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1. The data used in the report have been weighted. Both unweighted and weighted
sample sizes are shown at the foot of each table. The weighted numbers reflect the
relative size of each group in the population, not numbers of interviews conducted,
which are shown by the unweighted bases. 

2. The following conventions have been used in tables:

- no observations (zero value)

0 non-zero values of less than 0.5% and thus rounded to zero

.. data not available

[ ] used to warn of small sample bases. 

3. Because of rounding, row or column percentages may not add exactly to 100%.

4. A percentage may be quoted in the text for a single category that aggregates two or
more of the percentages shown in a table. The percentage for the single category may,
because of rounding, differ from the sum of the percentages in the table.

5. The prevalence of the disorders and behaviours in this report is presented as
percentages to one decimal place, which is equivalent to reporting rates per thousand.
Tables showing treatment and service use rates use whole percentages.

6. ‘Missing values’ occur for several reasons, including refusal or inability to answer a
particular question; refusal to co-operate in an entire section of the survey (such as the
self-completion questionnaire); and cases where the question is not applicable to the
respondent. In general, missing values have been omitted from all tables and analyses. 

7. The group to whom each table refers is stated at the upper left corner of the table. 

8. The term ‘significant’ refers to statistical significance and is not intended to imply
substantive importance. Differences mentioned in the text have been found to be
statistically significant at the 95% confidence level. On occasion significance at 90%
has been presented: where this is the case, this is explicitly stated. Standard errors that
reflect the complex sampling design and weighting procedures used in the survey have
been calculated and used in tests of statistical significance.

Notes
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Summary of key findings

The study (chapter 1)

The Adult Psychiatric Morbidity Survey (APMS) 2007 included 681 interviews with people
living in the East Midlands region, and a further 6722 interviews with people living in the rest
of England. The East Midlands sample presented in this report was somewhat more likely to
be middle-aged than the rest of the country, and more settled in terms of their employment
and marital status. However, these differences were small.

Common mental disorders (chapter 2)

The prevalence of depressive episodes was high among people living in the East Midlands;
higher than that among people living in the rest of the country combined. The high East
Midlands rate was concentrated in younger women. For anxiety disorders, the rates in the
East Midlands were broadly similar to those for the rest of England.

Trauma and posttraumatic stress disorder (chapter 3)

People in the East Midlands are as likely to have experienced a major trauma in their adult
life, and to have experienced posttraumatic stress symptoms, as people living in the rest of
the country. As was also the case among people with CMD, those screening positive for
posttraumatic stress disorder were less likely to receive outpatient care if they lived in the
East Midlands than if they lived elsewhere in England. 

Suicidal thoughts, suicide attempts and self-harm (chapter 4)

While men living in the East Midlands had a higher rate of attempted suicide than men living
elsewhere, the completed suicide rate in the region was similar to that for the rest of
England. The profile of people who attempt (but do not complete) suicide is known to differ
from that of those who do complete suicide. One explanation for the disparity in the East
Midlands figures may be the high likelihood in East Midlands of seeking support after a
suicide attempt, possibly reducing the risk of further attempts. The high rate of suicidal
thoughts among young women in East Midlands is in keeping with the high depression rate
identified in this group in Chapter 2.

Attention Deficit Hyperactivity disorder (chapter 5)

The prevalence of attention deficit hyperactivity disorder (ADHD) seems evenly distributed
across regions. The likelihood that people screening positive for ADHD are in contact with
some form of health services also does not vary with region.



Eating disorder (chapter 6)

The rates of screening positive for eating disorders did not vary by region, and were no
higher in the East Midlands than they were in the rest of England combined. This is
noteworthy given the high rates of obesity in the East Midlands (see Chapter 10). Previous
analyses of eating disorder data have found high rates of screening positive for disordered
eating among people with a high body mass index (BMI).

Substance misuse and dependence (chapter 7)

Patterns of substance misuse and alcohol dependence did vary by region, although
generally rates in the East Midlands were similar to those for the rest of England. People in
the East Midlands were less likely to report cocaine or ecstasy use in the past year, and
among men the rate of drinking alcohol at a safe level was high.  

Gambling behaviour (chapter 8)

While people in the East Midlands were somewhat more likely to gamble than people in the
rest of the country, they were not any more likely to be a problem gambler.

Treatment and service use for mental health (chapter 9)

Other chapters found regional variation in whether people with specific mental health
problems received treatment and services. However, looking at treatment and service use
across the population as a whole, the rate in the East Midlands was not significantly
different from that in the rest of England. 

Obesity and physical health (chapter 10)

A quarter of people living in the East Midlands were obese. This was the highest rate for any
region in England. The likelihood of having a physical health problem was also high in the
East Midlands, with higher rates of diabetes and asthma than in the rest of the country.

10 MENTAL HEALTH IN THE EAST MIDLANDS | SUMMARY OF KEY FINDINGS
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Introduction and sample
profile 1

Summary

● NHS East Midlands (SHA) initiated and funded the regional level analyses presented
in this report.

● The Adult Psychiatric Morbidity Survey (APMS) 2007 included 681 interviews with
people living in the East Midlands region, and a further 6722 interviews with people
living in the rest of England.

● The survey included assessments and screening tools for various mental disorders
and asked about a range of risk factors.

● Addresses selected in the East Midlands region were among those most likely to
participate in the survey.

● The East Midlands sample presented in this report was somewhat more likely to be
middle-aged than the rest of the country, and more settled in terms of their
employment and marital status. However, these differences were relatively small.
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1.1 The Adult Psychiatric Morbidity Survey 

The Adult Psychiatric Morbidity Survey (APMS) 2007 is the third in a series of nationwide
surveys of the mental health of adults living in private households. The survey was
commissioned by The NHS Information Centre for health and social care. 

The survey consisted of two phases. The first included structured assessments and
screening instruments for mental disorders, as well as questions on topics such as general
health, service use, risk factors and demographics. There were 7641 interviews, lasting an
average of 90 minutes each. 630 second phase interviews were carried out by clinically
trained research interviewers. These focussed on conditions (such as psychosis, autism
and personality disorder) with a low prevalence. There were too few cases in the sample for
the phase two disorders to be analysed at Strategic Health Authority (SHA) level. 

The main aim of APMS 2007 was to collect data on poor mental health among adults living
in households in England. The specific objectives included:
• To estimate the prevalence of psychiatric morbidity according to diagnostic category in

the adult household population of England. Assessments were made of common mental
disorders (CMD); substance misuse and dependence; and suicidal thoughts, attempts
and self-harm. 

• To screen for characteristics of eating disorder, attention deficit hyperactivity disorder
(ADHD), posttraumatic stress disorder (PTSD), and problem gambling.

• To identify the nature and extent of social disadvantage, as well as key current and
lifetime factors, that might be associated with mental illness.

• To gauge the level and nature of service use in relation to mental health problems, with an
emphasis on primary care. 

• To collect data on factors that might be protective against poor mental health, such as
social support networks and neighbourhood cohesion.

Many of these aims were addressed in the main survey report,1 which can be accessed on
the NHS IC website (http://www.ic.nhs.uk/pubs/psychiatricmorbidity07). The dataset is
publically archived at the UK Data Archive,2 and further publications based on data from the
psychiatric morbidity survey series are listed on a dedicated website
(http://www.mentalhealthsurveys.co.uk/). The NHS East Midlands initiated and funded the
regional level analyses presented in this report.

1.2 Coverage of this report

The initial APMS 2007 report consisted of substantive chapters, each focusing on a
particular mental health disorder or related behaviour. Disorders were examined in terms of
overall prevalence and associations with a number of socio-economic variables. This report
replicates much of the main survey report’s structure and coverage, but additionally:
• Tests whether there was significant variation in the rate of each type of disorder across

regions;
• Tests whether the East Midlands rate for each disorder was significantly higher or lower

than the rate for the rest of England combined;
• Where there was a significant difference in rate between East Midlands and the rest of the

country, examines what may explain this difference using logistic regression analyses;
• Examines whether the pattern of association between disorders and key socio-

demographic variables varies between East Midlands and the rest of the country. The
variables considered include: age, sex, marital status, household composition, presence
of debt, and employment status;

• Examines whether there are significant differences between East Midlands and the rest of
England within specific subgroups of the population, for example among women aged
16-39; and

• Compares treatment and service use rates in East Midlands with that for the rest of
England. 
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It should be noted that the sample size gets particularly small when looking at treatment
rates among people with a disorder within the East Midlands region.

Most of the Strategic Health Authorities (SHAs) are coterminous with Government Office
Regions (GOR). However, the South East GOR is made up of two separate SHAs: South
Central and South East Coast. These two SHAs are relatively small in population and few
APMS interviews were conducted there. For this reason regional analysis is presented for
the nine GORs, rather than for the ten SHAs.

1.3 East Midlands and data on mental health

Three and a half million adults live in the East Midlands3 and geographically it is the fourth
largest region in England (15,607 km2). It comprises the counties of Derbyshire,
Leicestershire, Lincolnshire, Northamptonshire, Nottinghamshire and Rutland, including the
cities of Derby, Leicester, Nottingham, Lincoln and Northampton. The East Midlands is also
the third most rural region in England, with 30% of the population living in rural areas.4 It has
a relatively high employment rate and a stable workforce.

There are various sources of data available that allow for at least one aspect of the mental
health of people living in the East Midlands to be compared with that of people living in the
rest of the country. These data sources tend to focus on particular subgroups, for example
people in contact with health services or who are unemployed for health reasons. A recent
East Midlands Public Health Observatory (EMPHO) report, Profile of Mental Health in the
East Midlands5 reviews many of these, including data from the Mental Illness Needs Index
(MINI2000), First Episode Psychosis Incidence, Incapacity Benefits, the general practice
Quality and Outcomes Framework, and from different surveys. The continuous Health
Survey for England (now the Health and Social Care Survey) has included the General
Health Questionnaire (GHQ) 12 in several of its waves. This provides a measure of mental
wellbeing, albeit one that may underestimate health inequalities due to social biases in
responding. 

The precursor to APMS 2007, conducted in 2000, allowed for a regional breakdown of
mental health assessed using diagnostic criteria. However this geographical analysis was
possible only for the NHS Regional Office areas in place during 2000. Data relating to the
Trent region gives the closest equivalent to the current East Midlands region, although the
former Trent region also included a number urban areas in South Yorkshire (Barnsley,
Doncaster, Rotherham and Sheffield).  

1.4 Measuring regional variaton

As observed by EMPHO in Indications of Public Health in the English Regions 7: Mental
Health East Midlands Regional Summary and in East Midlands: The health of the region
2008, it is important to note that regional comparisons can mask distinct sub-regional
inequalities.7,8 Due to sample size limitations, this report does not examine data at the ward
or postal sector level.

When comparing outcomes for one region with those of the rest of the country, two key
issues of sample comparability also need to be considered: regional variation in survey
response and regional variation in population profile.

Regional variation in survey response

Rates of survey participation often vary by region, and theoretically this could introduce
bias. Differential non-response is corrected to some extent by the weighting: weights are
developed to ensure that, nationally, the sample has the same age and sex profile as the
best available population profile estimates.9 The overall sample is also weighted to ensure
that the regional distribution is maintained. However, these weights do not correct for any



variation in the age and sex distribution of survey response within area. 

A multi-variable logistic regression model was run to identify what variables (for which
information was available) were associated with responding to the survey. Presence of
barriers at the address (such as an intercom or porter) and being in an area where fewer
people own their own homes were both associated with lower response. After controlling
for these, Government Office Region also remained associated with participation.
Addresses selected in the East Midlands were among the most likely to take part in the
survey, exceeded only by the high response rate in the North East region. The addresses
least likely to participate were those selected in London, the South East and the South West
(see the tables in the Appendix). 

Crude sensitivity testing was undertaken to compare the rate of common mental disorder
(CMD) in higher responding areas with the rate of CMD in lower response areas, findings did
not indicate that presence of CMD was associated with likelihood to participate in the
survey. 

Regional variation in population profile

The profile of the resident population varies by region, for example, in terms of its age
distribution. As EMPHO has observed: ‘many of the risk factors for mental illness are linked
to deprivation’, so a general pattern occurs with the three Northern regions (North East,
North West and Yorkshire & Humber) characterised by worse mental health than the
Southern and Midlands regions (London presents a complex picture). 

For this reason, both descriptive and regression analyses are required. Descriptive tables
presenting basic cross tabulations identify whether a higher proportion of people are
affected by a disorder in one region than another. Where there is such variation, regression
analyses may be able to unpick what factors account for or explain that difference. While
the first type of information is needed to inform what level of service provision is required,
the second type is required to target prevention and treatment work.

1.5 Demographic profile of the East Midlands 

The demographic profile of the East Midlands and that of the rest of England (i.e. all the
other regions combined) is presented in Table 1.1. It is important to note that this profile is
presented primarily to provide context for the disorder rates discussed in this report, other
data sources will provide a more reliable and accurate socio-demographic profile of
population living in private households in the East Midlands region. Table 1.1

The variables used (age, sex, marital status, household type, presence of debt, employment
status and ethnicity) have been identified elsewhere as key predictors of mental health.10

Thus if the East Midlands differed on any of these variables from the rest of England, this
could have an impact on the prevalence of poor mental health in the East Midlands
compared to the rest of England. If any such differences in prevalence exist, we can then
control for these demographic influences in multi-variable analysis, to see if the difference
exists over and above the difference in demographic profile. 

Because of the relatively small number of interviews conducted in the East Midlands (681),
the categories presented in Table 1.1 are collapsed into fewer, larger categories in the
subgroup analyses presented elsewhere in this report. The data in this table are presented
both weighted and unweighted. The unweighted percentages show the proportion of
respondents included in each category, while the weighted percentages show the relative
size of each category after weighting, reflecting their proportions in the population. The
description here, and the significance tests, are based on weighted data because it is
weighted data that are used throughout this report.

The East Midlands sample differed slightly but significantly from that of the rest of the
country in relation to a number of criteria:

14 MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 1: INTRODUCTION AND SAMPLE PROFILE



In summary, the East Midlands sample presented in this report was somewhat more likely
to be middle-aged than that of the rest of the country, and more settled in terms of their
employment and marital status. However, these differences were relatively small.
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• Men made up a larger proportion of the population in the East Midlands than in the
rest of the England (54% compared to 48%).

• There were fewer young people in the East Midlands sample. The East Midlands had
the same proportion of adults aged 40-59 as aged 16-39 (38%), whereas the rest of
England had a lower proportion of adults aged 40-59 than aged 16-39 (33% and
40% respectively).11

• The East Midlands had a higher proportion of adults who were married or cohabiting
than the rest of England (68% compared to 62%), and a lower proportion of single
people (19% compared to 23%). 

• The East Midlands had a higher proportion of people in employment than the rest of
England (65% compared to 60%). 

• Finally, the East Midlands sample had a higher proportion of white British adults than
the rest of England, and lower proportion of white non-British adults. When these two
categories were combined, the ethnicity profile of the East Midlands was not
significantly different from the profile of the rest of England. 

• The profile of household type and debt status were also not found to differ between
the East Midlands and the rest of England.
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Table 1.1

Demographic profile of the East Midlands and the rest of England

All adults APMS 2007

East Midlands Rest of England

Unweighted Weighted Unweighted Weighted

% % % %

Sex

Male 49 54 43 48

Female 51 46 57 52

Age group

16-39 31 38 31 40

40-59 37 38 33 33

60+ 33 25 36 27

Marital status

Married/cohabiting 60 68 55 62

Single 16 19 20 23

Widowed/separated/divorced 23 13 25 15

Household type

1-2 adults aged 16-59, no children 32 29 31 29

Small or large family 22 24 22 23

Large adult household 15 25 13 23

1-2 adults, aged 60+, no children 31 22 34 24

Debt status

Not in any debt 92 92 92 91

In debt of some kind 8 8 8 9

Employment status

Employed 59 65 53 60

Unemployed or economically inactive 41 35 47 40

Ethnicity

White British 91 90 88 85

White non-British 2 2 4 5

Black 2 2 3 3

South Asian (Indian, Pakistani, or Bangladeshi) 2 3 3 4

Mixed or other 2 2 2 3

Basesa 681 637 6722 6756

a
Bases shown are for sex. Bases for the other variables may be slightly different due to item specific non-

response.
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Common mental disorders 2
Key findings

The prevalence of depressive episodes is high among people living in the East Midlands;
higher than that among people living in the rest of the country combined. The high East
Midlands rate was concentrated in younger women. For anxiety disorders, the rates in the
East Midlands were broadly similar to those for the rest of England.

Depression
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Summary

Common mental disorders (CMD)

• Common mental disorders (CMDs) consist of different types of depression and
anxiety. Six types of CMD were diagnosed in this study. An overall severity score was
also derived; a score of 12 or more indicated the presence of clinically significant
neurotic symptoms.

Rates in England and variation by region

• Overall, 16.2% of adults in England met the diagnostic criteria for at least one CMD in
the week prior to interview and 15.1% scored 12 or more on the CIS-R. 

• In England, women were more likely than men to have a CMD and rates were
significantly higher for women across most types of CMD. CMD also varied with age:
rates were lowest among those aged 75 and over.

• Overall, CMD did not vary with region.

East Midlands compared with the rest of England 

• People in the East Midlands were more likely to have had a depressive episode then
people in the rest of the country (3.9% compared to 2.2%). This difference was even
more pronounced after age-standardising the estimates.

• The higher rate of depressive episodes in the East Midlands area was greatest
among women (with 5.2% experiencing a depressive episode in the East Midlands
compared with 2.5% in the rest of England). The rate was particularly high among
younger women (16-39 years). In the older age groups there were no significant
differences in depressive episodes between the East Midlands and the rest of
England.

• The prevalence of the other types of CMD, of having at least one CMD, and having a
CIS-R score of 12 or more was not significantly different between East Midlands and
the rest of England.

• The pattern of CMD prevalence by household type differed between East Midlands
and the rest of England. In East Midlands rates of CMD were highest in small or large
family households, while in the rest of England rates were highest in households with
no children (1-2 adults aged 16-59).

Treatment and service use among people with CMD

• In the rest of England, a quarter (24%) of people with CMD were in receipt of
treatment for a mental or emotional problem. Treatment rates among people with
CMD appeared to be lower in the East Midlands (19%), although this was not
statistically significant.

• Just 1.2% of adults with CMD in the East Midlands had an outpatient visit for a
mental or emotional reason in the past quarter, compared with 4.1% of adults in the
rest of England (significant at the 10% level). There were no other differences
between East Midlands and the rest of England for the other services examined.



2.1 Introduction

Reducing the prevalence of CMDs, such as depression and anxiety, is a major public health
challenge.1 CMDs can result in physical impairment and problems with social functioning,
and are a significant source of distress to individuals and those around them. Both anxiety
and depression frequently remain undiagnosed,2 and often individuals do not seek
treatment. If left untreated, CMDs are more likely to lead to long term disability and
premature mortality.3 Although evidence exists for effective treatment of depression and
anxiety,4 this seems to have had little impact on the prevalence of these disorders. This may
be because CMDs are relapsing conditions that can recur many years after an earlier
episode, and people with CMD do not always adhere to treatment.5,6,7

Although poverty and unemployment tend to increase the duration of episodes of CMD, it is
not clear whether or not they cause the onset of an episode. Debt and financial strain are
certainly associated with depression and anxiety, but again the nature and direction of the
association remains unclear.8,9 There are a wide range of other known associations,
including: being female,10 work stress,11 social isolation,12 poor housing,13 negative life
events, poor physical health, a family history of depression,14 poor interpersonal and family
relationships, a partner in poor health, and problems with alcohol.15

This chapter reports on the prevalence of CMDs among adults in the East Midlands region
compared with adults living in the rest of England combined. Associations between CMD
and a number of demographic variables are presented. We also explore whether the nature
of these associations differ between the East Midlands and the rest of England. 

2.2 Definitions and assessment

2.2.1 Common mental disorders (CMDs)

CMDs, or neurotic disorders, are mental conditions that cause marked emotional distress
and interfere with daily function, though they do not usually affect insight or cognition.
CMDs comprise different types of depression and anxiety. Symptoms of depressive
episodes include low mood and a loss of interest and enjoyment in ordinary things and
experiences. They impair emotional and physical well-being and behaviour. Anxiety
disorders include generalised anxiety disorder (GAD), panic disorder, phobias, and
obsessive and compulsive disorder (OCD). Symptoms of depression and anxiety frequently
co-exist, demonstrated for example by the high proportions meeting the criteria for more
than one CMD or for mixed anxiety and depressive disorder. 

OCD is characterised by a combination of obsessive thoughts and compulsive behaviours.
Obsessions are defined as recurrent and persistent thoughts, impulses or images that are
intrusive and inappropriate and cause anxiety or distress. Compulsions are repetitive,
purposeful and ritualistic behaviours or mental acts, performed in response to obsessive
intrusion and to a set of rigidly prescribed rules.16

2.2.2 The Clinical Interview Schedule – revised

APMS 2007 assessed neurotic symptoms and CMD in the first phase lay interview using the
Clinical Interview Schedule – Revised (CIS-R). The CIS-R covered non-psychotic
symptoms in the week prior to interview. It is used here to provide prevalence estimates for
six types of CMD, and a score of 12 or more on a continuous scale that reflects the overall
severity of neurotic psychopathology. The continuous scale is calculated by summing
scores over each of 14 types of neurotic symptoms, with a score of 12 or more indicating a
significant level of symptoms, and a score of 18 or more indicating symptoms of a level
likely to require treatment.17

The respondents’ answers to the CIS-R were next used to define ICD-10 diagnoses of
neurotic disorders using computer algorithms.18 These ICD-10 diagnoses were then
amalgamated to produce the six categories of disorder used in this report:

MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 2: CMD 19



• Generalised anxiety disorder (GAD);
• Mixed anxiety and depressive disorder;
• Depressive episode (including mild, moderate and severe);
• Phobias;
• Obsessive-compulsive disorder (OCD); and
• Panic disorder.

Mixed anxiety and depressive disorder was defined as having a CIS-R score of 12 or more
but falling short of the criteria for any other CMD. Respondents with this diagnosis therefore
could not by definition be classed as having any other CMD, while for the other five ICD-10
disorders a respondent could be classed in more than one category (although phobias and
panic disorder have diagnostic criteria that are mutually exclusive). 

Full details of the CIS-R scoring algorithms are provided in the main survey report and the
survey documentation lodged with the UK Data Archive.19

2.3 Results

2.3.1 CMDs by region and sex

In the East Midlands, the age-standardised prevalence of having at least one CMD was
17.4% and the prevalence of scoring 12 or more on the CIS-R was 16.5%. Neither of these
measures varied significantly overall with region. Additionally, the prevalence of both of
these in the East Midlands did not differ significantly from their prevalence in the rest of
England.  Figure 2.1

However, the prevalence of one type of CMD - depressive episodes - did differ between
East Midlands and the rest of England. 4.2% of adults in the East Midlands had a
depressive episode in the past week, compared with 2.2% in the rest of England (age-
standardised). For women this was even more pronounced, with 6.0% of women in the East
Midlands area experiencing a depressive episode in the week before interview, compared
with 2.6% in the rest of England. For men these figures were 2.8% and 1.8% respectively. 

None of the other types of CMD, which were all related to anxiety rather than depression,
differed significantly between East Midlands and the rest of England.

Table 2.1, Figures 2.1, 2.2 and 2.3
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2.3.2 Any CMD and depressive episodes by other factors

Age group

Overall, the pattern of association between having a CMD and age group did not vary
significantly between East Midlands and the rest of the country. For both samples, the
lowest prevalence of CMD was in the oldest age group (60 and over).

However, among younger women (16-39) in the East Midlands there did appear to be a
higher proportion with a CMD (31.0%) than among middle aged women (40-59: 22.8%). In
the rest of England the rates of CMD among 16-39 and 40-59 year old women were similar
(21.3% and 23.2% respectively). However, this apparent difference in age profile was not
statistically significant.

Among women, the age profile specifically for depression in the East Midlands was
significantly different to that for the rest of the country (see Figure 2.4). The prevalence of
depressive episodes among women aged 16-39 was significantly higher in the East
Midlands than in the rest of England (6.4% compared to 1.9%); this was not true for men.
However, in the older age groups there was no significant difference between the proportion
with a depressive episode in the East Midlands and the proportion in the rest of England.

Table 2.2, Figure 2.4
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Marital status

The pattern of CMD prevalence by marital status was the same in the East Midlands as in
the rest of England. Widowed, divorced or separated people had the highest rate of CMD
(21.0% in the East Midlands and 21.3% in the rest of England), while married or cohabiting
adults had the lowest rate. This could be due in part to the age profile of married and
cohabiting adults. It was not possible to age standardise analyses by marital status. 

The prevalence of depressive episodes  among single adults and the prevalence among
widowed, divorced or separated adults were both higher in the East Midlands than in the
rest of England (significant at the 10% level). For single adults, the prevalence was 6.5% in
the East Midlands compared to 3.0% in the rest of England; for widowed, divorced or
separated adults these figures were 6.9% and 4.2% respectively. These differences are
likely to be affected by the fact that we have not examined men and women here separately
(the numbers were too low to be able to do this). The prevalence of depressive episodes
was not different in the East Midlands compared to the rest of England for married and
cohabiting adults. Table 2.3

Household type

The prevalence of CMD by household type differed significantly between East Midlands and
the rest of England. In East Midlands, large adult households had the lowest prevalence of
CMD (9.2%), while in the rest of England older adult households (1-2 adults aged 60 or over
and no children) had the lowest prevalence (10.3%). In the East Midlands the highest
prevalence of CMD was in small or large family households (25.4%), whereas in the rest of
England the highest prevalence fell in households with 1-2 adults aged 16-59 and no
children (19.9%).

The rate of depressive episodes by household type, on the other hand, did not differ
significantly between the East Midlands and the rest of England. The highest prevalence in
both areas was in the households with 1-2 adults aged 16-59 and no children, while the
lowest prevalence was in older adult households (aged 60 and over, 1-2 adults in the
household). Table 2.4, Figure 2.5

Debt status

The pattern of CMD prevalence by debt status (whether or not behind in paying for bills in
the time allowed) did not differ between East Midlands and the rest of England. That is, in
both the East Midlands and the rest of England, people with any problem debt were much
more likely to have CMD than those without any debt. This was also true for depressive
episodes. Table 2.5
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Employment status

The pattern of prevalence of CMD by employment status in the East Midlands compared to
the rest of England was significantly different at the 10% level for men, but not for women.
For men in the East Midlands the prevalence of CMD among the unemployed and
economically inactive was about the same (the difference was not significant) as the
prevalence  among the employed (13.2% and 12.1% respectively), whereas in the rest of
England CMD prevalence was higher among unemployed and economically inactive men
(18.4% compared to 9.7% among the employed). While this pattern was the same for
women (albeit less pronounced), the interaction was not significant.

The prevalence of depressive episodes by employment status was the same in the East
Midlands as in the rest of England. In both samples, unemployed and economically inactive
people had a higher prevalence of depressive episodes than employed people. Table 2.6

2.3.3 Treatment and service use

APMS 2007 asked respondents about any treatment they were currently receiving for a
mental or emotional problem. This included the use of a range of different types of
psychoactive medication and counselling or other talking therapies. Questions covering
use of health, community and day care services in the past year were also asked. The
analysis of treatment in this section is presented by presence of any CMD. Analysis by the
presence of depressive episode was not possible due to the low numbers involved.

In the rest of England, a quarter (24%) of people with CMD were in receipt of treatment for a
mental or emotional problem. Treatment rates among people with CMD appeared to be
lower in the East Midlands (19%), although this was not statistically significant. Table 2.7

Having a CMD and region both had independent effects on experience of an outpatient
stay, but not on the other health care services assessed. Overall, people in the East
Midlands were less likely to have experienced an outpatient visit in the past quarter than
people in the rest of England (0.3% compared to 0.9%). This was also true among those
with a CMD (1.2% in the East Midlands received outpatient care compared with 4.1% in the
rest of the country, difference significant at the 10% level). However, there was no difference
between the East Midlands and the rest of England in terms of GP visits – either in the past
2 weeks or 12 months. Table 2.8, Figure 2.6

2.3.4 Regression analysis

In this section is an examination of whether the significant difference in the prevalence of
depressive episodes between the East Midlands and the rest of England remains once
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various demographic characteristics are controlled for. The unadjusted odds ratio of having
experienced a depressive episode in the East Midlands compared to the rest of the country
was 1.81. 

