






Preface 
 
It is the statutory responsibility of the Director of Public Health to independently 
present an Annual Report on the health of the population. This provides an 
opportunity to present an unashamedly local perspective on health issues which 
have such a strong national profile these days. The three local Directors of 
Public Health and I wish to present three parallel reports to the combined Board 
which shares the responsibility for overseeing the business of the PCTs. This 
gives the added opportunity to ensure that matters relating to the health of the 
public influence corporate decision making and also to highlight the similarities 
and differences between the health problems experienced by the three PCT 
areas.  
 
It is always a difficult decision to know how to “cut the cake” when describing 
public health issues; by geography, by age group or by health problem. In this 
report readers will find a local perspective has been taken when considering the 
health of children, older people and health inequalities. A South of Tyne and 
Wear approach has been taken when the issue has benefited from strategic 
leadership across the patch. This includes the analysis of information which 
underpins this report. This approach reflects how the public health team is 
organized and I would like to thank all the public health specialists who have 
contributed to this report, it is truly a joint effort.  
 
�  Andy Billett Public Health Analyst 
�  Sue Collins Public Health Practitioner Chronic Disease 
�  Nonnie Crawford Sunderland Director of Public Health  
�  Marietta Evans Public Health Specialist/Consultant Community Safety 
�  Gillian Gibson Public Health Specialist/Consultant Screening 
�  Amanda Healy Public Health Specialist Consultant Choosing Health 
�  Marc Hopkinson Public Health Practitioner Obesity 
�  Alyson Learmonth Gateshead Director of Public Health 
�  Ruth McKeown South Tyneside Director of Public Health  
�  Mark Overton  Public Health Network Manager 
�  Julie Seymour Public Health Training Administrator 
�  Maria Taubman Public Health Specialist/Consultant Community Development 
�  Kate Watson PA to Executive Director of Public Health 
�  Alice Wiseman Public Health Practitioner Sexual Health   
 
The Board spends most of its time considering the implications of poor health, 
considering how illnesses affect the local population and how effectively local 
services are dealing with these. A public health perspective, population based 
approach, is important in these debates. However it is important that the Board 
understands the importance of making decisions which positively promote 
health. Good health is a resource for living life to the full. It is also important for 
the Board to recognise that there are always opportunities for prevention no 
matter at what stage a person is, on the continuum of good to bad health. 
Seizing these opportunities should always be considered in our decision 
making.  It can take many years to realise the benefits of these interventions but 
without them we will not raise the bar of local health indicators, the impact of 
chronic disease will be an increasing drain on our resources and we will merely 
shift problems to future Boards.  
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South of Tyne and Wear Commentary  
 
The Board has approved a vision which cites improving health as a key 
corporate aim. For South of Tyne and Wear this means: 
 
�  extending the average length of life; 
�  improving quality of life; 
�  reducing health inequalities in terms of the measured health differential 

between SoT&W and England and Wales, and between small areas within 
the patch.  

 
All of these perspectives are crystallised in the local life expectancy gap against 
England and Wales, and the key question to be answered is how to close this 
gap.  

 
In absolute terms the life expectancy trends have been steady and upwards 
since 1990 however there has been little or no closing of the gap because life 
expectancy in England and Wales is also improving. 

 
 Gateshead %dif South 

Tyneside 
%dif Sunderland %dif E&W 

M 75 -1.9 74.8 -2.1 75.3 -1.6 76.9 
F 79.5 -1.6 79.9 -1.2 79.4 -1.7 81.1 

 
The Health Improvement Monitor included within this report, charts the life 
expectancy gap for each PCT by age and sex. This is influenced by a relatively 
small number of deaths at an early age or by a large number of deaths later in 
life. There is the potential to reduce the death rate in infancy however in South 
of Tyne and Wear the greatest gap is experienced by those over 50. This is 
where interventions will bear the most fruit. This is particularly marked in 
Sunderland and South Tyneside.  
 
The Health Monitor demonstrates the diseases which contribute most to the life 
expectancy gap: 
 
�  respiratory disease and circulatory disease, particularly in Sunderland; 
�  cancers, particularly in South Tyneside, most notably Lung cancer. The 

impact of lung cancer is also very marked in Gateshead; 
�  gastro-intestinal disorder, especially cirrhosis, most marked in Gateshead. 
 
All of these conditions are however significant problems in all three PCTs and in 
summary the diseases which the PCT should prioritise for attention to reduce 
the life expectancy gap are heart disease, lung cancer, chronic obstructive 
pulmonary disease and alcohol related disease. 
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Capturing quality of life through summary quantifiable indicators is problematic 
and an overview is not available. There is however evidence to show that 
people living in South of Tyne and Wear have a significantly poorer quality of 
life (marked High) than England and Wales with regard to self reported health.  
 
 Gateshead  South 

Tyneside 
 Sunderland  E&W 

Self reported 
poor health 
%(census) 

11.1 H 10.7 H 11.6 H 7.8 

Limiting long 
term illness % 
(census) 

23.9 H 23.6 H 24 H 11.6 

Benefits for 
mental health 
problems 
rate/1000 

47.1 H 41.6 H 45.2 H 27.4 

 
The long term conditions referred to above include those causing loss of life 
which have already been mentioned, confirming that these are the priorities to 
be tackled, but in addition musculo-skeletal disease and mental health problems 
also have a major impact. There are a number of surveys which collect patient 
experience and views, including those conducted by the PCTs. The PCTs 
should make more use of this information in needs assessment work and so be 
better informed about local people’s quality of life. The findings of the Health 
Commission reports on Heart Failure and Diabetes, do give some insight into 
patients perception of the impact of treatment and there are opportunities for 
improvement.  
 
The information we have on the levels of identified chronic disease across 
South of Tyne and Wear has improved since the establishment of the Quality 
and Outcomes Framework (QOF) within the GP contract. Local QOF scores 
demonstrate significantly high prevalence levels of heart disease and 
respiratory disease in comparison with E&W. The risk of developing these and 
related diseases is significantly increased by certain behaviours and risk factors 
such as smoking, obesity and excess alcohol use. Whilst detailed local 
information on this is lacking, local levels can be estimated from national 
surveys which include people form this area. 
 
 Gateshead  South 

Tyneside 
 Sunderland  E&W 

Obese 
% 

24  24.2  24.1  21.8 

Smokers 
% 

33.1 H 32.9 H 32.8 H 26 

Binge 
Drinkers 
% 

25 H 26 H 26.7 H 18.2 
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In order to discharge our responsibility to reduce the life expectancy gap the 
Board not only needs to know what are the health problems but also whether 
the PCTs spending patterns are commensurate with the pattern of these health 
problems. This information can be obtained by a review of programme budget 
spending.  This information is relatively newly available, requires further 
analysis and which usually begs more questions than it answers, but there are 
some immediate issues to note.  
 
�  The PCTs’ spend on prevention is comparatively very low overall. The 

spend per individual is significantly higher in Gateshead and South Tyneside 
than Sunderland.  This is of concern because of the high prevalence of risk 
factors in all districts.   

�  Diabetes spend is comparatively low within primary care. This is important 
because this disease is also a risk factor for other diseases.  

�  There is a significant variation in primary care spending on the management 
of common diseases across the patch most notably circulatory disease. Low 
spending is most marked in South Tyneside. 

�  Chronic obstructive airways disease which has a high prevalence in this 
area, should be managed predominantly within the community. The ratio of 
secondary care spend to primary care is 1.08 in Sunderland; 2.0 in 
Gateshead; 2.1 in South Tyneside. This is an important issue if we are to 
reform the service and support management of patients within the 
community. 

 
One way to close the life expectancy gap will be through improving the 
management of identified diseases. There is plenty of evidence to demonstrate 
the impact of key interventions, and the guidance from the National Institute of 
Clinical Excellence (NICE) is an important source of guidance. Some examples 
of evidence based guidance which will have an marked impact includes:  
 
�  the implementation of NICE guidelines in the management hypertension; 
�  the identification of patients with high blood pressure; 
�  statin prescribing to patients with high levels of risk for heart disease; 
�  smoking cessation which is both an intervention which I identified as a high 

impact and low cost change; 
�  the targeting of a comprehensive personal programme of secondary 

prevention and risk in people over 50; 
�  management of obesity using a formal supported pathway of care; 
�  the use of primary angioplasty and thrombolysis in cases of heart attack; 
�  the provision of expert stroke care. 

 
However in order to realise the benefit of these evidence based interventions, 
patients with chronic disease and/or the key risk factors must be identified. At 
first sight local QOF figures might suggest that those at risk are being identified, 
the coverage is high (96.1-100) and the prevalence is above that of E&W, as 
would be predicted. However a range of sources1 suggests that disease 
prevalence may be significantly higher. This points to incomplete case finding 
and therefore a high level of unidentified disease and unmet need. Given the 
high numbers of people who live in South of Tyne and Wear, 626,000, coupled 
with the high prevalence of chronic disease and risk factors even small 
percentage difference equals large numbers of people.  
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Application of this information to local populations (40-85+) estimates that the 
additional number of patients who would be identified and subsequently benefit 
from evidence based interventions is substantial. This is shown for each PCT 
and for the average GP list size within that PCT. Please note that the ranges 
are wide as a result of the different prevalence sources and this requires further 
analysis but the message regarding the size and significance of the problem is 
clear. 

 
 Gateshead South Tyneside Sunderland  
 Estimate Per 

average 
GP list  

Estimate Per 
average 
GP list  

Estimate Per 
average 
GP list  

Heart disease 290 3 231 3 691 4 
Heart failure 2127 19 386 5 2627 17 
Hypertension  9476 86 7874 97 26619 172 
Diabetes 461 4 548 7 152 1 
Respiratory 
disease 

1643- 
3771 

15- 
34 

231- 
1930 

3- 
24 

276- 
3319 

2- 
21 

Asthma 193 2 154 2 829 5 
Obesity 20113- 

31717 
182- 
288 

25553- 
16289 

201- 
315 

28074- 
44670 

181- 
406 

Smoking 20160 183 15995 197 29540 190 
 

It is possible to predict the impact of effectively managing the health problems 
mentioned using the health inequalities intervention tool. The following table 
indicates what would be the reduction in mortality rates and the percentage 
reduction in the life expectancy gap from: 
 
�  identifying and managing hypertension; 
�  prescribing statins to patients with hypertension; 
�  expanding smoking cessation; 
�  all three. 

 
 Gateshead South Tyneside Sunderland  
 Life 

Expectancy 
gap change 
% 

Reduction 
in Mortality 
rate 

Life 
Expectancy 
gap change 
% 

Reduction 
in Mortality 
rate 

Life 
Expectancy 
gap 
change % 

Reduction 
in 
Mortality 
rate 

Males       
Smoking only 3.8 4.9  3.3 5.1 4.2 4.7 
Hypertension  4.8 6.2 4.6 7.1 10.4 11.5 
Hypertension 
+ statin 

7.5 9.6 7.1 10.9 11 12.2 

All 3 11 13.9 10 15.3 14.7 16.3 
Females       

Smoking only 4.8 4.1 6 4 4.5 4.3 

Hypertension 6.9 5.9 9.1 6 10.7 10.3 
Hypertension 
+ statin 

10 8.5 12.9 8.6 11.3 10.8 

All 3 14.3 12.1 18.3 12.2   
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The application of a comprehensive model of case finding, with chronic disease 
and risk factor management will generate even greater benefits, particularly with 
regard to the management of obesity. 

 
This commentary argues the positive benefits of managing risk factors and early 
stages of chronic disease; conversely it is possible to predict the impact of not 
doing something about this. Use of information from the projecting Older People 
Population Information (POPPI ), estimates the proportionate rise in the 
numbers over 65 with limiting long term illness.  
 
 Gateshead South Tyneside Sunderland  
  % increase  % increase  % increase 
Limiting long term illness  10.7  7.9  13.4 
Health condition from heart 
attack 

 10.4  10.1  13.3 

Health condition from 
stroke 

 11  10.5  14 

Health condition from 
COPD 

 11  11  14 

The comprehensive management of chronic disease including the related 
management of patients with high risk levels for developing these diseases, 
must be a priority for the PCTs, not just from a health improvement perspective, 
but from an economic one too. In essence, in order to close the life expectancy 
gap it will be important to find the missing people who are not accessing 
effective interventions and to improve the provision, access to and uptake of 
services. This will require the creation of the right incentives both for the public 
and service providers. 
 
Mention has already been made of the importance of death in infancy to overall 
life expectancy. Although falling, infant deaths are generally more common 
among those from manual backgrounds. The infant mortality rate in South of 
Tyne and Wear is not significantly different from England and Wales. 
 
But closing the life expectancy gap against England and Wales is not the only 
inequality to be addressed; the PCTs are also charged with closing the gap 
between the “best off” and “worst off” quintiles within the PCT areas. This is 
measured by the index of multiple deprivation and deprived areas are over-
represented in South of Tyne and Wear. Whilst the nature of the geographical 
boundaries and the issue of small numbers generates difficulty with analysis, 
there are significant variations with regard to low birth weight. This is important 
because it is a key predictor of future length of life and quality of life. It is also 
concerning to note the high proportion of mothers who still smoke in pregnancy 
and the low level of uptake of breastfeeding. This is monitored on a quarterly 
basis and the situation is improving however given the link with health problems 
in infancy it is important to keep this under review. Similarly the importance of 
preventive interventions cannot be overestimated at this stage of life and the 
low uptake of childhood immunisation in Gateshead is of concern. This is 
currently being addressed. The Board is urged to maintain an interest in these 
issues. 
 
Dr Judy Thomas 
Executive Director of Public Health 
November 2007 
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South of Tyne and 
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South of Tyne and Wear Public Health Network Reports 
 
Accidents 
 
National Context 
 
�  Accidental injury is a leading cause of death and disability in the UK.  

Around 2.7 million accidents that lead people to seek hospital treatment 
occur in UK homes each year, over 40% of them caused by falls.  Over 
300,000 people are killed or injured in road traffic accidents in Great Britain 
each year.  Treating injury costs the NHS over £2billion a year. 

�  Accidents are particularly important because of their preventable 
nature.  According to the World Health Organisation “… today both 
unintentional and intentional injuries are viewed as largely preventable 
events.”2   

�  The importance of accidental injury was recognised in ‘Saving Lives: 
Our Healthier Nation’.  It was identified as one of four priority areas with 2 
targets to be reached by 2010: -  

�  To reduce death rates from accidents by at least a fifth.   

�  To reduce the rate of serious injury from accidents by at least one-
tenth.   

�  There are a number of inequalities in the incidence of accidents.  
Although they occur in all socio-economic groups, some types of accidents 
are associated with deprivation.  The social class gradient is steepest for 
deaths from house fires and pedestrian injuries; fire related death for a child 
in social class V (unskilled) is 15 times that of children in social class I 
(professional) and for pedestrian mortality the ratio stands at five to one.  A 
similar trend exists in relation to fires in the homes of older people. 

�  Accidents also occur disproportionately amongst particular groups 
within the population.  Three of these groups have been identified as 
priorities. 
 
Children aged 0 - 14 

 
Accidental death is a leading cause of child death nationally.  Up to 
the age of 5, most fatal accidents occur in the home.  After the age of 
5 most accidental deaths are caused by road traffic accidents (RTAs) 
in which the child is a pedestrian. 

