90 7.82 27.42 247.66 9.93 3.72
Cheshire 82.10 6.90 25.00 274.30 7.70 3.60
Chester CD 101.12 6.78 30.43 217.04 9.75 3.39
Congleton CD 65.36 6.31 19.68 233.48 7.14 3.67
Crewe and Nantwich CD 106.11 7.47 25.69 315.33 6.82 4.08
Ellesmere Port and Neston CD 51.50 8.15 31.52 271.17 10.73 3.77
Macclesfield CD 80.45 5.83 22.10 321.22 6.94 3.46
Vale Royal CD 76.04 7.54 22.15 276.16 5.85 3.60

Local Authority
Children’s

tooth decay
(25)

Older people:
hip fracture

(26)

England 1.47 565.26
Cheshire 1.20 527.70
Chester CD 1.32 630.43
Congleton CD 1.03 387.98
Crewe and Nantwich CD 0.94 513.22
Ellesmere Port and Neston CD 1.59 736.31
Macclesfield CD 1.52 504.94
Vale Royal CD 0.98 440.42

Source: APHO and Department of Health. © Crown Copyright 2007

Source: APHO and Department of Health. © Crown Copyright 2007
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“Active Ageing” – promotion of health and active life in
older people.

Acute hospitals – hospitals that provide medical and
surgical treatment.

Alcohol misuse – using alcohol in a way that adversely
affects health, both physical and or psychological.

Asymptomatic – refers to a disease where the patient does
not experience any noticeable symptoms.

Average – relates to the mean (the arithmetic average) or
the median (the middle number of a list of numbers that
runs from the highest to the lowest).

“Back to Sleep” campaign – The Back to Sleep campaign is
suitably named for its recommendation to place healthy
babies on their backs to sleep. Placing babies on their
backs to sleep reduces the risk of Sudden Infant Death
Syndrome (SIDS), also known as “cot death.”

Binge drinking – drinking more than twice the
recommended daily limits in one session.

Body Mass Index – The Body Mass index (BMI) is the
common method of evaluating an individual to see if they
are under or overweight. This is measured by weight and
kilogrammes divided by height, in metres, squared (see
obesity).

Central and Eastern Cheshire – refers to a combined
geographical area covered incorporating the whole of the
Macclesfield area (Knutsford, Wilmslow, Alderley Edge,
Bollington and Macclesfield), the whole of the Borough of
Congleton (Middlewich, Sandbach, Congleton and
Alsager), parts of the Borough of Vale Royal (Northwich
and Winsford) and parts of the Borough of Crewe and
Nantwich (Crewe and Nantwich).

Circulatory disease – is any disease of the circulatory
system, including heart disease, stroke and diseases of the
arteries.

Cheshire – i.e. the County of Cheshire (made up of the six
boroughs of Ellesmere Port and Neston, Chester City, Vale
Royal, Crewe and Nantwich, Congleton and Macclesfield.

Cognitive Behavioural (therapy) – Cognitive and
behavioural psychotherapies are a range of therapies
based on concepts and principles derived from
psychological models of human emotion and behaviour.
They include a wide range of treatment approaches for
emotional disorders, along a continuum from structured
individual psychotherapy to self-help material.

Commissioning organisations – These organisations clearly
identify what services should be provided for their local
population, how and where they should be delivered and
ensure that they are of the highest possible quality.

Co-morbidity (see also morbidity) – The presence of
coexisting or additional diseases with reference to an
initial diagnosis or with reference to the index condition
that is the subject of study. Co-morbidity may affect the
ability of affected individuals to function and also their
survival; it may be used as a prognostic indicator for
length of hospital stay, cost factors, and outcome or
survival.

Confidence Intervals (CI) – As the number of deaths (or
other events) each year can fluctuate to some extent as a
result of chance, we calculate confidence intervals to give
a range of values within which we can be 95% sure that
the true value lies. The confidence interval is also related
to statistical significance. For example, if the 95%
confidence interval of a Standardised Mortality Ratio
(SMR) does not cross 100 then the SMR is significantly
different from the national average. Wide confidence
intervals emphasise the unreliability of conclusions based
on small numbers.

Congenital – Describes a condition existing at, or dating
from birth.

COPD – Chronic Obstructive Pulmonary Disease,
encompassing both chronic bronchitis and emphysema, is
one of the commonest respiratory conditions of adults in
the developed world.

DALYS – Disability Adjusted Life Years.

Directly Age Standardised Rate – The DASR for an area is
the number of deaths, usually expressed per 100,000, that
would occur in that area if it had the same age structure
as the standard population and the local age-specific rates
of the area applied.

Directly standardised mortality rate is calculated by
dividing the number of deaths by the actual local
population in a particular age group multiplied by the
standard population for that particular age group and
summing across the relevant age groups. The rate is
usually expressed per 100,000.