Stepwise regression was used to identify which variables to include in the final multiple
regression model, the variables that remained in the model were age, marital status,
presence of debt, and employment status. After controlling for these demographic
variables the odds ratio actually increased to 1.96 and remained significant. This means
that adults in the East Midlands have 1.96 times the odds of having experienced a
depressive episode in the past week, compared with adults in the rest of England. This also
means that these differences in the socio-economic profile of the population were not the
factors explaining the difference in the rate of depressive episodes. Table 2.9
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CMD in past week and CIS-R score (observed and age-standardised), by regiona and sex

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

Mixed anxiety and 
depressive disorder 7.8 6.8 6.9 7.0 6.5 9.0 7.6 5.1 5.1 6.8 6.8

Generalised anxiety 
disorder 1.2 3.8 3.4 3.2 4.2 4.6 2.6 4.3 2.7 3.4 3.4

Depressive episode 2.2 2.6 1.6 2.8 1.5 2.7 1.8 1.2 1.3 1.9 1.8

All phobias 1.6 1.1 1.1 1.4 2.3 1.7 0.5 0.5 0.9 1.2 1.2

Obsessive 
compulsive disorder 1.5 1.0 0.5 0.6 0.9 1.0 0.9 0.4 1.4 0.9 1.0

Panic disorder - 2.4 0.6 0.2 - 0.4 1.1 1.4 1.5 1.0 1.1

Any CMD 11.6 14.7 13.1 12.5 12.3 15.8 11.6 10.8 10.5 12.5 12.5

CIS-R score of 12 or 
more 11.3 13.5 11.1 11.8 11.3 14.7 10.7 10.3 9.7 11.6 11.5

Age-standardised

Mixed anxiety and 
depressive disorder 7.8 6.9 7.6 6.9 6.6 9.3 8.0 5.1 5.3 7.0 6.8

Generalised anxiety 
disorder 1.2 4.0 3.4 3.1 4.2 4.7 2.6 4.2 2.7 3.5 3.4

Depressive episode 2.4 2.8 1.7 2.8 1.5 2.9 1.6 1.2 1.3 2.0 1.8

All phobias 1.8 1.2 1.2 1.4 2.2 2.0 0.5 0.4 1.0 1.2 1.2

Obsessive compulsive 
disorder 1.6 1.0 0.5 0.6 0.8 1.1 0.8 0.5 1.5 0.9 1.0

Panic disorder 2.6 0.7 0.3 0.5 1.1 1.4 1.6 1.1 1.1

Any CMD 11.7 15.1 14.0 12.3 12.4 16.5 11.8 10.8 10.9 12.9 12.5

CIS-R score of 12 or 
more 11.4 14.0 12.0 11.7 11.5 15.4 11.0 10.3 10.1 11.9 11.5

Women
Observed

Mixed anxiety and 
depressive disorder 15.9 13.0 10.7 10.3 11.2 9.8 10.6 9.6 9.3 10.9 10.9

Generalised anxiety 
disorder 6.0 3.9 5.7 7.4 5.1 3.1 6.3 6.4 5.0 5.3 5.1

Depressive episode 5.0 1.9 2.1 5.2 3.3 2.2 2.4 2.5 2.4 2.8 2.5

All phobias 2.5 1.2 1.1 3.9 4.5 1.4 2.6 2.7 2.4 2.4 2.3

Obsessive compulsive 
disorder 1.8 0.4 0.9 1.1 1.9 1.0 1.6 2.2 1.1 1.3 1.3

Panic disorder 1.3 1.8 0.6 1.7 2.2 1.6 1.1 0.5 0.8 1.3 1.2

Any CMD 26.0 20.4 19.1 23.2 22.8 15.9 19.7 18.6 17.3 19.7 19.5

CIS-R score of 12 or 
more 25.2 19.4 17.2 21.9 20.2 15.2 18.5 16.5 16.4 18.4 18.1

Continued…

CMDb
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Table 2.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Women
Age-standardised

Mixed anxiety and 
depressive disorder 15.6 13.1 10.7 10.3 11.0 9.9 10.2 9.8 9.4 10.8 10.9

Generalised anxiety 
disorder 5.9 3.8 5.6 6.6 5.1 3.2 6.5 6.7 5.0 5.3 5.1

Depressive episode 4.9 1.9 2.1 6.0 3.4 2.3 2.6 2.5 2.5 2.9 2.6

All phobias 2.8 1.2 1.0 3.9 4.4 1.4 2.4 3.0 2.4 2.4 2.3

Obsessive compulsive 
disorder 1.5 0.5 0.9 0.9 1.6 1.1 1.5 2.4 1.1 1.2 1.3

Panic disorder 1.3 1.7 0.6 1.5 2.0 1.8 1.0 0.5 0.8 1.2 1.2

Any CMD 25.8 20.5 19.0 23.3 22.3 16.2 19.2 19.2 17.3 19.7 19.5

CIS-R score of 12 or 
more 24.9 19.5 17.1 22.0 19.8 15.5 18.1 17.2 16.4 18.4 18.1

All adults
Observed

Mixed anxiety and 
depressive disorder 12.2 9.9 8.9 8.5 8.9 9.4 9.2 7.4 7.4 8.9 8.9

Generalised anxiety 
disorder 3.8 3.9 4.6 5.1 4.6 3.8 4.6 5.3 3.9 4.4 4.3

Depressive episode 3.7 2.2 1.9 3.9 2.5 2.4 2.1 1.8 1.9 2.3 2.2

All phobias 2.1 1.2 1.1 2.6 3.4 1.5 1.6 1.6 1.7 1.8 1.7

Obsessive compulsive 
disorder 1.6 0.7 0.7 0.8 1.4 1.0 1.3 1.3 1.2 1.1 1.1

Panic disorder 0.7 2.1 0.6 0.9 1.1 1.0 1.1 1.0 1.1 1.1 1.1

Any CMD 19.5 17.6 16.2 17.4 17.7 15.9 15.9 14.7 14.1 16.2 16.1

CIS-R score of 12 or 
more 18.9 16.5 14.2 16.5 15.9 15.0 14.8 13.4 13.2 15.1 14.9

Age-standardised

Mixed anxiety and 
depressive disorder 12.1 10.1 9.2 8.5 8.9 9.6 9.2 7.4 7.5 9.0 8.9

Generalised anxiety 
disorder 3.8 3.9 4.6 4.8 4.7 3.9 4.7 5.5 3.9 4.4 4.3

Depressive episode 3.8 2.3 2.0 4.2 2.5 2.6 2.2 1.8 1.9 2.4 2.2

All phobias 2.3 1.2 1.1 2.6 3.3 1.7 1.5 1.7 1.7 1.8 1.7

Obsessive compulsive 
disorder 1.5 0.7 0.7 0.8 1.2 1.1 1.2 1.5 1.3 1.1 1.1

Panic disorder 0.7 2.2 0.7 0.8 1.0 1.1 1.0 0.9 1.2 1.1 1.1

Any CMD 19.4 17.9 16.6 17.4 17.5 16.4 15.7 15.0 14.3 16.4 16.1

CIS-R score of 12 or 
more 18.8 16.8 14.6 16.5 15.8 15.4 14.8 13.8 13.4 15.2 14.9

Base (unweighted)

Men 181 478 333 331 347 377 321 331 498 3197 2866

Women 259 624 467 350 443 478 471 419 695 4206 3856

Base (weighted)

Men 172 491 359 342 377 402 512 374 564 3592 3251

Women 207 508 390 296 398 417 580 374 631 3801 3506

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England. The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

b An individual could have more than one CMD.

CMDb
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Table 2.2

Any CMD and depressive episode,
by age group for East Midlands
and the rest of England

All adults 2007

Age group

16-39 40-59 60+

Men
East Midlands

Depressive episode 3.1 4.3 -

Any CMD 13.9 15.1 6.3

Rest of England

Depressive episode 2.0 2.7 0.3

Any CMD 13.8 15.0 7.2

Women
East Midlands

Depressive episode 6.4 6.3 1.9

Any CMD 31.0 22.8 13.5

Rest of England

Depressive episode 1.9 4.1 1.7

Any CMD 21.3 23.2 12.6

Base (unweighted)

East Midlands

Men 104 115 112

Women 104 136 110

Rest of England

Men 884 962 1020

Women 1220 1239 1397

Base (weighted)

East Midlands

Men 144 116 82

Women 97 124 74

Rest of England

Men 1350 1085 816

Women 1385 1134 986

CMD

Table 2.3

Any CMD and depressive episode
(observed), by marital status for East
Midlands and the rest of England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

East Midlands

Depressive episode 2.6 6.5 6.9

Any CMD 16.6 18.0 21.0

Rest of England

Depressive episode 1.4 3.0 4.2

Any CMD 13.7 19.4 21.3

Base (unweighted)

East Midlands 411 110 160

Rest of England 3722 1318 1682

Base (weighted)

East Midlands 432 122 83

Rest of England 4215 1558 983

a An individual can have more than one CMD.

CMDa

Table 2.4

Any CMD and depressive episode (observed,) by
household type for East Midlands and the rest of
England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

Depressive episode 6.9 4.7 2.2 1.0

Any CMD 23.3 25.4 9.2 10.0

Rest of England

Depressive episode 3.3 2.7 1.3 1.2

Any CMD 19.9 18.3 15.3 10.3

Base (unweighted)

East Midlands 220 152 100 209

Rest of England 2092 1468 863 2299

Base (weighted)

East Midlands 185 155 157 139

Rest of England 1982 1577 1560 1638

a An individual can have more than one CMD.

CMDa
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Table 2.5

Any CMD and depressive
episode (observed), by debt
status for East Midlands and
the rest of England

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

Depressive episode 3.0 12.9

Any CMD 15.3 40.0

Rest of England

Depressive episode 1.8 6.6

Any CMD 13.9 37.9

Base (unweighted)

East Midlands 621 52

Rest of England 6111 547

Base (weighted)

East Midlands 577 52

Rest of England 6122 571

a An individual can have more than one CMD.

CMDa

Table 2.6

Any CMD and depressive episode
(observed), by employment status
for East Midlands and the rest of
England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

Depressive episode 1.7 5.2

Any CMD 12.1 13.2

Rest of England

Depressive episode 0.8 4.0

Any CMD 9.7 18.4

Women
East Midlands

Depressive episode 4.6 6.2

Any CMD 23.2 23.1

Rest of England

Depressive episode 1.7 3.5

Any CMD 18.0 21.2

Base (unweighted)

East Midlands

Men 206 125

Women 196 154

Rest of England

Men 1728 1138

Women 1859 1997

Base (weighted)

East Midlands

Men 236 105

Women 181 114

Rest of England

Men 2185 1065

Women 1871 1635

a An individual can have more than one CMD.

CMDa
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Table 2.7

Treatment currently
received for a mental or
emotional problem
(observed), by presence of
CMD in past week for East
Midlands and the rest of
England

All adults 2007

CMD

No CMD CMD
present present

% %

East Midlands

No treatment 96.7 80.8

Treatment –
counselling and/or 
medication 3.3 19.2

Rest of England

No treatment 95.6 75.9

Treatment –
counselling and/or 
medication 4.4 24.1

Base (unweighted)

East Midlands 554 124

Rest of England 5560 1144

Base (weighted)

East Midlands 526 109

Rest of England 5657 1085

Type of
treatment

Table 2.9

Odds ratios and 95% confidence intervals
(CI) for depressive episodes (all adults), by
East Midlands or the rest of England

Region Unadjusted

Odds 95% Odds 95%
ratio CI ratio CI

Rest of 
England 
(reference 
category) 1 1

East 
Midlands 1.81 (1.12,2.94) 1.96 (1.17,3.26)

Adjusted for age,
marital status,
debt status and
employment
status

Table 2.8

Health care services used for a
mental or emotional problem
(observed), by CMD in past week for
East Midlands and the rest of
England

All adults 2007

CMD

No CMD CMD
present present

% %

East Midlands

Inpatient stay in past quarter - -

Outpatient visit in past quarter 0.1 1.2

Spoken with GP in past 2 weeks 1.7 7.9

Spoken with GP in past year 7.1 39.2

Any health care service 7.2 39.2

Rest of England

Inpatient stay in past quarter 0.0 0.4

Outpatient visit in past quarter 0.3 4.1

Spoken with GP in past 2 weeks 0.8 9.9

Spoken with GP in past year 5.7 38.2

Any health care service 5.9 39.1

Base (unweighted)

East Midlands 554 126

Rest of England 5571 1147

Base (weighted)

East Midlands 524 111

Rest of England 5665 1088

Type of health care
service used for a
mental or emotional
reason
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Trauma and posttraumatic
stress disorder 3
Key findings

People in the East Midlands are as likely to have experienced a major trauma in their adult
life, and to have experienced posttraumatic stress symptoms, as people living in the rest of
the country. As was also the case among people with CMD, those screening positive for
posttraumatic stress disorder (PTSD) were less likely to receive outpatient care if they lived
in the East Midlands than if they lived elsewhere in England. 

Screen positive for PTSD
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Summary

Trauma and posttraumatic stress

• Posttraumatic stress disorder (PTSD) is a disabling condition characterised by
flashbacks and nightmares, avoidance and numbing, and hyper-vigilance. It is
different from other psychiatric disorders in that diagnosis requires that symptoms
are caused by an external, traumatic event.

• This chapter presents both rates of experiencing a major traumatic event and of
screening positive for symptoms of current PTSD. ‘A traumatic event’ was defined as
one where an individual experienced, witnessed, or was confronted with life
endangerment, death or serious injury or threat to self or close others. Traumatic
events are distinct from and more severe than generally stressful life events.
Screening positive indicated that clinical assessment for PTSD was warranted (not
that PTSD was necessarily present.

Rates in England and variation by region

• A third (33.3%) of people in England reported having experienced a traumatic event
since the age of 16. Experience of trauma in adulthood was higher in men (35.2%)
than women (31.5%).

• In England, 3.0% of adults screened positive for current PTSD. There was no
significant difference by sex in rates of screening positive for current PTSD (2.6% of
men, 3.3% of women).

• Overall, neither trauma nor PTSD varied with region.

East Midlands compared with the rest of England

• In the East Midlands, 34.4% of people had experienced a traumatic event, similar to
the rate for the rest of the country.

• At 2.0%, the rate of screening positive for PTSD also did not differ between East
Midlands and the rest of the country. This was true for both men and women. 

• The proportion of adults who had experienced a traumatic event in adulthood was
lower among single people in the East Midlands than among single people in the rest
of England (22.1% and 30.2% respectively, significant at the 10% level).



3.1 Introduction

Many people will experience one or more traumatic event(s) in their lifetime, such as a
personal assault, a car crash, or witnessing a violent death. While most of these people will
feel symptoms such as distress, insomnia, anxiety or unhappiness, only a minority will
develop a mental health problem such as posttraumatic stress disorder (PTSD) as a result.
Where PTSD does occur, it usually onsets within three months of the event and may persist
for months or even years.1 It is a disabling condition characterised by flashbacks and
nightmares, avoidance and numbing, and hyper-vigilance. In a small proportion of cases
the disorder can follow a chronic course over many years, with eventual transition to an
enduring personality change.

PTSD is different from other psychiatric diagnoses in that it is not just a description of
symptoms but also requires that those symptoms are caused by an external, traumatic
event. ‘Traumatic events’ in the context of PTSD are not merely events that are stressful,
they must be of sufficient severity that a person genuinely fears for their own or a loved
one’s life or safety. Research on trauma and its consequences for mental health relies on
self-reports of traumatic events which could be biased for a variety of reasons. An
underestimation of rate could result from traumas being repressed or simply forgotten.
Furthermore, the victims of traumas might feel ashamed, and therefore might not be
prepared to disclose them.2 The proportion of adults who report having experienced at least
one such traumatic event varies greatly by country, ranging from a majority of people in the
US (61% of men, 51% of women)3 to a minority in Zurich, Switzerland (22% of men, 31% of
women).4 Other than APMS 2007, there are no data available on regional variation in rates of
PTS in England.

The association between exposure to trauma and the development of symptoms of
posttraumatic stress is not fully understood. It involves a complex interplay between factors
related to the trauma, neurobiology, and psychosocial influences. All of these inform an
individual’s vulnerability or resilience to developing PTSD as a result of exposure to trauma.5

Some socio-demographic factors, such as sex, age, ethnicity and income have also been
shown to be associated with different risk factors for developing PTSD after trauma
exposure. 

In this chapter the prevalence for the East Midlands and the rest of England of both major
trauma in adulthood and of screening positive for PTSD in the past week, are presented.
Associations with age, sex, marital status, household composition, employment status and
levels of service use and treatment are also included, and the profile by these variables in
the East Midlands compared to the rest of England are examined.

3.2 Definitions and assessment

3.2.1 Traumatic stressors and posttraumatic stress disorder (PTSD)

Traumatic stressors

Both the International Classification of Disease (ICD-10)6 and the DSM-IV7 definitions of
PTSD are distinct from definitions of other psychiatric disorders in that diagnosis requires
exposure to an external, traumatic stressor. ICD-10 describes a traumatic stressor as: ‘a
stressful event or situation (of either brief or long duration) of an exceptionally threatening or
catastrophic nature, which is likely to cause pervasive distress in almost anyone.’ 

According to DSM-IV, traumatic stressors are events in which an individual experiences,
witnesses, or is confronted with life endangerment, death, or serious injury or threat to self
or others. Traumatic stressors are distinct from and more severe than generally stressful life
events, such as divorce or expected bereavement.

Posttraumatic stress disorder (PTSD)

Individuals responding to a traumatic stressor with feelings of fear, horror or helplessness
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may develop PTSD symptoms as a result. Symptoms can develop within weeks, but
according to ICD-10, onset is almost always within six months. It may take many more
months or even years before a person will choose to present to services: delay in seeking
help is very common in PTSD although true delay in the onset of symptoms much less so.
The symptoms are grouped into three clusters: 
• Re-experiencing (reliving the trauma through intrusive memories, dreams or nightmares);
• Avoidance and numbing (avoidance of activities and situations reminiscent of the trauma

and a general sense of numbness and emotional blunting); and
• Hyperarousal (including angry outbursts, hyper-vigilance, and an exaggerated startled

response).

DSM-IV requires that symptoms from each cluster be present for a full diagnosis of PTSD to
be made. The ICD-10 criteria for ‘Post-traumatic stress disorder’ (F43.1) are similar, but
place less emphasis on emotional numbing.

3.2.2 Trauma Screening Questionnaire (TSQ)

The APMS 2007 computer assisted self-completion (CASI) included the Trauma Screening
Questionnaire (TSQ), a short screening tool designed to identify likely cases of current
PTSD (those exhibiting symptoms in the past week at or above the threshold for PTSD).8

Respondents were first asked whether or not a traumatic event or experience had
happened to them at any time in their life. To clarify the nature and severity of traumatic
stressor that should be included, the following was stated:

‘The term traumatic event or experience means something like a major natural disaster, a
serious automobile accident, being raped, seeing someone killed or seriously injured,
having a loved one die by murder or suicide, or any other experience that either put you or
someone close to you at risk of serious harm or death.’ 

Respondents were not asked to specify the nature or number of events experienced. This
was in part because the direct enquiry required to gather this information can be long and
the space available for new questions on the 2007 survey was strictly limited.9 Those
stating that they had experienced a major trauma were asked when this had last occurred; if
this was since the age of 16 they were asked to consider the following reactions that
sometimes occur after a traumatic experience: 

The TSQ consists of the re-experiencing and arousal items from the Posttraumatic Stress
Symptom Scale – Self-Report, which is aligned to DSM-IV criteria.10 It does not cover the
DSM-IV criteria related to avoidance and numbing.11 However, unlike true diagnostic
measures such as structured clinical interviews, screening instruments need not include all
items corresponding to specific diagnostic criteria but may be based on any measures that
best predict the criterion diagnosis. NICE guidelines identify the TSQ as one of two screens
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The Trauma Screening Questionnaire (TSQ)

Have you experienced, at least twice in the past week... Yes/No

• Upsetting memories or thoughts about the event that have come into your 
mind against your will?

• Upsetting dreams about the event?
• Acting or feeling as though the event were happening again?
• Feeling upset by reminders of the event?
• Bodily reactions (such as fast heartbeat, stomach churning, sweatiness, 

dizziness) when reminded of the event?
• Difficulty falling or staying asleep?
• Irritability or outbursts of anger?
• Difficulty concentrating?
• Heightened awareness of potential dangers to yourself and others?
• Being jumpy or being startled at something unexpected?



with the greatest potential for use in primary care. It was selected from the screens available
for the following reasons, it:
•Performs well: it has been validated on independent samples, after different types of
traumatic stressor,13 and has been used on a major general population survey;14

•Was the only screen identified that used two response options: yes/no coding is the
preferred format for computer assisted self-completion;15 and
•Was one of the shortest. 

The TSQ is scored by giving one point to each item experienced twice or more in the past
week: a total of six or more out of the possible ten indicated a positive screen for PTSD. All
respondents with a score of five or less were designated as screen negative. The TSQ was
not designed or validated to assess posttraumatic stress responses to events occurring in
childhood. Only respondents who reported a traumatic event since age 16 were filtered to
the screening questions: those with a traumatic event only in childhood were coded as
screen negative for current PTSD. 

It should also be noted that diagnosis of PTSD requires a full clinical assessment. In this
chapter reference is made to ‘screening positive’ for PTSD. Screen-positive rates are likely
to represent an overestimate of the true prevalence of a disorder. 

3.3 Results

3.3.1 Trauma in adulthood and screening positive for current PTSD, 
by region and sex

The proportion of adults in the East Midlands reporting a traumatic event since the age of
16 was 34.4%, and the proportion screening positive for current PTSD was 2.0%. These
proportions did not vary overall with region. Table 3.1, Figure 3.1

While the rate of current PTSD appeared to be very low in the East Midlands, there was not
a significant difference between East Midlands and the rest of England (combined).

Figure 3.2

3.3.2 Variation by other characteristics

Age group

The pattern of association between reporting a trauma and age group was similar in East
Midlands and the rest of England (for both men and women). That is, for both East Midlands
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Trauma experienced since age 16, by Government Office Region
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and the rest of England, the highest proportion of people reporting trauma in adulthood was
in the age group 40-59 (47.7% in the East Midlands and 40.3% in the rest of England). 

For screening positive for current PTSD, the highest rate in both the East Midlands and the
rest of England was among the youngest age group (2.7% and 4.3% respectively). The
lowest rate was in the oldest age group: there were no respondents in the East Midlands
sample aged 60 or over who screened positive for current PTSD. Table 3.2

Marital status

The East Midlands pattern of association between trauma in adulthood and marital status
was significantly different to that for the rest of England. In the East Midlands, married and
cohabiting people had a higher rate of experiencing trauma in adulthood than those who
were widowed, divorced or separated, whereas in the rest of England the rate among
married and cohabiting people was lower. Also, the prevalence of trauma in adulthood was
lower among single people in the East Midlands than among single people in the rest of
England (22.1% and 30.2% respectively, significant at the 10% level). Table 3.3, Figure 3.3

However, the patterns of association between screening positive for current PTSD and
marital status were the same for the East Midlands and the rest of England. Single people
had the highest rate of screening positive for current PTSD in both the East Midlands and in
the rest of England (4.2% and 4.9% respectively). Figure 3.3

Household type

The pattern of association between having experienced trauma and the type of household
lived in, was similar for the East Midlands and the rest of England. This was also true for
screening positive for current PTSD. Table 3.4

Debt status

Likewise, in both the East Midlands and the rest of England, people with any debt were
more likely to have experienced trauma in adulthood than those without any debt. This
pattern was also true for screening positive for current PTSD: in the East Midlands, as in the
rest of England, people with any debt were more likely to screen positive for PTSD then
those without debt. Table 3.5

Employment status

The proportion of people reporting trauma in adulthood by employment status did not differ
significantly between the East Midlands and the rest of England (for men or for women).
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Screen positive for posttraumatic stress disorder (PTSD), 
by Government Office Region

P
er

ce
nt

Figure 3.2

0

1

2

3

4

5

6

Government Office Region

North East

North West

Yorkshire and 

the Humber

East Midlands

West Midlands

East of England

London

South East

South West



Those in employment, both in the East Midlands and in the rest of England, were more
likely to report a trauma than those who were unemployed or economically inactive.
Alternatively, for both the East Midlands and the rest of England, employed people were
less likely to screend positive for current PTSD than people who were unemployed or
economically inactive (but again the pattern was not significantly different in the East
Midlands compared to in the rest of England). Table 3.6, Figures 3.4 and 3.5

3.3.3 Treatment and service use

Overall, the likelihood of being in receipt of treatment (counselling and/or medication) did
not differ significantly between the East Midlands and elsewhere in England. 

Both trauma in adulthood and screening positive for current PTSD increased the likelihood
of being in receipt of treatment or not. This was the case in both the East Midlands and the
rest of England. For those who had experienced a major trauma or screened positive for
current PTSD, the rate of treatment in the East Midlands was not significantly different from
the rate of treatment in the rest of England (for screening positive for current PTSD this non-
significant finding could be due to the low numbers involved). Table 3.7
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However, region and PTSD both had independent effects on outpatient stay. People in the
East Midlands (with and without PTSD) were less likely to have received help in the form of
outpatient care in the past quarter than people (with and without PTSD) in the rest of
England. This finding is similar to the pattern found for common mental disorders in
Chapter 2. Table 3.8
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Trauma in adulthood and screen positive for current PTSD (observed and age-standardised), by regiona

and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

Trauma since 16 31.4 33.6 32.5 36.3 39.6 34.6 33.7 39.1 35.5 35.2 35.1

PTSD screen positive 2.4 3.3 3.0 1.6 4.7 1.9 2.8 1.8 2.0 2.6 2.7

Age standardised

Trauma since 16 31.0 33.8 33.4 36.2 39.5 34.9 33.7 38.0 35.5 35.2 35.1

PTSD screen positive 2.5 3.5 3.1 1.7 4.9 1.9 2.5 2.1 2.1 2.7 2.7

Women
Observed

Trauma since 16 29.1 30.6 29.5 32.3 32.9 32.1 29.7 32.5 33.6 31.5 31.4

PTSD screen positive 4.7 3.2 2.8 2.4 5.0 2.4 3.9 2.8 2.9 3.3 3.4

Age standardised

Trauma since 16 28.7 30.9 29.5 30.8 33.1 32.4 30.3 32.2 33.4 31.5 31.5

PTSD screen positive 4.5 3.3 2.8 2.7 4.6 2.6 3.7 2.8 2.9 3.3 3.3

All adults
Observed

Trauma since 16 30.2 32.0 30.9 34.4 36.2 33.3 31.6 35.8 34.5 33.3 33.2

PTSD screen positive 3.6 3.2 2.9 2.0 4.9 2.2 3.4 2.3 2.5 3.0 3.1

Age standardised

Trauma since 16 29.7 32.3 31.4 33.6 36.2 33.6 31.9 35.1 34.4 33.3 33.2

PTSD screen positive 3.6 3.4 2.9 2.2 4.8 2.3 3.2 2.5 2.5 3.0 3.1

Base (unweighted)

Men 177 467 326 317 335 374 313 319 482 3110 2793

Women 254 609 453 339 428 473 462 403 676 4097 3758

Base (weighted)

Men 168 482 352 323 363 397 502 362 546 3495 3172

Women 203 498 380 286 386 414 569 360 616 3711 3425

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England.  The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

b A ‘trauma’ is an event of such severity that a person fears for their own or a loved one’s life or safety.

Traumab since 16
and current
PTSD screen
positive

Table 3.1
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Table 3.2

Trauma in adulthood and screen
positive for current PTSD, by age
and sex for East Midlands and the
rest of England

All adults 2007

Age group

16-39 40-59 60+

Men
East Midlands

Trauma since 16 28.7 47.7 32.4

PTSD screen positive 2.7 1.5 -

Rest of England

Trauma since 16 31.9 40.3 33.6

PTSD screen positive 4.3 2.1 0.9

Women
East Midlands

Trauma since 16 24.0 37.1 35.4

PTSD screen positive 4.8 1.8 -

Rest of England

Trauma since 16 28.6 35.7 30.5

PTSD screen positive 3.6 4.9 1.2

Base (unweighted)

East Midlands

Men 97 114 106

Women 101 132 106

Rest of England

Men 859 946 988

Women 1197 1207 1354

Base (weighted)

East Midlands

Men 132 114 77

Women 94 120 71

Rest of England

Men 1314 1065 793

Women 1362 1106 957

a A ‘trauma’ is an event of such severity that a person
fears for their own or a loved one’s life or safety.

Traumaa since 16
and current PTSD
screen positive

Table 3.3

Trauma in adulthood and screen positive
for current PTSD (observed), by marital
status for East Midlands and the rest of
England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

% % %

East Midlands

Trauma since 16 37.3 22.1 36.7

PTSD screen positive 1.1 4.2 3.3

Rest of England

Trauma since 16 32.8 30.2 40.0

PTSD screen positive 2.1 4.9 4.3

Base (unweighted)

East Midlands 397 103 156

Rest of England 3637 1283 1631

Base (weighted)

East Midlands 416 112 80

Rest of England 4123 1521 953

Trauma since 16
and current
PTSD screen
positive

Table 3.4

Trauma in adulthood and screen positive for current
PTSD (observed) by household type for East
Midlands and the rest of England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

Trauma since 16 34.4 37.7 32.7 32.6

PTSD screen positive 2.7 3.2 1.5 - 

Rest of England

Trauma since 16 37.1 32.5 30.5 31.9

PTSD screen positive 4.0 3.5 3.4 1.2

Base (unweighted)

East Midlands 215 149 91 201

Rest of England 2041 1439 846 2225

Base (weighted)

East Midlands 182 152 141 133

Rest of England 1933 1548 1528 1588

Trauma since
16 and current
PTSD screen
positive
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Table 3.5

Trauma in adulthood and
screen positive for current
PTSD (observed), by
equivalised household income
for East Midlands and the rest
of England 

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

Trauma since 16 33.4 45.1

PTSD screen positive 1.2 8.4

Rest of England

Trauma since 16 32.6 40.6

PTSD screen positive 2.5 9.5

Base (unweighted)

East Midlands 600 51

Rest of England 5975 536

Base (weighted)

East Midlands 553 51

Rest of England 5996 562

Trauma since
16 and current
PTSD screen
positive

Table 3.6

Trauma in adulthood and screen
positive for current PTSD
(observed), by employment status
and sex for East Midlands and the
rest of England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

Trauma since 16 39.6 28.7

PTSD screen positive 1.6 1.7

Rest of England

Trauma since 16 35.5 34.4

PTSD screen positive 1.7 4.9

Women
East Midlands

Trauma since 16 32.5 32.1

PTSD screen positive 2.3 2.5

Rest of England

Trauma since 16 32.2 30.6

PTSD screen positive 2.9 3.9

Base (unweighted)

East Midlands

Men 199 118

Women 190 149

Rest of England

Men 1699 1094

Women 1826 1932

Base (weighted)

East Midlands

Men 224 99

Women 176 110

Rest of England

Men 2149 1023

Women 1839 1586

Trauma since
16 and current
PTSD screen
positive 
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Table 3.7

Treatment currently received for a mental or
emotional problem (observed), by trauma in
adulthood and screen positive for current PTSD
for East Midlands and the rest of England

All adults 2007

Trauma in Screen positive for 
adulthood current PTSD

Trauma No trauma Present Not
since 16 since 16 present

% % % %

East Midlands

No treatment 92.3 94.6 [63.4] 94.3

Treatment –
counselling and/or 
medication 7.7 5.4 [36.6] 5.7

Rest of England

No treatment 90.5 93.5 72.1 93.1

Treatment –
counselling and/or 
medication 9.5 6.5 27.9 6.9

Base (unweighted)

East Midlands 234 420 13 641

Rest of England 2239 4295 199 6335

Base (weighted)

East Midlands 207 399 10 596

Rest of England 2186 4398 200 6383

Type of
treatment
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Table 3.8

Health care services used for a mental or emotional
problem (observed), by trauma in adulthood and screen
positive for current PTSD for East Midlands and the rest of
England

All adults 2007

Trauma in Screen positive for 
adulthood current PTSD

Trauma No trauma Present Not
since 16 since 16 present

% % % %

East Midlands

Inpatient stay in past quarter - - [-] -

Outpatient visit in past quarter 0.6 0.1 [3.7] 0.2

Spoken with GP in past 2 weeks 3.3 2.6 [11.0] 2.7

Spoken with GP in past year 18.1 9.9 [63.6] 11.7

Any health care service 18.1 10.0 [63.6] 11.8

Rest of England

Inpatient stay in past quarter 0.0 0.1 0.5 0.1

Outpatient visit in past quarter 1.1 0.8 6.9 0.7

Spoken with GP in past 2 weeks 3.3 1.6 11.6 1.9

Spoken with GP in past year 15.5 8.6 45.4 9.8

Any health care service 15.8 8.9 47.5 10.1

Base (unweighted)

East Midlands 235 420 14 641

Rest of England 2244 4304 200 6348

Base (weighted)

East Midlands 210 397 12 595

Rest of England 2190 4404 201 6394

Type of
treatment
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Suicidal thoughts, suicide
attempts and self-harm 4
Key findings

While men living in the East Midlands had a higher rate of attempted suicide than men living
elsewhere, the completed suicide rate in the region is similar to that for the rest of England.
The profile of people who attempt (but do not complete) suicide is known to differ from that
of those who do complete suicide. One explanation for the disparity in the East Midlands
figures may be the high likelihood in East Midlands of seeking support after a suicide
attempt, possibly reducing the risk of further attempts. The high rate of suicidal thoughts
among young women in East Midlands is in keeping with the high depression rate identified
in this group in Chapter 2.

Suicide attempts among men



50 MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 4: SUICIDE AND SELF-HARM

Summary

Suicidal thoughts attempts and self-harm

• This chapter presents estimates of the prevalence of suicidal thoughts, non-fatal
suicide attempts and self-harm for the East Midlands and the rest of England.
Questions about lifetime experience of these were asked both in the face-to-face
interview and in the self-completion. 

• A higher proportion of people reported suicidal thoughts, attempts and self-harm
when asked as self-completion questions than when asked face-to-face. In this
chapter prevalence estimates from both methods are presented by region; only the
self-completion results are analysed by other characteristics.

Rates in England and regional variation

• In England, 16.7% of people said that they had considered killing themselves at
some point in their life. 5.6% reported having attempted suicide and 4.9% reported
having engaged in self-harm. The rate of each of these broadly declined with age.

• Overall (for men and women combined), suicidal thoughts, suicide attempts and self-
harm did not vary significantly by region.

East Midlands compared with the rest of England

• Men in the East Midlands had the highest rate of attempted suicide (self-completion)
of any Government Office Region. The prevalence of suicide attempts among men in
the East Midlands was 6.6% compared with 4.1% in the rest of England. This was
particularly marked for the age group 40-59, with prevalence rates of 9.2% in the
East Midlands and 4.8% in the rest of England.

• Women in the East Midlands aged 16-39 had a higher prevalence of suicidal thoughts
than women of the same age in the rest of England (34.0% and 21.7% respectively).

Help seeking behaviour among people who have attempted suicide

• 69.6% of those who had reported having attempted suicide in the East Midlands said
that they had sought help following the last attempt, compared to 58.7% in the rest
of England.



4.1 Introduction

Suicide is a significant cause of mortality in England and remains a key area of concern,
despite government targets to reduce the death rate by suicide. A National Suicide Strategy
for England was published in 2002 which set out to implement the target of reducing the
death rate by suicide by at least a fifth by 2010. While progress has been made towards this
Department of Health target – the suicide rate has fallen since the 1990s and in 2006 was
the lowest on record – the rate of decline has slowed.1 In addition, the current recessionary
climate has further raised concerns, and recent suicide rate figures suggest a slight upturn.