 
Emerging and young adults (15-24) 

 
RTAs are the single largest cause of death in young adults.  For 
young men the accidental injury death rate is over 3.5 times that for 
women in the same age group. 

 
Older People 

 
Falls are a major cause of disability and the leading cause of injury 
mortality in people aged over 75 in England and Wales.  They 
represent the most frequent and serious type of accident in the over 
65s with one older person dying every 5 hours as a result of a fall.  
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Falls destroy confidence, increase isolation and reduce 
independence.  

 
Local Picture 
 
For the three PCTs, Gateshead, South Tyneside and Sunderland, a total of 
3,172 people were admitted to hospital as a result of serious accidental injury in 
2004/05.   
 
As shown in the graph below, admission rates were higher than the national 
average for the three PCTs but were particularly high in Sunderland with a 
standardised rate of 411.57 per 100,000 population compared to 332.39 
nationally.  In the years 2003 to 2005 a total of 398 people died as a result of 
accidents locally.  Although there were variations in the rates between the 3 
PCTs these variations were not significantly different from each other or the 
national average. 
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2004/05

0

50

100

150

200

250

300

350

400

450

England Gatehead South Tyneside Sunderland

R
at

e 
p

er
 1

00
0,

00
0

                          Source: www.nchod.nhs.uk 
 

The majority of serious accidental injuries occur amongst older people with 57% 
of hospital admissions and 56% of deaths occurring amongst those aged 65 
and over in Gateshead, South Tyneside and Sunderland PCTs. 
 
Network Action 
 
Because of the importance of work with local partners in relation to accidents 
much of the action is developed and implemented at a local level.  The 
establishment of the network means, however, that a strategic approach, 
particularly in relation to the priority groups, can be taken across the three PCTs 
with the rapid dissemination of successes and good practice.  At the same time, 
however, there is recognition of the continued importance of local partnership 
work and the need to be responsive to different local needs.  
 
It is vital, therefore, that the three local partnerships recognise their 
responsibilities for reducing accidents amongst their local populations.  
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Local Action 
 
Accidents are a priority area for a number of agencies beyond the NHS with 
specific responsibilities lying with organisations such as the local authority and 
the fire service.  There has historically, therefore, been a multi-agency approach 
to the prevention of accidents within the three PCTs.   
 
In Sunderland, the importance of accidents has been recognised through the 
development of local targets in relation to falls.  These Local Public Service 
Agreement (LPSA) targets require that emergency hospital admissions for falls 
should reduce to 1412 per 100,000 population aged 65 and over by March 2008 
with the readmission rate falling to 4.5% of admissions. 
 
The multi agency approach is particularly apparent in relation to accidents 
amongst children in Sunderland.  For example, in Sunderland a multi agency 
Zone Rangers scheme gives Year 6 children access to health and safety 
information such as chip pan fires, accidents relating to water and electricity, 
road safety and stranger danger. Individual agencies such as the fire service 
and the local authority also focus prevention work in schools.  In South 
Tyneside School Nurses deliver Reducing Accidents in Play (RAP) a health 
educational event for Year 6 pupils.  This and similar work needs to continue 
with particular emphasis being given to preventing accidents amongst children 
in disadvantaged areas. 
 
Due to the high impact of falls on older people much of the work around 
preventing accidents in older people has been concentrated on preventing falls.  
There has been a focus on developing a strategic multi-agency approach to 
preventing falls and the development of a range of services to reduce the 
number of falls amongst older people. 
 
Services have been developed to reflect local needs and priorities.  In 
Gateshead there is a Falls Team based at the Queen Elizabeth Hospital who 
also provide outreach preventative work.  In South Tyneside there is a Falls 
Rehabilitation service including, for example, the delivery of specific exercise 
programmes by the South Tyneside Active Age Unit.  In Sunderland there has 
been a multi-agency approach leading to the establishment of an integrated 
falls service pathway.  The use of the Sunderland trigger tool allows staff from a 
variety of disciplines (acute to voluntary care) to identify those people at 
greatest risk of falling.  Based on the assessment, a referral may take place to 
the Galleries Day Unit where patients are assessed and referred to relevant 
services.  This work contributes to two LPSA targets.   
 
In addition, both Gateshead and Sunderland have had successful healthy 
community collaborative programmes in relation to falls.  This model involves 
statutory agencies working with the voluntary sector and the wider community in 
a number of hotspot areas.  This approach has increased awareness of the 
risks of falls among older people as well as providing practical support and 
allowing new methods to be piloted.     
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Recommendations 
 
�  Local authority partnerships should ensure that the strategic overview and 

co-ordination of accident prevention is appropriately located within the three 
structures. 

 
�  Local partnerships should identify accident prevention as a community 

strategy priority with associated targets in the local area agreement to 
reduce injuries and accidental injuries amongst the priority groups. 

 
�  Partnerships should ensure that accident prevention interventions, 

particularly in relation to children, are focused on the most disadvantaged 
groups. 

 
�  PCTs should develop an agreed monitoring data set for South of Tyne and 

Wear in relation to accidents, including falls, to track progress in relation to 
falls prevention and inform targeted prevention work. 

 
�  PCTs should consider the programme budget apportioned to accidental 

injury which will demonstrate the significant impact of accidents in demand 
for and cost of services. 

 
�  PCTs should lead the development of a joint strategic approach to falls 

prevention across Gateshead, South Tyneside and Sunderland which learns 
from good practice in each area but is also sensitive to local needs leading 
to a coordinated and consistent approach with partners with clear aims, 
objectives and outcomes identified.  This approach may have consequences 
for the commissioning of services. 

 
�  PCTs should assess the potential to build on the Healthy Communities 

Collaborative success in relation to falls to tackle other types of accidents in 
hot spots across Gateshead, South Tyneside and Sunderland. 

 
Gillian Gibson 
Public Health Specialist/Consultant Screening 
November 2007 
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Alcohol Consumption 
 

National Context 
 

�  Deaths caused by alcohol consumption have doubled in the past two 
decades, with more people becoming ill and dying younger. 

�  Drinking over the sensible drinking guidelines is more common in 
areas of high deprivation. Department of Health analysis of Office of 
National Statistics (ONS) data indicates that alcohol-related death rates are 
about 45% higher in areas of high deprivation.  

�  A growing body of research suggests that binge drinkers also have a 
higher all-cause mortality rate than those who have the same average 
alcohol consumption but drink more frequently 

�  Binge drinking is specifically related to accidents and violence, both of which 
impact on the health service. 

�  It has been estimated that, at peak times, up to 70 per cent of all 
admissions to accident and emergency units are related to alcohol 
consumption. 

�  Young people who drink are drinking twice what they were in 1990. The 
amount of alcohol consumed by younger adolescents has steadily 
increased. 

�  Those in the 18-24 year age range who binge drink accounted for a third 
(30%) of all offences and a quarter (24%) of all violent offences reported in 
2006. 

�  In 2004, the Government published the Alcohol Harm Reduction 
Strategy for England. This strategy was the first cross-government 
statement on the harm caused by alcohol, which included an analysis of the 
problem and the programme of action to respond.  

�  In 2007 the government published a new strategy, Safe. Sensible. 
Social. The next steps in the National Alcohol Strategy, which has three key 
aims. 

 
1. To ensure that the laws and licensing powers to tackle alcohol-related 

crime and disorder, to protect young people and deal with irresponsibly 
managed premises are being used widely and effectively. 

 

2. To focus on three specific target groups in the population in relation to 
tackling alcohol related problems; young people under 18 who drink 
alcohol, 18–24 year old binge drinkers and harmful drinkers. 
 

3. To work together to create an environment that actively promotes 
sensible drinking, through better information and communication and to 
promote a partnership approach to reducing the harm alcohol can cause. 

 
�  The Government’s 2007 strategy focuses on action in relation to 

reducing the types of harm that are of most concern to the public, 
including: a reduction in the levels of alcohol-related violent crime, disorder 
and antisocial behaviour and a reduction in chronic and acute ill health 
caused by alcohol.  

�  Crime & Disorder Reduction Partnership strategies are required to 
address alcohol-related issues from April 2008. There are no current 
national targets in relation to alcohol. 
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Local Picture 
 
Across South of Tyne and Wear there are two key indicators which can be used 
to measure ill-health in relation to alcohol; the proportion of adults binge 
drinking and hospital stays due to alcohol. The estimated % of the adult 
population binge drinking in the three PCT areas is shown in the graph below 
with the England average for comparison3.  
 

Binge Drinking Adults in 2006 for Gateshead, South 
Tyneside and Sunderland compared to the England 
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Source: PHO 

  
It can be seen that the estimations for all three PCTs are significantly higher 
than England. All the localities have been rated as three of the worst Local 
Authorities for binge drinking in England with Gateshead being placed 9th, 
South Tyneside 6th and Sunderland 4th respectively. 
 
Hospital stays due to alcohol in the three PCTS are shown in the graph below 
compared to the England average. 
 

 
Source: PHO 
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There are quite significant differences in relation to hospital stays due to alcohol 
amongst the three localities with Gateshead significantly higher than 
Sunderland and South Tyneside but with Gateshead and South Tyneside 
having a rate per 100,000 more than twice the national average. 
 
Needs assessment has been carried out in Gateshead, South Tyneside and 
Sunderland and the table below provides estimates of the types of drinkers in 
the population for the three localities. These estimates are useful in planning 
services according to need. 
 
Estimated number of people in drinking categories across South of Tyne 

 
 Gateshead South Tyneside Sunderland 
Severely dependent 
drinkers (<0.1%) 

 
191 

 
151 

 
283 

Moderately dependent 
drinkers (< 0.4%) 

 
765 

 
606 

 
1,131 

Harmful drinkers (4.1%)  
7,843 

 
6,211 

 
10,250 

Hazardous drinkers 
(16.3%) 

 
31,182 

 
24,694 

 
46,080 

Low risk drinkers 
(67.1%) 

 
128,362 

 
101,656 

 
189,692 

Non-drinkers (12.0%)  
22,956 

 
18,180 

 
33,924 

 
Total population 

 
191,300* 

 
151,500* 

 
282,700* 

* Based on mid 2004 population estimates 
 

Network and Local Action 
 
A Regional Office for the Safe Consumption of Alcohol (OSCA) will be 
established in 2007/08 to co-ordinate social marketing, lobbying and collective 
action in relation to alcohol for the North East. 
 

There is a large evidence base to support prevention treatment and control 
interventions for alcohol4. High impact changes have been identified as follows: 
 
�  Screening & Brief Interventions (SBI); To implement SBI in A&E, Primary 

Care & Criminal Justice System to provide training in SBI; 
 
�  access to effective alcohol services – to establish equity of current service 

provision, investment identified for alcohol treatment, commissioning in line 
with Models of Care for Alcohol.  

 
Across the three areas Alcohol Education is picked up under the Healthy School 
Programme. South Tyneside and Gateshead deliver tailor-made Alcohol 
Education Programmes targeting schools and "at risk" groups of young people 
and promote annual campaigns in relation to sensible drinking.  Gateshead, 
and South Tyneside are undertaking proactive work with young people in 
relation to the links with under -age drinking, anti social behaviour and 
offending. 
 
With regard to brief interventions and treatment, research is being carried out in 
relation to The Screening and Brief Intervention (SBI) Programme for Sensible 
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Drinking (SIPS) by the University of Newcastle in conjunction with the Institute 
of Health & Society. Pilots are due to take place in 2007 in Gateshead and 
South Tyneside in Primary Care and A&E. Assessment and treatment for 
hazardous, harmful and dependent drinkers is most developed in Gateshead 
with a good range of provision across the four tiers with Arrest Referral and 
A&E Assessment Workers to be in post in 2007/08. In Sunderland some 
investment has been made in tier one, two and four but tier three provision is 
still under development. In South Tyneside further investment is needed to 
commission services in tier one, two and three and there is considerable 
investment in tier four services which needs to be reviewed.   
 

Gateshead has developed the Challenge 21 scheme to combat underage 
drinking. The “Challenge 21” initiative encourages retailers and licensees to 
seek proof of age from anybody who appears to be under the age of 21. In 
South Tyneside the programme of innovative activity to tackle underage sales 
undertaken by Trading Standards in the borough is a model of national good 
practice. Sunderland undertakes a programme of test purchasing, particularly 
in relation to off licences and operate the Challenge 21 scheme for under 21’s 
scheme on Friday and Saturday nights. 
 
Binge drinking and anti-social behaviour remains a major problem in the three 
districts across South of Tyne and Wear. This has a significant impact on both 
crime and disorder including domestic violence, anti social behaviour and 
subsequent attendances at A&E.  Alcohol related crime and disorder remains 
high in all three districts with alcohol intoxication being a major factor in people 
being arrested particularly at weekends and anti-social behaviour in young 
people.   
 
Recommendations 
 

�  Invest substantially in alcohol treatment across all three PCTs in particular in 
relation to Screening and Brief Intervention, tier 2 and tier 3 services. 
Effective, accessible treatment services will have an impact on crime and 
disorder, antisocial behaviour and will ultimately lead to saving in relation to 
hospital admissions for alcohol specific and related disorders.  

 
Specific locality interventions are as follows: 
 

�  In Gateshead significant investment is needed in tier 3 treatment 
services and the provision of community integration services; 

�  In Sunderland substantial investment is needed in tier 2 and 3 treatment 
services in particular; 

�  In South Tyneside substantial investment is needed in screening, 
assessment and treatment services across tiers 1, 2 and 3 including 
alcohol assessment and referral in police custody suites and in Accident 
& Emergency. 

 
 
Marietta Evans 
Public Health Specialist/Consultant Community Safety 
November 2007 
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Cancer  
 
National Context  
 
�  During 2003-2005 there were 380,000 deaths from cancer in England 

(26% of all deaths recorded).  
�  In terms of particular cancers the largest killers were lung, colorectal, 

breast and prostate cancers, between them accounting for 47% of deaths 
in England and 46% of deaths across South of Tyne and Wear.  

�  The impact of these early deaths on people, their families, friends, is 
immense and almost incalculable.   

�  Total NHS spend on cancer services in 2005/06 including spend on 
cancer drugs was £4.3 billion-over 5% of the entire NHS budget. 

 
Local Context 

Between 2003 and 2005 there were almost 6,000 deaths from all cancers 
across South of Tyne and Wear (28% of all deaths, 2% higher than England) 
People in South of Tyne and Wear live approximately 2 years less on average 
than the England average and up to 9 years less than people living in Dorset 
and death from cancer accounts for a significant part of that difference.  In 
looking at cancer as a cause of early deaths, Gateshead and Sunderland are 
both well above the national average with Sunderland being 8th out of the 10 
worst areas in England.  Across South of Tyne and Wear in 2005/06, the 
PCTs spent over £62 million pounds on cancer treatment. 

A higher proportion of cancer deaths in South of Tyne and Wear arise from 
lung cancer than in England, although the top two death causing cancers are 
the same (i.e. lung and colorectal).  Breast cancer is the next greatest killer 
with prostate following close behind.   

 
South of Tyne and Wear                 England   

 
 
 
 
 
 
 
 
 
 
 
 
 

Source: deaths data taken from Annual Deaths Extract, Office 
for National Statistics 

Death rates from lung cancer for males has reduced significantly across 
England and Wales and even faster across the North East: the inequality 
gap is narrowing in relation to male deaths from lung cancer.  
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Unfortunately at the same time there has been a very slight increase in death 
rates for women in England and Wales but a significant rise in the rates in 
women in the North East. This indicates a widening of the inequality gap 
between the North East and the rest of the country for women, a specific 
issue which requires targeting at all points along the lung cancer pathway (i.e.. 
prevention, diagnosis and treatment).  The tables below demonstrate some of 
these differences.   