Deprivation – this is determined by the Index of Multiple
Deprivation which is a Government derived figure
covering seven deprivation domains:

• Health deprivations and disability
• Employment
• Income
• Education, skills and training
• Living environment
• Barriers to housing and services

Deprivation is a socio-economic term, where factors such
as income, education environment etc. are used to classify
and categorise individuals into groups that are likely to
have had similar life experiences (see IMD). High levels of
deprivation are associated with poor health and lower life
expectancy.

Glossary
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Digital boundaries – refers to a process of digitising
existing index maps by HM Land Registry.

Disulfiram – drug used to treat alcohol dependence.

Dual diagnosis – when a person has been diagnosed with
a mental health condition alongside an alcohol use
disorder.

Enviros – Enviros is a Local Authority Supporter under the
DEFRA New Technologies Programme.

Epidemic – Occurring suddenly in numbers clearly in excess
of normal expectancy, said especially of infectious diseases
but applied also to any disease, injury or other health-
related event occurring in such outbreaks.

Fuel Poverty – A household is said to be in fuel poverty if
it needs to spend more than 10 per cent of its income on
fuel to maintain a satisfactory heating regime (usually 21
degrees for the main living area, and 18 degrees for other
occupied rooms). The latest available estimates suggest
that some two million households in the UK in 2004 were
in fuel poverty, and thus had difficulty in keeping their
homes warm at an acceptable level of cost.

Gasification – is a process that converts carbonaceous
materials, such as coal or petroleum, into carbon
monoxide and hydrogen by reacting the raw material at
high temperatures with a controlled amount of oxygen.

Geographic analysis – analysis of data according to
geographical areas such as towns or wards.

HEA – Health Equity Audit - A Health Equity Audit is a
process by which health organisations systematically
review inequalities in causes of ill health and access to
effective services and their outcomes for a defined
population. Health Equity Audits should be carried out on
a cyclical basis and it is recommended that this process is
widely used in order to assist with the planning,
development and monitoring of services.

Health inequalities – Reducing health inequalities means
to society at a faster rate than the rest of the population.
Those who are economically-worse off, also suffer the
most from poor health.

Health outcomes – refers to the effectiveness of the
activities in relation to the achievement of the intended
goal – in this case health.

IMD – Index of Multiple Deprivation (IMD), released in
Spring 2004 by the Office of the Deputy Prime Minister,
provides a wealth of information on deprivation affecting
our local community. The main deprivation score is
derived from seven domains: Income Deprivation,
Employment Deprivation, Health Deprivation and
Disability, Education Skills and Training Deprivation,
Barriers to Housing and Services, Living Environment
Deprivation and Crime (continued next column).

This is a Government tool for identifying small area
concentrations of multiple deprivation and is relevant to
policies aimed at tackling the causes and effects of area
based multiple deprivation.

Incidence – refers to the number of new cases of a disease.

Locality (localities) – This relates to a place or location.

Morbidity – diseased.

Mortality – death.

National Child Income Deprivation Index – this is a sub
domain of the Index of Multiple Deprivation which looks
at income in relation to children.

Obesity – where an adult has a Body Mass Index greater
than 30. There is on-going debate on the definition of
overweight and obesity in childhood. BMI is a measure of
overweight and obesity in children although it is liable to
change substantially as the child is growing. The clinical
definition of overweight and obesity in children is based
on BMI percentile charts for boys and girls plotted at
different ages from 2-16 years.

ONS – Office for National Statistics
http://www.statistics.gov.uk

Our NHS, Our Future – A report setting out Lord Darzi’s
emerging vision to develop a universally world-class NHS
delivering effective, higher quality services that are safe,
personalised to individual needs, and equally available to
all. http://www.ournhs.nhs.uk/

Pathway – We call the journey that a patient takes
through health and social care services a “care pathway.”
This means that patients move through different parts of
the health and social care system seamlessly and the
pathway they travel is acknowledged and adopted by a
range of health and social care professionals.

Poverty – Income Deprivation Affecting Children Index
(IDACI) comprises the percentage of a Super Output Area’s
children under 16 who were living in families in receipt of
Income Support and Income Based Job Seekers’ Allowance
or in families in receipt of Working Families Tax
Credit/Disabled Person’s Tax Credit whose equivalised
income is below 60% of median before housing costs.

Prevalence – refers to all existing cases of disease, no
matter how long a person has had a disease. Prevalence of
a disease in a statistical population is defined as the total
number of cases of the disease in the population at a
given time, or the total number of cases in the population,
divided by the number of individuals in the population.