Suicidal thoughts, suicide attempts and self-harm are of particular interest because of their
power in predicting who is likely to go on to complete a suicide attempt. Knowledge of the
epidemiology of suicide is essential to plan services and target interventions at the right
groups. Official statistics on recorded suicides (official suicides and undetermined deaths)
provide a profile of people who have completed a suicide attempt, but cannot provide detail
about their lifetime experiences or precise socio-demographic circumstances. Research
with people who have attempted suicide can provide more in-depth data, but excludes
those people, mostly male, who kill themselves at the first attempt.2 There is therefore the
need to look at suicidal thoughts, as well as attempts.

Among those who engaged in non-fatal self-harm (with suicidal intent or not) many either
do not consult health services or, if they do, are not identified as being suicidal. Data
routinely collected for administrative health datasets cannot therefore provide a complete
profile of this group. A general population survey may give a more representative picture of
the epidemiology of suicidal thoughts, attempts and self-harm than studies among only
those who have contacted health services.

This chapter presents general population estimates of the prevalence of suicidal thoughts,
suicide attempts and self-harm for the East Midlands and the rest of England. The
relationships between these and age, sex and other demographic characteristics are also
discussed, along with any differences in these relationships between the East Midlands and
the rest of England.

4.2 Definitions and assessment

4.2.1 Suicidal thoughts, suicide attempts and self-harm

The term ‘suicidal thoughts’ used in this analysis has a narrow definition – it includes only
those respondents who reported thinking about taking their own life. The suicidal thoughts
variable was not derived from reporting feelings about ‘life not being worth living’ or
‘wishing to be dead’ (which were also asked in the APMS questionnaire). Self-harm without
suicidal intent included acts such as cutting, burning, swallowing objects, and other self-
inflicted injuries.

4.2.2 Assessment

Face to face questions

As in APMS 2000, all respondents were asked a number of questions about suicidal
thoughts, suicide attempts, and self-harm without suicide intent, in the face to face section
of the interview.3 The questions form part of the Revised Clinical Interview Schedule (CIS-
R). For the purposes of the analysis in this chapter, suicidal thoughts, attempts and self-
harm were assessed using the following questions:
• Have you ever thought of taking your life, even though you would not actually do it?
• Have you ever made an attempt to take your life, by taking an overdose of tablets or in

some other way?
• Have you ever deliberately harmed yourself in any way but not with the intention of killing

yourself?
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A positive response to suicidal thoughts or attempts was followed up with a question on
whether this last occurred in the past week, past year or longer ago. 

Self completion questions

While questions about suicidal thoughts, attempts and self-harm needed to be asked face
to face in order to retain comparability with the previous APMS survey, it was also
recognised that some respondents may choose not to report if asked face to face. For this
reason, in the 2007 survey, the three lifetime prevalence questions listed above (a subset of
the full section administered face to face) were also asked of all respondents a second time,
later on in the interview, using a self-completion method (Computer Assisted Self Interview). 

For all three questions the overall proportion of respondents giving a positive response was
higher when asked as a self-completion question than when asked face to face. Table 4a

Questions used for results in this chapter

Data collected in the face to face interviews were used to look at reporting of treatment and
help seeking. All further analyses of the data on suicidal thoughts, attempts and self-harm
in this chapter draw on data collected in the self-completion only, as we believe these to be
the more accurate.

4.3 Results

4.3.1 Suicidal thoughts, suicide attempts and self-harm by region and sex

17.6% of adults in the East Midlands region have had suicidal thoughts at some point in
their life (self-completion), 6.9% have attempted suicide and 5.4% had deliberately self-
harmed (without the intention of killing themselves). 

For men, the rate of attempted suicide was significantly higher in the East Midlands than in
the rest of England (self-completion). This is interesting given that the East Midlands has a
comparable rate of completed suicide and injury undetermined (7.48 per thousand) with
that of England as a whole (7.76).5 6.6% of men in the East Midlands sample reported
having attempted suicide in their lifetime (self-completion), compared with 4.1% of men in
the rest of England. The rate of suicide attempts as reported in the face to face interview did
not differ significantly for men (p=0.108), and neither suicidal thoughts nor self-harm
differed significantly between the East Midlands and the rest of England for men. For
women, none of these measures differed significantly between the East Midlands and the
rest of England. This was true for both the face-to-face and the self-completion estimates. 

Table 4.1, Figures 4.1, 4.2, 4.3, 4.4
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Table 4a

Prevalence of suicidal thoughts,
suicide attempts and self-harm
ever, using face to face and self
completion methods

All respondents 2007

Face to Self
face completion

Suicidal thoughts (ever) 13.7 16.7

Suicide attempts (ever) 4.8 5.6

Self-harm (ever) 3.4 4.9

Bases (unweighted)a 7389 7323

Bases (weighted) 7381 7316

a Bases shown for respondents who answered
questions about suicidal thoughts. The base size for
self-completion is smaller than for face to face as a
small number of respondents did not complete the
self-completion section. The higher reporting in self-
completion holds even where the base for the face
to face is restricted to those also doing the self-
completion.



4.3.2 Variation by other characteristics

Age group

For men in all age groups the rate of attempted suicide was higher in the East Midlands than
in the rest of England. The difference was particularly marked for the middle age group (40-
59), where the rate of male suicide attempts in the East Midlands was nearly double that in
the rest of England (9.2% and 4.8% respectively).

Among women, while the overall rates of suicidal thoughts, suicide attempts and self-harm
in the East Midlands did not differ significantly from the rates in the rest of England, there
was an interaction effect between age group and region for suicidal thoughts (p=0.053).
That is, the pattern of association between suicidal thoughts and age group was different in
the East Midlands to the pattern in the rest of England. In the East Midlands, younger
women (aged 16-39) had a much higher rate of suicidal thoughts than those aged 40-59
(34.0% and 18.9% respectively). Whereas in the rest of England, the rate of suicidal
thoughts in younger women was lower than the rate in the middle age group (21.7% and
23.6% respectively). Additionally, the proportion of younger women in the East Midlands
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who had ever thought of taking their own life was significantly different from the proportion
in the rest of England: 34.0% of women aged 16-39 in the East Midlands had ever had
suicidal thoughts compared with 21.7% in the rest of England. Table 4.2, Figures 4.5 and 4.6

Marital status

Suicidal thoughts, suicide attempts and self-harm had the same pattern of association with
marital status in the East Midlands as in the rest of England. Married and cohabiting people
had the lowest rates of suicidal thoughts and suicide attempts, while widowed, divorced or
separated people had the lowest rate of self-harm. Table 4.3

Household type

The patterns of association between suicidal thoughts, suicide attempts and self-harm and
household type were the same in the East Midlands as in the rest of England. Households
with 1 or 2 adults aged 16-39 and no children had the highest rates of suicidal thoughts and
suicide attempts, while small and large family households had the highest rate of self-harm.

Table 4.4
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Ever self-harmed, by Government Office Region 
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Ever attempted suicide by region, among men (self-completion)
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Debt status

People with any debt were much more likely than those without debt to have suicidal
thoughts, attempt suicide, or to self-harm, both in the East Midlands region and the rest of
the country. Table 4.5

Employment status

Women in employment were more likely than women who were unemployed or
economically inactive to have had suicidal thoughts, but were less likely to have attempted
suicide. This was true in both the East Midlands and the rest of England. 

For men, the rates of suicidal thoughts were the same (that is, not significantly different) for
the employed and unemployed or economically inactive groups, but those who were
unemployed or economically inactive were more likely to attempt suicide. Again, this was
true for both the East Midlands and the rest of England. 

For all England, the rate of self-harm was higher in adults who were unemployed or
economically inactive (compared to those in employment – 5.7% compared to 3.8%). While
this pattern did not appear to hold for the East Midlands, this difference was not significant.
All other differences between the employed and unemployed or economically inactive
groups were not significant (for both the East Midlands and the rest of England). Table 4.6
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4.3.3 Help seeking behaviour

All adults who stated in the face to face interview that they had ever attempted suicide were
asked whether they had sought help from anyone following the most recent attempt. Adults
in the East Midlands who had attempted suicide were more likely to report seeking help
after the attempt than adults living in the rest of England (69.6% and 58.7%
respectively,p=0.05). Table 4.7

4.3.4 Regression analysis

To examine the relationship between region and suicide attempts for men in more detail we
undertook logistic regression analysis. The unadjusted odds ratio for the East Midlands
compared to the rest of England was 1.66. That is, for men, the odds of attempting suicide
were 1.66 times higher in the East Midlands compared to the odds in the rest of England.

The demographic profile for men was similar in the East Midlands compared to the rest of
England, so we would not expect the inclusion of demographic variables in the regression
model to have a big effect. Indeed, when we controlled for age, marital status, household
type, debt status and employment status, region was still significant (although only at the
10% level, p=0.073), and the odds ratio was reduced slightly to 1.62 (demographic
variables to include in the model were decided by the stepwise procedure). So our
conclusion remains: the odds of attempting suicide in the East Midlands (for men) were
higher than for men living in the rest of England, even when various other factors were taken
into account.
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Lifetime suicidal thoughts, suicide attempts and self-harm (face-to-face and self-completion, observed
and age-standardised), by regiona and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

Face-to-face

Suicidal thoughts 10.0 10.9 13.4 13.6 11.5 12.7 10.4 10.9 13.7 12.0 11.8

Suicide attempts 3.5 3.9 3.5 6.1 2.9 5.3 2.9 1.5 3.8 3.7 3.4

Self-harm 1.5 3.6 3.5 4.5 3.7 2.7 3.8 3.5 3.0 3.4 3.3

Self-completion

Suicidal thoughts 9.5 15.8 14.7 14.4 13.1 15.0 13.4 10.9 15.7 14.0 14.0

Suicide attempts 4.5 4.4 5.9 6.6 3.2 5.2 3.4 2.0 4.3 4.3 4.1

Self-harm 6.6 4.7 4.9 6.1 3.6 3.3 3.9 4.6 3.7 4.4 4.2

Age-standardised

Suicidal thoughts 10.5 11.1 13.8 13.3 11.4 13.3 9.8 10.5 14.1 12.1 11.8

Suicide attempts 3.7 3.8 3.7 5.8 2.7 5.9 2.6 1.5 3.9 3.7 3.4

Self-harm 1.5 3.4 3.3 4.4 3.4 3.1 3.3 4.1 3.2 3.4 3.3

Self-completion

Suicidal thoughts 9.8 16.0 15.1 13.9 13.0 15.8 12.2 10.3 16.2 14.0 14.0

Suicide attempts 4.7 4.3 6.0 6.3 3.1 5.8 3.1 2.0 4.3 4.3 4.1

Self-harm 6.6 4.5 4.8 6.0 3.3 3.7 3.5 5.4 3.8 4.4 4.2

Women
Observed

Face-to-face

Suicidal thoughts 16.0 13.7 17.1 16.3 19.0 12.8 14.2 16.9 14.6 15.4 15.3

Suicide attempts 6.9 5.3 5.9 5.9 5.9 5.1 6.1 7.6 4.9 5.8 5.8

Self-harm 2.6 4.0 3.0 3.5 4.6 2.7 4.0 4.1 2.4 3.5 3.4

Self-completion

Suicidal thoughts 19.0 19.2 19.1 21.3 21.9 18.6 17.9 20.2 17.7 19.2 19.0

Suicide attempts 6.1 6.9 7.5 7.3 7.4 6.0 8.2 7.0 5.5 6.9 6.8

Self-harm 6.4 4.7 5.6 4.6 6.6 3.5 5.2 7.0 5.5 5.4 5.4

Age-standardised

Face-to-face

Suicidal thoughts 16.2 13.6 17.3 16.5 18.7 13.0 14.4 17.3 14.5 15.5 15.3

Suicide attempts 7.0 5.0 6.0 5.8 5.9 5.3 6.1 7.9 4.8 5.8 5.8

Self-harm 2.6 3.5 3.2 4.3 4.3 2.8 3.8 4.7 2.5 3.5 3.4

Self-completion

Suicidal thoughts 18.8 19.1 19.3 21.8 21.6 19.0 17.7 20.9 17.5 19.3 19.0

Suicide attempts 6.3 6.7 7.5 7.6 7.2 6.0 8.1 7.3 5.4 6.9 6.8

Self-harm 6.4 4.3 5.6 5.6 6.2 3.5 5.0 7.9 5.6 5.4 5.4

Continued…

Suicidal thoughts,
suicide attempts
and self-harm

Table 4.1
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Table 4.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

All adults
Observed

Face-to-face

Suicidal thoughts 13.3 12.3 15.4 14.8 15.4 12.7 12.4 13.9 14.2 13.7 13.6

Suicide attempts 5.3 4.6 4.7 6.0 4.4 5.2 4.6 4.6 4.4 4.8 4.7

Self-harm 2.1 3.8 3.2 4.0 4.1 2.7 3.9 3.8 2.7 3.4 3.4

Self-completion

Suicidal thoughts 14.7 17.5 17.0 17.6 17.6 16.8 15.8 15.6 16.8 16.7 16.6

Suicide attempts 5.4 5.7 6.7 6.9 5.4 5.6 5.9 4.5 5.0 5.6 5.5

Self-harm 6.4 4.7 5.2 5.4 5.1 3.4 4.6 5.8 4.7 4.9 4.8

Age-standardised

Suicidal thoughts 13.6 12.4 15.6 14.8 15.1 13.1 12.3 13.9 14.3 13.8 13.6

Suicide attempts 5.5 4.4 4.9 5.8 4.3 5.6 4.5 4.7 4.4 4.8 4.7

Self-harm 2.1 3.5 3.2 4.4 3.9 2.9 3.6 4.4 2.8 3.4 3.3

Self-completion

Suicidal thoughts 14.7 17.6 17.3 17.6 17.4 17.4 15.1 15.6 16.9 16.7 16.6

Suicide attempts 5.6 5.5 6.8 6.9 5.2 5.9 5.8 4.7 4.9 5.6 5.5

Self-harm 6.5 4.4 5.2 5.8 4.8 3.6 4.3 6.6 4.8 4.9 4.8

Base (unweighted)b

Men 178 475 328 328 342 377 321 325 485 3159 2831

Women 258 620 462 347 437 474 466 412 688 4164 3817

Base (weighted)

Men 169 488 353 338 372 402 512 368 549 3551 3213

Women 206 506 386 292 394 415 573 369 625 3765 3474

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England.  The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

b Bases shown are for those responding to the question about suicidal thoughts (self completion); other bases may vary slightly.

Suicidal
thoughts, suicide
attempts and
self-harm
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Table 4.2

Lifetime suicidal thoughts, 
suicide attempts and self-harm
(self-completion), by age group
and sex for East Midlands and the
rest of England

All adults 2007

Age group

16-39 40-59 60+

% % %

Men
East Midlands

Suicidal thoughts 15.0 20.3 4.8

Suicide attempts 6.4 9.2 3.2

Self-harm 9.6 5.7 0.5

Rest of England

Suicidal thoughts 16.7 16.4 6.3

Suicide attempts 4.9 4.8 1.8

Self-harm 6.9 3.7 0.4

Women
East Midlands

Suicidal thoughts 34.0 18.9 9.1

Suicide attempts 10.7 7.0 3.4

Self-harm 11.4 1.4 1.2

Rest of England

Suicidal thoughts 21.7 23.6 10.0

Suicide attempts 7.9 8.3 3.7

Self-harm 9.5 4.6 0.7

Base (unweighted)

East Midlands

Men 103 114 111

Women 102 136 109

Rest of England

Men 872 952 1007

Women 1212 1231 1374

Base (weighted)

East Midlands

Men 142 115 81

Women 94 124 73

Rest of England

Men 1335 1071 807

Women 1375 1127 971

Suicidal thoughts,
suicide attempts
and self-harm

Table 4.3

Lifetime suicidal thoughts, suicide
attempts and self-harm (self-completion,
observed), by marital status for East
Midlands and the rest of England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

% % %

East Midlands

Suicidal thoughts 15.2 23.8 20.6

Suicide attempts 4.9 10.4 12.1

Self-harm 3.7 13.2 2.8

Rest of England

Suicidal thoughts 13.7 21.6 21.0

Suicide attempts 4.5 6.5 8.3

Self-harm 3.5 9.2 3.4

Base (unweighted)

East Midlands 405 110 160

Rest of England 3689 1305 1654

Base (weighted)

East Midlands 425 122 83

Rest of England 4176 1544 966

Suicidal
thoughts,
suicide attempts
and self-harm

Table 4.4

Lifetime suicidal thoughts, suicide attempts and
self-harm (self-completion, observed) by household
type for East Midlands and the rest of England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

Suicidal thoughts 25.8 21.7 12.6 7.6

Suicide attempts 8.6 8.3 6.6 3.6

Self-harm 5.7 8.9 5.6 0.9

Rest of England

Suicidal thoughts 22.4 19.3 15.1 8.4

Suicide attempts 7.3 6.9 4.5 2.9

Self-harm 6.2 6.6 5.8 0.6

Base (unweighted)

East Midlands 219 151 97 208

Rest of England 2074 1457 853 2264

Base (weighted)

East Midlands 184 154 153 138

Rest of England 1966 1563 1542 1615

Suicidal
thoughts,
suicide
attempts and
self-harm
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Table 4.5

Lifetime suicidal thoughts,
suicide attempts and self-
harm (self-completion,
observed), by debt status for
East Midlands and the rest of
England 

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

Suicidal thoughts 15.2 42.5

Suicide attempts 5.3 23.3

Self-harm 4.0 21.3

Rest of England

Suicidal thoughts 15.3 30.9

Suicide attempts 4.6 15.0

Self-harm 3.9 14.5

Base (unweighted)

East Midlands 617 52

Rest of England 6068 543

Base (weighted)

East Midlands 572 52

Rest of England 6082 567

Suicidal
thoughts, suicide
attempts and
self-harm

Table 4.6

Lifetime suicidal thoughts, 
suicide attempts and self-harm
(self-completion, observed), by
employment status and sex for
East Midlands and the rest of
England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

Suicidal thoughts 15.2 12.5

Suicide attempts 6.6 6.7

Self-harm 6.9 4.3

Rest of England

Suicidal thoughts 13.6 14.7

Suicide attempts 3.2 5.9

Self-harm 3.4 5.8

Women
East Midlands

Suicidal thoughts 23.0 18.6

Suicide attempts 6.2 9.1

Self-harm 5.3 3.6

Rest of England

Suicidal thoughts 20.5 17.4

Suicide attempts 6.1 7.7

Self-harm 5.9 4.9

Base (unweighted)

East Midlands

Men 206 122

Women 194 153

Rest of England

Men 1717 1114

Women 1853 1964

Base (weighted)

East Midlands

Men 236 102

Women 179 113

Rest of England

Men 2170 1042

Women 1863 1611

Suicidal
thoughts,
suicide
attempts and
self-harm



62 MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 4: SUICIDE AND SELF-HARM

Table 4.7

Sought help
following last 
suicide attempt 
(face to face), for
East Midlands and
the rest of England

Adults who reported 
(face to face) having 
ever attempted 
suicide 2007

Whether 
sought 

help

%

East Midlands

Sought help 69.6

Did not seek help 30.4

Rest of England

Sought help 58.7

Did not seek help 41.3

Base (unweighted)

East Midlands 40

Rest of England 346

Base (weighted)

East Midlands 38

Rest of England 314

Table 4.8

Odds ratios and 95% confidence 
intervals (CI) for men having ever
attempted suicide, by East Midlands and
the rest of England

Region Unadjusted

Odds 95% Odds 95%
ratio CI ratio CI

Rest of 
England 
(reference 
category) 1 1

East 
Midlands 1.66 (1.01-2.71) 1.62 (0.96-2.75)

Adjusted for age,
marital status,
debt status and
employment
status
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Attention deficit
hyperactivity disorder 5
Key findings

The prevalence of attention deficit hyperactivity disorder (ADHD) seems evenly distributed
between regions. The likelihood that people screening positive for ADHD are in contact with
some form of health services also does not vary with region. 

Screen positive for ADHD
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Summary

Attention deficit hyperactivity disorder (ADHD)

• This chapter presents data on the prevalence of traits of attention deficit hyperactivity
disorder (ADHD) among adults in the East Midlands and the rest of England. A score
of four or more on the Adult Self-Report Scale-v1.1 (ASRS) for ADHD characteristics
was considered to be a positive screen, indicating that a clinical assessment for
ADHD may be warranted.

Rates in England and regional variation 

• In England, 8.2% of adults screened positive for ADHD and 0.6% reported all six
ADHD characteristics. Screening positive for ADHD did not vary significantly
between men and women.

• In England, the prevalence of screening positive for ADHD decreased with age.
Marital status, household income, employment status and educational qualifications
were all also associated with screening positive for ADHD.

• There was no association between prevalence of ADHD and region.

East Midlands compared with the rest of England

• Rates of screening positive for ADHD were similar in the East Midlands and the rest
of England. This was also true for the proportion reporting all six characteristics of
ADHD.

• There were no significant interactions between region (East Midlands versus the rest
of England), ADHD and any of the demographic characteristics examined in this
chapter (age group, marital status, household type, debt status, and employment
status). That is, the pattern of screening positive for ADHD by each of these variables
was similar in the East Midlands and the rest of England.

Treatment and service use among people with ADHD

• A fifth (20%) of adults in England who screened positive for ADHD were in receipt of
no medication, counselling or therapy for a mental health or emotional problem.
Among adults screening positive for ADHD, antidepressant medication was the most
common type of medication taken in the past year. This was true in both the East
Midlands and the rest of England.



5.1 Introduction

While attention deficit hyperactivity disorder (ADHD) is a widely recognised complex
developmental disorder in childhood, it is only in recent years that persistence of ADHD
characteristics into adulthood has gained some recognition and become the focus of
research and clinical attention.1 At present, there is a lack of epidemiological data on the
prevalence of ADHD in the adult population, particularly for England. The National Institute
for Health and Clinical Excellence (NICE) reports that ADHD can persist into adulthood and
cause impairment, although questions remain over the level of ADHD symptoms that
should be considered grounds for intervention and whether symptoms take a different form
in adulthood. As many as 2% of adults worldwide may currently be affected by the
disorder.2,3 Longitudinal studies have demonstrated the persistence of ADHD into
adulthood, suggesting that 15% of adults diagnosed with ADHD as children retain the full
diagnosis at the age of 25% and a further 50% are in partial remission with persistence of
some impairing symptoms of ADHD.4

Existing studies have also indicated that prevalence may be higher among particular
population subgroups, most notably men, adults of white ethnic origin, unemployed
people, and previously married individuals.5

If left untreated (which is often the case due to misdiagnosis or even when identified mental
health services for adult ADHD are uncommon in the UK) the presence of ADHD can result
in educational and occupational disadvantage, and in significant social impairments. The
persistence of ADHD characteristics into adulthood can incur high economic costs to
society associated with absenteeism, reduced productivity and poor work performance.6

The social consequences of the adult form of ADHD are also marked, with dysfunctional
patterns of behaviour including poor interpersonal relationships, marital failure and a higher
risk of car accidents.7

Information about the prevalence and treatment use of adults with characteristics of ADHD
in the English population is needed to inform planning for improved diagnosis and service
provision. This chapter presents the general population distribution of the characteristic
behaviours associated with ADHD for the East Midlands and the rest of England, and
examines their association with factors such as age, sex, sociodemographic
characteristics, and the use of treatment and services.

5.2 Definitions and assessment

5.2.1 Attention deficit/hyperactivity disorder (ADHD)

ADHD is defined as a developmental disorder consisting of core dimensions of inattention,
hyperactivity and impulsiveness. Characteristic symptoms and behaviours may include
excessive problems with organisation, difficulties with activities requiring cognitive
involvement, hyperactivity, restlessness and impulsiveness to an extent that causes
significant distress and/or significantly interferes with everyday functioning.8 Although
some of these difficulties may also occur in other mental conditions, ADHD does not involve
significant emotional, perceptual or memory problems.

Two official sets of diagnostic criteria are in current use, the International Classification of
Diseases 10th Revision (ICD-10)9 and the Diagnostic and Statistical Manual of Mental
Disorders fourth edition (DSM-IV).10 The ICD-10 uses a more restricted set of criteria, where
ADHD symptoms are grouped as hyperkinetic disorders and diagnosed when all three
characteristics of inattention, hyperactivity and impulsivity are present. This stricter
classification excludes comorbid cases with conditions such as anxiety, personality
disorder and pervasive developmental disorder (see the Glossary). A limitation of the ICD-
10 classification is that it may lead to an under-identification of adult ADHD when it is
present with other conditions. The Diagnostic DSM-IV includes a broader definition of the
disorder and permits the presence of comorbid disorders in diagnosing and treating the
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condition, but a limitation of this approach may be an over identification in individuals who
are primarily suffering from other disorders.ii

5.2.2 Adult ADHD Self-Report Scale-v1.1 (ASRS)

The Adult ADHD Self-Report Scale (ASRS), developed in collaboration with the World
Health Organisation (WHO), was used in the APMS 2007 survey to estimate the prevalence
of possible ADHD.11 The six item ASRS screen is a shortened version of the 18 item
Symptom Checklist scale measuring the frequency of recent DSM-IV Criterion A symptoms
of adult ADHD.12 Evidence has shown the six item screen to have greater sensitivity,
specificity and stronger concordance with clinical diagnosis than the extended 18 item
scale.xiii The screen’s use and validity has been established predominantly in community
samples, though it is suggested that the scale could prove to be a useful measure
complementing more accurate clinical diagnostic assessments.13,14

The ASRS screen was administered face to face to all respondents. The screen consists of
six questions assessing the ADHD characteristics of inattention, hyperactivity and
impulsivity, during the six months prior to interview. Informants who were interviewed were
asked to rate the frequency of these characteristics using a five point response scale:
‘never’, ‘rarely’, ‘sometimes’, ‘often’ and ‘very often’. In this chapter the proportion of adults
reporting four or more characteristics at or above the specified frequency threshold, as well
as the proportion reporting all six characteristics, are shown. Indicating four or more ASRS
items is the threshold recommended to indicate that a clinical assessment for ADHD is
warranted.4 However, the developers of the scale also state that the higher the score the
more likely it is that ADHD is present. Therefore the proportion of the sample meeting the
threshold frequency for all six items is also shown on the tables. Showing the proportion
meeting all six items indicates subgroups with the greatest likelihood of a positive diagnosis
at clinical assessment. 

It can be assumed that the proportion of adults with a score of four or more will be an
overestimate of the true prevalence of adult ADHD, and the proportion with a score of six
may be an underestimate. No clinical assessment of ADHD was undertaken as part of this
study, and the validity of self evaluation of ADHD characteristics should be regarded with
some caution.

The table below shows the questions in the ASRS scale used to screen for possible adult
ADHD and the threshold frequencies. 
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Thinking about now and the past six months…

… how often do you have trouble wrapping up the fine
details of a project, once the challenging parts have
been done? 

… how often do you have difficulty getting things in
order when you have to do a task that requires
organisation?

… how often do you have problems remembering
appointments or things you have agreed to do?

… when you have a task that requires a lot of thought,
how often do you avoid or delay getting started?

… how often do you fidget or squirm with your hands or
your feet when you have to sit down for a long time?

… how often do you feel overly active and compelled to
do things, like you were driven by a motor?

Adult Self-Report Scale-v1.1 (ASRS-V1.1) Screen items and frequency
thresholds

Responses indicating 
whether symptom is 
significant

Sometimes, often, very often 

Sometimes, often, very ofte

Sometimes, often, very often

Often, very often 

Often, very often

Often, very often



Although the ASRS screen is known to have strong concordance with clinical diagnosis,
caution should be taken when interpreting findings based on it. First, self-reported
information is subject to social desirability biases.15 Furthermore, the ASRS does not
include an overall assessment of the level of impairment resulting from the symptoms of
hyperactivity and inattention, pervasiveness across situations such as home and work, and
childhood age of onset; key additional criteria for the diagnosis of ADHD. 

It is important to note that in this chapter, it is the distribution of the ADHD characteristics
measured by ASRS that is presented and not the actual prevalence of ADHD disorder,
which would require a clinical evaluation. 

5.3 Results

5.3.1 Screening positive for ADHD by region and sex

The prevalence of screening positive for ADHD was 7.7% in the East Midlands. This rate did
not vary between Government Office Regions, and the rate for the East Midlands was not
significantly different from the rate for the rest of England. This was the case both for
scoring four or more on the ASRS, and for reporting all 6 characteristics on the screen.

Table 5.1, Figure 5.1, 5.2

5.3.2 Variation by other characteristics

Age group

The proportion of adults screening positive for ADHD by age group did not differ
significantly between East Midlands and the rest of England (for both men and women).
That is, for both East Midlands and the rest of England, the lowest proportion of adults
screening positive for ADHD was in the older age group (60 and over) (2.0% and 4.3%
respectively). Table 5.2

Marital status

The pattern of ADHD prevalence by marital status was the same in the East Midlands as in
the rest of England. Married and cohabiting adults were the least likely to screen positive for
ADHD (7.4% in the East Midlands and 6.8% in the rest of England). Table 5.3

Household type

The pattern of ADHD prevalence by household type was the same in the East Midlands as
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in the rest of England. Households with 1-2 adults aged 60+ and no children had the lowest
proportion of people screening positive for ADHD (3.9% in the East Midlands and 4.0% in
the rest of England). Table 5.4

Debt status

The pattern of ADHD prevalence by debt status (whether in any debt or not) did not differ
between East Midlands and the rest of England. That is, in both the East Midlands and the
rest of England, people with any debt were much more likely to have screened positive for
ADHD than those without any debt. Table 5.5

Employment status

Overall (in the whole of England), adults who are economically inactive or unemployed were
more likely to screen positive for ADHD (for both men and women). While this pattern did
not appear to hold for the East Midlands, the interaction between region and employment
status was not significant. Table 5.6

5.3.3 Treatment and service use

The pattern of treatment prevalence by score on the ASRS screen did not differ between the
East Midlands and the rest of England (the interaction was not significant). That is, in both
the East Midlands and the rest of England people with a score of 4 or more were three times
more likely to receive treatment than those with a score of 0-3. This was true for all types of
service use – the rates of service use in the East Midlands did not differ significantly from
that in the rest of England, and also the pattern of all types of service use by score on the
ASRS screen did not differ between the East Midlands and the rest of England. Table 5.7

In both the East Midlands and in the rest of England, 16% of people screening positive for
ADHD were taking some form of psychoactive medication. Among those screening
positive, antidepressants were the psychoactive drugs most likely to be taken. Even among
people screening positive for ADHD, use of the ADHD-specific medications asked about on
the survey were relatively rare. Table 5.8

References and notes 

1 Nutt, et al. (2006) British Association of Psychopharmacology guidelines. 

2 For further information see: http://www.nice.org.uk/guidance/index.jsp?action=download&o=39062. 

3 For further information see: http://www.nice.org.uk/nicemedia/pdf/ADHDConsNICEGuideline.pdf

68 MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 5: ADHD

Screen positive 
for ADHD (ASRS 
score of 4 or more), 
in East Midlands and 
the rest of England

P
er

ce
nt

Figure 5.2

4 or more All 6
0

1

2

3

4

5

6

7

8

9

East Midlands
Rest of England

ASRS score



4 For further information see: http://www.nice.org.uk/guidance/index.jsp?action=download&o=39062. 

5 Kessler et al. (2006).The prevalence and correlates of adult ADHD in the United States: results from the
National Comorbidity Survey Replication. American Journal of Psychiatry, 163: 716-23.

6 Kessler R, Adler L, Barkley RA (June 2005). The prevalence and effects of adult attention
deficit/hyperactivity disorder on work performance in a nationally representative sample of workers.
Journal of Occupational and Environmental Medicine, 47: 6. 

7 Fayyad J, de Graaf R, Kessler R, et al. (2007). Cross-national prevalence and correlates of adult
attention-deficit hyperactivity disorder. British Journal of Psychiatry, 190: 402-9.

8 Weiss M, Murray C, Weiss G et al. (2002). Adults with attention-deficit/hyperactivity disorder: current
concepts. Journal of Psychiatric Practice, 8: 2. 