Mortality from lung cancer: Indirectly standardised ratios (SMR) for all 
ages 1993-2005 

 England and Wales SMR North East SMR 

Year 1993 2005 1993 2005 

Males 150 100 212 140 

Females 96 100 145 157 

Persons 126 100 182 147 

Within the North East in 2003-2005, lung cancer mortality was significantly 
higher than for England and Wales and higher death rates were experienced 
by women than by men. Within South of Tyne and Wear, this pattern was 
repeated but in Gateshead and South Tyneside particularly the deaths 
rates from lung cancer for men and women were significantly higher 
than in England and the North East. 

Indirectly Standardised Mortality Rates (SMR) for lung cancer 
(all ages 2003-2005) 

Area Men Women 

 Observed 
cases 

SMR Observed 
cases 

SMR 

England & 
Wales 

50689 100 34882 100 

North East 3372 136 2730 157 

Gateshead 291 151 251 186 

South 
Tyneside 

232 150 207 186 

Sunderland 327 126 291 158 

 
Local Action 
 
The Government has given the NHS targets to achieve in relation to cancer 
prevention, identification and treatment.  These are: 
 
�  Reducing inequalities thorough enhanced delivery of stop smoking services 

�  PCTs have established trajectories to deliver with regard to 4 week 
quitters and to smoking during pregnancy. 
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Local delivery: South of Tyne and Wear localities delivered in excess of 
Health Care Commission trajectories for 4 week quitters in 2006/07 but the 
stretch targets were not achieved. The PCTs made progress in relation to 
reducing smoking within pregnancy: 
 

�  Reducing premature mortality due to all cancers. 

�  Our Healthier Nation target to reduce deaths from all cancers among 
persons aged under 75 years of age by at least 20% by the year 2010. 

Local delivery: All three South of Tyne and Wear PCTs are on track to meet 
the Our Healthier Nation target of a 20% reduction in premature mortality rate 
due to all cancers between 1996 and 2010.  All three PCTs still have a gap 
between their performance and the England performance.  In Sunderland 
and Gateshead that gap has narrowed so the progress is even better and is 
reducing inequalities whilst in South Tyneside the gap has stayed the same 
ie. a reduction matching the national average and so not reducing the 
inequality gap locally. 

�  Coverage and implementation of screening programmes: 

�  PCTs should achieve a minimum of 80% of targeted population 
receiving breast and cervical screening and a new programme around 
bowel cancer screening is currently being implemented. 

Local delivery: The local Breast Screening Programme is delivered through 
Gateshead Hospitals NHS Foundation Trust. Full coverage figures are only 
available on a three year cycle and usually hover slightly below the 80% 
national standard, however this is still a good performance compared to the 
national figures and the quality of screening and associated procedures is 
rated highly during quality assurance  

Cervical screening is delivered through medical practices with pathology and 
gynaecology follow up being delivered through Gateshead and Sunderland 
Hospitals NHS Foundation Trusts.  Coverage has dipped for the first time 
to be 80% overall, which mirrors national coverage figures but is of 
concern. Follow up and intervention has been quality assured as timely and 
effective in all services.   

Bowel screening has been implemented across all three localities 
successfully.   

�  Urgent referral for and timely delivery of treatment.   

�  Maximum two month wait from urgent GP referral for suspected cancer 
to first definitive treatment for all cancers (62 day target - PCTs 
expected to achieve this for 95% of patients). 

�  Maximum one month wait from diagnosis (decision to treat date) to first 
definitive treatment for all cancers (31 day target - PCTs expected to 
achieve for 98% of patients). 

�  Maximum two week wait for an urgent GP referral for suspected cancer 
to date first seen for all suspected cancers - PCTs expected to achieve 
for 100% of patients. 
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Local response: Across South of Tyne and Wear, all three PCTs regularly 
exceed the national 31 and 62 day targets and with rare exceptions meet the 2 
week wait for urgent referral target.  On any occasion when people are not 
seen or treated within the required time periods, a root cause analysis is 
carried out to identify why and to ensure steps are taken to prevent similar 
delays in the future. A repeated theme in a number of root cause analyses is 
capacity issues in relation to oncology services out of the cancer centre. 

There still remains an issue locally over encouraging people to attend their GP 
when they first notice worrying or unusual symptoms in relation to their health.  
Some of the premature mortality across South of Tyne and Wear is related to 
the stage, state or size of cancerous conditions when people first present to 
their doctor or nurse.  Late presentation may lead to more invasive treatment 
being required with potentially less successful outcomes than early diagnoses 
and interventions.  

 
Locality and Network Initiatives during 2006/07 

Healthy Communities Collaborative 

This is about encouraging people with concerns to make early presentation to 
general practitioners: South of Tyne and Wear are taking an active role in the 
Healthier Communities Collaborative programme over encouraging people to 
make early presentation when they have any symptoms which may lead to a 
diagnosis of cancer. Initial roll-out was within Sunderland and during 2007/08 
forwards similar collaborative work will be engaged in across South Tyneside 
and Gateshead. 

Screening programmes 
 
Liquid based cytology is a new and enhanced technology which will improve 
women’s experience in having smears taken, and lab effectiveness and cost 
effectiveness reducing the numbers of repeat smears required and overall 
reduce costs associated with the screening programme.  During 2006/07 it was 
rolled out across Gateshead and South Tyneside and plans are in place for roll-
out within Sunderland during 2007/08.  The Bowel Screening Programme for 
South of Tyne and Wear was developed during 2006 and roll-out commenced, 
full coverage will be established during 2007/08. 
 
Improved experiences for cancer patients within primary care 
 
This year action by the primary care facilitator and lead GP saw improved 
quality of cancer referrals by GPs to hospital services.  Many fewer GPs relied 
on hand written referrals after redesign of cancer referral proformas.  These 
were also made available electronically to GPs which supported the transition to 
electronic transmission expected during 2007/08 as part of Choose and Book.   
Significant progress was also made within primary care in the rolling out of the 
Keep Improving the Experience (KITE) Cancer standards programme which 
addressed GPs’ and practices’ involvement in cancer treatment and palliative 
care in the community for their own patients.  This means that local GPs and 
practices are delivering care to a higher standard than required within the newly 
negotiated GP contract and enhances the quality of care and experience for 
their patients. 
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Primary Care / Secondary Care Interface 
 
Across primary and secondary care progress was made in reviewing and 
reforming care pathways for breast and bowel cancer bridging ‘gaps’ between 
GP and hospital colleagues.  Practices are now receiving earlier notifications 
from local hospitals regarding patient diagnoses and treatment changes 
ensuring GPs and primary care staff are well placed to answer queries patients 
may bring them about their diagnosis and treatment.  Work commenced on 
reform of care pathways for patients with lung cancer and this will continue into 
2007/08 
 
Network Developments 
 
During this year, the Northern Cancer Network (NCN) covering 
Northumberland, Tyne and Wear and Cumbria merged with the Cancer Care 
Alliance which covers Durham, Darlington Tees and North Yorkshire.  Priorities 
continued through from NCN to the new North of England Cancer  Network are 
to improve quality of treatment outcomes and to ensure equitable access to all 
levels of Cancer care and treatment.  
 
A significant action as part of this work has been the manner in which the 
cancer drugs approval process has been reviewed and renewed. Across the 
North East and Cumbria, PCTs were clear they wished to ensure consistent, 
rational and evidence based decision making over cancer drug introductions for 
usage locally and so the North East and Cumbria Cancer Drug Approval Group 
(NEC CDAG) has been established (May 2006). It meets bimonthly and 
receives advice and information from a range of clinicians, public health 
representatives, commissioners and pharmaceutical advisers in order to 
facilitate speedy decisions in relation to applications to use curative cancer 
drugs which are not within National Institute for Clinical Excellence (NICE) 
schedules and to consider appropriateness of use of drugs which are more than 
six months away from being considered by NICE.  The decisions of the group 
are published on the Cancer Network websites and widely publicised to those 
doctors who treat people with cancer. In this way the PCTs have avoided unfair 
and inequitable decision making across individual organisations and striven to 
maximise benefits for cancer patients. 
 
Recommendations 
 
Cancer is still a significant contributor to the inequality gap in terms of life 
expectancy and quality of life and death for the local populations across South 
of Tyne and Wear, particularly lung cancer.  We need to review and refocus all 
of the work we do around cancer prevention, awareness, early diagnosis and 
treatment to ensure equity of opportunity for improved outcomes across men 
and women from all age groups, and social class if we are to continue to make 
inroads into the inequalities gap.  This requires actions in the following areas: 
 
�  Continued emphasis on the tobacco & alcohol agenda - we need to 

refocus work on all aspects of the tobacco control agenda including 
enforcement strategies across all three localities as well as on 
commissioning specifically targeted cessation programmes addressing age, 
gender, geographical and social class from a range of providers. Specific 
attention is required to address women smokers and in particular smoking in 
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pregnancy (Action required by LSPs, Tobacco Alliances, PH Directorate, 
Cancer Network, Foundation Trusts, Provider services, Practice Based 
Commissioning (PBC) groups). 

 
�  We need to update the alcohol misuse strategy and reenergise 

implementation addressing risk reduction and harm minimisation and 
awareness issues, early intervention services and treatment for those who 
wish to address harmful and hazardous drinking. 

 
�  Sustained social marketing campaign regarding cancer awareness 

addressing age and gender - this will require strategic work regionally and 
targeted operational work locally on general awareness and on availability of 
screening programmes.  We also need to maximise the work of the Healthy 
Community Collaboratives across South of Tyne and Wear through their 
involvement with the third sector and with vulnerable groups (Cancer 
Network, SHA, NHS SoT&W Communications, Healthy Community 
Collaboratives). Particular action is required in relation to women and lung 
cancer. 

 
�  Improve early detection: screening - as well as the social marketing work, 

this requires specific action with GPs and practices to reverse the drop in 
screening coverage particularly cervical screening, and further improve the 
quality of 2 week referrals (Cancer Locality and PBC groups). 
 

�  Action specifically on lung cancer: prevention, awareness & early 
diagnosis and improve care pathways - as well as the action around 
social marketing and tobacco, this will require both the Cancer Network 
(including its tumour specific groups) and all three Locality Cancer Groups to 
review care pathways and initiate action plans with consideration of 
additional specific work programmes required in South Tyneside and 
Gateshead.   

 
�  Improving the patient experience and outcomes - work will include going 

further on cancer waits which includes two week wait referrals for all breast 
patients and maximum wait for all endoscopy diagnostics of four weeks. 
There needs to be focused work around improving the cancer inpatient 
experience reducing the number of scheduled and unscheduled bed days of 
cancer patients.  This could be through developing an information focussed 
pathway approach in order to monitor local outcomes in a timely manner.  
We need to continue the progress on pathway reform and modernisation 
and engage in specific dialogue over availability and accessibility of 
oncology service increasing chemotherapy capacity and capability – (Cancer 
Network and Locality and PBC groups). 

 
 
Nonnie Crawford 
Director of Public Health Sunderland 
November 2007 
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Preventing Cardiovascular Disease (CVD) across South 
of Tyne and Wear 
 
National Context 
 
�  The term Cardiovascular disease (CVD) covers a number of different 

problems of the heart and circulatory system, including coronary heart 
disease (CHD), stroke, and peripheral vascular disease5.  
 

�  CVD is also strongly linked with other conditions, notably obesity and 
diabetes, and is more prevalent in lower socio-economic and ethnic 
minority groups2. 

 
�  Such chronic diseases or long term conditions result not only in a loss of 

health and well-being they also place a heavy burden on individuals, 
families, the community and the health care system.   

 
�  More than one in three people (36%) die from CVD each year6, nearly 

half (48%) are from coronary heart disease and more than a quarter (28%) 
are from stroke.   
 

�  The economic burden of CVD is high, costing just under £26 billion a year, 
of this around 57% is due to direct health care costs, 24% to productivity 
losses, and 19% to the informal care of people with the disease7.  
Furthermore, diabetes affects more than 1.9 million people in England, and 
is estimated to cost the NHS around £9 billion every year8.  

�
�  There exists an enormous potential to prevent premature deaths by 

focusing on people who already have the disease and targeting those 
at high risk for developing CVD9,10.  In the UK, primary prevention treatment 
has produced three times the impact on mortality than secondary prevention 
management11. 

 
National targets 
 
�  Current UK targets to reduce premature deaths from CVD are12, 13: 
 
�  To reduce the death rate from CHD, stroke and related diseases in people 

under 75 years by at least two fifths (40%) by 2010. 
 
�  To reduce the inequalities gap in death rates from CHD, stroke and related 

diseases between the fifth of areas with the worst health and deprivation 
indicators and the population as a whole in people under 75 years by 40% 
by 2010. 

 
Trends in Cardiovascular Disease in the UK(2) 
 
National mortality rates for under 75s have fallen 38% over the last ten years.  
Extrapolating this trend indicates that achieving the Government target to 
reduce the death rate by 40% by 2010 is on track. Progress towards reducing 
the inequalities gap is also on target to meet the 2010 deadline. 
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Local Picture  
 
Although local data on CVD mortality is still significantly higher than the national 
average, the trend indicates that the 40% reduction in mortality by 2010 will be 
achieved by all localities. Progress in reducing the inequalities gap have varied 
across the three localities, in Gateshead and Sunderland the gap has narrowed 
slightly while in South Tyneside it has widened.  
 
These trends indicate that it is highly unlikely that the 2010 inequality target will 
be met by any area.  

The prevalence of chronic disease within each General Practice is now 
monitored by a national computer system, the Quality Management 
Administration System (QMAS).  The table below compares local prevalence to 
the national average for three disease areas14: 
��

Disease Area England 
% 

Gateshead 
% 

South 
Tyneside 

% 

Sunderland 
% 

Coronary Heart 
Disease 

3.5 4.9 5 5.4 

Stroke and transient 
ischaemic attacks 

1.6 2.1 2.3 2.1 

Diabetes 3.7 3.8 4.3 3.7 
Source: QOF Database (2007) 

 

Network Action 
 
Multi-agency partnership working has resulted in the development of a number 
of strategy documents across the South of Tyne and Wear which relate to the 
prevention of CVD.  Work is underway to review action plans linking relevant 
strategies (e.g. nutrition, obesity and physical activity) to ensure a consistent 
approach to developing initiatives, while retaining a local focus.  
 
The Northern Network of Cardiac Care (NNCC)15 have produced a primary 
prevention screening tool for CVD as a useful working guide to help GP 
practices deal with the identification and recall of people at high risk of CVD. 
Discussions regarding implementation of the tool have taken place across all 
three localities and the general consensus was positive.  However, it was 
acknowledged that this tool may not be appropriate for all practices, and others 
would need additional support and encouragement to integrate it into primary 
care protocols. 
 