PCT – Primary Care Trusts are NHS organisations
responsible for assessing the health needs of their local
communities and preparing plans for health improvement
and health care. They commission some services e.g.
hospital services, and providers others e.g. primary care
and community services.

Glossary
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Poorest – There are basically two current definitions of
poverty in common usage: absolute poverty and relative
poverty. Absolute poverty is defined as the lack of
sufficient resources with which to keep body and soul
together. Relative poverty defines income or resources in
relation to the average. It is concerned with the absence
of the material needs to participate fully in accepted daily
life.

Primary prevention (see also secondary prevention) –
Primary prevention attempts to halt the development of a
disease. Most population-based health promotion
activities are primary preventative measures.

Professional – engaged in a profession. Also refers to an
occupationally based classification used by the Office for
National Statistics –
http://www.statistics.gov.uk/methods_quality/ns_sec/def
ault.asp

Provider Services - NHS Trusts, Primary Care Trusts, GPs,
other health and social care professionals, social services
and voluntary agencies who deliver services to patients
and clients.

Practice Based Commissioning (PBC) – a practice or group
of practices is allocated a budget to provide services for its
local population within a commissioning framework
established by a Primary Care Trust.

Primary Care – the part of the NHS where independent
practitioners such as family doctors, pharmacists, dentists
and optometrists (opticians) community nurses and other
healthcare professionals work. Primary Care is often the
gateway to other areas of healthcare (e.g. hospital
treatment) for most people and often the first point of
contact for most people.

Psychosocial – refers to one’s psychological development
in, and interaction with a social environment.

Psychiatric co-morbidity (see co-morbidity) – The presence
of coexisting or additional mental health diseases with
reference to an initial diagnosis or with reference to the
index condition that is the subject of study. Co-morbidity
may affect the ability of affected individuals to function
and also their survival; it may be used as a prognostic
indicator for length of hospital stay, cost factors, and
outcome or survival.

Psychotropic – a psychotropic substance is a chemical
substance that acts primarily upon the central nervous
system where it alters brain function, resulting in
temporary changes in perception, mood, consciousness
and behaviour.

Public Health – refers to the organised efforts of
individuals, groups and communities to maintain and
improve the health, quality of life and general well-being
of the population.

Pyrolysis – is the chemical decomposition of organic
materials by heating in the absence of oxygen or any
other reagents, except possibly steam.

Quintile (IMD quintile) – is one fifth or 20% of a given
amount. The term is used when describing the statistical
distribution of a population. Quintile 1 refers to the most
deprived fifth of the population and Quintile 5 refers to
the least deprived.

Rate – is the number of events taking place in a given time
period divided by the maximum number of such events
that could have taken place.

Routine – regularity of procedure. Also refers to an
occupationally based classification used by the Office for
National Statistics –
http://www.statistics.gov.uk/methods_quality/ns_sec/def
ault.asp

Secondary prevention – (see also primary prevention) -
Secondary prevention activities are aimed at early disease
detection, thereby increasing opportunities for
interventions to prevent progression of the disease and
emergence of symptoms.

Socio-economic gradient – describes the enduring pattern
of the rise of health status with each level of
socioeconomic status.

Standardisation – a statistical method that allows for
comparison to be made between populations no matter
what the difference in age and sex structure of the
population.

Standardised Mortality Ratio (SMR) – Compares death
rates in a given area with those in England and Wales as a
whole. SMRs take into account the different ages of the
people compared. An SMR of 100 is average. A higher
number means there is a higher death rate than you
would expect, and a lower one a lower death rate. For
example, an SMR of 150 shows the death rate is 50%
above the national average. An SMR of 70 shows the
death rate is 30% below the national average.

SOA – Super Output Area geography. These are small
geographical areas (Output Areas) that nestle within
council wards enabling a finer level of analysis and
interpretation. Lower Super Output Areas are comprised
of a minimum population of 1,000 people and on average
1,500 people and are built from groups of Output Areas.
Middle Layer Super Output Areas are comprised of a
minimum population of 5,000 people but on average
7,200 people and are built of Lower Layer Super Output
Areas.

Sure Start – programmes build on existing service to
provide among others things, a range of child care, early
education and play facilities, primary health care for
children and mothers, outreach services and advice and
support for parents, including breast feeding.

Glossary

23939:Layout 1  9/11/07  09:22  Page 42



The Cheshire Public Health Report 2006/07 43

Teenage conception statistics – are produced by the Office
for National Statistics. The data are compiled by
combining information from registrations of births and
notifications of legal abortions. Conception data include
pregnancies that result in: one or more live or stillbirths (a
maternity), or a legal abortion under the Abortion Act
1967. They do not include miscarriages or illegal
abortions. The under-18 rate is the most important one
for the Teenage Pregnancy Strategy, which has targets to
reduce this rate from its 1998 levels by 50% in 2010.