9 World Health Organization (1992) The ICD-10 Classification of Mental and Behavioural Disorders: Clinical
Descriptions and Diagnostic Guidelines. Geneva: WHO.

10 American Psychiatric Association (1994) The fourth edition of the Diagnostic and Statistical Manual of
mental Disorders (DSM-IV).

11 Adult ADHD Self-Report Scale-V1.1 (ASRS-V1.1) Screen. WHO Composite International Diagnostic
Interview. World Health Organization (2003, WHO). 

12 DSM-IV Criterion A symptoms are categorised as a clinical diagnosis of adult ADHD requiring a
respondent to have at least six symptoms of either inattention or hyperactivity-impulsivity during the six
months before the interview. 

13 Kessler RC, Adler L, Gruber MJ et al. (2007). Validity of the World Health Organization adult ADHD self-
report scale (ASRS) screen in a representative sample of health plan members. International Journal
Methods of Psychiatric Research, 16(2): 52-65. 

14 Kessler RC, Adler L, Ames, M et al. (2005). The World Health Organization adult ADHD self-report scale
(ASRS): a short screening scale for use in the general population. Psychological Medicine,35: 245-256. 

15 Greenfield B, Hechtman L, Bouffard R et al. (June 2001). Correspondence between self and ‘significant
other’ reports of childhood and current adult ADHD symptoms. Poster presented at the International
Society for Research in Child and Adolescent Psychopathology, Vancuover. 

16 Kessler et al. (2006). The prevalence and correlates of adult ADHD in the United States: results from the
National Comorbidity Survey Replication. American Journal of Psychiatry, 163: 716-23.

MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 5: ADHD 69



70 MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 5: ADHD

Tables

5.1 Screen positive for ADHD in the past six months
(observed and age-standardised), by region and
sex 

5.2 Screen positive for ADHD in the past six
months, by age and sex for East Midlands and
the rest of England

5.3 Screen positive for ADHD in the past six months
(observed), by marital status for East Midlands
and the rest of England

5.4 Screen positive for ADHD in the past six months
(observed), by household type for East
Midlands and the rest of England

5.5 Screen positive for ADHD in the past six months
(observed), by debt status for East Midlands
and the rest of England

5.6 Screen positive for ADHD in the past six months
(observed), by employment status and sex for
East Midlands and the rest of England 

5.7 Treatment currently received for a mental or
emotional problem and service use (observed),
by grouped ASRS score for East Midlands and
the rest of England

5.8 Psychoactive medication currently taken
(observed), by grouped ASRS score for East
Midlands and the rest of England 
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Screen positive for ADHD in the past six months (observed and age-standardised), by regiona and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

4 or more 10.7 9.5 9.2 8.0 9.2 10.6 7.9 6.6 8.3 8.8 8.8

All 6 1.0 0.3 - 0.7 0.2 1.0 0.6 1.7 0.9 0.7 0.7

Age-standardised

4 or more 10.4 9.5 8.8 7.9 9.3 11.1 7.6 6.1 8.7 8.7 8.8

All 6 1.2 0.3 - 0.7 0.1 1.1 0.5 1.7 1.0 0.7 0.7

Women
Observed

4 or more 10.6 8.8 8.1 7.4 8.4 6.8 8.0 6.8 6.4 7.7 7.8

All 6 1.2 1.5 - 0.4 0.2 - 0.4 0.4 0.2 0.5 0.5

Age-standardised

4 or more 11.1 8.6 8.0 7.1 7.9 7.0 7.8 7.0 6.4 7.7 7.7

All 6 1.4 1.5 - 0.4 0.2 - 0.4 0.4 0.2 0.5 0.5

All adults
Observed

4 or more 10.6 9.1 8.6 7.7 8.8 8.7 7.9 6.7 7.3 8.2 8.3

All 6 1.1 0.9 - 0.6 0.2 0.5 0.5 1.0 0.5 0.6 0.6

Age-standardised

4 or more 10.8 9.0 8.4 7.5 8.6 9.0 7.7 6.6 7.5 8.2 8.3

All 6 1.3 0.9 - 0.6 0.2 0.5 0.4 1.0 0.5 0.6 0.6

Base (unweighted)

Men 181 477 333 331 347 377 321 330 496 3193 2862

Women 259 624 467 349 443 478 470 419 695 4204 3855

All adults 440 1101 800 680 790 855 791 749 1191 7397 6717

Base (weighted)

Men 172 490 359 342 377 402 512 373 562 3589 3248

Women 207 508 390 295 398 417 579 374 631 3800 3505

All adults 379 998 749 637 775 819 1091 747 1193 7389 6753

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England.  The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

ASRS score

Table 5.1
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Table 5.2

Screen positive for ADHD in the
past six months by age and sex for
East Midlands and the rest of
England

All adults 2007

Age group

16-39 40-59 60+

Men
East Midlands

4 or more 9.7 10.0 2.0

Rest of England

4 or more 11.5 8.9 4.3

Women
East Midlands

4 or more 5.3 10.4 5.0

Rest of England

4 or more 9.9 9.0 3.3

Base (unweighted)

East Midlands

Men 104 115 112

Women 104 136 109

Rest of England

Men 884 962 1016

Women 1219 1239 1397

Base (weighted)

East Midlands

Men 144 116 82

Women 97 124 74

Rest of England

Men 1350 1085 813

Women 1384 1134 986

ASRS score

Table 5.3

Screen positive for ADHD in the past six
months (observed), by marital status for
East Midlands and the rest of England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

East Midlands

4 or more 7.4 8.2 8.3

Rest of England

4 or more 6.8 12.6 7.9

Base (unweighted)

East Midlands 411 110 159

Rest of England 3721 1316 1680

Base (weighted)

East Midlands 432 122 82

Rest of England 4214 1557 982

ASRS score

Table 5.4

Screen positive for ADHD in the past six months
(observed) by household type for East Midlands and
the rest of England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

4 or more 9.8 8.3 8.0 3.9

Rest of England

4 or more 8.7 11.0 9.4 4.0

Base (unweighted)

East Midlands 220 152 100 208

Rest of England 2091 1468 862 2296

Base (weighted)

East Midlands 185 155 157 139

Rest of England 1981 1577 1558 1636

ASRS score
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Table 5.5

Screen positive for ADHD in
the past six months (observed),
by debt status for East
Midlands and the rest of
England 

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

4 or more 7.0 16.7

Rest of England

4 or more 7.5 17.3

Base (unweighted)

East Midlands 620 52

Rest of England 6108 547

Base (weighted)

East Midlands 576 52

Rest of England 6119 57

ASRS score

Table 5.6

Screen positive for ADHD in the
past six months (observed), by
employment status for East
Midlands and the rest of England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

4 or more 8.0 7.8

Rest of England

4 or more 7.9 10.8

Women
East Midlands

4 or more 7.6 7.1

Rest of England

4 or more 6.8 8.9

Base (unweighted)

East Midlands

Men 206 125

Women 196 153

Rest of England

Men 1728 1134

Women 1859 1996

Base (weighted)

East Midlands

Men 236 105

Women 181 114

Rest of England

Men 2185 1062

Women 1871 1634

ASRS score
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Table 5.7

Treatment currently received for a
mental or emotional problem and
service use (observed), by grouped
ASRS score for East Midlands and the
rest of England

All adults 2007

ASRS score

0-3 4 or
more

% %

East Midlands

Current treatment for a mental 
or emotional problem

No treatment 94.9 82.6

Treatment - counselling and/or 
medication 5.1 17.4

Service use

Any current counselling or therapy 1.3 9.7

Any health care service use for a 
mental or emotional problem 11.2 32.3

Any community care service in past year 6.5 16.2

Any day care service in past year 4.3 8.0

Rest of England

Current treatment for a mental or 
emotional problem

No treatment 93.6 79.5

Treatment - counselling and/or 
medication 6.4 20.5

Service use

Any current counselling or therapy 2.0 9.9

Any health care service use for a 
mental or emotional problem 9.4 31.4

Any community care service in past year 6.0 14.8

Any day care service in past year 3.8 8.0

Bases (unweighted)a

East Midlands 624 53

Rest of England 6170 530

Bases (weighted)

East Midlands 585 49

Rest of England 6184 555

a Base sizes are shown for those with valid answers to
questions about receiving treatment.  Base sizes for different
services used in the past year vary but are of a similar
magnitude.

Treatment and
services

Table 5.8

Psychoactive medication currently
taken (observed), by grouped ASRS
score for East Midlands and the rest of
England

All adults 2007

ASRS score

0-3 4 or
more

% %

East Midlands

Hypnotics 0.6 1.1

Anxiolytics 0.4 1.8

Antidepressants 3.5 14.3

Drugs used in the treatment of psychosis 0.2 -

Drugs used in the treatment of ADHD - -

Any psychoactive medication 4.3 16.3

Rest of England

Hypnotics 0.4 1.0

Anxiolytics 0.7 2.9

Antidepressants 3.9 14.2

Drugs used in the treatment of psychosis 0.6 1.7

Drugs used in the treatment of ADHD 0.0 0.1

Any psychoactive medication 5.1 16.3

Bases (unweighted)a

East Midlands 624 53

Rest of England 6170 530

Bases (weighted)

East Midlands 585 49

Rest of England 6184 555

a Bases shown are for those responding to questions about any
psychoactive medication. Bases for each type of medication
may vary slightly.  

Type of psychoactive medication
currently taken



MENTAL HEALTH IN THE EAST MIDLANDS | CHAPTER 6: EATING DISORDERS 75

Eating disorders 6
Key findings

The rates of screening positive for eating disorders did not vary by region, and are no higher
in the East Midlands than they are in the rest of England combined. This is noteworthy given
the high rates of obesity in the East Midlands (see Chapter 10). Previous analyses of eating
disorder data had found high rates of screening positive for disordered eating among
people with a high body mass index (BMI).

Screening positive for eating
disorders
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Summary

Eating disorders

• This chapter investigates the distribution of screening positive for eating disorder by
various demographic characteristics for adults in the East Midlands and the rest of
England. The SCOFF screening tool for eating disorders was administered to
respondents as part of the self-completion section of the APMS interview.
Endorsement of two or more items represented a positive screen for eating disorder.
This threshold indicates that clinical assessment for eating disorder was warranted.

Rates in England and regional variation

• In England, 6.4% of adults screened positive for a possible eating disorder in the past
year. The proportion who screened positive and also reported that their feelings
about food had a significant negative impact on their life was 1.6%. Women were
more likely than men to screen positive for an eating disorder (9.2% and 3.5%).

• The prevalence of screening positive for an eating disorder in England decreased
with age. Prevalence also varied by marital status and BMI.

• Overall, the rate of screening positive for eating disorder was not associated with
region.

East Midlands compared with the rest of England

• The proportion of adults who screened positive for an eating disorder was not
different in the East Midlands and the rest of England. This was also true for the more
restricted definition that included reporting that food had a significant negative
impact on the respondent’s life.

• Men who were unemployed or economically inactive were less likely to screen
positive for an eating disorder in the East Midlands than their counterparts in the rest
of England (0.4% and 3.9% respectively).

Treatment and service use among people screening positive 
for eating disorder

• 81% of adults in England who screened positive for a possible eating disorder were
not in receipt of any treatment for a mental or emotional problem at the time of
interview. Around one in four adults who screened positive (24%) reported using
health care services for a mental or emotional problem, compared with one in ten
(10%) of those who screened negative.



6.1 Introduction

Eating disorders, including anorexia nervosa, bulimia nervosa and related conditions,
generally have an onset in childhood or adolescence.1 They include a variety of types of
disordered eating, and range greatly in severity. People with eating disorders often
experience acute psychological distress, as well as severe physical complications such as
gastrointestinal problems and osteoporosis.2 The disorders often become chronic, with
poor rates of recovery. Eating disorders and their resulting complications may be fatal and
some studies have identified them as having the highest mortality rate of all mental
disorders.3,4 Even in those who recover, the negative impacts on employment, relationships,
fertility and parenting can persist for a long time.5

Although the evidence is increasing, there are major gaps in the epidemiological data in this
field. It is widely recognised that there is a general under-detection of eating disorders in
research and clinical practice, resulting in part from a tendency for people with these
conditions to conceal them and avoid seeking help.6,7 Existing studies have focussed on
particular subgroups (such as young women, ballet dancers or athletes) or have been
conducted in particular locations (such as schools or health care settings). It has been
argued that eating disorders are becoming more common, both in England and
internationally, but currently too few epidemiological data exist to confirm this.8

However, there is a consensus that the rate of eating disorders is substantially higher
among women than men and among younger than older people.9 Eating disorders are
known to be relatively rare in the general population as a whole, but for anorexia nervosa
and bulimia nervosa average rates of around 0.3% and 1% respectively have been found
for adolescent and young adult women in European countries.10 The prevalence of ‘eating
disorders, not otherwise specified’ (EDNOS) is thought to be higher still.11

This chapter presents the general population distribution for the East Midlands and the rest
of England of characteristic attitudes and behaviours associated with possible eating
disorder and examines their association with factors such as age, sex, socio-demographic
characteristics and the use of treatment and services. No other general population data
sources exist that allow for comparisons of rates of eating disorder in the East Midlands and
the rest of England.

6.2 Definitions and assessment

6.2.1 Eating disorders

Eating disorders are syndromes characterised by a persistent and severe disturbance in
eating attitudes and behaviour, to an extent that significantly interferes with everyday
functioning.12

There are two primary sets of diagnostic criteria in current use: the International
Classification of Diseases 10th Revision (ICD-10)13 and the Diagnostic and Statistical
Manual of Mental Disorders fourth edition (DSM-IV).14 The ICD-10 lists eight categories of
eating disorder: anorexia nervosa, atypical anorexia nervosa, bulimia nervosa, atypical
bulimia nervosa, overeating associated with other psychological disturbances, vomiting
associated with other psychological disturbances, other eating disorders and eating
disorder unspecified.

Three main subtypes of eating disorder are identified by the DSM-IV: anorexia nervosa,
bulimia nervosa and eating disorder not otherwise specified (EDNOS). According to DSM-
IV, people with a combination of symptoms that cannot be categorised as either anorexia
nervosa or bulimia nervosa may meet the diagnostic criteria for EDNOS. 

The criteria for anorexia nervosa include: an abnormally low body weight; an absence of
menstruation in women; an intense fear of gaining weight; and a disturbance in perception
of own body weight or shape. People with anorexia nervosa very carefully restrict their
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intake of calories and may exercise to excess. The DSM-IV distinguishes restricting and
purging types within this subgroup.

DSM-IV criteria for bulimia nervosa include: recurrent episodes of binge eating;
compensatory behaviour such as vomiting, misuse of laxatives, fasting or excessive
exercise; and self-evaluation being unduly influenced by body shape and weight. People
with bulimia nervosa may maintain a more normal body weight, but can also have severe
physical complications. 

6.2.2 SCOFF screening schedule 

The SCOFF screening tool was used in APMS 2007 to estimate the prevalence of attitudes
and behaviours associated with possible eating disorder in the English non-institutional
adult population. The questions were developed and validated in the UK to strengthen the
suspicion that an eating disorder might exist, rather than to make a diagnosis.15The core
features measured by the SCOFF are not the specific DSM-IV or ICD-10 criteria, but were
instead developed using focus groups of patients with eating disorders and specialists in
eating disorders.16 The screen was found to have good specificity and sensitivity, as
demonstrated by strong concordance with clinical diagnosis. However, as with other lay
administered screening tools, the prevalence obtained is likely to be an overestimate of the
rates of eating disorder that would be found through clinical investigation. Diagnosis of an
eating disorder requires a full clinical examination. Nevertheless, the NICE guidelines on
eating disorders identified the SCOFF as the preferred short screening tool for identification
of possible cases of eating disorder in community samples.17

The SCOFF was administered to all APMS 2007 respondents as part of the computer based
self-completion section of the interview.18 The tool uses five questions from which the word
SCOFF was devised, with yes/no response codes. The letters included in SCOFF represent
the first letter of the words; Sick, Control, One stone, Fat, and Food (see below table) which
are part of the questions used to screen for a possible eating disorder. The word SCOFF is
intended to act as a memory prompt for the screening items. Responding positively to two
or more items indicated a case of possible eating disorder, warranting further clinical
assessment. The scale enables the prevalence and distribution of attitudes and behaviours
associated with disordered eating to be measured

The table below lists the questions used in APMS 2007. The original SCOFF wording was
amended slightly to relate the questions to a specified time frame: the last year. The order of
presentation was also amended.19 These changes mean that the APMS 2007 data are not
directly comparable with other studies that have used the scale. 

For the APMS 2007 questionnaire, an additional question was developed and asked of
respondents scoring two or more on the SCOFF: ‘Did your feelings about food interfere with
your ability to work, meet personal responsibilities and/or enjoy a social life?’ This question
was asked in order to get an indication of whether the presence of attitudes and behaviours
associated with eating disorder were having an impact on social participation and
integration. In this chapter, a positive screen for eating disorder is a SCOFF score of two or
more. The proportion of respondents screening positive and reporting that food interferes
with life is also presented in Table 6.1. 
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In the last year…

…have you lost more than One stone in a three month period? yes/ no

…have you made yourself be Sick because you felt uncomfortably full? yes/ no

…did you worry you had lost Control over how much you eat? yes/ no

…did you believe yourself to be Fat when others said you were too thin? yes/ no

…would you say that Food dominated your life? yes/ no

The SCOFF screening items, amended for use on APMS 2007



6.3 Results

6.3.1 Prevalence of a positive screen for possible eating disorder by region and sex

In the East Midlands, 6.4% of adults screened positive for possible eating disorder. Not all
of these people will have had an eating disorder, but all indicated some traits indicative of
one. The rate of screening positive for eating disorder did not vary significantly by
Government Office Region. Also, the prevalence of screening positive for an eating disorder
in the East Midlands was similar to the prevalence for the rest of England. This was also true
for those who screened positive for an eating disorder and reported that their feelings about
food had a significant negative impact on their life. There were no men in the East Midlands
sample who screened positive and also reported that their feelings about food had a
negative impact on their life. Table 6.1, Figures 6.1 and 6.2
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6.3.2 Variation by other characteristics

Age group

The pattern of screening positive for a possible eating disorder by age group did not differ
between East Midlands and the rest of England (for both men and women). That is, for both
East Midlands and the rest of England, the proportion of people screening positive for an
eating disorder decreased by age group. Table 6.2

Marital status

The pattern of screening positive for an eating disorder by marital status was the same in
the East Midlands as in the rest of England. Single people had the highest rate of screening
positive (9.8% in the East Midlands and 10.6% in the rest of England) while married and
cohabiting adults had the lowest proportion. This is likely to be because of the different age
profiles of the marital status groups. Table 6.3

Household type

The proportion of adults screening positive for an eating disorder by household type did not
differ significantly in the East Midlands to that in the rest of England. People in small or large
family households had the highest rate of screening positive (about 10% in both East
Midlands and the rest of England), while adults aged 60+ living alone or with one other adult
aged 60+ had the lowest rate. Again, this pattern is likely to be because of the age profiles
of the different household types. Table 6.4

Debt status

The pattern of the prevalence of screening positive for an eating disorder by debt status
(whether in any debt or not) did not differ between East Midlands and the rest of England.
That is, in both the East Midlands and the rest of England, people with any debt were much
more likely to screen positive than those without any debt Table 6.5

Employment status

For men in the East Midlands, the rate of screening positive for an eating disorder was
much lower for those who were unemployed or economically inactive compared to those
who were employed, while in the rest of England the rates for these two groups were about
the same (a difference of 3.4 percentage points in the East Midlands compared to a
difference of 0.4 percentage points in the rest of England). In comparison, the proportion of
women screening positive for an eating disorder by these two groups did not differ
significantly between the East Midlands and the rest of England (with women in
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employment having a higher rate compared to women who were unemployed or
economically inactive – 11.5% in the East Midlands and 11.0% in the rest of England).

Table 6.6, Figure 6.3

6.3.3 Treatment

Respondents were asked about a range of types of treatments and services. These
included current use of psychoactive medication and counselling and therapy for a mental
or emotional reason, together with the use of a range of types of health, community and day
care services over the past year.

The pattern of association between screening positive for an eating disorder and being in
receipt of treatment and services was similar for the East Midlands and the rest of England.
88.6% of adults in the East Midlands who screened positive for an eating disorder (and
81.7% in the rest of England) were in receipt of no medication, counselling or therapy for a
mental health or emotional problem. Table 6.7
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Screen positive for eating disorder in the past year (observed and age-standardised), by regiona and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

2 or more 3.0 4.8 2.7 2.7 4.6 3.1 2.8 3.7 3.6 3.5 3.6

2 or more with significant 
impact 0.6 0.9 0.4 - 1.0 0.4 0.6 1.0 0.4 0.6 0.6

Age-standardised

2 or more 3.1 4.9 2.9 2.7 4.7 3.1 2.4 3.6 3.8 3.5 3.6

2 or more with significant 
impact 0.6 0.9 0.4 - 1.0 0.3 0.5 1.1 0.4 0.6 0.6

Women
Observed

2 or more 6.8 9.6 9.1 10.6 10.4 7.5 10.3 9.2 8.4 9.2 9.1

2 or more with significant 
impact 2.5 2.7 2.2 1.6 3.5 1.3 2.4 3.5 2.6 2.5 2.6

Age-standardised

2 or more 7.1 9.2 9.4 11.9 9.7 7.7 9.4 10.1 8.4 9.2 9.0

2 or more with significant 
impact 2.6 2.6 2.3 2.4 3.3 1.4 2.2 3.8 2.6 2.5 2.6

All adults
Observed

2 or more 5.1 7.2 6.0 6.4 7.5 5.3 6.8 6.5 6.2 6.4 6.4

2 or more with significant 
impact 1.7 1.8 1.3 0.8 2.3 0.9 1.5 2.3 1.5 1.6 1.6

Age-standardised

2 or more 5.3 7.1 6.3 7.0 7.3 5.5 6.1 6.8 6.2 6.4 6.4

2 or more with significant 
impact 1.7 1.8 1.4 1.1 2.2 0.8 1.4 2.4 1.6 1.6 1.6

Base (unweighted)

Men 178 477 332 330 343 377 321 326 492 3176 2846

Women 258 622 462 349 438 475 469 414 690 4177 3828

Base (weighted)

Men 169 490 359 340 373 402 512 369 557 3571 3231

Women 206 507 386 294 395 416 576 370 627 3777 3483

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England.  The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

SCOFF score

Table 6.1
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Table 6.2

Screen positive for eating disorder
in the past year, by age and sex for
East Midlands and the rest of
England

All adults 2007

Age group

16-39 40-59 60+

% % %

Men
East Midlands

2 or more 5.1 1.4 0.5

Rest of England

2 or more 5.2 3.3 1.3

Women
East Midlands

2 or more 16.7 8.9 5.5

Rest of England

2 or more 15.0 7.9 2.0

Base (unweighted)

East Midlands

Men 103 115 112

Women 103 136 110

Rest of England

Men 877 959 1010

Women 1214 1235 1379

Base (weighted)

East Midlands

Men 142 116 82

Women 96 124 74

Rest of England

Men 1341 1080 809

Women 1377 1131 975

SCOFF score

Table 6.3

Screen positive for eating disorder in the
past year (observed), by marital status for
East Midlands and the rest of England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

% % %

East Midlands

2 or more 5.4 9.8 6.7

Rest of England

2 or more 5.1 10.6 5.3

Base (unweighted)

East Midlands 409 110 160

Rest of England 3702 1311 1661

Base (weighted)

East Midlands 429 122 83

Rest of England 4191 1550 972

SCOFF score

Table 6.4

Screen positive for eating disorder in the past year
(observed), by household type for East Midlands and
the rest of England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

2 or more 5.9 10.0 6.3 3.2

Rest of England

2 or more 7.6 9.5 6.8 1.7

Base (unweighted)

East Midlands 220 151 99 209

Rest of England 2085 1460 858 2271

Base (weighted)

East Midlands 185 154 156 139

Rest of England 1976 1568 1550 1620

SCOFF score
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Table 6.5

Screen positive for eating
disorder in the past year
(observed), by debt status for
East Midlands and the rest of
England  

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

2 or more 5.2 20.2

Rest of England

2 or more 5.6 14.9

Base (unweighted)

East Midlands 621 52

Rest of England 6086 547

Base (weighted)

East Midlands 577 52

Rest of England 6100 571

SCOFF score

Table 6.6

Screen positive for eating 
disorder in the past year
(observed), by employment status
and sex for East Midlands and the
rest of England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

2 or more 3.8 0.4

Rest of England

2 or more 3.5 3.9

Women
East Midlands

2 or more 11.5 9.2

Rest of England

2 or more 11.0 6.8

Base (unweighted)

East Midlands

Men 206 124

Women 196 153

Rest of England

Men 1725 1121

Women 1857 1971

Base (weighted)

East Midlands

Men 236 104

Women 181 113

Rest of England

Men 2181 1050

Women 1867 1616

SCOFF score
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Table 6.7

Treatment currently received for a mental
or emotional problem and service use
(observed), by grouped SCOFF score for
East Midlands and England

All adults 2007

SCOFF score

0-3 4 or
more

% %

East Midlands

Current treatment for a mental 
or emotional problem

No treatment 94.3 [88.6]

Treatment - counselling and/or 
medication 5.7 [11.4]

Service use

Any current counselling or therapy 1.7 [6.5]

Any health care service use for a mental 
or emotional problem 11.6 [31.8]

Any community care service in past year 6.6 [17.9]

Any day care service in past year 4.5 [5.6]

Rest of England

Current treatment for a mental or 
emotional problem

No treatment 93.2 81.7

Treatment - counselling and/or 
medication 6.8 18.3

Service use

Any current counselling or therapy 2.2 8.8

Any health care service use for a mental 
or emotional problem 9.9 29.7

Any community care service in past year 6.3 13.2

Any day care service in past year 3.9 7.9

Bases (unweighted)

East Midlands 637 39

Rest of England 6246 410

Bases (weighted)

East Midlands 593 38

Rest of England 6268 432

Treatment and
services
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Substance misuse and
dependence 7
Key findings

Patterns of substance misuse and alcohol dependence did vary by region, although
generally rates in the East Midlands were similar to those for the rest of England. People in
the East Midlands were less likely to report cocaine or ecstasy use in the past year, and
among men the rate of drinking alcohol at a safe level was high (see map below). 

Drinking within safe limits
among men
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Summary

Drug and alcohol misuse and dependence

• Hazardous drinking is a pattern of alcohol consumption carrying risks of physical and
psychological harm to the individual. Harmful drinking denotes the most hazardous
use of alcohol, at which damage to health is expected. These were measured using
the AUDIT (Alcohol Use Disorders Identification Test). 

• Alcohol dependence indicates a cluster of behavioural, cognitive, and psychological
phenomena that typically include a strong desire to consume alcohol and difficulties
controlling drinking. Alcohol dependence was assessed using the SADQ-C (Severity
of Alcohol Dependence Questionnaire, community version).

• 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, manifested in impaired capacity to control substance-taking behaviour
and persistent use despite evidence of harm. Dependence on specified drugs was
measured using questions based on the Diagnostic Interview Schedule.

Rates in England and regional variation

• The prevalence of hazardous drinking in England was 24.2% (33.2% of men and
15.7% of women). The prevalence of alcohol dependence was 5.9%; again higher in
men (8.7%) than in women (3.3%).

• The highest prevalence of both hazardous and harmful drinking and alcohol
dependence was among 25 to 34 year old men. Among women, the rate was highest
in 16 to 24 year olds.

• In 2007, nearly one person in ten (9.2%) made illicit use of drugs in the past year
(12.0% of men and 6.7% of women). Most of those had used cannabis (10.1% of
men and 5.0% of women). Overall, 3.4% of people reported symptoms indicative of
dependence.

• Illicit drug use and symptoms of drug dependence were most common in young
people.

• Hazardous (including harmful) use of alcohol varied between regions, as did alcohol
dependence (although the latter only at the 10% level). The use of any drug in the
past year also varied by region, but not drug dependence.

East Midlands compared with the rest of England

• Rates of hazardous drinking were highest in two of the Northern regions. The
prevalence in the East Midlands was more akin to the lower rates generally found in
the Southern regions, and it did not differ from the average for the rest of England. 

• While the rate of hazardous drinking among men in the East Midlands was the lowest
of any region, rates among women were close to the average.

• Drug use (6.8%) and dependence (2.4%) rates in the East Midlands appeared to be
lower than the national average (9.2% and 3.4% respectively), although this was not
significant.

Treatment and service use among people with substance dependence

• People with alcohol dependence in the East Midlands were more likely to use various
types of health and community care services than people with alcohol dependence in
the rest of England, however the sample for this comparison was very small.



7.1 Introduction

Both alcohol and drug misuse have been found to be associated with poor mental health.
Alcohol misuse often co-exists with common mental disorders, such as depression. High
levels of hazardous and dependent drinking have been recorded in people being treated for
serious mental health problems. Drug misuse and drug dependence are also more
prevalent in adults with various psychiatric problems, from common mental disorders to
personality disorders and severe psychotic illness. In addition, problematic use of one drug
often co-occurs with misuse or dependence on other drugs and alcohol.

Most adults in England drink alcohol at least occasionally. In 2006, 89% of men and 84% of
women reported drinking in the past year. The Health Survey for England (HSE) also
reported that 41% of men and 33% of women had drunk more than the maximum
recommended amounts on at least one day in the last week. Current government
recommendations are that men should drink no more than three to four units of alcohol a
day, and that women should drink no more than two to three units a day. Men who regularly
drink more than eight units a day or 50 units a week could be seen as harmful drinkers; the
corresponding thresholds for women are six units a day or 35 units a week. In men, drinking
more than eight units in a day was most common in those aged 16 to 24 (31%) and 25 to 44
(34%). In women, drinking more than six units in a day was most common in 16 to 24 year
olds (28%). 

The United Kingdom has one of the highest rates of illicit drug use in the developed world.
In 2007, it was estimated that more than eleven million adults aged between 16 and 59 in
England and Wales had taken illegal drugs in their lifetime, including over three million who
had taken an illicit drug in the past year. Many people who had used drugs have taken
cannabis only a few times in their lives and no other drugs. For a minority, drug use
becomes regular and prolonged, and is associated with a high degree of harm to
themselves and others.

Both drinking alcohol above recommended levels and drug misuse have been linked to a
number of negative health outcomes. Alcohol misuse is associated with increased risks of
hypertension, stroke, coronary heart disease, liver cirrhosis and some cancers. Binge
drinkers (those who drink with the intention of getting drunk) are at risk from accidents,
assault and alcohol poisoning. Injecting drug users are vulnerable to thrombosis,
abscesses, blood-borne diseases (particularly hepatitis B and C and HIV), and respiratory
problems. Frequent cannabis use has also been associated with respiratory problems.

Not only do alcohol and drug misuse and dependence have a negative effect on the users
themselves, they also have a negative impact on society. It has been estimated that
between a third and a quarter of acquisitive crime – including burglary, theft, fraud and the
sale of sex – is drug related. Surveys of offenders have shown high rates of recent heroin
and cocaine use, and made explicit the link between criminal behaviour and the need to get
money to buy drugs. Other types of crime are less strongly linked to drug use, although
drug dealing may be linked to high levels of community violence. 

Alcohol misuse is implicated in almost half of violent assaults in England and Wales. In
2007, 6% of road casualties and 16% of road fatalities in Britain involved someone driving
while over the legal alcohol limit. Alcohol misuse is associated with violence and marital
breakdown, and children of problem drinkers are likely to suffer emotional and behavioural
problems, and to perform poorly at school. In 2003, it was estimated that the cost of alcohol
misuse in England was around £20 billion a year; as well as costs to the health service, this
included the costs of crime and anti-social behaviour and the impact on productivity in the
workplace.