Local Action 
 
Considerable partnership work has been undertaken across the South of Tyne 
and Wear, resulting in a variety of activities being delivered across a number of 
settings, examples include: 
 
�  comprehensive smoking cessation services across all three areas; 
�  supporting people to increase their activity levels through exercise referral 

programmes; 
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�  promoting healthy eating, including running ‘cook and eat’ sessions, 
developing allotments, and devising basic healthy eating training 
programmes; 

�  interventions to tackle overweight and obesity include Gateshead’s 
‘Balance It’ programme – a dietician lead community weight management 
programme, commissioning ‘Slimming on Referral’ in Sunderland, and 
South Tyneside’s Choosing Health Team individual and group weight 
management programmes; 

�  supporting vulnerable people and building community capacity is a key aim 
of the Health Trainer initiative.   

 
In the majority of GP practices disease registers are well established for people 
with CHD and diabetes, but it is unclear whether all practices have registers for 
those patients at high risk of developing CVD.  Similarly there are a high 
number of secondary prevention clinics to support those with established 
disease, but primary prevention services are variable.  Community and hospital 
based self management programmes for people with diabetes are running in 
each of the three localities, evaluation of the programmes are positive, however 
concerns were identified regarding future funding of programmes.  
 
For those suffering acute events access to emergency and acute care, medical 
management, risk factor reduction education, stroke care, and rehabilitation 
services are offered. Local cardiac rehabilitation programmes are quite 
comprehensive, providing services from event to ‘rest of life’. The Healthcare 
Commission recent review of Heart Failure services awarded South Tyneside 
and Sunderland good ratings and the Gateshead service received an excellent 
rating for providing a top class service.  
 
Gaps identified include limited information available for stroke services across 
the areas, and access to cardiac rehabilitation for particular patient groups (eg. 
women, those with angina, BME patients, or younger, fitter individuals who 
return to work quickly).   
 
Recommendations 
 
�  Maintain and improve quality standards as indicated in relevant National 

Service Frameworks4,16,17,18 covering CVD management, and key 
management targets and performance indicators set by the Healthcare 
Commission19. 

 
The following gaps need to be addressed. 

 
�  Many programmes / services are fragmented and require a coordinated, 

consistent approach with clear outputs and evaluation frameworks. 
�  Short term or limited funding jeopardises sustainability, typical key 

programmes include exercise referral, community based weight 
management and diabetes self management programmes. 

�  There are limited community based support programmes for people 
completing heart failure and stroke rehabilitation. 

�  Inequity of access for all those needing cardiac rehabilitation services. 
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�  Implementing a primary prevention screening toolkit eg. NNCC Toolkit is 
central to estimating a person’s risk of developing CVD, and to provide 
guidance on targeting lifestyle measures and drug treatments.  The 
effectiveness of such a tool relies on GP registers being accurate and up-to-
date, identifying practices in need of support to maintain the registers could 
be obtained by the PCT Data Quality Team.  

 
�  For those at high-risk evidence shows that targeted behavioral or 

pharmacological interventions provide large benefits to those individuals 
who are most vulnerable.  In addition, supporting people to stop smoking is 
the single most important change that an individual can do to reduce their 
risk of developing CVD. 

 
�  Undertake a mechanism for comprehensive mapping, co-ordination, and 

auditing of services within each locality and across the South of Tyne and 
Wear to ensure joined up services with clear patient pathways. 

 
As a matter of urgency there should be an initial focus on: 
 
�  developing stroke treatment services in line with government 

recommendations; 
�  improving access for cardiac rehabilitation services for under-

represented groups; 
�  rolling out successful diabetes self-management programmes. 
 
Focus on those areas identified in the Healthcare Commission Annual 
Health Check to maintain and improve: 
 
�  category A pick up times, and thrombolysis door to needle times; 
�  waiting times;  

�  no one should wait more than 18 weeks from GP referral to 
hospital treatment; 

�  prompt diagnostic investigations for people with suspected heart 
failure; 

�  Practice-based disease registers match expected prevalence; 
�  The number of people with long-term conditions having personalised 

care plans. 
�  Health Equity Audits should be carried out on existing and new services 

to ensure a continuous cycle of quality improvement to identify and 
address health inequalities.  

 
 
Sue Collins 
Public Health Practitioner Chronic Disease 
November 2007 
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Mental Health 
 
National Context 
 
�  Mental health problems are among the most common forms of ill-

health and they can place a heavy burden on individuals, their families and 
friends and the community at large.   

�  Increasing recognition of mental illnesses, notably depression, as a 
major public issue has led national and international public policies to 
place a greater emphasis on improving the population’s mental and 
emotional wellbeing.  

�  These policies acknowledge that mental distress is shaped by life 
experiences such as poverty, unemployment, poor educational attainment, 
bad housing, trauma, racism and abuse. They aim to tackle inequalities and 
ensure that the needs of individuals are addressed with respect and an 
understanding of diversity.   

�  Addressing the stigma and social exclusion associated with mental 
illness are important elements of this work.   

�  This policy agenda shaped the development of the National Service 
Framework for Mental Health, which set the standards for improving 
preventative and treatment services. The Social Exclusion Unit’s report on 
Mental Health and Social Exclusion sets out the key actions to address 
the social exclusion experienced by people with mental health problems, 
including better access to preventative programmes and physical 
healthcare, and supporting those with mental health conditions back into 
work.   

�  In relation to suicide, around 5,000 people take their own lives in England 
every year.  

�  In the last 20 years, suicide rates have fallen in older men and women, 
but risen in young men. In men under 35, suicide is the most common 
cause of death. Around three quarters of people who commit suicide are not 
in contact with mental health services.   

�  The National Suicide Prevention Strategy for England is helping to guide 
local action to reduce suicide rates.  A national target has been set to reduce 
death rates from suicide and undetermined injury by at least a fifth by the 
year 2010. 

 
Local Picture 
 
The prevalence of both mental health problems in general and specific illnesses 
varies with a variety of demographic characteristics including age, gender, 
ethnicity and socio-economic status.  

The Centre for Public Mental Health, University of Durham has produced 
synthetic estimates at ward level for depression for all three PCT areas. These 
estimates are shown in the map below. They give an indication of the likely 
prevalence of depression across South of Tyne and Wear.  
 
As can be seen from the map overleaf South of Tyne and Wear is an area in 
which demographic data suggests that common mental health problems, such 
as depression are likely to be higher than the England average.   
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Map showing estimated prevalence of depression by electoral ward in 2001
(Centre for Public Mental Health, 2002)

 
  
 
Suicide 
 
Mortality due to suicide and undetermined injury is the headline indicator which 
is more commonly used to indicate the mental health status of a population. A 
national target has been set to reduce death rates from suicide and 
undetermined injury by at least a fifth by the year 2010. 
 
All three Primary Care Trusts are ahead of the schedule required to achieve a 
20% reduction in the overall suicide rate. It is only among females in 
Sunderland that the necessary reduction in mortality hasn’t been achieved. In 
1996 across the South of Tyne and Wear area there was an average of 70 
deaths a year where the cause was suicide or undetermined injury, and by 2004 
the average annual figure had fallen to 50.  
 
Suicide rates vary with age and gender and between different populations. For 
example, in recent years there have been 3-4 times as many male suicide 
victims as females in South of Tyne and Wear. In men there is a marked 
variation with age, with most suicides occurring in the 25-34 and 35–44 age 
groups. Undertaking an audit of deaths from suicide and undetermined injury 
across South of Tyne and Wear to further analyse this data will help inform local 
suicide prevention strategies, ensuring effective targeting of action.  
 
Network Action 
 
The South of Tyne and Wear Primary Care Trusts are implementing a health 
impact approach to promoting mental health and preventing mental illness.  
 
This involves looking beyond prevention to the relationship between mental 
well-being and physical health; behavioural problems; domestic violence; child 
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abuse; living and working conditions such as homelessness, poverty and 
unemployment and risk-taking behaviour such as drug and alcohol misuse and 
unsafe sex. In short it means addressing the mental health impact of public 
policies, programmes and plans. 
 
It also involves the implementation of a needs-led approach to the development 
of strategies and plans to tackle mental health issues, with effective targeting of 
evidence based prevention programmes.  
 
Local Action  
 
Action locally is being implemented at three levels: 
 
�  Strengthening individuals – or increasing emotional resilience through 

interventions to promote self-esteem, life coping skills, relationship and 
parenting skills; 

�  Strengthening communities – to increase social inclusion and participation, 
develop health and social care services which support mental health, anti-
bullying strategies at school and workplace and promotion of self-care 
networks; 

�  Reducing structural barriers to mental health – through initiatives to reduce 
discrimination and inequalities and promote access to services, with specific 
support for the most vulnerable. 

 
What needs to be done? 
 
The existing mental health promotion strategies for Sunderland, Gateshead 
and South Tyneside need to be reviewed, and a single South of Tyne and 
Wear Strategy developed. This will identify shared priorities, targets and actions 
more appropriate for delivery across South of Tyne and Wear. 
 
During 2006/2007, innovative public mental health practice has been developed 
by individual Primary Care Trusts which should now be rolled out to benefit the 
population served by all three PCT’s. Examples include:  
 
�  The community CAMHS service which provides integrated support through 

1:1 work with children and families, and telephone consultation for 
professionals working with children and young people; 

 
�  The pathways to work pilot, which is providing a new approach to supporting 

incapacity benefits claimants, with mental health conditions, back into work; 
 
�  Developing the workforce through provision of a range of training e.g. risk 

assessment for domestic violence in primary care; cross-curricular schools-
based training on emotional well-being; work to support and improve the 
emotional literacy and resilience of children through the National Healthy 
Schools Standard.  

 
�  There are a number of developments in all three Primary Care Trusts where 

work is still in its early stages, and where a South of Tyne and Wear 
perspective would add value.   

 
 



 

32 

 
These include:  

 
�  Work with the black and minority ethnic communities in South of Tyne and 

Wear to support their mental health needs; 
 
�  The development of new models of preventative and physical healthcare, for 

people with mental health conditions, across the Primary Care Trusts.  
 
An audit of deaths from suicide and undetermined injury across South of Tyne 
and Wear needs to be undertaken to help inform local suicide prevention 
strategies, ensuring effective targeting of preventative action. 
 
The three Primary Care Trusts, with Local Authorities, need to develop a single 
action plan to implement those measures outlined in the Mental Health and 
Social Exclusion Report to address the social exclusion of people with mental 
health problems.   
 
Recommendations  
 
�  Develop a South of Tyne and Wear Mental Health and Well-Being Strategy, 

with a specific focus on the differing needs of children, young people, adults 
and older people. 

 
�  Establish a population based audit of suicides and undetermined injury in 

the South of Tyne and Wear Primary Care Trust localities and implement 
local suicide prevention action plans.   
 

�  Develop local action plans to implement measures outlined in the Mental 
Health and Social Exclusion Report, with delivery arrangements 
mainstreamed through Local Strategic Partnerships.  
 

�  Develop a co-ordinated anti-stigma campaign to raise public awareness of 
mental health issues to support the strategic approach. 
 

�  Develop a model of preventative and physical healthcare for people with 
mental health problems across the three Primary Care Trusts.  
 

�  Continue to work with the black and minority ethnic communities in South of 
Tyne and Wear to support their mental health needs, and implement the 
programmes of work currently being developed to take forward the 
recommendations in Delivering Race Equality: A Framework for Action 
(DOH). 

 
 
Maria Taubman  
Public Health Specialist/Consultant Community Development 
November 2007 
 
 



 

- 33 - 

 

Obesity 
 
National Context 
 
�  Tackling obesity is a key priority for South of Tyne and Wear and its 

partners as the levels of obesity have trebled in the last 20 years. In England 
over half of all women and around two thirds of men were either overweight 
or obese in 2001. Nationally obesity is rising; estimates suggest that over 12 
million adults and one million children in England will be obese by 2010 if 
current trends continue. 

�  Whilst obesity and being overweight can develop as a result of genetic 
factors, most problems are caused by an energy imbalance through 
decreasing physical activity; increasing sedentary activity; decreasing 
consumption of fruit and vegetables and increasing consumption of high 
energy foods. 

�  Socio-demographic factors are also known to be linked to obesity 
rates. There are a number of groups who are more at risk of gaining weight 
and of developing illness associated with obesity. These are: 

 

�  those living in socially deprived areas; 

�  smokers planning to stop; 

�  people with disabilities; 

�  those employed in manual professions; 

�  black and minority ethnic groups. 
 

�  Being overweight or obese puts both adults and children at risk of 
many health problems, such as Hypertension, Coronary Heart Disease 
(CHD) and Type 2 Diabetes. 

�   Obesity related health problems are estimated to account for 30,000 
deaths a year and shorten life by an average of nine years. About £0.5 
billion is spent on NHS treatment for obesity every year. The combined 
effects of obesity related sick days and lost years of working life are 
estimated to cost the UK economy a potential £2 billion per year.  

�  A number of national policies have developed plans to halt the rise of 
obesity in both adults and children. The 2006 NICE guidelines on 
preventing, identifying and treating obesity, build on recommendations 
outlined in the Public Health White Paper Choosing Health: Making Healthy 
Choices Easier and associated reports on physical activity, healthy eating 
and oral health. Every Child Matters outlines the government target to 
increase the percentage of schoolchildren spending a minimum of two hours 
per week on physical activity within and beyond the curriculum by 2008. 

�  A number of Public Service Agreement (PSA) targets aim to increase 
physical activity and healthy eating to achieve health benefits, including 
the reduction of overweight and obesity. The targets aim to: 

 

�  halt the year-on-year rise of obesity in children under 11 by 2010 in 
the context of a broader strategy to tackle obesity in the population as 
a whole; 

�  increase breast feeding rates by 2010; 
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�  Three National Service Frameworks also have implications for obesity 
management and prevention – those for Coronary Heart Disease, 
Diabetes and for Children, Young People and Maternity Services. 

�  Although there is a plethora of evidence available which indicates that the 
best treatment is prevention, there is still an overwhelming need for 
weight management services for the majority of the adult population 
that are already overweight or obese. 

�  For those with severe obesity, lifestyle changes are unlikely to result in a 
return to a ‘healthy weight’ but there are still many worthwhile health 
benefits such as improved blood pressure and cholesterol levels, even 
from as little as 10% weight loss .  

 
Local Picture  
 
Addressing obesity should be a top priority for action across the South of Tyne 
and Wear for a number of reasons: 
 
�  Local Community profiles and the National Child Measurement Programme 

identify levels of obesity as being higher than the national average. Adult 
obesity levels for Gateshead are 24%, South Tyneside 24.2% and 
Sunderland 24.1% against a national average of 21.8%; 

�  Obesity is linked to lower socio-economic status. 47% of wards in the South 
of Tyne and Wear  fall within the 20 per cent of the most deprived boroughs 
in England;  

�  There are a high proportion of people employed in manual professions: 16% 
in South of Tyne and Wear opposed to 11% for England; 

�  Diseases linked to obesity/overweight have been identified as placing a 
major burden on local health services; 

�  The largest minority ethnic groups are mainly Asian. These groups are 
particularly vulnerable to hypertension, stroke and type 2 diabetes, illness 
which are often exacerbated by being overweight or obese; 

�  Whilst the National Childhood Measurement Programme has enabled a 
baseline to be established for children, the amount and quality of data 
collected within Primary Care as part of the Quality Outcomes Framework 
(QOF) must significantly improve in order to determine the prevalence of 
obesity amongst adults as the performance for each PCT in 2006/2007 was 
poor. 