Further information on teenage conception rates is
available from the Teenage Pregnancy Unit
http://www.dfes.gov.uk/teenagepregnancy/dsp_Content.
cfm?PageID=85

Tier 1 Alcohol Services – interventions include provision
of: identification of hazardous, harmful and dependent
drinkers; information on sensible drinking; simple brief
interventions to reduce alcohol-related harm; and referral
of those with alcohol dependence or harm for more
intensive interventions.

Tier 2 Alcohol Services – interventions include provision of
open access facilities and outreach that provide: alcohol-
specific advice, information and support; extended brief
interventions to help alcohol misusers reduce alcohol-
related harm; and assessment and referral of those with
more serious alcohol-related problems for care-planned
treatment.

Treatment modality – method of treatment.

Uncomplicated Chlamydia – Genital chlamydia is a sexually
transmitted infection of the urethra in men, and of the
endocervix or urethra (or both) in women. It is defined as
uncomplicated if it has not ascended to the upper genital
tract.

Ward – i.e. electoral council ward. Part of an electoral
district.

West, or Western, Cheshire (WC) – refers to a combined
geographical area incorporating the whole of the Chester
City Council area (including Chester, Elton, Farndon,
Kelsall, Malpas, Tattenhall), the whole of the Borough of
Ellesmere Port and Neston, parts of the Borough of Vale
Royal, (Tarporley, Frodsham and Helsby), and for historical
reasons, small elements of Crewe and Nantwich Borough.

< – Less than.

> – Greater than.

Glossary

23939:Layout 1  9/11/07  09:22  Page 43



44 The Cheshire Public Health Report 2006/07

1 Introduction
Wendy Meredith, Director of Public Health
Tony Sharples, Public Health Specialist

2 The Health of Children and Young People
Liz Noakes, Associate Director of Public Health
Julie Webster, Associate Director of Public Health
Jill Oakley, Public Health Information Manager
Glenn Hodgkinson, Trainee Public Health Analyst

3 Inequalities in Life Expectancy and Premature Mortality
Tony Sharples, Public Health Specialist
Liz Noakes, Associate Director of Public Health
Jill Oakley, Public Health Information Manager

4 Older People’s Health, Preventing Falls
Helen Thornley-Jones, Lead for fall and fracture prevention
Jill Oakley, Public Health Information Manager

5 The Need for Alcohol Services in Cheshire
Liz Noakes, Associate Director of Public Health
John Hampson, Public Health Specialist
Jill Oakley, Public Health Information Manager

6 Managing Waste and the Health of the Public
Helen Casstles, Centre for Public Health, Liverpool John Moores University
Erika Rankin, Centre for Public Health, Liverpool John Moores University
Helen De Lemos, Waste Strategy Manager, Cheshire County Council

7 Useful Statistical Information
Tony Sharples, Public Health Specialist
Glenn Hodgkinson, Trainee Public Health Analyst

Report Co-ordination, Editorial Support and Proof Reading
Tony Sharples, Public Health Specialist
Margaret James, Executive Assistant
Mandy Stenhouse, Public Health Business Manager
Sarah Clein, Head of Public Health Commissioning and Partnerships
Anne-Marie Storey, Communications Manager

Technical Acknowledgements – In order to produce the maps within this report, it was necessary to utilise the
following digital boundaries.

• Lower and Middle Level Super Output Area boundaries. – Office for National Statistics, Super Output Area
Boundaries. Crown copyright 2004. Crown copyright material is reproduced with the permission of the
Controller of HMSO.

• Ward Level boundaries – reproduced from Ordnance Survey digital map data Crown copyright 2003.

Some photographs are reproduced courtesy of the NHS Photo Library.

Acknowledgements

23939:Layout 1  9/11/07  09:22  Page 44



Barony House, Barony Road, Nantwich, Cheshire, CW5 5QU
Tel: 01270 275303 www.cecpct.nhs.uk

1829 Building, Countess of Chester Health Park, Liverpool Road, Chester, CH2 1HJ
Tel: 01244 650300 www.wcheshirepct.nhs.uk

Cheshire County Council, County Hall, Chester, CH1 1SF
Tel: 0845 11 333 11 www.cheshire.gov.uk

Published November 2007

Designed and produced by Design2Print, Llandudno 01492 876610

This Report is printed on paper made entirely from forests managed on a sustainable, long-term basis - a percentage of which is recyclable.

The factories in which it is manufactured work in accordance with the most stringent environmental protection and sustainable developmental standards.

Western Cheshire
Primary Care Trust

Central and Eastern Cheshire
Primary Care Trust

The Cheshire Public Health Report

2006/07

23939 cover new:Layout 1  6/11/07  09:50  Page 1