Increasing concern about the harm caused by drug use during the 1990s led to the
publication of the first ten-year drugs strategy in 1998, updated in 2002.1 Its overall aim was
to ‘reduce the harm caused by illegal drugs; with objectives relating to four themes:
preventing young people from becoming drug users, treatment of problem drug users,
reducing the supply of drugs, and reducing drug-related crime. In 2008 the second ten year
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drug strategy was published, with a focus on:
• Protecting communities through tackling drug supply, drug-related crime and anti-social

behaviour; 
• Preventing harm to children, young people and families affected by drug misuse;
• Delivering new approaches to drug treatment and social re-integration; and 
• Public information campaigns, communications and community engagement.

In recent years the government has also made alcohol misuse a strategic priority. The 2004
Alcohol Harm Reduction Strategy for England identified ways to reduce the harm caused by
alcohol: by changing behaviour, improving the early identification and treatment of those
with alcohol problems, and addressing alcohol-related crime and disorder. The 2007
strategy update aims to build on this by reviewing the cost to the NHS of alcohol-related
harm in order to encourage more efficient direction of resources to support people who
need help. In 2007, a Public Service Agreement target was set to ‘reduce the harm caused
by alcohol and drugs’. One indicator of success was defined as reducing the number of
alcohol-related hospital admissions, to be achieved in part by improving at every level the
services available to those who wanted to drink less.2

This chapter presents prevalence of hazardous and harmful alcohol use based on
psychiatric screening tools as well as alcohol dependence according to diagnostic criteria.
The prevalence of reported drug misuse and dependence in the English and East Midlands
adult general population are also presented. 

It is acknowledged that using a household survey of this kind to measure drug use will
underestimate several key groups whose patterns and levels of drug use may be atypical.
These include students in halls of residence, the homeless, and those in institutions,
including hospitals and prisons.3 Additionally, problematic drug users and people with
severe alcohol dependence living in private households are relatively unlikely to respond to
surveys, given that they may lead chaotic lives which make them less available, able or
willing to answer survey questions. 

7.2 Definitions and assessment

Alcohol use and dependence

The Department of Health's Alcohol Needs Assessment Research Project refers to three
primary categories of alcohol use disorder: 
• Hazardous alcohol use,
• Harmful alcohol use, and
• Alcohol dependence.4

Hazardous alcohol use is defined as an established pattern of drinking which brings the risk
of physical and psychological harm. Harmful alcohol users are those with the most
hazardous use of alcohol, where damage to health is expected. The damage may be
physical (for example in terms of liver damage or alcohol induced falls) or mental (for
example depressive episodes after heavy consumption of alcohol).

Diagnostic criteria for harmful use of alcohol and alcohol dependence are covered by the
substance dependency codes F10 to F19 of the International Classification of Diseases
Tenth Revision (ICD-10).5 Dependence is defined by the ICD-10 as a cluster of behavioural,
cognitive, and physiological phenomena that develop after repeated substance use and
that typically include a strong desire to take the substance, difficulties in controlling its use,
persisting in its use despite harmful consequences, a higher priority given to drug use than
to other activities and obligations, increased tolerance, and sometimes a physical
withdrawal state.

Hazardous drinking was assessed in the APMS 2007 using the Alcohol Use Disorders
Identification Test (AUDIT), a well established and widely used indicator of hazardous
drinking.6 The AUDIT takes the year before the interview as a reference period, consists of
10 items and covers the following areas:
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• Hazardous alcohol consumption (frequency of drinking, typical quantity, frequency of
heavy drinking);

• Harmful alcohol consumption (feeling of guilt or remorse after drinking, blackouts,
alcohol-related injury, other concern about alcohol consumption); and

• Symptoms of dependence (impaired control over drinking, increased salience of drinking,
morning drinking).

Answers to all questions are scored from zero to four, and summed to give a total score
ranging from zero to 40. A total score of eight or more indicates hazardous use of alcohol, a
score of 16 or more, hazardous use that is also harmful to health.

Alcohol dependence was further assessed using the community version of the Severity of
Alcohol Dependence Questionnaire (SADQ-C)7 to enable an estimate of the prevalence of
alcohol dependence in the past six months. The SADQ-C, asked of all respondents with an
AUDIT score of 10 or more, consists of 20 items, covering a range of dependence
symptoms, with the six months before the interview as the reference period. Answers to all
questions are scored from zero to three, and summed to give a total score ranging from zero
to 60. Established thresholds indicate different levels of alcohol dependence:
• No dependence (scores of three or less);
• Mild dependence (scores ranging from four to 19);
• Moderate dependence (scores ranging from 20 to 34); and
• Severe dependence (scores ranging from 35 to 60).

Drug misuse and dependence

Drug misuse is defined by the World Health Organisation as the use of a substance for a
purpose not consistent with legal or medical guidelines, for example the non-medical use of
prescription medications or the recreational use of illegal drugs. It may lead to problematic
drug use, including dependence.

Dependence syndrome is defined in the International Classification of Diseases, 10th
edition (ICD-10) as ‘a cluster of behavioural, cognitive, and physiological phenomena that
develop after repeated substance use and that typically include a strong desire to take the
drug, difficulties in controlling its use, persistence in its use despite harmful consequences,
a higher priority given to drug use than to other activities and obligations, increased
tolerance, and sometimes a physical withdrawal state’.8 Diagnostic criteria for dependent
drug use are covered by the substance dependency codes F-10 to F-19 of the ICD-10, and
are very similar to the criteria specified in DSM-IV.8 A threshold of three or more of the
following occurring in the past 12 months is required for a diagnosis:
• Preoccupation with substance use;
• A sense of need or dependence;
• Impaired capacity to control substance-taking behaviour ;
• Increased tolerance; 
• Withdrawal symptoms; and
• Persistent substance use despite evidence of harm. 

Questions about drug use in the past year were asked of 13 types of named drug in the
APMS 2007.

For each of eight drug types (cannabis, amphetamines, crack, cocaine, ecstasy,
tranquillisers, opiates and volatile substances), reported use in the past year was followed
by five questions based on the Diagnostic Interview Schedule9 and designed to assess
drug dependence. These questions asked about the past month and year, and covered:
• Daily use for 2 weeks or more; 
• A sense of need or dependence; 
• An inability to abstain; 
• Increased tolerance; and
• Withdrawal symptoms. 

A positive response to any of the items was used to indicate drug dependence. This was a
lower threshold than that recommended by ICD-10 and DSM-IV, and did not include
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preoccupation and persistence despite evidence of harm. Because people can be
dependent on more than one type of drug, and because the nature of cannabis use is
widely considered to be different from the other drugs asked about,10 dependence was
grouped into three categories. These categories were:
• Those with no dependence, 
• Those who were dependent on cannabis only; and 
• Those who were dependent on another drug (including those who were also dependent

on cannabis).

7.3 Results

7.3.1 Drug and alcohol misuse and dependence by region and sex

Hazardous (including harmful) use of alcohol varied by Government Office Region, as did
alcohol dependence (although the latter only at the 10% level of significance). Figure 7.1

In the East Midlands, 27.8% of men and 16.0% of women in reported hazardous or harmful
patterns of drinking, and 8.0% of men and 4.7% of women indicated some degree of
alcohol dependence. While the rate of hazardous drinking among men in the East Midlands
was the lowest of any region, rates among women were close to the average. Overall, the
level of hazardous drinking in the East Midlands was similar to that for the rest of England
combined.

Overall, there was regional variation in the prevalence of alcohol dependence, although only
at 10% significance. Rates were highest in the Northern regions and lowest in the South
West and London. The prevalence of alcohol dependence in the East Midlands was similar
to the average for the rest of England. Figure 7.2

The prevalence of illicit drug use in the past year varied by region, although the rate in the
East Midlands (9.4% of men and 3.8% of women) was not significantly different from the
average for the rest of England (11.9% of men and 6.7% of women). Figure 7.3

Cocaine use was less likely among people in the East Midlands (significant at the 10% level)
than in the rest of England (1.3% and 2.6% respectively). This was more marked for men,
with 1.5% reporting cocaine use in the past year in the East Midlands compared to 3.8% in
the rest of England. The figures for women were 1.0% and 1.4% respectively. Ecstasy use
was also relatively low (at the 10% level) in the East Midlands, with just 0.2% reporting this
in the past year compared with 1.3% in the rest of England. Figure 7.4
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3.7% of men and 0.8% of women in the East Midlands reported signs of drug dependence;
while these figures appeared to be lower than those in other regions they were not
significantly different from the rest of England. Tables 7.1a, 7.1b, Figure 7.5

7.3.2 Variation by other characteristics

Age group

In England, among both men and women, hazardous drinking became less likely with
increasing age. While this pattern did not appear to hold for both men and women in the
East Midlands, this interaction was not significant. 

The prevalence of alcohol dependence also decreased with age for both men and women.
This pattern was evident in both the East Midlands and the rest of England.

Drug dependence in the past year was greatest in the youngest age group for both men and
women. While this pattern was not evident for women in the East Midlands, the difference
was not significant. Table 7.2
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Marital status

Single adults were the marital group most likely to have hazardous alcohol use or to be
alcohol dependent. This was true in both the East Midlands and the rest of England. This
was also the case for drug dependence. Table 7.3

Household type

In the East Midlands, both hazardous alcohol use and dependence were highest in
working-age adult households (1-2 adults aged 16-59 with no children). In the rest of
England rates of hazardous alcohol use and dependence were highest in large adult
households. However, this interaction was not significant.

While the pattern of drug dependence by household type appeared to differ in the East
Midlands and the rest of England (the proportion of people living in large adult households
who were dependent on any drug was higher in the rest of England than in the East
Midlands - 5.5% and 0.8% respectively), this interaction was also not significant. Table 7.4
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Debt status

Hazardous use of alcohol and alcohol dependence were both higher among people with
problem debt, compared with people not in debt. This was the case in both the East
Midlands and the rest of England. Drug dependence was also higher among those in debt.

Table 7.5
Employment status

Hazardous alcohol use and alcohol dependence were both higher among adults (both men
and women) in employment for both the East Midlands and the rest of England. Table 7.6

7.3.3 Treatment

Those who were classified as having alcohol dependence were more likely to be in receipt
of treatment (counselling and/or medication) than those without alcohol dependence. This
was the case both in the East Midlands and in the rest of England. Among those dependent
on alcohol, the treatment rate in the East Midlands was similar to that among people with
alcohol dependence in the rest of England.

However, adults with alcohol dependence were more likely to receive help from community
care services in the past year if they lived in the East Midlands (23.1% compared to 7.5%
for the rest of England). They also appeared to be more likely to get help for a mental health
problem from a GP or hospital (33.4% in the East Midlands compared to 19.7% in the rest
of England, p=0.058). Conversely, adults dependent on alcohol in the East Midlands were
less likely to received help from a day care service in the past year compared to this group
in the rest of England (1.1% compared to 4.8%). 

It should be noted that the number of alcohol dependent adults in the East Midlands sample
was very small. Tables 7.7, 7.8
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Alcohol dependence in the past six months (observed and age-standardised), by regiona and sex

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

AUDIT score

0-7: not hazardous 58.1 61.7 59.4 72.2 67.1 67.2 67.8 70.2 71.9 66.8 66.3

8-15: hazardous, not 
harmful 32.3 32.0 34.5 23.8 26.3 27.1 26.9 24.5 22.9 27.4 27.8

16-40: harmful 9.6 6.3 6.0 4.0 6.6 5.7 5.3 5.3 5.2 5.8 5.9

8 or more: hazardous 
or harmful drinking 41.9 38.3 40.6 27.8 32.9 32.8 32.2 29.8 28.1 33.2 33.7

SADQ-C score

0-3 No dependence 91.9 87.0 89.0 92.0 92.1 91.5 93.1 93.5 92.4 91.3 91.3

4-19 Mild dependence 7.3 12.3 10.3 8.0 5.9 7.2 6.2 5.1 7.2 7.8 7.8

20-34 Moderate 
dependence 0.8 0.6 0.6 - 2.0 0.9 0.8 1.4 0.2 0.8 0.9

35-60 Severe dependence - 0.1 - - - 0.4 - - 0.1 0.1 0.1

Any dependence 8.1 13.0 11.0 8.0 7.9 8.5 6.9 6.5 7.6 8.7 8.7

Age-standardised

AUDIT score

0-7: not hazardous 57.6 61.9 59.4 72.2 67.0 65.9 70.0 68.9 71.2 66.7 66.3

8-15: hazardous, not 
harmful 32.2 31.7 34.4 23.8 26.2 27.9 25.6 25.5 23.4 27.4 27.8

16-40: harmful 10.2 6.4 6.2 4.0 6.7 6.2 4.4 5.7 5.4 5.8 5.9

8 or more: hazardous 
or harmful drinking 42.4 38.1 40.6 27.8 33.0 34.1 30.0 31.1 28.8 33.3 33.7

SADQ-C score

0-3 No dependence 92.3 87.4 88.8 91.9 92.1 90.9 93.9 93.1 92.1 91.3 91.3

4-19 Mild dependence 6.9 11.9 10.4 8.1 6.0 7.6 5.5 5.2 7.5 7.8 7.8

20-34 Moderate 
dependence 0.9 0.6 0.8 - 1.9 1.0 0.5 1.7 0.3 0.8 0.9

35-60 Severe dependence - 0.1 - - - 0.5 - - 0.1 0.1 0.1

Any dependence 7.7 12.6 11.2 8.1 7.9 9.1 6.1 6.9 7.9 8.7 8.7

Women
Observed

AUDIT score

0-7: not hazardous 79.6 80.4 79.5 84.0 83.3 88.1 85.8 86.3 87.9 84.3 84.4

8-15: hazardous, not harmful16.7 17.2 17.9 14.0 14.4 11.2 12.9 12.2 10.2 13.8 13.7

16-40: harmful 3.7 2.4 2.6 1.9 2.3 0.7 1.2 1.5 1.9 1.9 1.9

8 or more: hazardous 
or harmful drinking 20.4 19.6 20.5 16.0 16.7 11.9 14.2 13.7 12.1 15.7 15.6

SADQ-C score

0-3 No dependence 93.1 95.6 97.1 95.3 96.3 98.3 97.7 97.3 97.2 96.7 96.8

4-19 Mild dependence 6.7 4.4 2.9 4.7 3.5 1.4 2.2 2.7 2.8 3.2 3.1

20-34 Moderate dependence - - - - - 0.3 - - - 0.0 0.0

35-60 Severe dependence 0.2 - - - 0.1 - 0.1 - - 0.0 0.0

Any dependence 6.9 4.4 2.9 4.7 3.7 1.7 2.3 2.7 2.8 3.3 3.2

Continued…

AUDIT and
SADQ-C scores

Table 7.1a
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Table 7.1a continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Women
Age-standardised

AUDIT score

0-7: not hazardous 79.2 80.6 78.9 82.9 84.5 87.8 86.2 85.7 87.7 84.3 84.5

8-15: hazardous, not 
harmful 17.0 17.1 18.4 15.0 13.5 11.5 12.5 12.7 10.4 13.8 13.6

16-40: harmful 3.7 2.3 2.7 2.2 2.0 0.6 1.3 1.7 1.9 1.9 1.9

8 or more: hazardous 
or harmful drinking 20.8 19.4 21.1 17.1 15.5 12.2 13.8 14.3 12.3 15.7 15.5

SADQ-C score

0-3 No dependence 93.3 95.9 96.9 94.9 96.7 98.3 97.8 97.0 97.2 96.7 96.9

4-19 Mild dependence 6.5 4.1 3.1 5.1 3.1 1.4 2.1 3.0 2.8 3.2 3.0

20-34 Moderate 
dependence - - - - - 0.3 - - - 0.0 0.0

35-60 Severe 
dependence 0.2 - - - 0.1 - 0.1 - - 0.0 0.0

Any dependence 6.7 4.1 3.1 5.1 3.3 1.7 2.2 3.0 2.8 3.3 3.1

All adults
Observed

AUDIT score

0-7: not hazardous 69.8 71.2 69.9 77.7 75.4 77.9 77.4 78.3 80.4 75.8 75.7

8-15: hazardous, not 
harmful 23.8 24.5 25.9 19.3 20.2 19.0 19.5 18.4 16.2 20.4 20.5

16-40: harmful 6.4 4.3 4.2 3.0 4.4 3.1 3.2 3.4 3.4 3.8 3.8

8 or more: hazardous 
or harmful drinking 30.2 28.8 30.1 22.3 24.6 22.1 22.6 21.7 19.6 24.2 24.3

SADQ-C score

0-3 No dependence 92.5 91.4 93.2 93.5 94.3 95.0 95.5 95.4 95.0 94.1 94.2

4-19 Mild dependence 7.0 8.3 6.5 6.5 4.7 4.2 4.1 3.9 4.9 5.4 5.3

20-34 Moderate 
dependence 0.3 0.3 0.3 - 1.0 0.6 0.4 0.7 0.1 0.4 0.4

35-60 Severe 
dependence 0.1 0.0 - - 0.1 0.2 0.1 0.1 0.1 0.1

Any dependence 7.5 8.6 6.8 6.5 5.7 5.0 4.5 4.6 5.0 5.9 5.8

Age-standardised

AUDIT score

0-7: not hazardous 69.4 71.4 69.5 77.2 76.0 77.1 78.6 77.3 79.9 75.8 75.7

8-15: hazardous, not harmful24.0 24.3 26.1 19.7 19.7 19.6 18.6 19.1 16.5 20.4 20.5

16-40: harmful 6.7 4.3 4.4 3.1 4.3 3.4 2.8 3.7 3.5 3.8 3.8

8 or more: hazardous 
or harmful drinking 30.6 28.6 30.5 22.8 24.0 22.9 21.4 22.7 20.1 24.2 24.3

SADQ-C score

0-3 No dependence 92.8 91.7 93.0 93.3 94.5 94.7 96.0 95.1 94.8 94.1 94.2

4-19 Mild dependence 6.7 7.9 6.6 6.7 4.5 4.4 3.7 4.1 5.0 5.4 5.3

20-34 Moderate 
dependence 0.4 0.3 0.4 - 0.9 0.6 0.3 0.8 0.1 0.4 0.4

35-60 Severe 
dependence 0.1 0.1 - 0.1 0.2 0.1 0.1 0.1 0.1

Any dependence 7.2 8.3 7.0 6.7 5.5 5.3 4.0 4.9 5.2 5.9 5.8

CMDb
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Table 7.1a continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Base (unweighted)

Men 181 478 332 330 347 377 321 330 497 3193 2863

Women 258 622 466 350 443 478 471 418 693 4199 3849

Base (weighted)

Men 172 491 359 340 377 402 512 373 562 3588 3248

Women 206 507 389 296 398 417 580 373 630 3796 3501

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England. The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

CMDb
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Illicit drug use and dependence in the past year (observed and age-standardised), by regiona and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

Cannabis 8.2 12.2 7.3 8.3 9.7 6.6 16.2 8.2 9.9 10.1 10.2

Amphetamines 2.0 0.9 1.3 0.8 1.3 1.4 - 2.1 1.0 1.1 1.1

Amyl nitrite (poppers) 1.5 0.2 1.1 0.8 1.6 0.4 0.5 1.6 0.9 0.9 0.9

Anabolic steroids - 0.2 0.2 - 0.2 - - - - 0.1 0.1

Cocaine 4.2 5.1 4.4 1.5 2.3 2.0 5.9 2.2 3.9 3.6 3.8

Crack - 0.4 - 0.2 1.0 0.9 0.4 0.4 0.1 0.4 0.4

Ecstasy 3.5 2.4 1.6 0.4 3.1 0.9 2.3 1.6 1.6 1.9 2.0

Heroin - 0.3 0.2 0.6 1.0 0.3 0.4 - - 0.3 0.3

LSD 1.6 0.4 0.2 0.4 - 0.9 - 0.2 0.3 0.4 0.3

Magic mushrooms - 0.7 0.8 0.8 0.2 0.4 - 0.9 1.4 0.6 0.6

Methadone - 0.3 - 0.6 1.0 - 0.4 - 0.1 0.3 0.2

Tranquillisers 1.1 0.5 0.7 0.8 2.3 0.9 1.1 0.6 0.3 0.9 0.9

Volatile substances - 0.1 - - - 0.4 - 0.2 - 0.1 0.1

Any drug in the past 
year 10.9 14.8 12.3 9.4 11.8 6.8 17.7 9.2 11.7 12.0 12.2

Cannabis dependence 3.4 3.8 2.8 3.1 3.4 1.4 4.1 2.7 4.0 3.3 3.3

Other drugs dependence 0.3 1.5 1.9 0.6 2.2 1.2 1.5 0.4 1.2 1.3 1.3

Any drug dependence 3.7 5.2 4.7 3.7 5.6 2.7 5.6 3.1 5.2 4.5 4.6

Age-standardised

Cannabis 8.4 12.0 7.3 8.3 9.7 7.6 13.5 9.7 10.5 10.0 10.3

Amphetamines 2.0 0.9 1.4 0.8 1.3 1.6 - 2.7 1.1 1.2 1.1

Amyl nitrite (poppers) 1.4 0.1 1.3 0.7 1.6 0.4 0.5 1.8 0.9 0.9 0.9

Anabolic steroids - 0.2 0.2 - 0.1 - - - - 0.1 0.1

Cocaine 3.9 4.8 4.5 1.5 2.3 2.4 4.9 2.6 4.1 3.6 3.9

Crack - 0.4 - 0.2 1.0 1.0 0.3 0.4 0.2 0.4 0.4

Ecstasy 3.1 2.3 1.6 0.4 3.1 1.0 1.9 2.0 1.8 1.8 2.0

Heroin - 0.2 0.2 0.6 1.0 0.4 0.4 - - 0.3 0.3

LSD 2.0 0.4 0.2 0.4 - 1.0 - 0.3 0.3 0.4 0.3

Magic mushrooms - 0.6 0.7 0.8 0.3 0.4 - 1.0 1.4 0.6 0.6

Methadone - 0.2 - 0.6 1.0 - 0.4 - 0.1 0.3 0.2

Tranquillisers 1.5 0.5 0.8 0.9 2.4 1.1 1.0 0.6 0.3 0.9 0.9

Volatile substances - 0.1 - - - 0.4 - 0.2 - 0.1 0.1

Any drug in the past 
year 11.6 14.5 12.4 9.4 11.8 7.9 14.8 10.8 12.3 11.9 12.3

Cannabis dependence 3.4 3.8 2.7 3.1 3.5 1.6 3.4 3.3 4.2 3.3 3.3

Other drugs dependence 0.3 1.4 1.9 0.6 2.3 1.4 1.4 0.4 1.3 1.3 1.3

Any drug dependence 3.7 5.3 4.6 3.7 5.7 3.1 4.8 3.6 5.5 4.6 4.6

Continued…

AUDIT and
SADQ-C scores

Table 7.1b
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Table 7.1b continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Women
Observed

Cannabis 3.0 6.2 5.2 2.7 5.4 2.3 7.3 4.4 5.6 5.0 5.2

Amphetamines - 1.6 0.2 - 0.3 0.5 - 0.4 0.2 0.4 0.4

Amyl nitrite (poppers) 0.9 2.0 0.6 - 1.1 - - 0.2 0.3 0.6 0.6

Anabolic steroids - 0.2 - - - - 0.2 - - 0.1 0.1

Cocaine 0.6 2.3 1.2 1.0 2.5 - 2.1 0.9 1.2 1.4 1.4

Crack - - - - - - - - - - -

Ecstasy - 1.3 1.1 - - - 0.9 1.0 0.2 0.6 0.6

Heroin - - - - - - - - - - -

LSD - 0.2 - - - - - - - 0.0 0.0

Magic mushrooms - 0.8 - 0.3 - - 1.4 0.4 0.6 0.5 0.5

Methadone 0.2 - - - - - - - - 0.0 0.0

Tranquillisers 0.2 1.3 0.6 - 0.5 0.1 0.3 0.4 0.5 0.5 0.5

Volatile substances - 0.2 - 0.5 - - - - - 0.1 0.0

Any drug in the past year 3.2 8.8 7.1 3.8 7.8 2.3 9.8 5.0 7.4 6.7 6.9

Cannabis dependence 0.7 2.8 1.7 0.8 0.8 0.6 4.0 1.1 1.4 1.7 1.8

Other drugs dependence 0.2 1.2 1.1 1.6 0.1 0.4 0.3 0.3 0.6 0.6

Any drug dependence 0.9 3.9 2.8 0.8 2.4 0.6 4.3 1.3 1.7 2.3 2.4

Age-standardised

Cannabis 3.7 5.6 5.4 3.2 4.5 2.3 6.9 5.2 5.7 5.0 5.1

Amphetamines - 1.5 0.2 - 0.2 0.4 - 0.6 0.2 0.4 0.4

Amyl nitrite (poppers) 1.0 1.8 0.5 - 0.9 - - 0.2 0.3 0.5 0.6

Anabolic steroids - 0.2 - - - - 0.2 - - 0.1 0.1

Cocaine 0.8 2.3 1.2 0.9 2.0 - 1.6 1.1 1.3 1.3 1.4

Crack - - - - - - - - - - -

Ecstasy - 1.2 1.1 - - - 0.7 1.2 0.1 0.5 0.6

Heroin - - - - - - - - - - -

LSD - 0.2 - - - - - - - 0.0 0.0

Magic mushrooms - 0.8 - 0.3 - - 1.3 0.4 0.7 0.5 0.5

Methadone 0.4 - - - - - - - - 0.0 0.0

Tranquillisers 0.4 1.3 0.6 - 0.6 0.1 0.4 0.4 0.5 0.5 0.5

Volatile substances - 0.2 - 0.8 - - - - - 0.1 0.0

Any drug in the past year 4.1 8.1 7.3 4.6 6.7 2.4 8.9 5.8 7.6 6.5 6.8

Cannabis dependence 1.0 2.5 1.8 0.7 0.7 0.6 3.7 1.3 1.4 1.7 1.8

Other drugs dependence 0.4 1.1 1.0 - 1.4 0.1 0.4 0.3 0.3 0.6 0.6

Any drug dependence 1.4 3.6 2.8 0.7 2.1 0.7 4.1 1.6 1.7 2.3 2.4

Continued…

AUDIT and SADQ-
C scores
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Table 7.1b continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

All adults
Observed

Cannabis 5.3 9.2 6.2 5.7 7.5 4.4 11.5 6.3 7.6 7.5 7.6

Amphetamines 0.9 1.3 0.7 0.5 0.8 0.9 - 1.3 0.6 0.7 0.8

Amyl nitrite (poppers) 1.2 1.1 0.8 0.4 1.3 0.2 0.2 0.9 0.6 0.7 0.7

Anabolic steroids - 0.2 0.1 - 0.1 - 0.1 - - 0.1 0.1

Cocaine 2.3 3.7 2.7 1.3 2.4 1.0 3.9 1.6 2.5 2.5 2.6

Crack - 0.2 - 0.1 0.5 0.4 0.2 0.2 0.1 0.2 0.2

Ecstasy 1.6 1.8 1.3 0.2 1.5 0.4 1.6 1.3 0.9 1.2 1.3

Heroin - 0.1 0.1 0.3 0.5 0.2 0.2 - - 0.2 0.1

LSD 0.7 0.3 0.1 0.2 - 0.4 - 0.1 0.1 0.2 0.2

Magic mushrooms - 0.7 0.4 0.6 0.1 0.2 0.7 0.7 1.0 0.6 0.6

Methadone 0.1 0.1 - 0.3 0.5 - 0.2 - 0.1 0.1 0.1

Tranquillisers 0.7 0.9 0.7 0.4 1.4 0.5 0.7 0.5 0.4 0.7 0.7

Volatile substances - 0.2 0.2 - 0.2 - 0.1 - 0.1 0.1

Any drug in the past year 6.7 11.7 9.5 6.8 9.7 4.5 13.5 7.1 9.5 9.2 9.5

Cannabis dependence 1.9 3.3 2.2 2.0 2.0 1.0 4.0 1.9 2.6 2.5 2.5

Other drugs dependence 0.3 1.3 1.5 0.3 1.9 0.7 0.9 0.3 0.7 0.9 1.0

Any drug dependence 2.2 4.6 3.7 2.4 3.9 1.6 4.9 2.2 3.3 3.4 3.5

Age-standardised

Cannabis 5.8 8.7 6.3 5.9 7.0 4.9 10.0 7.4 7.9 7.4 7.6

Amphetamines 0.9 1.2 0.8 0.5 0.7 1.0 - 1.6 0.6 0.8 0.8

Amyl nitrite (poppers) 1.1 1.0 0.9 0.4 1.2 0.2 0.2 1.0 0.6 0.7 0.7

Anabolic steroids - 0.2 0.1 - 0.1 - 0.1 - - 0.1 0.1

Cocaine 2.2 3.6 2.8 1.3 2.2 1.2 3.2 1.8 2.6 2.4 2.6

Crack - 0.2 - 0.1 0.5 0.5 0.2 0.2 0.1 0.2 0.2

Ecstasy 1.4 1.7 1.3 0.2 1.5 0.5 1.3 1.6 0.9 1.2 1.3

Heroin - 0.1 0.1 0.3 0.5 0.2 0.2 - - 0.1 0.1

LSD 0.9 0.3 0.1 0.2 - 0.5 - 0.1 0.1 0.2 0.2

Magic mushrooms - 0.7 0.3 0.6 0.1 0.2 0.7 0.7 1.0 0.5 0.6

Methadone 0.2 0.1 - 0.3 0.5 0.2 0.1 0.1 0.1

Tranquillisers 0.9 0.9 0.7 0.5 1.5 0.6 0.7 0.5 0.4 0.7 0.7

Volatile substances 0.2 0.4 - 0.2 - 0.1 - 0.1 0.1

Any drug in the past year 7.5 11.2 9.7 7.2 9.2 5.1 11.6 8.3 9.8 9.2 9.4

Cannabis dependence 2.1 3.2 2.3 2.0 2.0 1.1 3.6 2.3 2.7 2.5 2.5

Other drugs dependence 0.3 1.3 1.4 0.3 1.8 0.7 0.8 0.3 0.8 0.9 1.0

Any drug dependence 2.4 4.4 3.7 2.3 3.9 1.9 4.4 2.6 3.5 3.4 3.5

Base (unweighted)

Men 179 477 328 330 344 377 321 327 492 3175 2845

Women 258 622 463 349 438 476 469 417 690 4182 3833

Base (weighted)

Men 170 490 354 340 375 402 512 370 558 3572 3232

Women 206 507 387 294 395 416 576 372 627 3780 3486

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England. The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

AUDIT and SADQ-
C scores
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Table 7.2

Alcohol and drug dependence, by age 
and sex for East Midlands and the rest of
England

All adults 2007

Age group

16-39 40-59 60+

% % %

Men
East Midlands

No hazardous alcohol use 71.8 84.0 85.3

Hazardous use but no dependence 12.1 12.3 14.7

Alcohol dependent 16.2 3.7 - 

Dependent on cannabis only 7.1 0.5 - 

Dependent on any other drug (with 
or without cannabis) 1.4 - - 

Any drug dependence 8.5 0.5 - 

Rest of England

No hazardous alcohol use 70.3 80.1 87.4

Hazardous use but no dependence 16.5 12.3 9.7

Alcohol dependent 13.2 7.6 2.8

Dependent on cannabis only 6.6 1.3 0.5

Dependent on any other drug (with 
or without cannabis) 2.6 0.8 -

Any drug dependence 9.2 2.1 0.5

Women
East Midlands

No hazardous alcohol use 88.6 88.4 92.4

Hazardous use but no dependence 4.8 5.9 7.0

Alcohol dependent 6.6 5.7 0.6

Dependent on cannabis only 1.0 1.1 -

Dependent on any other drug (with 
or without cannabis)

Any drug dependence 1.0 1.1

Rest of England

No hazardous alcohol use 86.3 91.7 94.8

Hazardous use but no dependence 8.1 5.6 4.9

Alcohol dependent 5.5 2.7 0.3

Dependent on cannabis only 3.6 0.8 0.4

Dependent on any other drug (with 
or without cannabis) 1.0 0.4 0.5

Any drug dependence 4.6 1.2 0.8

Base (unweighted)

East Midlands

Men 103 115 112

Women 104 136 110

Rest of England

Men 882 962 1018

Women 1219 1239 1391

Base (weighted)

East Midlands

Men 142 116 82

Women 97 124 74

Rest of England

Men 1347 1085 815

Women 1384 1134 982
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Table 7.3