 
Gateshead PCT South Tyneside PCT Sunderland TPCT 

2006/2007 
Target  

2006/2007 
Performance 

2006/2007 
Target  

2006/2007 
Performance 

2006/2007 
Target  

2006/2007 
Performance 

60.0% 36.4% 46.2% 37.3% 55.0% 31.7% 
 
Network Action 
 
South Tyneside, Gateshead and Sunderland PCTs have already recognised the 
need to tackle obesity and have developed strategies and commissioned a 
number of services in line with the NICE obesity guidance on the prevention, 
identification assessment and management of overweight and obesity in adults 
and children published in 2006.  
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These programmes though, are still at an early stage of development and are 
unable to effectively deal with the current problem let alone the expected 
number of obese patients in the future. A rapid increase in obesity has been 
seen over the past two decades and is predicted to continue. The current 
figures for adult obesity do not take into account that most obesity is 
undiagnosed and if all cases were identified and treatment sought, these 
services would not be able to cope with the demand and costs.  
 
A strategic and integrated approach must therefore be taken to commissioning 
services from NHS providers, Local Authorities and partners in the community 
across the South of Tyne and Wear to deliver a co-ordinated pathway of care, 
with mainstream services established which are capable of dealing with high 
numbers of patients.  
 
Local Action 
   
In line with the NICE recommendations the approach taken across the South of 
Tyne and Wear to address overweight and obesity has attempted to make 
social and physical environments healthier by creating safer, more accessible 
opportunities for physical activity and more available healthy eating 
opportunities.  
 
A number of successful local preventative and treatment programmes have also 
been established locally to address healthy eating, physical activity and nutrition 
but much work has still to be done. 
 
What needs to be done? 
 
There are a number of issues still need to be addressed by the NHS South of 
Tyne and Wear as a priority. 
 
�  A network approach needs to be developed in order to develop pathways of 

care which begin at the most basic level of patient identification through to 
bariatric surgery.  

�  A robust and consistent commissioning strategy with clear outcomes must 
be developed, along with substantial long term investment made by the NHS 
South of Tyne and Wear to effectively meet the increasing levels of obesity, 
providing patient-centred, systematic and integrated support. 

�  Urgent attention must be given to further developing and increasing the 
capacity of preventative and treatment services in order to deal with the high 
prevalence of obesity in the region 

�  Information must also be gained on the different population groups along 
with the barriers to leading a healthier lifestyle in order to provide these 
interventions which are accessible and appropriate.  

�  All relevant staff should be provided with specific training in order that they 
can effectively provide and support interventions which prevent and manage 
obesity. Staff must also be tasked with addressing levels of obesity and 
supporting patients as part of their day to day activity. 

�  A protocol for the prescribing of pharmacological interventions in primary 
care must be developed which adheres to NICE Guidance. This protocol 
must be adopted and rigorously applied by all Primary Care professionals.  

�  Data must be collected by all GP Practices which identifies adult patients 
with a BMI >30 as part of the Quality Outcome Framework  
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�  Specialist weight management programmes must be developed in each 
locality to offer one - to - one advice, support and help to patients as well as 
manage any pharmacological interventions prescribed to patients. 

�  Bariatric surgery must be made available to all patients who meet the NICE 
criteria. 

 
Recommendations 
 
�  Tackling obesity must be made a priority at both strategic and delivery levels 

across the South of Tyne and Wear. Significant levels of Investment must 
also be made in 2008 for both prevention and treatment services to enable 
services to have the capacity to effectively deal with high numbers of 
patients.  
 

�  The obsogenic environment must be tackled immediately with partners 
through the refresh of Local Area Agreements and Local Development 
Frameworks.  
 

�  A specific pathway of care which addresses all targeted groups and levels of 
overweight and obesity must be adopted by all providers to ensure 
consistency across the South of Tyne and Wear, in line with NICE guidance. 

 
 
Marc Hopkinson 
Public Health Practitioner Obesity 
November 2007  
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Sexual Health NHS - South of Tyne and Wear 
 
National Context 
 
�  Attendances at GUM services rose steadily from the 1960s with a sharp 

rise during the 1990s. This increase in service demand was reflected with 
a significant increase in the incidence of STIs, unintended pregnancy and 
increasing prevalence of HIV. This trend has continued with a year on year 
increase in STI diagnosis during the previous 5 years20.  

�  Britain has the worst record for teenage conceptions in Europe21. 
Sexual ill-health is clearly linked to poverty and social exclusion and 
disproportionately affects particular groups including, young people, men 
who have sex with men, specific ethnic groups and injecting drug users22. 

�  Controlling STI’s and unintended pregnancy requires primary 
prevention, timely access to effective services and appropriate 
treatment. Unsatisfactory treatment generates a ‘vicious circle’ where 
unmet need and demand for treatment leads to preventable onwards 
transmission or unintended pregnancy thus maintaining a high demand for 
treatment and a high unmet need23.  

�  Every £1 spent on contraception provision is estimated to save £11 to 
the public purse24 with every £1 spent on prevention of teenage pregnancy 
resulting is an estimated £4 saving to the public purse25. This complex public 
health picture has shaped national policy and resulted in the development of 
key National Strategies.  

�  In 1999 the Government launched the Teenage Pregnancy Strategy21 
presenting the most comprehensive review to date of evidence on risk 
factors associated with early conception.  

�  In 2001 the Government launched the National Strategy for Sexual Health 
and HIV26 outlining key risk factors related to sexual ill-health, reviewing 
available evidence and proposing a two pronged approach comprising 
‘better prevention’ and ‘better services’.  

�  In 2004 the Government strengthened the focus on sexual health within 
the Choosing Health White paper; Choosing Health: Making Healthier 
Choices Easier27: The paper detailed a focus on sexual health as one of six 
key areas for health service improvement.  

 
Targets and Performance 
 
Improving sexual health is one of the six priorities for the NHS (2007/08). Key 
targets from the Healthcare Commission include: 
 
�  Access to GUM within 48 hours (to reach 100% by March 2008); 

�  95% of clients accessing GUM are seen within 48 hours; 

�  All areas are currently rated green in relation to both the 
targets however Gateshead PCT’s performance has been 
variable; 

�  Access to reproductive health services; 

�  part one: Includes processes to increase access to contraception; 

�  part two: Includes uptake of the National Chlamydia Screening 
 Programme  (15% of young people aged 15 – 25 screened 
for Chlamydia); 
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�  part one of the target is Green in each locality. Part two of the 
target is Red in each locality with further variations noted. 

�  50% reduction in teenage conceptions by 2010. 
�  Gateshead has a 22.3% reduction since the baseline and is rated 

green. South Tyneside has a 25.8% reduction since the baseline 
and is rated green. Sunderland has a 12.1% reduction and is 
rated red. 
 

Local Picture 
 
Reflecting the National trend data for the North East (200728) shows an overall 
increase in selected STIs between 2002 and 2006 (see graph below). 
Chlamydia was the most commonly diagnosed STI showing a year on year 
increase for the previous five years with an overall increase of around 133%. 
The most recent data for Northumberland, Tyne and Wear (200629) reflects this 
with an increase in each of the key STI’s further highlighting a greater problem 
than the rest of the North East across all documented STIs.  
 

Rates of selected STI diagnosed across 
Northumberland, Tyne and Wear
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HIV 
 
Evidence suggests that nationally incidence of HIV has risen by more than 
250% between 1997 and 200630 (see graph overleaf). The increase has largely 
been attributed to infections acquired in Africa and within the men who have sex 
with men (MSM) population. Significant strides in the treatment of HIV have 
resulted in the illness being managed as a chronic condition rather than an 
acute terminal illness. Data (2006) shows an overall increase in HIV prevalence 
across the network with significant variations within localities.   
 



 

- 39 - 

 

HIV Prevalence by Year Across South of Tyne and Wear

0

50

100

150

200

250

2002 2003 2004 2005 2006

Year

N
u

m
b

er
 

Sunderland
South Tyneside
Gateshead

 
Teenage Pregnancy 
 
The North East has some of the highest rates of teenage pregnancy in 
England31 with South of Tyne and Wear displaying some particularly high rate 
wards. Wards in the worst 20% in England have been identified as ‘hotspot’ 
wards. The map below highlights wards across South of Tyne and Wear in dark 
blue and mid blue fitting this ‘hotspot’ criterion.  
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Network Action 
 
Across the network an evidence based approach to sexual health is currently 
being implemented. A preliminary South of Tyne and Wear Sexual Health 
strategy has been developed to provide a strategic steer to development across 
the patch. A network model of integrated sexual health services is currently 
being implemented using a hub and spoke method. A staged approach is being 
adopted to ensure the diverse needs within individual localities are addressed 
within the framework of a shared vision.  
 
Local Action 
 
There are currently three locality sexual health strategy and implementation 
groups. Focussed work has been identified and implemented based on the 
needs of the local area. This includes population wide prevention campaigns 
and targeted work with groups and individuals with an increased risk, in 
particular young people and men who have sex with men. Localities have also 
directed much attention at the modernisation of specialist services in line with 
the national strategy. Key focuses within local areas include:  
 
Sunderland – The focus in Sunderland relates to development of Local 
Enhanced Services in Primary Care. In addition two new posts addressing the 
needs of vulnerable groups and people with HIV have been developed; 
Gateshead – Development of a local GUM service is the central element 
regarding improvement in the Gateshead area. It is anticipated that this service 
will be integrated with current sexual health services; 
South Tyneside – Development in South Tyneside has focussed on service 
modernisation and improvement with particular attention to the development of 
nurse led clinics. Specific work regarding pregnancy options counselling and 
postnatal contraception planning have been highlighted nationally as innovative 
practice. 
  
Recommendations  
 
�  Procure a Gateshead GUM service. 
�  Implement the Chlamydia Screening Programme within PCT provider 

services. 
�  Commission Local Enhanced Services (LES) in Primary Care with a 

particular focus on increasing access for young people including increasing 
Chlamydia screening. 

�  Integrate multi-disciplinary sexual health services adopting a hub and spoke 
approach.  

�  Implement a sexual health network across South of Tyne and Wear. 
�  Implement a robust approach to quality assurance and performance 

management of sexual health promotion, with a specific focus on health 
improvement with identified vulnerable groups. 

 
 
Alice Wiseman 
Public Health Practitioner Sexual Health 
November 2007 
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Smoking 
 
National Context 

 
�  Smoking remains the single most preventable cause of death and ill-

health in England. It remains the number one public health priority for the 
North-East and for South of Tyne and Wear.  

�  Smoke free legislation from 1st July 2007 heralds a great advance but will 
not in isolation achieve the prevalence targets and improvements in 
health to which we must aspire. 

�  Smoking is one of the most significant contributing factors to life 
expectancy, health inequalities and ill-health, including lung cancer, other 
cancers, heart disease and airways disease. Smoking also causes harm to 
those exposed to second hand smoke.   

�  Half of all smokers will die prematurely, losing an average of 16 life 
years.  A third of all deaths from cancer, 90% of deaths from lung cancer 
and 17% of deaths form heart disease can be attributed to smoking.  

�  Treatment of smoking-related illness has been estimated to cost the NHS up 
to £1.7 billion on an annual basis. 

�  Smoking during pregnancy has serious consequences on the health of 
the child; it is the biggest preventable cause of low birth weight and babies 
born to women who smoke during pregnancy are more likely to die during 
the first four weeks of life.   

�  Babies and children exposed to second hand smoke are at increased 
risk of cot death and suffering from respiratory infections, glue ear, chronic 
coughs and experiencing increased severity of asthma symptoms.  

�  Across South of Tyne and Wear smoking prevalence among adults 
remains higher than the national average of 26%32 and is estimated as 
33.1% for Gateshead, 32.9% for South Tyneside and 32.8% for Sunderland 
compared to the average for England and Wales of 26%.  

�  On average each year smoking kills 480 people in Gateshead, 370 
people in South Tyneside and 600 people in Sunderland.  Early deaths 
from cancer, lung cancer in particular, heart disease and stroke are also 
greater than the England average in each of the areas.  

�  The Commissioning Framework for Health and Well-Being has identified 
reducing levels of smoking as a high impact change to reduce health 
inequalities. Smoking cessation is also a highly cost effective intervention. 

 
National Context 
 

Key national policies and documents have been published with a focus on 
reducing the number of people who smoke and reducing health inequalities, 
including the white paper Smoking Kills, the NHS Cancer Plan and Choosing 
Health: Making Healthy Choices Easier, all set a clear agenda for reducing 
smoking prevalence and protecting people from exposure to second hand 
smoke.  The Health Act 2006 is a significant milestone in tobacco control, 
legislating for the introduction of smoke free public places and workplaces from 
1st July 2007 and increasing the age at which tobacco can be legally bought to 
18 on 1st October 2007. 
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Smoking is also a key improvement area within Strategic Health Authority 
Delivery Plans as well as the NHS Operating Framework, and Local Area 
Agreements.  
Ambitious targets have been set for smoking prevalence nationally, with a focus 
on key target groups. 

 
�  By 2010 to reduce smoking prevalence to an average of 21% across the 

North East region and to have no electoral ward in the region with a smoking 
prevalence rate which is more than 50% above this (31.5%). 

�  Reduce smoking prevalence in routine and manual groups to 26% or less by 
2010. 

�  Reduce levels of smoking during pregnancy to 15% by 2010. 
 

Reducing smoking is also a key intervention to meet the national health 
inequalities target, infant mortality PSA, and elements of the cardiovascular 
disease and cancer PSA targets. 
 
Local Picture 

The national targets have been outlined, and a range of specific LDP monitoring 
lines and LAA targets contribute towards this reduction.  
 
Smoking quitters at four week follow up stage 
 
Quitters are measured via outturns from the Stop Smoking Service. 
 
    Smoking Quitters 
    2006/07 2007/08 

Performance 2006/07 1736   
Healthcare Commission Target 1683 1708 

Gateshead PCT 

Stretch Target 2341 2744 
Performance 2006/07 1469   
Healthcare Commission Target 1160 1339 

South Tyneside 
PCT 

Stretch Target 1613 2151 
Performance   2585   
Healthcare Commission Target 2445 2535 

Sunderland 
TPCT 

Stretch Target 3402 4071 
 
All three PCTs achieved the Healthcare Commission target. However none of 
the areas achieved the stretch target and there is a need for increased focus on 
reaching these targets.  An additional 3176 quitters in 2007/08 across the South 
of Tyne and Wear will be required to reach the stretch target. Commissioning of 
the local NHS Stop Smoking Services will need to be strengthened to meet 
these targets. Trajectories also identify that Gateshead only just reached the 
Healthcare Commission target. Additional focus on Gateshead is required 
during 2007/08 to accelerate the number of quitters. 
 
Smoking status among the population aged 15 to 75 years 
 
Smoking status recorded in general practice across the three PCTs varies 
Gateshead’s outturn 2006/07 was 60.8% compared to 57.4% and 53.1% 
respectively in South Tyneside and Sunderland. This data source offers the 



 

- 43 - 

 

potential for analysis of variations in prevalence if the percentage of patients 
with smoking status recorded is increased. This could allow a much greater 
understanding of those population groups where prevalence is highest and thus 
allow for effective targeting of services and resources. 
 
Smoking during pregnancy and in young people 
 
There is a national Public Service Agreement target to reduce levels of smoking 
during pregnancy by 1 percentage point each year heading towards a target 
national prevalence of 15% by 201033.   
 