Alcohol and drug dependence (observed), by
marital status for East Midlands and the rest of
England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

% % %

East Midlands

No hazardous alcohol use 86.4 73.0 87.4

Hazardous use but no dependence 8.8 13.1 8.2

Alcohol dependent 4.8 14.0 4.3

Dependent on cannabis only 1.5 4.5 1.2

Dependent on any other drug (with 
or without cannabis) - 1.6 -

Any drug dependence 1.5 6.1 1.2

Rest of England

No hazardous alcohol use 87.4 73.7 88.7

Hazardous use but no dependence 8.6 14.9 6.7

Alcohol dependent 4.1 11.4 4.6

Dependent on cannabis only 1.4 6.1 1.3

Dependent on any other drug (with 
or without cannabis) 0.4 2.4 1.1

Any drug dependence 1.9 8.5 2.4

Base (unweighted)

East Midlands 410 110 160

Rest of England 3721 1315 1675

Base (weighted)

East Midlands 431 122 83

Rest of England 4213 1555 979
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Table 7.4

Alcohol and drug dependence (observed), by household type
for East Midlands and the rest of England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

No hazardous alcohol use 79.8 83.2 85.0 89.3

Hazardous use but no dependence 11.2 6.8 9.5 10.3

Alcohol dependent 9.0 10.0 5.5 0.3

Dependent on cannabis only 2.1 5.0 0.8 -

Dependent on any other drug (with or 
without cannabis) 1.1 - - -

Any drug dependence 3.2 5.0 0.8 -

Rest of England

No hazardous alcohol use 81.7 86.5 78.2 91.4

Hazardous use but no dependence 10.7 7.9 13.2 7.1

Alcohol dependent 7.6 5.5 8.5 1.4

Dependent on cannabis only 2.7 3.1 3.8 0.4

Dependent on any other drug (with or 
without cannabis) 1.3 0.7 1.7 0.2

Any drug dependence 4.1 3.8 5.5 0.6

Base (unweighted)

East Midlands 220 151 100 209

Rest of England 2091 1468 861 2291

Base (weighted)

East Midlands 185 154 157 139

Rest of England 1981 1577 1556 1634
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Table 7.5

Alcohol and drug dependence
(observed), by debt status for East
Midlands and the rest of England 

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

No hazardous alcohol use 84.1 80.1

Hazardous use but no dependence 9.9 6.6

Alcohol dependent 5.9 13.3

Dependent on cannabis only 1.6 7.2

Dependent on any other drug 
(with or without cannabis) 0.2 1.3

Any drug dependence 1.8 8.5

Rest of England

No hazardous alcohol use 84.8 79.3

Hazardous use but no dependence 9.7 11.1

Alcohol dependent 5.4 9.6

Dependent on cannabis only 1.9 8.5

Dependent on any other drug 
(with or without cannabis) 0.8 2.8

Any drug dependence 2.7 11.3

Base (unweighted)

East Midlands 621 52

Rest of England 6104 547

Base (weighted)

East Midlands 577 52

Rest of England 6116 571
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Table 7.6

Alcohol and drug dependence (observed),
by employment status and sex for East
Midlands and the rest of England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

No hazardous alcohol use 77.0 84.1

Hazardous use but no dependence 13.1 12.0

Alcohol dependent 9.9 3.9

Dependent on cannabis only 3.1 3.2

Dependent on any other drug (with 
or without cannabis) - 1.9

Any drug dependence 3.1 5.1

Rest of England

No hazardous alcohol use 76.0 81.8

Hazardous use but no dependence 14.3 11.5

Alcohol dependent 9.7 6.7

Dependent on cannabis only 3.0 3.9

Dependent on any other drug (with 
or without cannabis) 1.2 1.7

Any drug dependence 4.2 5.5

Women
East Midlands

No hazardous alcohol use 87.3 93.0

Hazardous use but no dependence 6.6 4.5

Alcohol dependent 6.1 2.5

Dependent on cannabis only 0.7 0.8

Dependent on any other drug (with 
or without cannabis) - -

Any drug dependence 0.7 0.8

Rest of England

No hazardous alcohol use 88.9 92.2

Hazardous use but no dependence 7.3 5.4

Alcohol dependent 3.8 2.4

Dependent on cannabis only 1.9 1.7

Dependent on any other drug (with 
or without cannabis) 0.5 0.8

Any drug dependence 2.4 2.5

Base (unweighted)

East Midlands

Men 206 124

Women 196 154

Rest of England

Men 1727 1135

Women 1859 1990

Base (weighted)

East Midlands

Men 236 104

Women 181 114

Rest of England

Men 2183 1064

Women 1871 1630

Alcohol and
drug
dependence

Table 7.7

Treatment currently received for a mental
or emotional problem and service use
(observed), by alcohol dependence for East
Midlands and the rest of England

All adults 2007

Alcohol dependency

No Any
dependence dependence

% %

East Midlands

Current treatment for a mental 
or emotional problem

No treatment 94.5 [85.6]

Treatment - counselling and/or 
medication 5.5 [14.4]

Service use

Any current counselling or therapy 1.7 [6.2]

Any health care service use for a 
mental or emotional problem 11.4 [33.4]

Any community care service in past 
year 6.2 [23.1]

Any day care service in past year 4.8 [1.1]

Rest of England

Current treatment for a mental 
or emotional problem

No treatment 92.7 87.8

Treatment - counselling and/or 
medication 7.3 12.2

Service use

Any current counselling or therapy 2.4 6.9

Any health care service use for a 
mental or emotional problem 10.7 19.7

Any community care service in past 
year 6.7 7.5

Any day care service in past year 4.1 4.8

Base (unweighted)

East Midlands 641 36

Rest of England 6364 329

Base (weighted)

East Midlands 594 39

Rest of England 6341 393

Treatment and
services
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Table 7.8

Health care services used for a mental or
emotional problem (observed), by alcohol
dependence for East Midlands and the rest
of England

All adults 2007

Alcohol dependency

No Any
dependence dependence

% %

East Midlands

Inpatient stay in past quarter - [-]

Outpatient visit in past quarter 0.2 [1.1]

Spoken with GP in past 2 weeks 2.5 [7.2]

Spoken with GP in past year 11.3 [33.4]

Any health care service 11.4 [33.4]

Rest of England

Inpatient stay in past quarter 0.1 0.2

Outpatient visit in past quarter 0.9 2.4

Spoken with GP in past 2 weeks 2.0 5.2

Spoken with GP in past year 10.4 19.7

Any health care service 10.7 19.7

Base (unweighted)

East Midlands 642 37

Rest of England 6377 330

Base (weighted)

East Midlands 592 41

Rest of England 6351 393

Type of health care
service used for a
mental or emotional
reason
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Gambling behaviour 8
Key findings

While people in the East Midlands were somewhat more likely to gamble than people in the
rest of the country, they were not any more likely to be a problem gambler.

Gambled in the past year
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Summary

Gambling behaviour and problem gambling

• This chapter presents prevalence estimates of gambling behaviour and problem
gambling, and the socio-economic associations, for people living in the East
Midlands and the rest of England. ‘Problem gambling’ is gambling to a degree that
compromises, disrupts or damages family, personal or recreational pursuits.

Rates in England and regional variation

• Overall, 65.9% of adults in England spent money on a gambling activity in the past
year. Men were more likely than women to gamble. The highest rate for men was
among 25 to 34 year olds (75.4%) and for women the rate was highest in the 55-64
age group (69.5%).

• 3.2% of adults in England met one or more criteria for problem gambling, and so
were considered to be at least ‘at risk’ of problem gambling. 0.7% of people met
three or more diagnostic criteria, the threshold for problem gambling. Men were more
likely than women to meet this threshold.

• Gambling behaviour, and the proportion meeting one or more problem gambling
criteria, varied with region.

East Midlands compared with the rest of England

• Adults in the East Midlands were more likely to have gambled in the past year
(69.7%) than those living in the rest of England (65.9%). This was significant only at
the 10% level.

• Similar to the rest of England, 3.5% of adults in the East Midlands met one or more
criteria for problem gambling, and 0.4% met three or more diagnostic criteria.

Treatment and service use among people who gamble

• Adults who have gambled in the past year were less likely to be in receipt of
treatment if they lived in the East Midlands compared with those living elsewhere in
England. 



8.1 Introduction

‘Problem gambling’ is gambling to a degree that compromises, disrupts or damages family,
personal or recreational pursuits.1 Problem gambling is relatively rare in Britain. The 2007
British Gambling Prevalence Survey (BGPS) estimated that 0.6% of the British population
experience problems because of their gambling behaviour. The prevalence of problem
gambling in Britain is similar to that observed in Canada, New Zealand and Germany, and
lower than that in South Africa, USA, Australia and Singapore.2

Problem gambling is increasingly a subject of public health concern and policy interest.
Over the past decade, the gambling landscape has changed dramatically, with a rise in
remote gambling opportunities and the introduction of new gaming legislation. The
Gambling Act 2005 noted the need to provide adequate protection for vulnerable people
from the potential harm associated with gambling.3

Pathological gambling is a term used to describe a greater degree of harmful impact on
gamblers and on the people around them. This more severe form is classified in the
Diagnostic and Statistics Manual of Mental Disorders IV (DSM-IV) as an Impulse Control
Disorder.4

A review of psychiatric comorbidity research concluded that pathological gamblers often
have co-existing substance dependency and mood disorders.5,6 This, and the expected
relationship between gambling behaviour and other psychiatric morbidities, behaviours and
socio-economic factors, warranted inclusion of gambling behaviour questions in the Adult
Psychiatric Morbidity Survey (APMS). 

This chapter provides an overview of gambling behaviour and its socio-demographic
associations in the East Midlands and the rest of England.

8.2 Definitions and assessment

8.2.1 Gambling behaviour and problem gambling

The Diagnostic and Statistics Manual of Mental Disorders IV (DSM-IV)7 lists ten diagnostic
criteria relating to gambling; a diagnosis of pathological gambling is made if a person meets
at least five of these. 

8.2.2 Measuring problem gambling behaviour

The problem gambling screen used on APMS 2007 is based on the DSM-IV criteria, and
was administered using Computer Assisted Self Interviewing (CASI).8

The gambling questions were divided into two sections. The initial section established
whether a respondent had spent any money on gambling in the past year. Examples of
gambling activities were provided to indicate the range of types included: 
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1. Preoccupied with gambling 
2. Needs to gamble with increasing amounts of money 
3. Repeated unsuccessful efforts to cut back or stop gambling 
4. Restless or irritable when attempting to cut down or stop gambling 
5. Gambles as a way of escaping from problems or relieving a dysphoric mood 
6. After losing money gambling, often returns another day in order to get even 
7. Lies to conceal the extent of involvement with gambling 
8. Commits illegal acts to finance gambling 
9. Jeopardizes a significant relationship, job, or opportunity because of

gambling 
10. Relies on others to provide money to relieve a desperate financial situation

caused by gambling

DSM-IV problem gambling criteria



Those who answered ‘yes’ were routed to the problem gambling screen. Those who
answered ‘no’ were asked a check question about whether they had gambled just
occasionally in the past year, perhaps to buy a lottery ticket or scratch card. An additional
6% of respondents were identified as past year gamblers using this method, and were also
routed to the problem gambling screen. 

The ten-item problem gambling screen was used to identify past year gamblers who had
experienced problems with their gambling behaviour. There is no gold standard problem
gambling screen: many exist and different instruments have been used in different contexts.
The DSM-IV criteria were chosen for inclusion in APMS in part because the DSM-IV-
Multiple Response screen had been used in BGPS 1999 and 2007. 

The number of DSM-IV criteria endorsed were summed to generate a score. Respondents
were included in the analysis if they had given a yes or no response to least half of the items.
4% of respondents were excluded, as they had not answered enough items for a score to
be calculated. Those who had not gambled in the past year were given a score of zero. 

DSM-IV recommends that people screen positive for pathological gambling if they meet five
or more of the diagnostic criteria. Some studies have also used a score of three or more to
identify an inclusive ‘problem gambling’ category,10 and a score of one or more to include
those ‘at risk’ of problem gambling.11 Pathological gambling has a low prevalence, and it
would require a larger sample to obtain adequate numbers for full analysis of the factors
associated with it. In the tables in this chapter, the cumulative proportion of respondents
with a score of one or more, three or more, and five or more are presented: significance
testing has been performed for the first two groups. It should be noted that, as for the other
disorders where reported prevalence is based on self-reported data, a full diagnosis of
pathological gambling would require a clinical assessment and the rates reported in this
chapter are for screening positive. 

8.3 Results

8.3.1 Gambling behaviour by region and sex

Gambling behaviour varied by Government Office Region, as did the proportion meeting
one or more of the diagnostic criteria for problem gambling (although the latter was only
significant at the 10% level). 73.7% of men and 65.0% of women in the East Midlands
reported that they had gambled in the past year compared with 70.5% and 61.0%
respectively in the rest of England. The difference between the East Midlands and the rest
of England was not significant for men, but was significant for women at the 10% level
(p=0.083).

In the East Midlands, 4.7% of men and 2.1% of women met one or more of the criteria for
problem gambling, similar to the rates for the rest of England (5.0% and 1.6% respectively).
0.7% of men in the East Midlands met three or more of the diagnostic criteria, while 0.4% of
men met the threshold of five or more criteria. Again, these were very similar to the rates for
the rest of England. There were no women in the East Midlands sample who met three or
more of the diagnostic criteria. Table 8.1, Figure 8.1
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By ‘gambling’ we mean things like: 
– buying lottery tickets or scratch cards for yourself; 
– playing games or making bets for money on the internet (online gambling); 
– playing football pools, bingo or fruit machines; 
– playing games or making bets with friends for money; 
– betting on races and/or with a bookmaker; and
– table games in a casino. 
Have you spent any money on any of these things in the last 12 months?



8.3.2 Variation by other characteristics

Age group

The pattern of association between problem gambling and age was different in East
Midlands and the rest of England. Men in the East Midlands aged 40-59 were less likely to
meet one or more diagnostic criteria for problem gambling (0.6% compared to 4.2% for the
rest of England, significant at the 10% level). Alternatively, men in the East Midlands aged
60 or over were more likely to meet at least one problem gambling criteria (6.3% compared
with 2.8% for the rest of England).

For women, the pattern of association between problem gambling and age was similar in
the East Midlands and the rest of England.

The highest rate of gambling in the past year was in the age group 40-59, in both the East
Midlands and the rest of England (80.0% and 71.7% respectively). Table 8.2

Marital status

There were no significant differences in the pattern of association between marital status
and gambling behaviour or problem gambling between the East Midlands and the rest of
England. Table 8.3

Household type

The pattern of gambling behaviour by household type was different in the East Midlands
compared to the rest of England (interaction significant at the 10% level). In the East
Midlands the highest rate of having gambled in the past year was among people living in
small or large family households (74.7%). In the rest of England, the highest rate was among
people living in households with one or two adults aged 16-59 and no children (68.8%). The
profile of problem gambling by household type was similar for East Midlands and the rest of
England. Table 8.4

Debt status

Adults in the East Midlands who were in debt were marginally more likely to gamble in the
past year than those who were not in debt (71.0% compared to 69.5%). While the opposite
was true in the rest of England, this interaction was not significant. Both in the East
Midlands and in the rest of England a higher proportion of those in debt met one or more
diagnostic criteria for problem gambling, compared with those who were not in debt.

Table 8.5
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Employment status

A higher proportion of those in employment gambled in the past year compared with people
who were unemployed or economically inactive. This was the case both in the East
Midlands and in the rest of England. There was also no significant difference in the pattern
of problem gambling by employment status between the East Midlands and the rest of
England. Table 8.6

8.3.3 Treatment

People in the East Midlands who had gambled in the past year were less likely to be in
receipt of treatment (therapy and/or medication) than gamblers in the rest of England (4.4%
compared to 6.8%). There was no significant difference in treatment rates among people
who had not gambled in the past year. 

There were no significant differences in the pattern of service use by gambling behaviour
between the East Midlands and the rest of England. Table 8.7
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Gambling behaviour and number of problem gambling criteria met (observed and age-standardised), 
by regiona and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

Gambled in the past year 75.5 72.9 75.7 73.7 73.7 71.3 63.4 65.1 71.2 70.8 70.5

Number of diagnostic 
criteria met

0 96.0 93.8 94.7 95.3 94.3 94.8 94.2 98.6 95.1 95.1 95.0

1+ 4.0 6.2 5.3 4.7 5.7 5.2 5.8 1.4 4.9 4.9 5.0

3+ 1.3 1.6 1.4 0.7 1.3 1.8 1.7 0.4 0.8 1.2 1.3

5+ 0.7 0.4 1.2 0.4 0.6 1.1 0.5 - 0.4 0.6 0.6

Age-standardised

Gambled in the past year 75.7 73.0 76.5 73.4 73.7 71.3 63.5 65.3 71.5 71.0 70.5

Number of diagnostic 
criteria met

0 96.0 94.0 95.1 95.3 94.3 94.8 94.2 98.7 95.0 95.1 95.0

1+ 4.0 6.0 4.9 4.7 5.7 5.2 5.8 1.3 5.0 4.9 5.0

3+ 1.5 1.5 1.5 0.6 1.2 1.8 1.5 0.3 0.8 1.2 1.3

5+ 0.9 0.4 1.4 0.4 0.6 1.0 0.4 - 0.5 0.6 0.6

Women
Observed

Gambled in the past year 64.8 65.7 64.2 65.0 59.9 63.7 54.0 64.3 57.3 61.3 61.0

Number of diagnostic 
criteria met

0 99.2 97.8 97.5 97.9 99.3 97.8 98.0 99.4 99.0 98.4 98.4

1+ 0.8 2.2 2.5 2.1 0.7 2.2 2.0 0.6 1.0 1.6 1.6

3+ 0.2 0.3 0.2 - - - 0.5 - 0.3 0.2 0.2

5+ 0.2 - 0.2 - - - - - 0.3 0.1 0.1

Age-standardised

Gambled in the past year 64.7 66.5 63.8 64.7 61.0 63.7 54.2 63.8 57.2 61.4 61.0

Number of diagnostic 
criteria met

0 99.3 97.8 97.5 98.0 99.4 98.0 98.1 99.4 99.0 98.5 98.4

1+ 0.7 2.2 2.5 2.0 0.6 2.0 1.9 0.6 1.0 1.5 1.6

3+ 0.2 0.3 0.2 - - - 0.5 - 0.3 0.2 0.2

5+ 0.2 - 0.2 - - - - - 0.3 0.1 0.1

Continued…

Gambling
behaviour and
problem
gambling criteria

Table 8.1
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Table 8.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

All adults
Observed

Gambled in the past year 69.6 69.2 69.8 69.7 66.5 67.4 58.4 64.7 63.8 65.9 65.6

Number of diagnostic 
criteria met

0 97.8 95.9 96.2 96.5 96.8 96.4 96.2 99.0 97.1 96.8 96.8

1+ 2.2 4.1 3.8 3.5 3.2 3.6 3.8 1.0 2.9 3.2 3.2

3+ 0.7 0.9 0.8 0.4 0.6 0.9 1.1 0.2 0.5 0.7 0.7

5+ 0.5 0.2 0.7 0.2 0.3 0.5 0.2 - 0.4 0.3 0.3

Age-standardised

Gambled in the past year 69.6 69.7 69.9 69.4 67.1 67.4 58.5 64.5 63.9 66.1 65.6

Number of diagnostic 
criteria met

0 97.8 95.9 96.3 96.5 96.9 96.4 96.3 99.1 97.1 96.8 96.8

1+ 2.2 4.1 3.7 3.5 3.1 3.6 3.7 0.9 2.9 3.2 3.2

3+ 0.8 0.9 0.9 0.4 0.6 0.9 1.0 0.2 0.5 0.7 0.7

5+ 0.5 0.2 0.8 0.2 0.3 0.5 0.2 - 0.4 0.3 0.3

Base (unweighted)

Men 178 477 331 329 340 377 319 323 487 3161 2832

Women 258 620 461 346 440 476 467 408 691 4167 3821

Base (weighted)

Men 168 490 358 338 368 402 510 366 552 3553 3215

Women 206 506 386 291 396 416 575 364 628 3767 3476

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England. The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands. 

Gambling
behaviour and
problem gambling
criteria
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Table 8.2

Gambling behaviour and number 
of problem gambling criteria met,
by age and sex for East Midlands 
and England

All adults 2007

Age group

16-39 40-59 60+

% % %

Men
East Midlands

Gambled in the past year 69.1 80.0 72.5

Number of diagnostic 
criteria met

0 93.1 99.4 93.7

1+ 6.9 0.6 6.3

3+ 2.7

5+ 1.5

Rest of England

Gambled in the past year 70.4 71.7 69.3

Number of diagnostic 
criteria met

0 93.1 95.8 97.2

1+ 6.9 4.2 2.8

3+ 1.8 1.1 0.4

5+ 1.0 0.5 0.1

Women
East Midlands

Gambled in the past year 59.3 68.2 67.2

Number of diagnostic 
criteria met

0 99.4 96.9 97.4

1+ 0.6 3.1 2.6

3+

5+

Rest of England

Gambled in the past year 58.1 66.7 58.4

Number of diagnostic 
criteria met

0 98.7 98.4 98.1

1+ 1.3 1.6 1.9

3+ 0.1 0.5 0.2

5+ 0.2 0.1

Base (unweighted)

East Midlands

Men 102 115 112

Women 103 135 108

Rest of England

Men 873 954 1005

Women 1213 1231 1377

Base (weighted)

East Midlands

Men 140 116 82

Women 96 123 73

Rest of England

Men 1334 1075 806

Women 1376 1127 973

Table 8.3

Gambling behaviour and number of problem
gambling criteria met (observed), by marital
status for East Midlands and the rest of
England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

% % %

East Midlands

Gambled in the past year 74.0 59.8 61.7

Number of diagnostic 
criteria met

0 96.4 97.7 95.3

1+ 3.6 2.3 4.7

3+ 0.5

5+ 0.3

Rest of England

Gambled in the past year 68.2 61.1 61.6

Number of diagnostic 
criteria met

0 97.5 95.1 96.6

1+ 2.5 4.9 3.4

3+ 0.6 1.0 0.8

5+ 0.2 0.4 0.6

Base (unweighted)

East Midlands 407 109 159

Rest of England 3695 1303 1655

Base (weighted)

East Midlands 427 120 82

Rest of England 4184 1541 966
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Table 8.4

Gambling behaviour and number of problem gambling
criteria met (observed), by household type for East
Midlands and the rest of England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

Gambled in the past year 73.4 74.7 61.2 68.5

Number of diagnostic 
criteria met

0 98.1 95.8 95.9 95.7

1+ 1.9 4.2 4.1 4.3

3+ 0.7 0.6 1.4 0.2

5+ 0.8

Rest of England

Gambled in the past year 68.8 64.2 66.0 62.6

Number of diagnostic 
criteria met

0 96.2 96.8 96.4 97.9

1+ 3.8 3.2 3.6 2.1

3+ 0.7 0.6 1.4 0.2

5+ 0.4 0.3 0.6 0.1

Base (unweighted)

East Midlands 220 151 97 207

Rest of England 2076 1459 854 2264

Base (weighted)

East Midlands 185 154 152 138

Rest of England 1968 1566 1542 1614

Table 8.5

Gambling behaviour and
number of problem gambling
criteria met (observed), by debt
status for East Midlands and the
rest of England 

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

Gambled in the past year 69.5 71.0

Number of diagnostic 
criteria met

0 96.8 92.0

1+ 3.2 8.0

3+ 0.2 2.7

5+ 2.7

Rest of England

Gambled in the past year 66.0 62.2

Number of diagnostic 
criteria met

0 97.1 93.3

1+ 2.9 6.7

3+ 0.5 2.8

5+ 0.3 1.1

Base (unweighted)

East Midlands 618 51

Rest of England 6066 540

Base (weighted)

East Midlands 573 51

Rest of England 6080 563
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Table 8.6

Gambling behaviour and number of
problem gambling criteria met
(observed), by employment status
and sex for East Midlands and the
rest of England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

Gambled in the past year 79.1 61.5

Number of diagnostic 
criteria met

0 95.4 95.2

1+ 4.6 4.8

3+ 0.4 1.2

5+ 1.2

Rest of England

Gambled in the past year 74.0 63.3

Number of diagnostic 
criteria met

0 94.8 95.4

1+ 5.2 4.6

3+ 1.3 1.2

5+ 0.8 0.3

Women
East Midlands

Gambled in the past year 67.7 60.8

Number of diagnostic 
criteria met

0 97.6 98.3

1+ 2.4 1.7

3+

5+

Rest of England

Gambled in the past year 66.4 54.7

Number of diagnostic 
criteria met

0 98.4 98.5

1+ 1.6 1.5

3+ 0.3 0.1

5+ 0.1 0.1

Base (unweighted)

East Midlands

Men 205 124

Women 194 152

Rest of England

Men 1716 1116

Women 1852 1969

Base (weighted)

East Midlands

Men 234 104

Women 179 113

Rest of England

Men 2168 1046

Women 1862 1614

Table 8.7

Treatment currently received for a
mental or emotional problem and
service use (observed), by gambling
behaviour for East Midlands and the
rest of England

All adults 2007

Gambled 
in past year

Yes No

% %

East Midlands

Current treatment for a mental 
or emotional problem

No treatment 95.6 89.8

Treatment - counselling and/or 
medication 4.4 10.2

Service use

Any current counselling or therapy 1.5 3.1

Any health care service use for a 
mental or emotional problem 12.7 13.5

Any community care service in past 
year 6.1 10.3

Any day care service in past year 4.3 5.4

Rest of England

Current treatment for a mental or 
emotional problem

No treatment 93.2 91.2

Treatment - counselling and/or 
medication 6.8 8.8

Service use

Any current counselling or therapy 2.4 3.2

Any health care service use for a 
mental or emotional problem 10.9 11.4

Any community care service in past 
year 5.9 8.2

Any day care service in past year 3.8 4.8

Base (unweighted)

East Midlands 464 208

Rest of England 4339 2296

Base (weighted)

East Midlands 436 191

Rest of England 4379 2298

Treatment and
services
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Treatment and service use
for mental health 9
Key findings

Previous chapters looked at whether there was regional variation in whether people with
poor mental health received treatment and services. This chapter looks at treatment and
service use across the population as a whole, not restricted to those with mental health
problems. Overall, the prevalence of treatment and service use in the East Midlands did not
significantly differ from that of the rest of England. 

In receipt of mental health
treatment (medication or
counselling)
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Summary

Treatment and service use

• Rates of treatment (current use of medication and counselling) and health,
community and day care service use among people with the different types of mental
disorders are described in each of the disorder specific chapters of this report. This
short chapter describes the overall use of treatment and services in the East
Midlands, and compares this with the rest of England.

Rates in England and regional variation

• Overall, the proportion of population in receipt of mental health treatment did not vary
by Government Office Region. 

• However, the proportion of people using health services for a mental health problem
or community care services did vary across regions.

East Midlands compared with the rest of England

• The proportion of people in the East Midlands receiving mental health treatment was
6.1%. The East Midland’s rate appeared to be the lowest rate of any region: although
it was not significantly lower than that for the rest of England (7.4%). 

• The likelihood of using the other services asked about was similar in the East
Midlands and the rest of England.



9.1 Introduction

Often individuals with poor mental health do not seek treatment. However, if left untreated
mental disorder and stress are more likely to lead to long term disability and even premature
mortality.1 The improving access to psychological therapies (IAPT) programme launched
around the time of the APMS 2007 fieldwork. The programme is a key dimension of
Government health policy and it seeks to address inequalities in access to treatment and
services for mental health and to improve the appropriate use of mental health services
overall. 

9.2 Definitions and assessment

9.2.1 Treatment for mental or emotional problem

Respondents were asked about any treatment they were currently receiving for a mental or
emotional problem. Treatment included a wide range of different types of counselling or
other talking therapies and the use psychoactive medication. 

Current use of specific psychoactive medications was asked about using a series of
showcards. These included all the most commonly prescribed preparations used in the
treatment of mental health problems. Both generic and brand names were shown.
Medications administered orally or by injection were included. Depot injections used in the
treatment of psychosis were also included. Where possible, interviewers
checkedpackaging to ensure the correct coding. Individual medications were grouped into
the following categories:

Drugs used in

the treatment

of psychosisAntidepressants Hypnotics

Anxiolytics

Drugs used in the treatment of ADHDa

Largactil

Stelazine

Haldol

Risperdal

Zyprexa

Clozaril

Priadel
a Not all drugs used in the treatment of ADHD were asked about, only two of the most commonly

prescribed preparations were included.

9.2.2 Health care services

Respondents were asked what types of health care services they had used over various
time frames. This included contact with their GP or family doctor in the past year, and
hospital inpatient and outpatient episodes in the past quarter. The time frame varied and so
it is important to note that the summary variable does not represent all health care services
used for a mental or emotional problem in the past year.
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Drugs used in
the treatment 
of psychosis

Largactil
Stelazine
Haldol
Risperdal
Zyprexa
Clozaril
Priadel
Dolmatil
Seroquel
Abilify
Depixol
Modecate
Haldol
Clopixol
Risperdal consta

Anti-
depressants

Prozac
Lustral
Seroxat
Efexor
Nardil
Manerix
Tryptizol
Tofranil
Anafranil
Prothiad
Sinequan
Cipramil
Zispen

Hypnotics

Planpak
Mogadon
Buspar

Anxiolytics

Valium
Ativan
Librium

Drugs used in
the treatment of
ADHDa

Ritalin
Strattera



For each of these types of contact respondents were asked whether this had been for a
mental or emotional problem, for a physical problem, or for both. The figures presented
here relate to health care service use in relation to mental and emotional problems. 

9.2.3 Community and day care services

All respondents were asked about community and day care services used in the past year.
These included contact with a psychiatrist, psychologist, community nurse services, a
social worker, self help or support groups, home helps, outreach workers and a community
day care centre. Day care centres asked about included community mental health centre,
day activity centre, and sheltered workshop and other nursing services in the past year.

9.3 Results

9.3.1 Treatment and service use by region and sex

The proportion of adults in the East Midlands receiving treatment (current counselling or
medication for a mental health problem) was 6.1%. This appeared to be the lowest rate of
any Government Office Region, although there was no significant variation by region and
the East Midlands was not significantly different from the rate for the rest of England.

Table 9.1

Use of health services (for a mental health problem) and community care services did vary
by region, although the likelihood of using them was similar in the East Midlands and the
rest of England. Use of day care services did not vary by region.

9.3.2 Variation by other characteristics

Age group

For men, there was a significant interaction (at the 10% level, p=0.065) for any health care
service use. More men aged 16-39 in the East Midlands received health care service use for
a mental or emotional problem compared with men in the same age group in the rest of
England (14.2% compared to 7.7%). Also for men, there was a significant interaction for
day care service use (p=0.032). More men aged 60 or over in the East Midlands were in
receipt of this type of service compared with men in this age group in the rest of England
(12.2% and 5.8% respectively).
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In receipt of treatment (counselling and/or medication) for a 
mental or emotional reason, by Government Office Region
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There were no significant differences between the East Midlands and the rest of England for
women. Table 9.2

Marital status

There were no significant differences in the patterns of treatment or service use by marital
status between the East Midlands and the rest of England. Table 9.3

Household type

The interaction between region and household type was significant at the 10% level for
health care service use (p=0.095). People living in small or large family households in the
East Midlands were more likely to be in receipt of health care services compared to in the
rest of England (21.4% in the East Midlands compared to 14.1% in the rest of England).

Table 9.4
Debt status

There were no significant differences in the patterns of treatment or service use by debt
status between the East Midlands and the rest of England. People who were in problem
debt were more likely to use health care services for a mental or emotional problem or to be
in receipt of mental health treatment in the form of counselling and/or medication, than
people not in problem debt. This was true both the East Midlands and the rest of England

Table 9.5
Employment status

For men, the interaction between region and employment status was significant (p=0.005)
for health care service use for a mental or emotional problem. In the East Midlands, a
greater proportion of employed men were in receipt of health care services, compared with
unemployed or economically inactive men (10.0% and 7.4% respectively). In the rest of
England this trend was reversed, with 5.4% of those who were in employment using any
health care service for a mental or emotional problem and 11.5% of those who were
unemployed or economically inactive.

Employed women in the East Midlands were more likely to receive community care in the
past year than employed women in the rest of England (7.1% compared to 4.5, significant
at the 10% level p=0.074). Table 9.6

References and notes 

1 Cassano P, Fava M. (2002) Depression and public health: an overview. J Psychosom Res, 53: 849-57.
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Treatment for a mental or emotional problem and service use (observed and age-standardised), by
regiona and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

Current treatment for 
a mental or emotional 
problem

No treatment 93.1 94.8 96.3 95.2 92.9 95.1 94.9 93.5 95.3 94.7 94.6

Treatment - counselling 
and/or medication 6.9 5.2 3.7 4.8 7.1 4.9 5.1 6.5 4.7 5.3 5.4

Service use

Any current counselling 
or therapy 1.5 2.1 1.2 2.0 4.1 1.8 3.2 2.9 1.7 2.3 2.4

Any health care service 
use for a mental or 
emotional problem 9.8 7.5 8.5 9.2 9.5 7.4 3.6 7.8 7.7 7.6 7.4

Any community care 
service in past year 7.4 5.1 5.2 6.7 3.3 4.6 4.5 10.2 7.9 6.0 5.9

Any day care service in 
past year 5.0 2.7 3.2 4.0 3.8 4.1 3.5 4.1 4.2 3.7 3.7

Age-standardised

Current treatment for 
a mental or emotional 
problem

No treatment 92.8 94.5 96.0 95.0 92.8 94.9 94.9 93.5 95.2 94.6 94.7

Treatment - counselling 
and/or medication 7.2 5.5 4.0 5.0 7.2 5.1 5.1 6.5 4.8 5.4 5.3

Service use

Any current counselling 
or therapy 1.6 2.1 1.3 2.0 4.1 2.1 3.0 2.7 1.7 2.3 2.4

Any health care service 
use for a mental or 
emotional problem 10.2 7.5 9.1 9.3 9.5 7.3 4.1 7.9 8.1 7.8 7.4

Any community care 
service in past year 7.5 5.1 5.4 6.9 3.4 4.3 5.2 10.7 7.9 6.2 5.9

Any day care service 
in past year 5.3 2.8 3.5 4.2 3.9 4.1 3.9 4.1 4.1 3.9 3.7

Continued…

Treatment and
service use

Table 9.1
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Table 9.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Women
Observed

Current treatment for 
a mental or emotional 
problem

No treatment 89.3 89.6 90.3 92.5 89.5 90.7 92.5 90.8 89.5 90.5 90.4

Treatment – counselling 
and/or medication 10.7 10.4 9.7 7.5 10.5 9.3 7.5 9.2 10.5 9.5 9.6

Service use

Any current counselling 
or therapy 2.8 3.3 3.0 1.9 3.2 2.3 2.8 2.5 3.1 2.8 2.9

Any health care service 
use for a mental or 
emotional problem 22.8 14.9 15.6 16.9 17.7 14.5 10.4 13.8 14.7 15.0 14.8

Any community care 
service in past year 11.0 7.2 6.8 8.0 9.1 5.6 5.9 9.2 7.8 7.5 7.5

Any day care service in 
past year 5.4 3.8 4.8 5.2 5.2 4.8 3.3 5.1 4.8 4.6 4.5

Age-standardised

Current treatment for 
a mental or emotional 
problem

No treatment 90.1 89.4 90.5 93.1 89.3 90.6 92.3 91.1 89.6 90.6 90.3

Treatment – counselling 
and/or medication 9.9 10.6 9.5 6.9 10.7 9.4 7.7 8.9 10.4 9.4 9.7

Service use

Any current counselling 
or therapy 2.5 3.3 3.0 1.7 3.2 2.5 2.7 2.6 3.0 2.8 2.9

Any health care service 
use for a mental or 
emotional problem 22.5 15.2 15.8 16.3 17.5 15.2 10.4 14.0 14.7 15.1 14.8

Any community care 
service in past year 10.6 7.1 7.0 8.0 8.9 5.8 5.9 9.0 7.7 7.5 7.5

Any day care service in 
past year 5.3 3.8 4.9 5.0 5.5 4.8 3.3 5.0 4.8 4.6 4.5

Continued…

Treatment and
service use
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Table 9.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

All adults
Observed

Current treatment for 
a mental or emotional 
problem

No treatment 91.0 92.1 93.2 93.9 91.2 92.9 93.6 92.1 92.2 92.6 92.4

Treatment - counselling 
and/or medication 9.0 7.9 6.8 6.1 8.8 7.1 6.4 7.9 7.8 7.4 7.6

Service use

Any current counselling 
or therapy 2.2 2.7 2.1 2.0 3.7 2.1 3.0 2.7 2.4 2.6 2.6

Any health care service 
use for a mental or 
emotional problem 16.9 11.2 12.2 12.8 13.7 11.0 7.2 10.8 11.4 11.4 11.2

Any community care 
service in past year 9.4 6.2 6.0 7.3 6.3 5.1 5.2 9.7 7.8 6.8 6.8

Any day care service in 
past year 5.2 3.3 4.0 4.6 4.5 4.4 3.4 4.6 4.5 4.2 4.1

Age-standardised

Current treatment for 
a mental or emotional 
problem

No treatment 91.3 91.9 93.2 94.1 91.0 92.8 93.5 92.3 92.2 92.5 92.4

Treatment - counselling 
and/or medication 8.7 8.1 6.8 5.9 9.0 7.2 6.5 7.7 7.8 7.5 7.6

Service use

Any current counselling 
or therapy 2.1 2.7 2.2 1.9 3.6 2.3 2.8 2.6 2.4 2.6 2.6

Any health care service 
use for a mental or 
emotional problem 16.9 11.4 12.6 12.6 13.6 11.3 7.4 10.9 11.6 11.5 11.3

Any community care 
service in past year 9.2 6.1 6.2 7.4 6.2 5.1 5.6 9.9 7.8 6.9 6.8

Any day care service 
in past year 5.3 3.3 4.2 4.6 4.7 4.5 3.6 4.6 4.5 4.2 4.1

Base (unweighted)

Men 180 476 333 331 347 377 320 331 497 3192 2861

Women 259 620 465 347 441 477 468 419 694 4190 3843

All 439 1096 798 678 788 854 788 750 1191 7382 6704

Base (weighted)

Men 171 490 359 342 377 402 512 374 562 3589 3247

Women 207 505 389 293 396 417 578 374 630 3788 3495

All 378 995 748 635 773 819 1090 748 1192 7377 6742

a This table provides data for regional analysis by Government Office Region (GOR) and the whole of England.  The first eight columns represent GORs and the last
two columns give the figures for the whole of England and for England excluding the East Midlands.

Treatment and
service use
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Table 9.2

Treatment for a mental or
emotional problem and service 
use, by age and sex for East 
Midlands and the rest of England

All adults 2007

Age group

16-39 40-59 60+

% % %

Men
East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 94.6 96.8 93.9

Treatment - counselling 
and/or medication 5.4 3.2 6.1

Service use

Any current counselling 
or therapy 4.1 1.0

Any health care service 
use for a mental or 
emotional problem 14.2 7.2 3.6

Any community care 
service in past year 5.6 3.9 12.7

Any day care service 
in past year 1.0 2.1 12.2

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 95.2 93.2 95.6

Treatment - counselling 
and/or medication 4.8 6.8 4.4

Service use

Any current counselling 
or therapy 2.6 3.4 0.6

Any health care service 
use for a mental or 
emotional problem 7.7 9.2 4.5

Any community care 
service in past year 4.0 6.7 8.2

Any day care service 
in past year 2.8 3.3 5.8

Continued…

Table 9.2 continued

All adults 2007

Age group

16-39 40-59 60+

% % %

Women
East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 91.6 92.7 93.4

Treatment - counselling 
and/or medication 8.4 7.3 6.6

Service use

Any current counselling 
or therapy 0.5 3.5 1.2

Any health care service 
use for a mental or 
emotional problem 20.9 18.9 8.2

Any community care 
service in past year 8.4 7.3 8.6

Any day care service 
in past year 4.4 3.8 8.6

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 92.3 87.4 91.0

Treatment - counselling 
and/or medication 7.7 12.6 9.0

Service use

Any current counselling 
or therapy 3.4 3.9 1.1

Any health care service 
use for a mental or 
emotional problem 15.7 19.0 8.7

Any community care 
service in past year 7.5 6.6 8.5

Any day care service 
in past year 4.5 3.8 5.4

Base (unweighted)

East Midlands

Men 104 115 112

Women 103 135 109

Rest of England

Men 883 962 1016

Women 1218 1236 1389

Base (weighted)

East Midlands

Men 144 116 82

Women 95 124 74

Rest of England

Men 1349 1085 814

Women 1383 1131 981
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Table 9.3

Treatment for a mental or emotional problem
and service use (observed), by marital status
for East Midlands and the rest of England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

% % %

East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 94.5 94.6 90.0

Treatment - counselling 
and/or medication 5.5 5.4 10.0

Service use

Any current counselling 
or therapy 1.7 2.8 2.2

Any health care service 
use for a mental or 
emotional problem 11.2 13.4 20.2

Any community care 
service in past year 6.3 9.1 10.2

Any day care service in 
past year 4.7 1.9 7.5

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 93.7 93.1 86.1

Treatment - counselling 
and/or medication 6.3 6.9 13.9

Service use

Any current counselling 
or therapy 2.0 3.3 4.4

Any health care service use 
for a mental or emotional 
problem 9.7 11.5 17.6

Any community care 
service in past year 5.6 7.1 11.1

Any day care service in 
past year 3.6 3.9 6.7

Base (unweighted)

East Midlands 411 109 158

Rest of England 3717 1315 1672

Base (weighted)

East Midlands 432 120 82

Rest of England 4210 1555 978
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Table 9.4

Treatment for a mental or emotional problem and
service use (observed), by household type for East
Midlands and the rest of England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 91.9 92.1 99.1 92.9

Treatment - counselling 
and/or medication 8.1 7.9 0.9 7.1

Service use

Any current counselling 
or therapy 2.4 3.3 0.8 1.2

Any health care service 
use for a mental or 
emotional problem 13.8 21.4 8.7 6.5

Any community care 
service in past year 6.9 8.0 3.0 11.9

Any day care service in 
past year 3.8 3.6 - 11.6

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 90.0 92.1 95.5 92.8

Treatment - counselling 
and/or medication 10.0 7.9 4.5 7.2

Service use

Any current counselling 
or therapy 4.4 3.0 1.9 1.0

Any health care service 
use for a mental or 
emotional problem 15.0 14.1 7.8 7.1

Any community care 
service in past year 6.5 7.5 4.4 8.6

Any day care service 
in past year 3.7 3.7 3.5 5.6

Base (unweighted)

East Midlands 219 152 99 208

Rest of England 2090 1465 861 2288

Base (weighted)

East Midlands 185 155 155 139

Rest of England 1980 1574 1557 1632

Table 9.5

Treatment for a mental or
emotional problem and service
use (observed), by debt status
for East Midlands and the rest
of England 

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 94.2 90.2

Treatment - counselling 
and/or medication 5.8 9.8

Service use

Any current counselling 
or therapy 1.9 2.6

Any health care service 
use for a mental or 
emotional problem 11.0 34.7

Any community care 
service in past year 6.4 16.7

Any day care service 
in past year 4.3 8.1

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 93.2 84.8

Treatment - counselling 
and/or medication 6.8 15.2

Service use

Any current counselling 
or therapy 2.2 7.0

Any health care service 
use for a mental or 
emotional problem 10.1 23.2

Any community care 
service in past year 6.1 12.8

Any day care service 
in past year 3.8 6.9

Base (unweighted)

East Midlands 619 51

Rest of England 6095 546

Base (weighted)

East Midlands 576 50

Rest of England 6110 570
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Table 9.6

Treatment for a mental or emotional
problem and service use (observed),
by employment status and sex for
East Midlands and the rest of
England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 96.9 91.3

Treatment - counselling 
and/or medication 3.1 8.7

Service use

Any current counselling 
or therapy 2.0 2.1

Any health care service 
use for a mental or 
emotional problem 10.0 7.4

Any community care 
service in past year 3.2 14.7

Any day care service 
in past year 1.8 9.0

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 96.6 90.6

Treatment - counselling 
and/or medication 3.4 9.4

Service use

Any current counselling 
or therapy 1.6 4.0

Any health care service 
use for a mental or 
emotional problem 5.4 11.5

Any community care 
service in past year 3.7 10.6

Any day care service 
in past year 2.0 7.2

Continued…

Table 9.6 continued

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Women
East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 94.9 88.6

Treatment - counselling 
and/or medication 5.1 11.4

Service use

Any current counselling 
or therapy 1.9 2.0

Any health care service 
use for a mental or 
emotional problem 17.3 16.3

Any community care 
service in past year 7.1 9.4

Any day care service in 
past year 3.2 8.3

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 92.7 87.7

Treatment - counselling 
and/or medication 7.3 12.3

Service use

Any current counselling 
or therapy 2.5 3.4

Any health care service 
use for a mental or 
emotional problem 13.9 15.9

Any community care 
service in past year 4.5 11.0

Any day care service 
in past year 3.1 6.2

Base (unweighted)

East Midlands

Men 206 125

Women 194 153

Rest of England

Men 1728 1133

Women 1857 1986

Base (weighted)

East Midlands

Men 236 105

Women 179 114

Rest of England

Men 2185 1062

Women 1868 1627
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Obesity and physical
health 10
Key findings

A quarter of people living in the East Midlands are obese. This was the highest rate for any
region in England. The likelihood of having a physical health problem was also high in the
East Midlands, with higher rates of diabetes and asthma than in the rest of the country.

Obesity (BMI of 30 or more)
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Summary

Obesity and physical health problems

• Respondents were asked about their height and weight. This information was used to
calculate an estimation of each respondent’s Body Mass Index (BMI). Obesity was
defined as having a BMI of 30 or more.

• The presence of physical health conditions reflected self-reported health conditions
which were doctor diagnosed and were present or had been treated in the past year.

Rates in England and regional variation

• The proportion of the population who were obese (BMI of 30 or more) varied by
Government Office Region, as did having a physical health condition.

East Midlands compared with the rest of England

• The East Midlands was the region with the highest rate of obesity, with 24.9% being
obese or morbidly obese, compared to 17.0% in the rest of England. 

• People in the East Midlands were also more likely to report a physical health
condition (significant at the 10% level (p=0.088)). 66.4% of adults in the East
Midlands had at least one condition compared with 63.0% in the rest of England

• In keeping with the high prevalence of obesity, the East Midlands had a higher rate of
adults with diabetes (6.0%, compared to 4.2% in the rest of England). Asthma was
also more common in the East Midlands (11.0%) than in the rest of England (8.5%). 



10.1 Introduction

Obesity is a condition where excess body fat has accumulated to the extent that it may
have an adverse effect on health, leading to reduced life expectancy and/or increased
health problems.1 The Foresight report, Tackling obesities: future choices highlighted that
the global prevalence of obesity is increasing rapidly.1 In England the rate of increase in
obesity prevalence has started to slow in recent years, and there are indications that the
trend may be flattening out.2

Obesity is of major public health concern. It is associated with many health problems
including coronary heart disease, diabetes, kidney failure, osteoarthritis, back pain and
psychological damage.3,4,5 The strong association between obesity and cancer has only
recently come to light.1

10.2 Definitions and assessment

10.2.1 Estimation of Body Mass Index (BMI)

In the face to face component of the APMS 2007 interview, respondents were asked about
their height and weight. Where provided, this information has been used to calculate an
estimation of each respondent’s Body Mass Index (BMI). BMI is defined as body weight in
kilograms divided by the square of height in metres (kg/m2). Reported height and weight is
recognised to be less accurate than direct measurement, however it can still provide a
useful indication of BMI.6

In this chapter BMI is grouped into the following four categories; less than 18.5
(underweight), 18.5 to less than 25 (normal), 25 to less than 30 (overweight) and 30 or more
(obese). WHO and NICE recommend a BMI of 18.5 be used as the upper threshold for
underweight.7 In the text, we focus on the proportion who are obese in the East Midlands
and the rest of England.

10.2.2 Physical health conditions

The APMS 2007 survey adopted a show card approach in measuring self-reported general
health and long standing illness. Respondents were asked to identify which (if any) of the
conditions listed below they had had since the age of 16.
• Cancer
• Diabetes
• Epilepsy/fits
• Migraine or frequent headaches
• Dementia or Alzheimer's disease
• Anxiety, depression or other mental health issue
• Cataracts/eyesight problems (even if corrected with glasses or contacts)
• Ear/hearing problems (even if corrected with a hearing aid)
• Stroke
• Heart attack/angina
• High blood pressure
• Bronchitis/emphysema
• Asthma
• Allergies
• Stomach ulcer or other digestive problems
• Liver problems
• Bowel/colon problems
• Bladder problems/incontinence
• Arthritis
• Bone, back, joint or muscle problems
• Infectious disease
• Skin problems
• Other
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The derived variables reported here reflect self-reported health conditions which were
doctor diagnosed and present or had been treated in the past year. 

10.3 Results

10.3.1 Obesity and physical health conditions by region and sex

The proportion of the population who were obese (BMI of 30 or more) varied by Government
Office Region. Adults in the East Midlands had the highest rate of obesity, with 24.9% being
obese or morbidly obese, compared to 17.0% in the rest of England. 

Table 10.1, Figure 10.1

People in the East Midlands were also more likely to report a physical health condition
(significant at the 10% level (p=0.088)). 66.4% of adults in the East Midlands had at least
one condition compared with 63.0% in the rest of England. Figure 10.2

In keeping with the high prevalence of obesity, the East Midlands also had a higher rate of
adults with diabetes (6.0%, compared to 4.2% in the rest of England). Asthma was also
more common in the East Midlands (11.0%) than in the rest of England (8.5%). 

10.3.2 Variation by other characteristics

Age group

Both men and women had a higher rate of obesity in the East Midlands than men and
women in the rest of England. This was evident in all three age groups (although the
difference was not significant for either men or women aged 60 or over, or for women aged
16-39). For both men and women in the East Midlands, obesity was most common in the
40-59 age group. Table 10.2, Figures 10.3, 10.4

In the east Midlands, men aged 60 or over were more likely than their counterparts in the
rest of England to have at least one physical health condition (87.6% and 78.6%
respectively). This pattern appeared to be evident, but was not significant, among women.

Marital status

The higher rate of obesity in the East Midlands was again evident in all marital status
groups. This difference was significant for those who were married or cohabiting or single,
but not for those who were widowed, divorced or separated.
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Obesity (BMI of 30 or more), by Government Office Region
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Married or cohabiting adults in the East Midlands were more likely than married or co-
habiting adults in the rest of England to have a physical health condition (70.7% and 64.8%
respectively. Table 10.3

Household type

In the East Midlands, obesity was more common among people living in large adult
households (29.9%) than among people living in other household types. This pattern was
not evident in the rates for the rest of England. People living in large adult households or in
households with working age adults and no children, were more likely to be obese living in
the East Midlands than living in these household types in the rest of England.  

The pattern of association between presence of physical health conditions and household
type did not differ significantly between the East Midlands and the rest of England.

Table 10.4
Debt status

In both the East Midlands and the rest of England people in debt had a higher rate of
obesity than those not in any debt. 
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In the East Midlands the proportion of people in debt who had a physical health problem
was lower than among those not in debt, whereas in the rest of England the rates were very
similar. However, the base size for this analysis was small and the interaction was not
significant. Table 10.5

Employment status

For men, there were no significant differences in the pattern of obesity or physical health by
employment status between the East Midlands and the rest of England. Men who were
unemployed or economically inactive were more likely to have a physical health condition
than men in employment.

However, in the East Midlands women who were unemployed or economically inactive were
less likely to be obese than women in employment. In the rest of England this pattern was
reversed. As with men, for both the East Midlands and the rest of England, a higher
proportion of the unemployed or economically inactive had physical health problems
compared to those in employment. Table 10.6
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BMI category and physical health (observed and age-standardised), by regiona and sex 

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Observed

BMI status

Underweight 2.2 2.7 1.2 2.0 1.2 2.4 0.9 2.4 1.7 1.8 1.8

Normal 39.0 42.9 38.8 31.9 40.1 41.0 47.1 41.8 45.0 41.6 42.6

Overweight 39.7 40.7 43.9 41.8 39.5 39.9 36.5 39.8 37.1 39.6 39.4

Obese, inc. morbidly 
obese 19.1 13.7 16.1 24.4 19.2 16.7 15.4 15.9 16.3 17.0 16.2

Physical health

Cancer 2.0 1.0 2.4 1.6 1.0 1.2 0.5 1.8 1.7 1.4 1.4

Diabetes 2.4 4.7 5.9 6.3 5.4 4.0 5.5 3.8 5.5 5.0 4.9

Fits 0.3 0.8 1.0 0.5 0.8 0.5 0.4 0.5 0.5

Migraine 1.1 5.5 5.3 5.2 5.1 4.0 4.7 2.5 4.1 4.4 4.3

Dementia 0.2 0.2 0.2 0.1 0.1

Cataracts 17.7 16.7 16.1 15.6 10.9 11.8 9.4 11.2 14.4 13.5 13.2

Ear problems 8.6 10.5 10.7 9.9 4.7 7.7 3.3 7.8 9.5 8.0 7.8

Stroke 0.5 0.4 0.1 0.7 0.3 0.4 1.2 0.5 0.4 0.4

Heart attack/angina 3.9 3.5 2.6 1.8 2.1 1.8 2.5 2.4 2.9 2.6 2.7

High blood pressure 19.1 17.5 14.6 16.2 14.8 16.8 13.7 16.2 17.9 16.2 16.2

Bronchitis/emphysema 3.4 2.2 1.9 1.7 3.6 2.4 1.8 1.8 1.2 2.1 2.1

Asthma 5.5 6.5 11.0 10.6 8.1 6.9 7.3 6.8 7.3 7.8 7.5

Allergies 5.9 4.8 6.1 5.7 9.8 5.6 8.0 4.8 6.6 6.4 6.5

Stomach Ulcer 6.8 5.7 4.0 1.7 5.4 4.6 5.0 5.8 4.8 4.8 5.1

Liver problems 0.7 0.9 1.9 1.5 0.9 0.7 0.8 1.4 0.7 1.0 1.0

Bowel/colon problem 1.9 3.8 4.6 2.7 3.8 4.2 3.5 4.7 4.2 3.8 4.0

Bladder problems/
incontinence 2.2 2.5 3.0 2.7 1.9 4.6 2.3 4.3 2.8 2.9 3.0

Arthritis 12.3 12.1 11.0 10.0 10.8 12.1 5.5 8.3 7.7 9.6 9.6

Bone, back, joint and 
muscle problems 21.5 21.8 22.2 22.5 23.2 23.5 15.3 21.1 20.1 21.0 20.8

Infectious diseases 1.0 0.2 0.9 0.2 0.2 0.2 0.3

Skin problems 7.8 10.3 11.0 9.3 8.7 8.0 7.7 7.9 9.6 9.0 9.0

Any physical health 
problems 57.2 61.2 60.3 60.9 58.4 63.6 53.4 56.5 61.2 59.3 59.1

Age-standardised

BMI status

Underweight 2.0 2.7 1.0 2.0 1.3 2.8 0.8 2.7 1.7 1.9 1.8

Normal 39.4 42.9 38.5 31.9 40.1 42.2 45.1 44.4 45.2 41.7 42.8

Overweight 40.0 40.6 44.6 41.7 39.4 38.9 37.8 38.6 36.9 39.6 39.2

Obese, inc. morbidly 
obese 18.7 13.8 15.9 24.3 19.2 16.1 16.3 14.3 16.2 16.8 16.2

Physical health

Cancer 1.8 1.0 2.3 1.7 1.1 1.0 0.9 1.7 1.6 1.4 1.4

Diabetes 2.3 4.8 5.9 6.4 5.6 3.8 6.6 3.5 5.1 5.1 4.9

Fits 0.4 0.7 1.1 0.5 0.8 0.5 0.4 0.5 0.5

Migraine 1.2 5.9 5.4 5.2 5.1 4.2 4.6 2.2 4.2 4.4 4.3

Dementia 0.2 0.3 0.2 0.1 0.1

Cataracts 17.8 17.2 16.6 15.7 11.5 11.0 10.3 10.2 13.9 13.5 13.2

Ear problems 8.0 10.7 10.7 10.0 5.0 7.2 4.3 7.6 9.1 8.0 7.8

Stroke 0.5 0.4 0.1 0.7 0.4 0.3 1.1 0.5 0.4 0.4

Heart attack/angina 3.5 3.6 2.3 2.0 2.2 1.7 3.3 2.3 2.7 2.6 2.7

High blood pressure 18.1 18.2 14.8 16.5 15.6 15.3 16.6 15.2 16.8 16.3 16.2

Continued…

BMI and physical
health
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Table 10.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Men
Age-standardised

Physical health

Bronchitis/emphysema 3.1 2.1 2.0 2.0 3.9 2.5 2.2 1.7 1.0 2.2 2.1

Asthma 5.3 6.4 11.2 10.8 8.1 7.3 7.4 7.1 7.4 7.9 7.5

Allergies 5.9 4.7 6.3 5.7 9.9 6.0 7.3 4.8 6.8 6.4 6.5

Stomach Ulcer 6.4 5.7 4.2 1.7 5.3 4.3 5.9 5.2 4.6 4.8 5.1

Liver problems 0.7 0.9 2.0 1.5 0.8 0.6 0.8 1.4 0.6 1.0 1.0

Bowel/colon problem 1.8 3.9 4.6 2.6 3.9 3.8 3.8 4.2 4.0 3.8 4.0

Bladder problems/
incontinence 2.0 2.5 2.9 2.8 2.0 4.1 3.3 4.2 2.6 3.0 3.0

Arthritis 11.3 12.3 10.8 10.4 11.3 11.2 7.2 7.7 7.3 9.7 9.6

Bone, back, joint and 
muscle problems 21.1 22.3 22.3 22.7 23.0 23.7 16.2 20.1 20.3 21.1 20.8

Infectious diseases 1.0 0.3 1.0 0.2 0.2 0.2 0.3

Skin problems 7.3 10.1 10.9 9.2 8.9 7.9 7.9 7.7 9.7 8.9 9.0

Any physical health 
problems 56.8 61.8 61.0 61.5 58.9 62.3 56.7 53.7 60.1 59.3 59.1

Women
Observed

BMI status

Underweight 2.3 3.3 2.4 3.0 6.4 1.8 3.1 2.1 3.1 3.1 3.1

Normal 49.1 47.7 49.5 38.1 46.9 51.3 55.6 47.3 50.8 49.2 50.1

Overweight 27.3 33.3 30.6 33.4 29.3 26.0 25.1 31.3 29.6 29.4 29.1

Obese, inc. morbidly 
obese 21.3 15.7 17.5 25.6 17.4 21.0 16.2 19.4 16.5 18.3 17.7

Physical health

Cancer 1.0 1.0 2.1 0.3 0.6 1.5 0.7 1.4 0.9 1.0 1.1

Diabetes 3.9 2.9 4.7 5.6 2.3 3.2 3.3 5.9 3.7 3.8 3.6

Fits 1.1 0.7 1.2 0.9 1.1 0.4 0.1 0.2 0.6 0.5

Migraine 11.7 14.7 10.4 11.0 12.5 10.1 10.1 11.8 11.6 11.6 11.6

Dementia - - - - - - - - 0.1 0.0 0.0

Cataracts 19.5 17.1 15.6 17.0 14.8 15.1 18.1 16.3 14.8 16.3 16.3

Ear problems 9.5 6.8 6.8 6.2 7.4 7.3 2.8 7.9 5.4 6.3 6.3

Stroke 0.9 0.7 0.5 0.4 0.4 0.3 0.5 0.4 0.5

Heart attack/angina 2.9 2.1 2.1 1.5 1.7 2.6 0.8 2.8 1.3 1.8 1.8

High blood pressure 24.4 14.6 17.2 22.2 18.5 19.5 14.9 20.9 14.9 17.6 17.3

Bronchitis/emphysema 2.9 2.6 3.4 2.8 2.6 1.8 1.8 1.5 2.1 2.3 2.3

Asthma 8.4 9.5 10.0 11.4 11.9 9.6 9.5 8.2 8.5 9.6 9.5

Allergies 12.1 7.5 8.4 10.3 10.4 12.8 9.0 8.7 11.4 9.9 9.9

Stomach Ulcer 10.1 5.0 7.4 9.6 5.1 6.2 6.6 5.5 5.1 6.3 6.1

Liver problems 0.8 0.4 0.5 0.5 1.1 0.3 0.4 0.7 0.2 0.5 0.5

Bowel/colon problem 11.8 6.5 7.1 7.5 7.4 2.9 2.9 7.1 5.4 6.0 5.8

Bladder problems/
incontinence 4.4 3.2 3.0 2.0 4.7 3.4 3.2 5.2 3.1 3.5 3.6

Arthritis 20.4 15.1 16.5 17.0 15.1 16.5 11.4 16.5 12.1 14.9 14.7

Bone, back, joint and 
muscle problems 22.8 20.8 23.3 27.1 22.5 21.1 21.7 22.6 25.0 22.9 22.5

Infectious diseases 0.4 0.4 0.8 1.3 2.1 0.1 0.6 0.7 0.8

Skin problems 12.9 10.6 13.4 12.2 9.8 9.1 12.1 11.9 10.2 11.2 11.1

Any physical health 
problems 73.5 68.9 69.1 72.7 65.7 65.9 63.4 68.1 64.7 67.2 66.7

Continued…

BMI and physical
health
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Table 10.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Women
Age-standardised

BMI status

Underweight 2.2 3.0 2.4 3.7 5.7 2.0 3.2 2.2 3.3 3.1 3.1

Normal 50.8 47.1 51.1 38.4 45.6 52.8 54.4 48.6 51.0 49.4 50.3

Overweight 25.9 33.8 29.7 33.4 30.3 24.7 25.8 29.9 29.6 29.2 29.0

Obese, inc. morbidly 
obese 21.1 16.1 16.8 24.5 18.3 20.5 16.6 19.3 16.1 18.2 17.6

Physical health

Cancer 1.0 1.0 1.9 0.3 0.6 1.4 0.8 1.3 0.9 1.0 1.1

Diabetes 3.7 2.9 4.4 6.0 2.6 2.9 4.0 5.3 3.6 3.8 3.7

Fits 1.0 0.7 1.2 1.2 1.0 0.4 0.1 0.2 0.6 0.5

Migraine 11.4 14.8 10.6 11.1 12.6 10.4 9.9 11.9 11.7 11.7 11.6

Dementia 0.1 0.0 0.0

Cataracts 18.5 16.9 15.4 17.8 15.7 14.4 19.2 15.0 15.2 16.4 16.3

Ear problems 9.5 6.6 6.6 6.1 7.8 6.8 3.2 6.9 5.5 6.2 6.3

Stroke 0.8 0.7 0.5 0.4 0.3 0.4 0.6 0.4 0.5

Heart attack/angina 2.7 2.1 2.0 1.8 1.9 2.3 0.9 2.4 1.2 1.8 1.9

High blood pressure 23.2 14.7 16.1 22.8 20.2 17.7 17.4 18.8 14.9 17.7 17.3

Bronchitis/emphysema 2.6 2.6 3.3 2.7 2.8 1.9 2.1 1.4 2.1 2.3 2.3

Asthma 7.7 9.6 10.0 11.5 11.8 9.6 9.6 8.3 8.4 9.6 9.4

Allergies 11.9 7.7 8.6 11.4 10.1 13.2 8.6 9.0 11.3 10.0 9.9

Stomach Ulcer 9.7 5.2 7.0 9.8 5.6 5.8 7.2 5.3 5.1 6.4 6.1

Liver problems 0.8 0.5 0.4 0.5 1.3 0.3 0.5 0.7 0.2 0.5 0.5

Bowel/colon problem 11.5 6.5 6.9 7.5 7.6 2.7 3.4 6.9 5.3 5.9 5.8

Bladder problems/
incontinence 4.8 3.3 2.9 2.1 4.8 3.3 3.3 4.9 3.1 3.5 3.6

Arthritis 19.5 15.3 15.8 17.5 16.8 15.1 14.0 14.3 12.3 15.1 14.8

Bone, back, joint and 
muscle problems 22.7 21.5 23.0 25.8 23.7 20.4 23.7 21.4 24.9 23.0 22.6