Bringing about reductions in this figure has proved very difficult across South of 
Tyne and Wear as previously stated, although evidence from 2006 and 2007 
shows that prevalence is gradually falling. In particular smoking in pregnancy in 
South Tyneside is particularly high and requires additional focus. 
 
Levels of reported smoking among young people vary. Smoking among young 
women in particular is a cause for concern. Further development of the data set 
for children and young people is required. 
 
Evidence Base 
 

The evidence base for smoking cessation is very strong and is also extremely 
cost effective. Evidence suggests support should be offered in a range of ways, 
including self help, telephone counselling, group sessions and one to one 
counselling. 
 
Network Action 
 

Local tobacco alliances have brought together a range of partners, including 
Local Authorities, NHS Trusts and members of the voluntary sector, to 
champion and deliver on tobacco control across South of Tyne and Wear.  A 
key focus this year has been preparing for Smoke Free on 1st July 2007.  Fresh 
Smoke Free North East, the northern region tobacco control office, have worked 
closely with all the alliances, providing support through the dissemination of 
best practice, training, media campaigns and lobbying for comprehensive 
Smoke Free legislation. 
 
While the introduction of Smoke Free legislation is a landmark, it must not be 
seen in isolation. A South of Tyne Tobacco Alliance must seek to re-focus 
energy on areas of greatest need, de-normalising smoking, reducing smoking in 
pregnancy and manual groups, and stopping young people from starting to 
smoke. The network across South of Tyne must also work with regional 
colleagues through FRESH to support fiscal controls and media campaigns. 
 
Local Action 
 

The need for increased focus at a local level to reach targets and support 
smokers to give up has been outlined. Local NHS Stop Smoking Services are 
delivered across South of Tyne Wear.  
 
The specialist service has provided the following during 2006/07.  
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Evidence based clinical treatment, one to one services (e.g. for pregnant 
smokers), community provision of one to one and group services for quitters in 
a variety of settings (eg. general practice, prisons, pharmacies, dental practices, 
workplaces and schools/colleges), provision of on-going training in smoking 
cessation methodology for a wide range of health and social care personnel, 
provision of policy support, consultation, and clinical services to employers, 
ongoing contribution to tobacco control networks and initiatives. 
 
The service is also piloting different models of service delivery including Drop in 
2 Quit and the Big Quit. These require evaluation to determine their impact on 
supporting smokers to Quit. 
In addition health equity audit has been carried out of Gateshead and 
Sunderland services identifying the need to target disadvantaged groups and 
areas. 
 
It is crucial that commissioning arrangements for these services are 
strengthened to ensure local services can reach more smokers who want to quit 
and offer them the full range of services. 
 
There are also a wide range of intermediate stop smoking advisers, including 
independent contractors, and other PCT providers, including school nurses, 
health visitors. There is a Service Level Agreement on place for GP’s and 
Pharmacists in Sunderland but not Gateshead and South Tyneside. The activity 
levels and the success of intermediate advisers vary greatly. An audit of the 
number and location of intermediate adviser coupled with their effectiveness is 
required.  Commissioning of intermediate advisers needs to be in place across 
the South of Tyne and Wear. The reduction of smoking should be a key part of 
relevant practitioner’s roles. 
 
In addition a wide range of practitioners have been trained in brief advice. 
However this needs to be increased and embedded across the PCTs and within 
local authority and the third sector. It is important that there is follow up to 
ensure that this training is utilised. 
 
Recommendations 
 
�  Strengthen commissioning arrangements to ensure the number of people 

accessing NHS Stop Smoking Services is significantly increased. For the 
PCT to move beyond Health Care Commission targets and sign up to 
stretch targets for 2007/08. 
 

�  Develop clear commissioning strategy to double the number of quitters 
supported to stop. 

 
�  Increase the percentage of people with smoking status recorded and offered 

opportunities to quit in primary care. 
 

�  Increased focus on Gateshead to ensure Healthcare Commission targets 
are met in 2007/08. 
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�  Increased focus on pregnant smokers in South Tyneside. 
 
�  Further develop the Tobacco Alliances across South of Tyne and Wear 

engaging all partners at a strategic level to galvanise the Tobacco Control 
agenda. 
 

�  Embed the reduction of smoking in Local Area Agreements and Sustainable 
Community Strategies. 
 

�  Ensure resources are targeted at areas of greatest need. Continue to work 
with FRESH to ensure regional and national support is provided. 
 

 
Amanda Healy 
Public Health Specialist Consultant Choosing Health 
November 2007 
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Gateshead Director of Public Health Commentary  
 
Introduction  
 
Gateshead Strategic Partnership set out in Vision 2030 a strategy for 
Gateshead over the next 20 years, including its commitment to improve the 
health of the population so that health and wellbeing in Gateshead is among the 
best in England. To reach this ambitious goal requires high level strategic 
leadership and positive commitment throughout all themes and with all partners 
involved in the strategy.  
 
My Director of Public Health’s Annual Report draws on the work of the Public 
Health Team in Gateshead and outlines some of the key challenges facing us, 
in relation to the whole population: children, adults and older people. It also sets 
out the approach we need to take to reduce health inequalities within 
Gateshead.  In setting out the priorities for Gateshead I want to reiterate the 
importance of the key issue arising from the Executive Director’s Report, in 
relation to tackling chronic disease prevention and management in Gateshead. 
All seven of the issues in the South of Tyne and Wear Public Health Network 
Annual Report have important local implications: accidents, alcohol, preventing 
circulatory disease, mental health, obesity, sexual health and smoking. Of these 
reducing smoking, and preventing/managing circulatory disease will have the 
biggest impact on inequalities in life expectancy in Gateshead. A smaller but 
more significant factor in reducing life expectancy than in many places, is 
alcohol.     
 
The Joint Strategic Needs Assessment which will be developed during early 
2008 will build on this analysis, and provide some pointers for effective 
commissioning. Use of Health Impact Assessment and Health Inequality Impact 
Assessment need to be embedded as tools to improve policy development and 
planning; Health Equity Audit should be routinely used as a tool for service 
development.  
 
An analysis of the Index of Multiple deprivation 7 domains shows that 
Gateshead has 61.1% of Super Output Areas in the worst 20% nationally for the 
health domain, compared with 44.4% for the Index of Deprivation overall, 38% 
for education and 42% for income. Employment is also poor with 58.7% in the 
worst 20% nationally. Health is therefore one of the two issues making 
Gateshead’s overall ranking on the Index worse, whereas barriers to housing 
and services, crime, and living environment score relatively well.  The draft 
regional strategy ‘Better Health, Fairer Health’ sets out the case for making 
improving health and wellbeing the core purpose of our social, environmental 
and economic activities, and I endorse this principle.    
 
The size of the challenge must not be under estimated. Improving health and 
wellbeing and reducing inequalities on the scale envisaged is achievable, but 
only with a step change in our approach as a community to owning the issues. 
This requires leadership and determination to make changes at every level of 
organisation.  
 
Alyson Learmonth 
Director of Public Health, Gateshead Primary Care Trust 
November 2007 
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Children and Young People 
 
National Context 
 
Every Child Matters: Change for Children (2003) was a new approach to 
improve the well being of children and young people.  Its core aim is that every 
child, regardless of background or circumstances has the support they need to 
achieve positive outcomes, including ‘Be Healthy’. 
 
In September 2004, the Children, Young People and Maternity National Service 
Framework (NSF) was launched by the Secretary of State.  This framework, 
divided into 3 components and 11 standards set aspirations for the 
improvement of services across health, education and social care for women, 
children and their families over the next 10 years.  The NSF is a key delivery 
mechanism to achieving the ‘Be Healthy’ outcome of Every Child Matters: 
Change for Children Programme. 
 
Local Picture 
 
Currently, around 45,600 young people aged between 0 and 19 years live in 
Gateshead.  This equates to around one quarter of the whole population of 
Gateshead.  In spite of the barriers that children and young people of 
Gateshead face in relation to deprivation (44% of the population of Gateshead 
live in areas that are among the 20% most deprived across England) their 
achievements in health and education outcomes are considerable.  We aim to 
build on these outcomes by targeting our resources more effectively and 
efficiently, maintaining current progress and improving the areas where the 
outcomes are less favourable. 
 
In line with the Gateshead Children and Young People’s Plan 2006-2009 our 
overarching vision for Gateshead is: ‘all children and young people are 
empowered and supported to develop their full potential and have the life skills 
and opportunities to play an active part in society’. 
 
In order to achieve this vision the Gateshead Children and Young People’s 
Partnership have agreed to focus on the five Every Child Matters outcomes.  
Gateshead Primary Care Trust has the lead to ensure implementation of the 
standards within the NSF and the     ‘Be Healthy’ outcome.  The five key aims of 
‘Be Healthy’ have provided the structure for us to assess our progress. 
 
Children and young people are physically healthy 
 
The infant mortality rate within Gateshead, due to small numbers of infant 
deaths, fluctuates widely from year to year.  The Gateshead rate has been 
lower than the England rate between 2001 and 2003 but has increased to the 
same level as England in 2004.   
 
Giving children the best start in life is a key feature of the Gateshead ‘Be 
Healthy’ action plan.  Therefore encouraging pregnant women and those 
contemplating pregnancy to adopt a healthy lifestyle is a core component.    We 
have exceeded both our smoking in pregnancy and breastfeeding targets.  
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Gateshead has high levels of overweight and obesity amongst children.  A 
review by the Gateshead Overview and Scrutiny Committee has identified 13 
key recommendations.  A range of programmes have been developed to begin 
to tackle this problem which include: Balance It! - 207 children have been 
referred onto the pathway with 44% reducing their adult equivalent BMI and 
Active 8 gym – 803 new members joined and a total of 2978 visits were made.   
 
As shown in the Summary Health Improvement Monitor for Gateshead, uptake 
of immunisation is poorer than South Tyneside or Sunderland.  MMR first and 
second doses is also significantly below the rate for England and the North 
East.  This issue needs to be addressed urgently. 
 
Children and young people are mentally and emotionally healthy 
 
Mental and Emotional Health Services (CAMHS) for children and young people 
span a four-tiered system.  Within Gateshead core teams include: Child and 
Family Unit (a multi disciplinary team), the Adolescent Service and the 
Emotional Well Being Team.    
 
Improving levels of self esteem and developing effective measures of self 
esteem has been identified through the ‘Be Healthy’ action plan as a key area 
for development.  Areas of work have been developed and include: work to 
raise awareness of self esteem issues and to increase the skill of practitioners; 
accredited learning programmes which are targeted to young women who may 
for example have experienced severe bullying and are not able to attend school 
or school age mothers.  Social and emotional aspects of learning (SEAL) 
materials have been introduced in primary schools to begin to address 
emotional needs at the earliest level.   
 
 
Children and young people are sexually healthy 
 
Gateshead, through the implementation of the Teenage Pregnancy Strategy 
has maintained a reduction of 22.3% in the under 18 conception rate and we 
remain on track to deliver the 2010 target.  
 
As indicated in the section on Sexual health, Chlamydia screening uptake 
remains a critical local issue. 
 
Sexual health policy and guidance for Looked After Children have been 
implemented with all 148 carers now being offered appropriate training. 
 
Children and young people have healthy lifestyles 
  
The National Healthy School programme is well established in Gateshead. 
However alcohol, smoking and physical activity remain three key concerns in 
terms of the lifestyles of young people.  
 
Changing and harmful patterns of drinking among young people are a local 
concern and the local Safeguarding Board for Children has been asked to 
undertake a review. 
 
 



 

52 

 

Smoke Free Gateshead has identified a number of key priority areas which 
includes the reduction in the number of people, especially young people, taking 
up smoking.  Gateshead school nurses are proactively working within schools to 
help young people quit. 
 
Increasing levels of physical activity is a key target within the Be Healthy action 
plan.  In 2006, 74% of school children undertook 2 hours of high quality PE and 
out of hours school sport.  This was a significant increase from 60% in 2005.  
As part of a new pilot scheme 10 Gateshead schools will be taking part in 
‘Schools on the Move’.  This scheme aims to increase levels of physical activity, 
(particularly walking) through the provision of pedometers. 
 
Children and young people choose not to take illegal drugs 
 
The Gateshead Drug Action Team is one of the highest performing in the 
region.  In 2006 the co-location of 24/7 Young People’s Team and the North 
East Council on Addiction’s Young Peoples Team, saw the development of 
seamless service delivery across education, targeted prevention and treatment 
under the auspices of SMART (Substance Misuse Awareness Raising and 
Treatment.) 
 
There has been a 50% (from 03/04) increase in the numbers of young people 
entering, receiving and completing treatment.  Targeted work with vulnerable 
groups has been developed through the substance misuse teams, including 
Looked After Children.  As part of a pilot 2 secondary schools within Gateshead 
have been involved in identifying young people who are truanting or have been 
excluded.   
 
Local Action 
 
The health and wellbeing of children and young people is key to achieve Vision 
2030. This work needs to be supported and developed in close partnership with 
work to improve health among families, and through the five Area Forums. 
 
Recommendations 
 
1. Continue to develop new pathways and models in antenatal care which will 

enable us to continue to improve figures for smoking in pregnancy and 
breastfeeding whilst also promoting healthy eating, the early uptake of 
screening, good mental health and reducing the use of alcohol /illegal drugs.   

 
2. Establish a multi-agency steering group working with ‘Be Healthy’ to ensure 

a coordinated and long term strategic approach to tackling the problem of 
obesity among children and young people, including a high profile approach 
to physical activity, and action the findings of the Overview and Scrutiny 
Report (2007). 

 
3. Undertake a programme to raise uptake of immunisation particularly among 

5 year olds to reach the same level as elsewhere in the North East as a 
matter of urgency. 

 
4. Commission integrated sexual health services to be provided in Gateshead. 
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5. Establish clear links between the Alcohol Harm Minimisation Plan and the 
‘Be Healthy’ theme in Children and Young People.  

 
6. Ensure Smoke Free Gateshead is a key part of the agenda for Children and 

Young People. 
 
7. Action the findings of the Child and Adolescent Mental Health Services 

Commissioning Group leading a review to ensure that children and young 
people in the Borough have access to a range of emotional and mental 
health services which meet current and future needs.  

 
8. Repeat the Health Related Behaviour Questionnaire to ensure we continue 

to track issues related to young people including self-esteem, to inform 
ongoing needs assessment and school based action plans. 

 
Adults 
 
National Context 
 
National policy directives include ‘Our Health, Our Care, Our Say’ (2005) and 
‘Choosing Health’ (2004).  These two strategies combine a comprehensive 
approach to the promotion of health and reduction of disease within our adult 
population. 
 
Local Picture 
 
In many ways the health of our adult population is improving. The broadest 
indicator of overall health in Gateshead is life expectancy. This is now 
increasing at a faster rate than for England and Wales. People are now living 
longer; in 2003-2005 life expectancy at birth was 75 years for males and 79.5 
years for females compared to figures of 71.9 years and 77.6 years respectively 
in 1993-1995.  Premature death rates for major diseases such as heart disease 
and cancer are falling. Deaths from myocardial infarction (heart attack) have 
also significantly reduced.  
 
However, adults in Gateshead can still expect to live 2 years less than the 
average citizen within England and Wales; this is significant. Furthermore life 
expectancy is unequally distributed across Gateshead. This is discussed later in 
this report.  
 
Despite overall improvements in health, some types of ill-health have increased 
in both numbers and severity; for example more adults are now living with 
chronic diseases (long term conditions such as coronary heart disease, chronic 
obstructive pulmonary disorder, and stroke) than previously. 