Infectious diseases 0.4 0.6 0.7 1.4 1.9 0.1 0.6 0.7 0.8

Skin problems 13.0 10.3 13.3 12.1 9.8 9.4 11.6 12.2 10.0 11.1 11.1

Any physical health 
problems 71.8 69.5 68.6 72.1 67.8 64.9 66.5 65.5 64.7 67.4 66.9

All adults
Observed

BMI status

Underweight 2.2 3.0 1.8 2.4 3.8 2.1 2.0 2.2 2.4 2.5 2.5

Normal 44.4 45.3 44.3 34.7 43.5 46.2 51.5 44.5 48.0 45.4 46.4

Overweight 33.0 37.0 37.0 38.0 34.4 32.9 30.6 35.6 33.2 34.5 34.1

Obese, inc morbidly 
obese 20.3 14.7 16.8 24.9 18.3 18.9 15.8 17.7 16.4 17.7 17.0

Physical health

Cancer 1.4 1.0 2.2 1.0 0.8 1.3 0.6 1.6 1.3 1.2 1.2

Diabetes 3.2 3.8 5.3 6.0 3.8 3.6 4.3 4.9 4.5 4.4 4.2

Fits 0.8 0.7 1.1 0.4 0.3 0.9 0.2 0.3 0.3 0.5 0.5

Migraine 6.9 10.2 7.9 7.9 8.9 7.1 7.5 7.1 8.1 8.1 8.1

Dementia 0.1 0.1 0.1 0.0 0.0

Cataracts 18.7 16.9 15.9 16.2 12.9 13.5 14.0 13.8 14.6 14.9 14.8

Ear problems 9.1 8.6 8.6 8.1 6.1 7.5 3.0 7.9 7.3 7.1 7.0

Stroke 0.7 0.6 0.3 0.4 0.4 0.4 0.2 0.6 0.5 0.4 0.4

Heart attack/angina 3.3 2.8 2.3 1.7 1.9 2.2 1.6 2.6 2.0 2.2 2.2

Continued…

BMI and physical
health
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Table 10.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

All adults
Observed

BMI status

High blood pressure 22.0 16.0 15.9 19.0 16.7 18.2 14.3 18.6 16.3 16.9 16.7

Bronchitis/emphysema 3.1 2.4 2.7 2.2 3.1 2.1 1.8 1.7 1.7 2.2 2.2

Asthma 7.1 8.0 10.5 11.0 10.0 8.3 8.5 7.5 7.9 8.7 8.5

Allergies 9.3 6.2 7.3 7.9 10.1 9.2 8.5 6.7 9.1 8.2 8.3

Stomach Ulcer 8.6 5.4 5.8 5.4 5.3 5.4 5.9 5.7 4.9 5.6 5.6

Liver problems 0.8 0.7 1.1 1.1 1.0 0.5 0.6 1.0 0.4 0.8 0.7

Bowel/colon problem 7.3 5.2 5.9 4.9 5.7 3.6 3.2 5.9 4.8 4.9 4.9

Bladder problems/
incontinence 3.4 2.9 3.0 2.3 3.3 4.0 2.7 4.8 3.0 3.2 3.3

Arthritis 16.7 13.6 13.9 13.2 13.0 14.4 8.7 12.4 10.0 12.3 12.3

Bone, back, joint and 
muscle problems 22.2 21.3 22.8 24.7 22.8 22.3 18.7 21.9 22.7 22.0 21.7

Infectious diseases 0.5 0.3 0.4 0.2 0.4 0.8 1.1 0.1 0.4 0.5 0.5

Skin problems 10.6 10.4 12.2 10.6 9.3 8.6 10.0 9.9 9.9 10.1 10.1

Any physical health 
problems 66.1 65.1 64.9 66.4 62.2 64.8 58.7 62.3 63.1 63.3 63.0

Age-standardised

BMI status

Underweight 2.1 2.8 1.7 2.8 3.5 2.4 2.1 2.5 2.5 2.5 2.5

Normal 45.5 45.0 45.0 34.9 42.9 47.5 49.9 46.5 48.1 45.6 46.6

Overweight 32.4 37.2 36.9 37.9 34.9 31.8 31.6 34.3 33.1 34.4 34.0

Obese, inc morbidly 
obese 20.0 14.9 16.4 24.4 18.7 18.3 16.4 16.8 16.2 17.5 16.9

Physical health

Cancer 1.3 1.0 2.1 1.0 0.9 1.2 0.8 1.5 1.2 1.2 1.2

Diabetes 3.1 3.8 5.1 6.2 4.0 3.3 5.2 4.4 4.3 4.4 4.2

Fits 0.7 0.7 1.1 0.6 0.3 0.9 0.2 0.3 0.3 0.5 0.5

Migraine 6.8 10.5 8.2 7.9 8.9 7.4 7.4 7.0 8.2 8.2 8.1

Dementia 0.1 0.1 0.1 0.0 0.0

Cataracts 18.2 17.1 16.0 16.7 13.7 12.7 15.0 12.6 14.6 15.0 14.8

Ear problems 8.8 8.6 8.6 8.2 6.4 7.0 3.7 7.3 7.2 7.1 7.0

Stroke 0.6 0.6 0.3 0.4 0.4 0.3 0.2 0.5 0.5 0.4 0.4

Heart attack/angina 3.1 2.8 2.1 1.9 2.0 2.0 2.1 2.3 1.9 2.2 2.2

High blood pressure 20.9 16.4 15.5 19.4 17.9 16.5 17.0 17.0 15.8 17.0 16.8

Bronchitis/emphysema 2.8 2.4 2.7 2.3 3.4 2.2 2.1 1.5 1.6 2.3 2.2

Asthma 6.6 8.0 10.6 11.1 10.0 8.5 8.6 7.7 7.9 8.8 8.5

Allergies 9.2 6.2 7.5 8.4 10.0 9.7 8.0 6.9 9.2 8.3 8.3

Stomach Ulcer 8.2 5.4 5.7 5.5 5.4 5.1 6.6 5.3 4.9 5.6 5.6

Liver problems 0.7 0.7 1.2 1.0 1.1 0.4 0.6 1.0 0.4 0.8 0.7

Bowel/colon problem 7.1 5.2 5.8 4.9 5.8 3.2 3.6 5.5 4.7 4.9 4.9

Bladder problems/
incontinence 3.5 2.9 2.9 2.5 3.4 3.7 3.3 4.5 2.9 3.3 3.3

Arthritis 15.8 13.8 13.4 13.7 14.1 13.2 10.8 11.0 9.9 12.5 12.3

Bone, back, joint and 
muscle problems 22.0 21.9 22.7 24.2 23.4 22.0 20.1 20.7 22.7 22.1 21.7

Infectious diseases 0.5 0.3 0.5 0.3 0.3 0.8 1.0 0.1 0.4 0.5 0.5

Skin problems 10.5 10.2 12.1 10.6 9.4 8.7 9.9 9.9 9.8 10.0 10.1

Any physical health 
problems 65.0 65.7 64.9 66.4 63.5 63.6 61.9 59.6 62.5 63.5 63.1

Continued…

BMI and physical
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Table 10.1 continued

All adults 2007

Government Office Region

North North Yorkshire East West East London South South All of England
East West & the Midlands Midlands of West East England excl. East

Humber England Midlands

% % % % % % % % % % %

Base (unweighted)

Men 179 475 319 312 340 367 310 326 488 3116 2804

Women 247 585 436 321 414 454 433 397 640 3927 3606

All 426 1060 755 633 754 821 743 723 1128 7043 6410

Base (weighted)

Men 170 489 342 320 371 392 495 365 554 3499 3178

Women 195 474 366 268 371 395 532 351 582 3534 3266

All 365 963 708 588 742 787 1027 716 1136 7033 6444

BMI and physical
health

Table 10.2

Obesity and physical health, by age
and sex for East Midlands and the rest
of England

All adults 2007

Age group

16-39 40-59 60+

% % %

Men
East Midlands

Obesity 20.6 30.1 22.6

Any physical health problems 47.9 58.2 87.6

Rest of England

Obesity 11.5 21.8 16.5

Any physical health problems 44.1 63.1 78.6

Women
East Midlands

Obesity 17.1 33.2 22.7

Any physical health problems 63.1 73.4 84.3

Rest of England

Obesity 12.5 22.3 19.3

Any physical health problems 51.9 70.7 83.2

Base (unweighted)

East Midlands

Men 98 110 104

Women 88 126 107

Rest of England

Men 856 948 1000

Women 1101 1178 1327

Base (weighted)

East Midlands

Men 134 112 75

Women 80 116 72

Rest of England

Men 1302 1073 804

Women 1247 1078 941

Table 10.3

Obesity and physical health (observed), by marital
status for East Midlands and the rest of England

All adults 2007

Marital status

Married/ Single Widowed/
Cohabiting Separated/

Divorced

% % %

East Midlands

Obesity 26.3 20.2 24.7

Any physical health problems 70.7 46.1 73.9

Rest of England

Obesity 18.5 11.2 19.8

Any physical health problems 64.8 48.2 79.1

Base (unweighted)

East Midlands 382 100 151

Rest of England 3561 1241 1608

Base (weighted)

East Midlands 401 110 78

Rest of England 4028 1475 942
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Table 10.4

Obesity and physical health (observed), by
household type for East Midlands and the rest of
England

All adults 2007

Household type

1-2 adults Small or Large 1-2 adults
aged 16-59, large adult aged 60+,
no children family household no children

% % % %

East Midlands

Obesity 23.3 23.5 29.9 23.3

Any physical health 
problems 62.2 56.2 63.7 86.3

Rest of England

Obesity 16.5 17.1 16.7 17.6

Any physical health 
problems 60.8 53.5 56.7 81.1

Base (unweighted)

East Midlands 203 140 90 200

Rest of England 1995 1379 827 2209

Base (weighted)

East Midlands 172 142 142 133

Rest of England 1889 1482 1493 1581

Table 10.5

Obesity and physical health
(observed), by debt status for
East Midlands and the rest of
England 

All adults 2007

Debt status

Not in In
problem problem

debt debt

% %

East Midlands

Obesity 24.4 [34.3]

Any physical health 
problems 68.1 [55.0]

Rest of England

Obesity 16.7 21.3

Any physical health 
problems 63.0 63.7

Base (unweighted)

East Midlands 580 46

Rest of England 5839 511

Base (weighted)

East Midlands 537 45

Rest of England 5859 525

Table 10.6

Obesity and physical health
(observed), by employment status
and sex for East Midlands and the
rest of England

All adults 2007

Employment status

In Un-
employment employed/

ecomomically
inactive

% %

Men
Obesity 25.6 21.6

Any physical health 
problems 53.8 76.8

Rest of England

Obesity 16.2 16.4

Any physical health 
problems 53.5 70.5

Women
East Midlands

Obesity 27.7 22.0

Any physical health 
problems 69.2 78.3

Rest of England

Obesity 15.7 20.1

Any physical health 
problems 60.9 73.4

Base (unweighted)

East Midlands

Men 195 117

Women 182 139

Rest of England

Men 1702 1102

Women 1743 1863

Base (weighted)

East Midlands

Men 223 97

Women 166 102

Rest of England

Men 2152 1027

Women 1751 1515

Alcohol and
drug
dependence
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Obesity

Not Obese
obese

% %

East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 94.2 92.0

Treatment - counselling 
and/or medication 5.8 8.0

Service use

Any current counselling 
or therapy 1.5 3.7

Any health care service 
use for a mental or 
emotional problem 11.4 18.3

Any community care 
service in past year 6.4 10.2

Any day care service 
in past year 4.0 6.8

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 92.6 91.1

Treatment - counselling 
and/or medication 7.4 8.9

Service use

Any current counselling 
or therapy 2.7 2.5

Any health care service 
use for a mental or 
emotional problem 10.3 15.1

Any community care 
service in past year 6.0 9.6

Any day care service 
in past year 3.5 6.4

Base (unweighted)

East Midlands 479 151

Rest of England 5263 1134

Base (weighted)

East Midlands 439 147

Rest of England 5340 1094

Treatment and
services

Physical 
health 
problems

None One or
more

% %

East Midlands

Current treatment for 
a mental or emotional 
problem

No treatment 97.9 91.8

Treatment - counselling 
and/or medication 2.1 8.2

Service use

Any current counselling 
or therapy 3.0

Any health care service 
use for a mental or 
emotional problem 9.0 14.9

Any community care 
service in past year 3.2 9.5

Any day care service 
in past year 1.1 6.4

Rest of England

Current treatment for 
a mental or emotional 
problem

No treatment 96.0 90.3

Treatment - counselling 
and/or medication 4.0 9.7

Service use

Any current counselling 
or therapy 1.6 3.3

Any health care service 
use for a mental or 
emotional problem 7.0 13.8

Any community care 
service in past year 3.8 8.4

Any day care service 
in past year 2.4 5.2

Base (unweighted)

East Midlands 207 463

Rest of England 2161 4473

Base (weighted)

East Midlands 212 416

Rest of England 2472 4208

Treatment and
services

Table 10.7

Treatment for a mental or emotional problem and service use
(observed), by obesity and physical health for East Midlands and
England

All adults 2007
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Table A1

Regional stratifiers used and number of primary
sampling units (PSUs)

Regional Strategic Health Authoritya Delivery Number
stratifier Point of PSUs

Count selected

1 Norfolk, Suffolk and Cambridgeshire 993,067 24

2 Bedfordshire and Hertfordshire 692,132 16

3 Essex 716,697 18

4 North West London 723,877 17

5 North Central London 495,489 12

6 North East London 638,329 15

7 South East London 666,114 16

8 South West London 554,970 13

9 Northumberland, Tyne & Wear 633,663 15

10 County Durham and Tees Valley 512,894 12

11 North and East Yorkshire and Northern 
Lincolnshire 730,673 18

12 West Yorkshire 919,293 22

13 Cumbria and Lancashire 856,005 20

14 Greater Manchester 1,109,392 27

15 Cheshire & Merseyside 1,050,407 25

16 Thames Valley 888,735 21

17 Hampshire and Isle of Wight 773,709 18

18 Kent and Medway 698,001 17

19 Surrey and Sussex 1,136,614 27

20 Avon, Gloucestershire and Wiltshire 954,049 23

21 South West Peninsula 717,566 17

22 Dorset and Somerset 552,905 13

23 South Yorkshire 567,408 14

24 Trent 1,200,485 28

25 Leicestershire, Northamptonshire and 
Rutland 678,179 17

26 Shropshire and Staffordshire 643,446 15

27 Birmingham and the Black Country 979,455 23

28 West Midlands South 666,013 16

England 21,749,567 519

a Created in 2002, there were originally 28 strategic health authorities (SHAs). On July 1
2006, this number was reduced to 10. We used the original SHA boundaries to stratify
the sample by region.

Appendix

Sample tables and confidence intervals for
key estimates
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Table A2

Table A3

Final response model

Variable Base Odds Standard P-value 95%
ratio error confidence

interval

Government Office Region 
(<0.001)

North East 679 (baseline)

North West 1,779 0.88 0.095 0.168 0.73-1.06

Yorkshire & the Humber 1,328 0.83 0.098 0.059 0.69-1.01

East Midlands 1,107 0.86 0.102 0.134 0.70-1.05

West Midlands 1,349 0.78 0.098 0.012 0.65-0.95

East of England 1,456 0.76 0.097 0.005 0.63-0.92

London 1,647 0.58 0.096 <0.001 0.48-0.70

South East 2,040 0.75 0.093 0.002 0.63-0.90

South West 1,309 0.73 0.099 0.001 0.60-0.88

Barriers to entry at selected 
address

One or more barriers to entry 1,349 (baseline)

No barriers 11,345 1.38 0.061 <0.001 1.22-1.55

Percentage of households 
in area owner-occupieda 12,694 1.00 0.001 0.003 1.00-1.01

a The odds of a household responding increased by 1.004 (to 3 decimal places) per one unit increase in the
percentage of households owner-occupied, adjusting for the other variables in the model.

2006 mid-year household
population estimates for
adults in England,a by
Government Office Region

Government N
Office Region

North East 2,040,387

North West 5,410,995

Yorkshire & the Humber 4,074,538

East Midlands 3,463,025

West Midlands 4,226,702

East of England 4,433,773

London 5,970,247

South East 6,472,410

South West 4,085,936

Total 40,178,013

a Office for National Statistics (ONS) 2006
mid-year household population
estimates.
(http://www.statistics.gov.uk/about/data/
methodology/specific/population/PEMet
hodology/)

These figures are estimates: they are
provided to enable others to replicate our
process.
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Table A4

Weighted and unweighted sample distribution, by Government Office
Region, age and sex

Population Unweighted Respondents Respondents Respondents
respondents weighted by weighted by weighted by

selection un-calibrated final weight
weight only non-response

weight

% % % % %

Government Office 
Region 

North East 5.1 5.9 5.8 5.3 5.1

North West 13.5 14.8 14.4 13.6 13.5

Yorkshire & the Humber 10.1 10.8 10.6 10.2 10.1

East Midlands 8.6 9.2 9.5 9.0 8.6

West Midlands 10.5 10.7 10.9 10.8 10.5

East of England 11.0 11.5 11.8 11.8 11.0

London 14.9 10.8 10.7 12.8 14.9

South East 16.1 16.1 16.3 16.3 16.1

South West 10.2 10.2 10.1 10.2 10.2

Age and sex

Male 16-24 7.2 3.7 5.1 5.2 7.2

Male 25-34 8.2 5.6 6.0 6.1 8.2

Male 35-44 9.6 8.3 8.5 8.6 9.6

Male 45-54 8.0 6.7 7.1 7.2 8.0

Male 55-64 7.2 7.7 8.0 7.9 7.2

Male 65-74 4.9 6.2 6.1 6.0 4.9

Male 75+ 3.6 5.1 4.5 4.4 3.6

Female 16-24 7.0 4.0 5.0 5.0 7.0

Female 25-34 8.3 8.3 8.1 8.3 8.3

Female 35-44 9.7 10.8 10.9 10.9 9.7

Female 45-54 8.1 8.6 9.4 9.3 8.1

Female 55-64 7.5 9.5 9.6 9.5 7.5

Female 65-74 5.4 7.6 6.2 6.2 5.4

Female 75+ 5.3 8.0 5.6 5.6 5.3

Total 40,178,013 7,462 7,462 7,462 7,462
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Table A5

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

CIS-R score

12 or more 11.8 331 342 2.1 7.4-16.1 1.18

CMDs

Mixed anxiety and depressive 
disorder 7.0 331 342 1.68 3.5-10.5 1.20

Generalised anxiety disorder 3.2 331 342 0.75 1.6-4.7 0.78

Depressive episode 2.8 331 342 0.97 0.8-4.8 1.07

All phobias 1.4 331 342 0.66 0.0-2.7 1.03

Obsessive compulsive disorder 0.6 331 342 0.45 0.0-1.6 1.02

Panic disorder 0.2 331 342 0.24 0.0-0.7 0.90

Any CMD 12.5 331 342 2.14 8.0-16.9 1.18

CIS-R score

12 or more 21.9 350 296 2.3 17.2-26.7 1.04

CMDs

Mixed anxiety and depressive 
disorder 10.3 350 296 2.21 5.7-14.9 1.36

Generalised anxiety disorder 7.4 350 296 1.57 4.1-10.6 1.12

Depressive episode 5.2 350 296 1.36 2.4-8.0 1.14

All phobias 3.9 350 296 1.18 1.5-6.4 1.14

Obsessive compulsive disorder 1.1 350 296 0.57 0.0-2.2 1.03

Panic disorder 1.7 350 296 0.93 0.0-3.6 1.34

Any CMD 23.2 350 296 2.28 18.4-27.9 1.01

CIS-R score

12 or more 16.5 681 637 1.74 12.9-20.1 1.23

CMDs

Mixed anxiety and depressive 
disorder 8.5 681 637 1.47 5.5-11.6 1.37

Generalised anxiety disorder 5.1 681 637 0.90 3.3-7.0 1.06

Depressive episode 3.9 681 637 0.87 2.1-5.7 1.17

All phobias 2.6 681 637 0.64 1.2-3.9 1.05

Obsessive compulsive disorder 0.8 681 637 0.36 0.1-1.6 1.02

Panic disorder 0.9 681 637 0.46 0.0-1.9 1.25

Any CMD 17.4 681 637 1.77 13.8-21.1 1.22

a See Chapter 2 – Common mental disorders.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for CIS-R score (12+) and prevalence of
common mental disorders (CMDs)a

All respondents living in the East Midlands 2007

Table A6

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

Trauma ever 44.4 317 323 2.93 38.4-50.5 1.05

Trauma since 16 36.3 317 323 3.02 30.0-42.5 1.12

Screen positive for PTSD 1.6 317 323 0.60 0.4-2.8 0.84

Trauma ever 42.9 339 286 3.56 35.5-50.2 1.32

Trauma since 16 32.3 339 286 2.90 26.3-38.3 1.14

Screen positive for PTSD 2.4 339 286 0.97 0.3-4.4 1.18

Trauma ever 43.7 656 609 2.36 38.8-48.6 1.22

Trauma since 16 34.4 656 609 2.27 29.7-39.1 1.22

Screen positive for PTSD 2.0 656 609 0.55 0.8-3.1 1.01

a See Chapter 3 – Posttraumatic stress disorder.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for trauma and screen positive for
posttraumatic stress disorder (PTSD)a

All respondents living in the East Midlands 2007
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Table A7

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

Suicidal thoughts

Lifetime 13.6 331 342 2.26 8.9-18.2 1.20

Lifetime (self completion) 14.4 328 338 1.67 10.9-17.9 0.86

Suicide attempts

Lifetime 6.1 331 342 1.44 3.1-9 1.10

Lifetime (self completion) 6.6 329 339 1.47 3.5-9.6 1.08

Self-harm without suicide 
intent (lifetime) 4.5 330 340 0.98 2.4-6.5 0.86

Self-harm without suicide intent 
(lifetime, self completion) 6.1 329 339 1.31 3.4-8.8 0.99

Suicidal thoughts

Lifetime 16.3 348 293 2.3 11.5-21.1 1.16

Lifetime (self completion) 21.3 347 292 2.77 15.6-27 1.26

Suicide attempts

Lifetime 5.9 349 293 1.13 3.6-8.3 0.89

Lifetime (self completion) 7.3 347 292 1.18 4.9-9.8 0.84

Self-harm without suicide 
intent (lifetime) 3.5 349 293 0.92 1.6-5.4 0.93

Self-harm without suicide intent 
(lifetime, self completion) 4.6 348 293 1.29 1.9-7.3 1.15

Suicidal thoughts

Lifetime 14.8 679 634 1.81 11.1-18.6 1.32

Lifetime (self completion) 17.6 675 630 1.51 14.5-20.7 1.03

Suicide attempts

Lifetime 6.0 680 635 0.84 4.3-7.7 0.92

Lifetime (self completion) 6.9 676 631 0.88 5.1-8.7 0.90

Self-harm without suicide 
intent (lifetime) 4.0 679 634 0.71 2.6-5.5 0.94

Self-harm without suicide intent 
(lifetime, self completion) 5.4 677 632 1.02 3.3-7.5 1.17

a See Chapter 4 – Suicidal thoughts, suicide attempts and self-harm.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for prevalence and recency of suicidal
thoughts, suicide attempts and self-harma (face to face and self-completion)

All respondents living in the East Midlands 2007



156 MENTAL HEALTH IN THE EAST MIDLANDS | APPENDIX: SAMPLE TABLES AND CONFIDENCE LEVELS

Table A8

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

0 37.8 331 342 3.92 29.7-45.9 1.47

1 23.5 331 342 2.68 17.9-29 1.15

2 20.2 331 342 2.18 15.6-24.7 0.99

3 10.6 331 342 1.96 6.5-14.6 1.15

4 5.9 331 342 1.39 3.0-8.8 1.07

5 1.3 331 342 0.74 0.0-2.9 1.16

6 0.7 331 342 0.52 0.0-1.8 1.11

4 or more 8.0 331 342 1.41 5.0-10.9 0.95

0 39.7 349 295 2.75 34.0-45.4 1.05

1 27.9 349 295 2.30 23.1-32.6 0.96

2 16.4 349 295 2.18 11.9-20.9 1.10

3 8.7 349 295 1.61 5.4-12.0 1.06

4 3.6 349 295 0.90 1.7-5.4 0.90

5 3.4 349 295 1.09 1.1-5.6 1.13

6 0.4 349 295 0.45 0.0-1.4 1.25

4 or more 7.4 349 295 1.53 4.2-10.5 1.09

0 38.7 680 637 2.48 33.5-43.8 1.33

1 25.5 680 637 1.72 22.0-29.1 1.03

2 18.4 680 637 1.79 14.7-22.1 1.20

3 9.7 680 637 1.28 7.1-12.4 1.13

4 4.8 680 637 0.90 3.0-6.7 1.10

5 2.3 680 637 0.64 0.9-3.6 1.12

6 0.6 680 637 0.35 0.0-1.3 1.19

4 or more 7.7 680 637 0.95 5.7-9.7 0.93

a See Chapter 5 – Attention deficit hyperactivity disorder.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for number of attention deficit
hyperactivity disordera characteristics present in the past six months (ASRS)  for the East
Midlands

All respondents living in the East Midlands 2007

Table A9

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

SCOFF score 2 or more 2.7 330 340 1.14 0.4-5.1 1.26

SCOFF score 2 or more with 
significant impact 0.0 330 340 0.00 0.0-0.0 0.00

SCOFF score 2 or more 10.6 349 294 2.42 5.6-15.6 1.47

SCOFF score 2 or more with 
significant impact 1.6 347 292 0.90 0.0-3.5 1.32

SCOFF score 2 or more 6.4 679 634 1.33 3.6-9.1 1.42

SCOFF score 2 or more with 
significant impact 0.8 677 632 0.43 0.0-1.6 1.29

a See Chapter 6 – Eating disorders.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for screen positive for eating disordera in
the past year for the East Midlands

All respondents living in the East Midlands 2007
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Table A10

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

0-7: not hazardous 72.2 330 340 2.80 66.4-78 1.13

8-15: hazardous, not harmful 23.8 330 340 2.65 18.3-29.3 1.13

16-40: harmful 4.0 330 340 1.31 1.3-6.7 1.22

8 or more: hazardous or 
harmful drinking 27.8 330 340 2.80 22-33.6 1.13

0-7: not hazardous 84.0 350 296 2.56 78.7-89.3 1.31

8-15: hazardous, not harmful 14.0 350 296 2.49 8.9-19.2 1.34

16-40: harmful 1.9 350 296 0.79 0.3-3.6 1.08

8 or more: hazardous or 
harmful drinking 16.0 350 296 2.56 10.7-21.3 1.31

0-7: not hazardous 77.7 680 636 1.92 73.7-81.7 1.20

8-15: hazardous, not harmful 19.3 680 636 1.81 15.5-23.0 1.20

16-40: harmful 3.0 680 636 0.79 1.4-4.7 1.19

8 or more: hazardous or 
harmful drinking 22.3 680 636 1.92 18.3-26.3 1.20

a See Chapter 7 – Alcohol misuse and dependence.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for prevalence of hazardous and harmful
drinkinga in the past year for the East Midlands

All respondents living in the East Midlands 2007

Table A11

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

Signs of dependence on…

Cannabis only 3.1 330 340 1.28 0.5-5.8 1.33

Another drug(s) with or without 
cannabis dependence 0.6 330 340 0.45 0.0-1.5 1.06

Any drug dependence 3.7 330 340 1.24 1.2-6.3 1.19

Signs of dependence on..

Cannabis only 0.8 349 294 0.52 0.0-1.8 1.10

Another drug(s) with or without 
cannabis dependence 0.0 349 294 0.00 0.0-0.0 0.00

Any drug dependence 0.8 349 294 0.52 0.0-1.8 1.10

Signs of dependence on..

Cannabis only 2.0 679 634 0.74 0.5-3.6 1.37

Another drug(s) with or without 
cannabis dependence 0.3 679 634 0.24 0.0-0.8 1.11

Any drug dependence 2.4 679 634 0.74 0.8-3.9 1.26

a See Chapter 7 – Drug misuse and dependence.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for prevalence of drug dependencea for
the East Midlands

All respondents living in the East Midlands 2007



158 MENTAL HEALTH IN THE EAST MIDLANDS | APPENDIX: SAMPLE TABLES AND CONFIDENCE LEVELS

Table A12

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

Gambled in the past year 73.7 329 338 2.87 67.7-79.6 1.18

DSM-IV score

0 95.3 312 318 1.35 92.5-98.1 1.13

1-2 4.0 312 318 1.29 1.3-6.7 1.16

3-4 0.3 312 318 0.29 0.0-0.9 0.95

5+ 0.4 312 318 0.37 0.0-1.1 1.07

3 or more 0.7 312 318 0.47 0.0-1.6 1.01

Gambled in the past year 65 346 291 2 60.9-69.2 0.78

DSM-IV score

0 97.9 318 268 0.55 96.7-99 0.68

1-2 2.1 318 268 0.55 1.0-3.3 0.68

3-4 0.0 318 268 0.00 0.0-0.0 0.00

5+ 0.0 318 268 0.00 0.0-0.0 0.00

3 or more 0.0 318 268 0.00 0.0-0.0 0.00

Gambled in the past year 69.7 675 630 1.72 66.1-73.2 0.97

DSM-IV score

0 96.5 630 586 0.77 94.9-98.1 1.05

1-2 3.2 630 586 0.72 1.7-4.6 1.03

3-4 0.2 630 586 0.16 0.0-0.5 0.99

5+ 0.2 630 586 0.20 0.0-0.6 1.13

3 or more 0.4 630 586 0.26 0.0-0.9 1.07

a See Chapter 8 – Gambling behaviour.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for gambling behavioura for the East
Midlands

All respondents living in the East Midlands 2007

Table A13

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

Treatment - counselling and/or 
medication 4.8 331 342 1.42 1.9-7.8 1.21

Any health care service use for 
a mental or emotional problem 9.2 330 339 1.60 5.9-12.5 1.00

Any community care service in 
past year 6.7 330 340 1.50 3.6-9.8 1.09

Any day care service in past year 4.0 330 340 1.26 1.4-6.6 1.16

Treatment - counselling and/or 
medication 7.5 347 293 1.49 4.4-10.6 1.05

Any health care service use for 
a mental or emotional problem 16.9 350 296 1.94 12.9-20.9 0.97

Any community care service in 
past year 8.0 350 296 1.22 5.5-10.5 0.84

Any day care service in past year 5.2 350 296 1.03 3.0-7.3 0.87

Treatment - counselling and/or 
medication 6.1 678 634 1.00 4.0-8.1 1.09

Any health care service use for a 
mental or emotional problem 12.8 680 635 1.27 10.2-15.4 0.99

Any community care service in 
past year 7.3 680 636 1.11 5.0-9.6 1.11

Any day care service in past year 4.6 680 636 0.96 2.6-6.5 1.20

a See Chapter 9 – Treatment and service use.

Men

All adults

Women

Base

True standard errors and 95% confidence intervals for treatment and service usea for the East
Midlands

All respondents living in the East Midlands 2007
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Table A14

Characteristic % Sample Weighted True 95% Deft
size sample standard confidence

size error interval

Any physical health problems 60.9 327 339 2.74 55.3-66.6 1.01

Any physical health problems 72.7 346 292 2.59 67.4-78.1 1.08

Any physical health problems 66.4 673 631 1.94 62.4-70.4 1.07

a See Chapter 10 – Obesity and physical health.

Men

All adults
Women

Base

True standard errors and 95% confidence intervals for any physical health problema for the
East Midlands

All respondents living in the East Midlands 2007