The prevalence of chronic disease within each General Practice is now 
monitored at national level. The table below compares local prevalence to the 
national average for a number of chronic diseases:34 
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Chronic Disease Area  Gateshead Average % England Average % 
Coronary Heart Disease  4.9 3.5 
Stroke and transient 
ischaemic attacks 

2.1 1.6 

Chronic Obstructive 
Pulmonary Disease (COPD) 

2.2 1.4 

 
These diseases contribute significantly to the overall burden of disease in 
Gateshead.  
 
The behavioural antecedents of chronic disease are well-understood. Lifestyle 
change, for example, stopping smoking, increasing physical activity, improving 
diet and effective weight management can greatly reduce the risk of these 
conditions.  
 
Whilst detailed local information on this is lacking, local estimates can be 
extracted from national surveys which include people from Gateshead. When 
comparing figures for Gateshead with those for England and Wales, as can be 
seen, the Gateshead average is consistently higher than the E & W average for 
behaviour-related health risk factors.  
 
Health Behaviour/Risk 
Factors  

Gateshead Average % England and Wales 
Average % 

Obese % 24 21.8 
Smokers % 33.1 26 
Binge Drinkers 26 18.2 
 
Levels of binge drinking in Gateshead are of particular concern. The percentage 
of adults binge drinking has been estimated as 26% compared with an 18.2% 
average for England.  
 
Alcohol misuse has a significant impact in Gateshead. Gastro-intestinal 
disorder, especially cirrhosis, is most marked. The best indicator of serious 
alcohol related harm is the rate of chronic liver disease. In Gateshead hospital 
episodes related to liver disease are close to twice the national average35. 
   
Delivering effective prevention activity to support people with healthy lifestyle 
changes and providing effective treatment and care for those with long term 
conditions are equally important in tackling these diseases,  
 
Local Action 
 
Whilst we continue to have a major challenge in reducing chronic disease, we 
have had some notable success stories. Considerable partnership work has 
been undertaken across Gateshead, resulting in a variety of interventions being 
delivered across a number of settings.  
 
On July 1st 2007, Gateshead went Smoke Free – this will have an immediate 
impact on the health of a significant number of our adult population by reducing 
exposure to second hand smoke. However it is crucial that we do not allow our 
efforts to plateaux. 
 
Gateshead Smoking Cessation Service continued to play an important role in 
helping motivated smokers to quit. Last year, the service helped 3,793 people to 
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set a quit date, and of these 1,736 people or 45% had successfully quit at the 
four week follow up date. In addition, over 600 people attended two innovative 
and very successful ‘Drop in to Quit’ sessions focused on recruiting smokers 
from specific targeted areas of Gateshead.  
 
With the support of LPSA funding, the Balance It Programme is now piloting a 
community outreach weight reduction programme offered by a multi-skilled 
team led by dieticians, working closely with Leisure Service teams and the 
Community Health Team.  
 
GOAL (Gateshead Opportunities for Active Lifestyles), Gateshead’s successful 
exercise referral scheme, continues to support individuals who have a particular 
medical condition. 32 GP practices plus a range of other health professionals 
now make 200 referrals a month into the scheme. During 2006/2007, the range 
of activities participants can access was widened to include both leisure centre 
based and non-centre based activity, including the establishment of green 
exercise opportunities. 
 
In the majority of GP practices disease registers are well established for people 
with CHD and diabetes, and there are a high number of secondary prevention 
clinics to support those with established disease.  
With regard to alcohol screening and brief intervention, pilots are taking place in 
2007 in Primary Care and A&E. Assessment and treatment for alcohol is 
relatively well developed in Gateshead with a good range of provision across 
the four tiers with Arrest Referral and A&E Assessment Workers to be in post in 
2007-8. 
 
Capacity Building 
 
In 2007, a new Health Trainer Service was established in Gateshead. A team of 
16 Health Trainers are now in post. The Health Trainers, recruited from local 
communities, help individuals in neighbourhood renewal communities to 
develop personalised health plans, provide on-going support and signpost 
people into local accessible health improvement services.  
 
Health improvement strategies 
 
Gateshead has developed a number of health improvement strategies over the 
last few years, related to both population groups and subject areas: tobacco, 
sexual health and teenage pregnancy, mental health promotion, learning 
disability, children and young people, older people, food and health, obesity, 
physical activity, alcohol. Recently a review of these has taken place using a 
project management framework. The work has identified the importance of 
linking up these areas of work, identifying clear leadership and updating action 
plans. 
 
Health maintenance 

 
In Gateshead, we have some first class preventative services. However, these 
services have been developed over a number of years, some are district wide; 
others have more restricted access, and currently there is insufficient large 
scale integrated primary and secondary prevention to tackle chronic disease.  
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In order to achieve a step change in the health of the adult population of 
Gateshead we need to organise and ‘scale up’ these services to deliver a 
greater impact. To do this it is proposed that we adopt a strategic ‘whole’ 
systems approach to address long term conditions.   
 
The central feature of this approach is an evidence based “health maintenance” 
model (see overleaf) to ensure effective primary, secondary and tertiary 
prevention. The diagram demonstrates how health maintenance will support 
people at every stage of chronic disease development from the ‘apparently’ 
healthy population to patients with complex chronic conditions 
 
The aim of this approach will be to prevent chronic diseases developing or 
worsening and to keep people as fit and healthy as possible even when they 
have an established condition. 
 
The establishment of a substantial and comprehensive health maintenance 
programme will take time to develop. Initially, it is proposed the main focus 
should be on secondary prevention, i.e. supporting those who have risk factors 
for chronic disease or established disease.  In implementing this model (shown 
below) priority should be given to addressing those gaps identified in the 
Preventing Cardiovascular Disease (CVD) section of the South of Tyne and 
Wear Network Public Health Report.  

 
Health Maintenance Model 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Individuals with complex 
chronic condition(s)

(High Risk)
Medical/drug intervention

Lifestyle programme as appropriate

Individuals with unstable chronic conditions
(High Risk)

Medical/drug intervention
Lifestyle programme as appropriate

Individuals with established chronic condition
(Moderate Risk)

Medical/drug intervention 
& refer to lifestyle support programme

Individuals with Risk Factors
(Low risk)

Lifestyle advice, weight management, smoking cessation
Signpost to appropriate physical activity 

General Population 
(No Apparent Risk)

Discussion re. lifestyles, 
signpost to health promoting activities

Individuals with complex 
chronic condition(s)

(High Risk)
Medical/drug intervention

Lifestyle programme as appropriate

Individuals with unstable chronic conditions
(High Risk)

Medical/drug intervention
Lifestyle programme as appropriate

Individuals with established chronic condition
(Moderate Risk)

Medical/drug intervention 
& refer to lifestyle support programme

Individuals with Risk Factors
(Low risk)

Lifestyle advice, weight management, smoking cessation
Signpost to appropriate physical activity 

General Population 
(No Apparent Risk)

Discussion re. lifestyles, 
signpost to health promoting activities
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There is always a need to ensure that any new services developed are 
accessible to the most vulnerable in our communities. During 2007, a pilot 
programme has been established supporting people with learning disabilities to 
develop personalised Health Action Plans, ensuring they have access to 
preventative programmes and healthcare tailored to their own individual needs. 
This development needs to be continued and the same opportunities extended 
to other vulnerable groups, for example people experiencing severe mental 
illness.  
 
Given the high level of alcohol–related ill-health in Gateshead, there is also a 
need to further develop alcohol related primary prevention programmes and 
increase the capacity of alcohol treatment services in Gateshead, as well as 
broaden the alcohol harm minimisation strategy as recommended in the section 
on inequalities.    
 
Recommendations  
 
1. Establish a comprehensive and integrated health maintenance programme 

for Gateshead. Initial focus to be on: 
 
�  identifying those people at high risk of cardio vascular disease; 
�  expanding capacity, particularly in relation to delivering interventions in 

relation to smoking, diet and physical activity; 
�  increasing early intervention and support services for obese adults. 

 
2. Expand the Alcohol Screening and Brief Intervention (SBI) in Accident and 

Emergency and GP practices if local pilot is successful. 
 
3.  Further develop Tier 3 alcohol services. 
    
4. Building on work to date, develop and mainstream new models of 

preventative services and better access to physical healthcare for people 
with severe mental illness and learning disabilities.  

 
5. Action recommendations from the current review of health improvement 

strategies.  
 

 

Improving the Health of Older People 
 
Improving older people’s health is a key theme in a wide range of local and 
national policies including:  
 
National Local 

�  Our Health, Our Care, Our Say 
�  Choosing Health 
�  National Service Frameworks 

for Older People, Coronary 
Heart Disease, and the Cancer 
Plan 

�  NICE Guidance: Falls, 
Dementia, Osteoporosis 

�  Vision 2030 – sustainable 
community strategy for 
Gateshead  

�  Health & Social Care 
Partnership and its themed 
groups including the Gateshead 
Older Persons Partnership and 
the Public Health Partnership  
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�  “Everybody’s Business” Service 
Development Guide for OPMH 
services 

�  Dignity in Care Initiative 
 

�  Gateshead Older People’s 
Strategy 

�  Council Vision for Adult Social 
Care 

 
Older people are not a uniform group and they have a wide range of needs. 
They may be broadly seen as three groups: 
 
entering old age - These are people who have completed their career in paid 
employment and/ or child rearing. This is a socially-constructed definition of old 
age, which, according to different interpretations, includes people as young as 
50, or from the official retirement age; 
transitional phase - This group of older people is in transition between healthy, 
active life and frailty; 
frail older people These people are vulnerable as a result of health problems 
social care needs or a combination of both. 
 
�  Demographics show an ageing population nationally and locally. In 

Gateshead it is projected that by 2010 people aged 65 and over will make 
up 18% of the population.(ONS) 

�  Of the 21,487 Pensioner households in Gateshead, 13,935 or 65% are 
single pensioner households, this compares with 61% for England and 
Wales. ONS 

�  Gateshead has poor health and stark health inequalities across the 
Borough.   Male Life expectancy is significantly lower than the English 
average (76 years for men). In Gateshead, 17 of our wards have male life 
expectancies below this figure with the lowest being 69.6 years, the average 
being 74.5 years.   

�  Older people account for the highest usage of acute services (almost two 
thirds of general and acute hospital beds are used by people over 65) and 
the NHS spends 45% of its budget on them (NSF).  

�  Tackling Health Inequalities: 2002 Cross Cutting Review recommends 
targeting over–50s where the greatest short-term impact of life expectancy 
will be made. 

�  Nationally, falls are a major cause of disability and the leading cause of 
mortality due to injury in older people aged 75 and over (NICE 2003; DH, 
2001). 

 
Local Action 
 
The recent reconfiguration of the South of Tyne PCTs has brought a welcome 
and increased Public Health focus on the needs of Older People.  The 
Gateshead Public Health Partnership has completed a comprehensive review of 
the current Health Improvement Strategies in Gateshead highlighting the need 
for further action to strengthen strategic partnership working to tackle the health 
needs of older people. The Gateshead Older People’s Partnership continues to 
promote and develop partnership working across the health and social care 
system, working to ensure social inclusion and inequalities are addressed. 
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Other examples of current activities concerned with older people in the Borough 
include:  
 
�  ‘Older People’s Assembly’ launched September 2007 -  a forum through 

which older people will be involved in public service planning and 
monitoring; 

�  multi-agency partnership working to develop an Integrated Falls Strategy ; 
�  the Healthy Communities Collaborative works with older people to tackle 

falls, improve nutrition and encourage earlier presentation in bowel, breast 
and lung cancer; 

�  using the service development guide, “Everybody’s Business” a mapping 
exercise of current service developments led to action plans to promote 
mental health in older people; 

�  a programme of Health Needs Assessment for older people has been 
initiated; 

�  partnership working helped to shape the Gateshead Council Fuel Poverty 
Strategy and highlight the mental and physical health impact of this social 
challenge; 

�  an Overview and Scrutiny Committee Review of Health Inequalities in 
Gateshead in which the needs of older people were emphasised; 

�  ‘Link Up’ in Gateshead programme. Now in its second year, it brings 
together non-traditional partners to pilot and evaluate a range of prevention 
activities. 

 
In order to maximise our impact on the health of older people in the months 
ahead, we will be: 
 
�  working with partners to complete comprehensive health needs 

assessments for each of these priorities in order to clarify those people most 
at risk and the evidence based interventions which should be targeted at 
those groups to have the greatest impact; 

�  working with partners to develop an agreed set of health indicators for older 
people;  

�  working with partners to ensure their work is targeted towards the key health 
priorities for older people and helping them to evaluate and develop the 
quality of relevant local health improvement activity; 

�  working with commissioners and stakeholders to ensure that local services 
meet the identified health needs of older people. 

 
Recommendations 
 
1. Ensure that the following health improvement targets are given the highest 

priority: 
 

�  preventing falls; 
�  preventing social isolation and promoting mental well being; 
�  preventing fuel poverty; 
�  ensuring more older people are given flu vaccine; 
�  cutting the risks of developing cancer, heart disease or stroke. 

 
2. Use recommendations from the review of health improvement partnerships 

to further strengthen partnership working to improve older people’s health.  
 



 

60 

 

3. Develop health surveillance systems to measure and monitor the health of 
older people using agreed indicators which address health improvement 
priorities. 

 
4. Design homes, workplaces and communities to promote older people’s 

mental health and to reduce their risk of falling, suffering fuel poverty or 
becoming socially isolated.  

 
Reducing Health Inequalities 
 
National Context 
 
Health Inequalities are disparities in health between population groups that are 
systematically associated with socio-economic factors (social class, ethnicity, 
place of residence, income etc).  Such disparities in health are avoidable and 
are therefore considered to be unjust.   
 
Health inequalities are a national priority.  The Government sponsored 
Independent Inquiry into Inequalities in Health (The Acheson Report, 1988) 
highlighted several areas to tackle inequalities.  These challenges have been 
taken up by various national policy documents such as Tackling Inequalities: a 
Programme for Action (2003); Securing Good Health for the Population 
(Wanless Report, 2004); Choosing Health White Paper (2004); Our Health Our 
Care Our Say (2006).  National targets to reduce inequalities in life expectancy 
and infant mortality reflect these policy documents. 
 
There is currently evidence of poor health and below average life expectancy 
across Gateshead, as indicated in ‘Monitoring Health’.  For example, men who 
live in the ward with the lowest life expectancy are likely to die over fifteen years 
earlier than those from the highest.  The gap for women is just under nine 
years.  Men from the ward with the highest life expectancy are likely to die on 
average nine months earlier than the average for England, and women three 
years earlier.  The estimated smoking rate in the ward with the highest rate 
(50%) is more than double that with the lowest rate (22%).  The referral rates to 
rapid access chest pain clinics (2001-04) showed that people in some wards 
were more than twice as likely to be referred as others. 

 
The main conditions which contribute to the life expectancy gap between 
Gateshead and the rest of England with their relative proportions by gender are 
shown graphically in ‘Monitoring Health’: circulatory diseases (24% male, 34% 
female); cancers (29% male, 20% female); respiratory diseases (17% male, 
23% female); digestive disorders including cirrhosis of the liver (15% male, 11% 
female) and external causes of injury (12% male, 4% female). 
 
Local Picture 
 
In order to tackle these inequalities, the Healthier Communities Overview and 
Scrutiny Committee initiated a review within Gateshead to look at: 
 
�  where can action to reduce inequalities in the short term be prioritised to 

maximise their effect; 
�  what further action can be taken which leads to a sustained long term 

reduction in health inequalities; 
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�  how can health inequalities be placed at the centre of strategic planning and 
commissioning; 

�  how to ensure that local plans and strategies impact on health and health 
inequalities in a positive way. 
 

This approach recognises that health inequalities as a whole can only be 
reduced locally if a partnership approach is taken to tackle all the determinants 
 
The review has looked at four aspects of inequalities: 
  
�  the wider determinants of health such as employment, education, housing 

and environment; 
�  lifestyles or health behaviours such as smoking, drinking and sexual 

behaviour; 
�  access to services such as health and social care.  Equity of access means 

equal access for equal need, where need relates to the level of illness; 
�  secondary prevention meaning early identification and prompt treatment to 

cure, reduce harm from or slow down progress of a condition e.g. heart 
disease or cancer. 

  
Local Action 
 
The review will be publicly available after it is completed in December 07 and 
draws together material related to: 
 
�  evidence for what works to reduce inequalities; 
�  analysis of statistical information making comparison between Gateshead 

and England, and within Gateshead; 
�  national drivers -policies and targets; 
�  local views from previous consultations or in response to the review 
�  current activity.    
 
Recommendations 
 
1. Nationally, work has identified high impact changes which the NHS can do 

to reduce inequalities.  It is important that these are integrated into everyday 
practice.  However, these focus on short term achievements to increase life 
expectancy and infant mortality.  There needs to be more local work to 
engage with communities, so that they can help define the problems and 
shape solutions which work, so that health issues are integrated with other 
aspects of Neighbourhood Planning.   Working with communities to improve 
people’s aspirations is key to this.    

 
2. This community orientated action needs to be supported by strategic 

thinking and service re-design in relation to:  
 

�  improving mental health as it is linked to both the causes of poor health,  
and is an important dimension of  health inequalities in the experience of 
users and carers; 

�  identifying and resourcing an anti-poverty strategy lead; 
�  reducing the prevalence of smoking as it is the lifestyle issues with which 

preventable inequalities are mostly related; 
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�  tailoring interventions to change people’s lifestyle behaviours to different 
communities.  These need to be flexible enough to respond to the 
different communities within the wards highlighted in ‘Monitoring Health’ 
as having high rates of binge drinking, smoking  and obesity or low rates 
of eating fruit and vegetables; 

�  working with relevant groups to raise their health literacy; 
�  ensuring that partnership work on alcohol addresses health, regeneration 

and young people’s issues fully;  
�  using and developing tools which help reduce inequalities, such as 

health equity audit and health inequality impact assessment.  These 
need to be embedded into local practice; 

�  improving the data and intelligence which helps us understand and react 
to inequalities.   

 
3. Health inequalities are stark within Gateshead.  Only multi-agency, cross-

cutting, whole-system approaches will help to reduce these unfair, 
preventable and unjust disparities in health.  The work of the Overview and 
Scrutiny Committee into Health Inequalities is welcome and timely.  Its 
recommendations when agreed in December should be embraced by 
members of all the partnerships across Gateshead. 
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South Tyneside Director of Public Health Commentary 
 
Last year saw major changes in the arrangement of Primary Care Trusts. We 
now have a new Chief Executive and Senior Management team, including an 
Executive Director of Public Health, who provides overall strategic direction for 
public health activity across all of the South of Tyne and Wear Primary Care 
Trusts, leading the development of a new Public Health Network. This Network 
is multi-faceted and strategic in nature, and its purpose is to support local action 
by ensuring the development of evidence-based and needs led health 
improvement strategies.  
 
Ensuring the effective implementation of these strategies locally and facilitating 
the engagement of all partners in the health improvement agenda, at every 
level, is essential for improving health and quality of life and making a positive 
impact on persistent health inequalities.  
 
Although our structures have changes, our inclusive approach remains 
unaltered. Health improvement is everyone’s business and the new Public 
Health team will work closely with PCT colleagues, South Tyneside Council, the 
Foundation Trust and the Community & Voluntary and Independent Sectors to 
ensure the right services are in the right place to meet the health needs of our 
local population - adults, older people, children and vulnerable people. We will 
continue to drive up standards, improve access to our services and ensure that 
local people have every opportunity to engage fully in the public health agenda. 
 
Whilst we continue to have challenging public health issues to address we have 
had some notable success stories.  
 
Our local smoking cessation service continues to help people quit the smoking 
habit, and this work has been well supported by action at every level.  
 
Continued development of our local Smoke Free Alliance, (which is part of the 
regional FRESH campaign) is vitally important to maintain the ongoing 
engagement of partners and the public in action to create a non-smoking 
culture.  It is expected that the recent legislation to prevent smoking in public 
places will have a major positive impact on attitudes to smoking and reducing 
smoking levels. 
 
There has been good progress in developing our preventative services in the 
community. We now have diversity of provision, with self care workers based in 
the Voluntary Organisation “Blissability” providing information, education and 
training on self care management in relation to personal health. Elsewhere, 
health trainers are based in the community managed by the Council of 
Voluntary Services (CVS) and the CREST organisation (Compact for Racial 
Equality in South Tyneside) providing people with health information and 
signposting into mainstream services. Our Local Authority and PCT Choosing 
Health team continue to produce good results in helping people to change their 
health lifestyle behaviour and this team supports the work of chronic disease 
nurses, community matrons and GPs in helping people to manage the risks 
associated with long term health conditions such as Coronary Heart Disease 
and Diabetes. 
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Other Voluntary Organisations such as the Apna Ghar Healthy Living Centre, 
Women’s Health in South Tyneside (WHIST) Mental Health in South Tyneside 
(MHIST) have had a key role to play in the health improvement agenda. The 
commitment and hard work of these and other local organisations is helping to 
make a real difference to the health and quality of life of people in South 
Tyneside.    
 
Our local Children’s Alliance continues to plan, develop and implement 
evidence based interventions around the needs of children and young people to 
achieve the aims set out in  Every Child Matters 2004. This work ranges across 
a number of areas, including helping children and young people to develop a 
good understanding of opportunities and risks in choices that impact on health, 
and also supporting families to give children a good start in life.  
  
However we still have a lot to do to reduce the health inequalities gap and 
reverse new public health trends such as obesity and alcohol-related diseases. 
A needs-led approach to commissioning, alongside implementing the “high 
impact changes” identified in the Government’s Health and Wellbeing 
Commissioning Strategy will make a real difference in reducing the life 
expectancy gap. Delivering these changes require a whole systems approach, 
with integrated provision across health, social care and community and 
voluntary sector services. 
 
 Co-ordinated action by agencies on cross-cutting issues, as exemplified by our 
actions on smoking is also needed to deliver health improvement initiatives that 
are both sustainable and effective. 
 
At the end of each section are recommendations, which, if implemented, will 
significantly contribute to improving the health of our local population at a faster 
rate than the national average and reduce the health inequalities gap. It is 
important that these actions are implemented, and every individual, service and 
organisation has a unique contribution and a real responsibility in taking these 
developments forward and making them effective. 
 
Ruth McKeown 
Director of Public Health, South Tyneside Primary Care Trust 
November 2007 



 

- 67 - 

 

Health Inequalities  
 
National Picture 
 
Inequalities in health remain a major national challenge with the Office for 
National Statistics (ONS) illustrating a widening gap in health inequalities as 
measured by infant mortality and life expectancy at birth36.  
 
There have been significant improvements in death rates from cancer and 
circulatory disease since 1995-98; however we are still observing variations in 
morbidity and mortality rates, with only a slight narrowing of the death rate gap 
for cancer and heart disease in absolute terms. Children from manual 
backgrounds are 1.5 times as likely to die during infancy as those from non-
manual backgrounds37. 
 
To close this gap the Government introduced a range of policy initiatives aiming 
to drive forward improvements, including “Tackling Health Inequalities a 
Programme of Action”38. This strategy was organised around the themes of 
supporting families, engaging communities and individuals, preventing illness 
and providing effective treatment and care, and addressing the underlying 
determinants of health. The Choosing Health White paper (2004)39 provided 
further guidance on improving health and reducing health inequalities in those 
areas with the worst health and deprivation indices. 
 
Wider determinants  
 
The causes of health inequalities are complex, multifaceted and inter-related. 
Wider determinants are acknowledged to present a major impact in health 
outcomes. Evidence suggests that enduring solutions to address health 
inequality will only be achieved when poverty, education, housing and 
employment are addressed40.  
 
Adults aged 45 – 65 in routine and manual occupational groups are much more 
likely to have a limiting long-standing illness or disability than those from non-
manual groups (45% versus 19%)41. Health inequalities extend during 
retirement and people from the lowest socio-economic groups are more likely to 
become disabled earlier in life42. Furthermore adults in the poorest fifth are 
twice as likely to be at risk of developing a mental illness as those on average 
incomes43.  Government initiatives which aim to tackle this inequality have been 
implemented including: 
 
�  the national minimum wage; 
�  working families tax credit; 
�  minimum income guarantee for pensioners; 
�  winter fuel payments; 
�  the New Deal; 
�  Sure Start; 
�  increased investment in health services. 
 
Inequities in Access 
 
Further inequality has been linked to the issue of ‘equity of access to health 
care’44. This encompasses the concept of ‘individualised’ care based on need. 
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However it has been suggested that healthcare is often delivered to the 
populations that need it least, which is known as the Inverse Care Law (Hart 
1971)45. The inverse care law is not inevitable but rather can be reversed by 
targeting care based on disadvantage.   
 
Local Picture 
 
Health Inequalities continue to be a serious issue in South Tyneside. Despite 
overall improvement in health differences and status inequality between social 
groups and geographical areas remain. This section provides an overview of 
our position in relation to inequalities compared with the national picture. 
 
The average life expectancy for men in South Tyneside is 74.8 years compared 
with 76.9 years for England. The average life expectancy for women is 79.9 
years compared with the England average of 81.1 years. The difference in life 
expectancy between men and women in South Tyneside is approximately 5 
years. Further variation is apparent between wards from 81.5 years for men in 
Cleadon and East Boldon to 72.7 years in Bede.  
  
Considerable inequality in life expectancy for females is linked to circulatory 
disease and cancer, which accounts for 65% of the total inequality in life 
expectancy. Lung cancer makes a significant contribution to this gap 

A similar picture of inequality in relation to life expectancy exists for men in 
South Tyneside with circulatory disease and cancer accounting for 59% of the 
total inequality in life expectancy.   

Sources: life expectancy gap for South Tyneside from London Health Observatory, 2007, 
“Health Inequalities Intervention Tool”, LHO, London ; Effective Interventions from Dept. of 
Health, 2007, “Commissioning Framework for Health and Well-being”, Dept. of Health, London  
 
 Monitoring Health Improvement in South Tyneside 
 
As highlighted above coronary heart disease and cancer are major causes of 
premature death in South Tyneside, in both men and women, and the 
Standardised Mortality Ratios for these diseases are higher than the national 
average.  

South Tyneside is making progress towards meeting “Our Healthier Nation” 
target of a 40% reduction in the premature mortality rate due to all circulatory 
disease between 1996 and 2010.  However, similar progress has been made 
across England, resulting in a widening of the gap between South Tyneside and 
the England average in 2004 contributing to persistent inequalities.  

We are also making progress in meeting the “Our Healthier Nation” target of a 
20% reduction in the premature mortality rate due to all cancers between 1996 
and 2010. However, the premature mortality gap for South Tyneside is 
significantly higher than the rate for the North East region and the national 
average.  In South Tyneside 28% of all cancer deaths is caused by lung cancer.   
 
Influences on health  
 
This picture presents a major challenge for our Local Strategic Partnership, and 
requires us to address the many influences on health inequalities in a joined-up 



 

- 69 - 

 

and comprehensive way. Action is needed at every level – national, regional 
and local - to ensure the root causes of ill-health and health inequalities are 
meaningfully addressed. 
 
A complex range of interacting factors are associated with these diseases. For 
example, health outcomes are influenced by individual choices, lifestyles and 
familial factors. Risk factors associated with these diseases - smoking, low 
physical activity, heavy alcohol consumption, high blood pressure, unhealthy 
diet and obesity, are also unevenly distributed in the population, with the least 
well off exposed to the highest risks. However, it is widely accepted that many 
other conditions and circumstances, including income, poverty, housing, 
employment, the environment, transport, education and access to services and 
facilities, influence health outcomes and health inequalities. Within this context 
many of the wider influences and determinants of health fall outside the direct 
remit of the NHS, but are very much part of the broader health, social and 
economic infrastructure influenced by local government, the voluntary sector, 
community groups, business and commercial enterprise. 
 
We are making progress in tackling these major health issues, and there has 
been a welcome decline in death rates within all age groups in South Tyneside. 
However, we need to reduce the death rate more quickly in order narrow the 
health gap. To address this challenge a multifaceted approach is required 
including a stronger emphasis on prevention, identification of those at risk of 
disease alongside continuing to make improvements in treatment and 
rehabilitation. In addition because more people are living with long term 
conditions, partnership working is essential to better support the management 
of these conditions in the community.  
 
Mental health problems  
 
Health inequalities provide fertile ground for the development of high stress 
levels and the research evidence identifies a clear correlation between the 
stress associated with major diseases e.g. coronary heart disease and mental 
health issues. 
 
South Tyneside displays significantly worse levels of mental ill health than 
England46. Furthermore there is also significant inequality, with higher rates of 
depression and anxiety evident in the poorer areas of the borough. 
In addition, severe mental illness tends to be concentrated in deprived areas 
where there are multiple problems. Estimates from patterns of use of specialist 
services shows that all but two of South Tyneside’s wards would be expected to 
produce above average admission rates, and the areas with the highest level of 
deprivation (10% most deprived on the IMD score) would be expected to 
produce more than double the national average. 
 
Teenage Pregnancy  
 
Teenage mothers have an increased predisposition to poor antenatal health, 
and higher rates of low birth-weight babies. Teenage mothers have a 60% 
higher rate of infant mortality than older parents47. The under 18 conception rate 
in South Tyneside in 2005 was 48.2 per 1,000 highlighting considerable 
reduction of 25.8% from the 1998 baseline. Despite this reduction the rate 
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remains higher than the national average of 41.1 per 1,000 although for the first 
time since the 1998 baseline the variation is not considered significantly higher. 
 
Evidence based interventions 
 
Specific evidenced based interventions are identified to tackle the diseases 
which contribute most to the Life Expectancy Gap.  These interventions focus 
on the identification and effective management of patients with chronic disease 
and /or the key risk factors. A range of sources suggest a high level of unmet 
need, for example, it is estimated that there are over 13,000 undiagnosed cases 
of high blood pressure, which if identified and treated would significantly reduce 
the life expectancy gap. 
 
These high impact changes include: 
 
�  identification and management of hypertension; 
�  increase Statin prescribing to patients without cardiovascular disease; 
�  increase access to smoking cessation; 
�  increase access to targeted comprehensive programmes of prevention and 

risk factor management in people under 50; 
�  management of obesity through the use of a formal supported pathway of 

care adopting nice guidelines; 
�  development of preventative programmes relating to alcohol use. 
 
How are we making a difference?  
 
We have made good progress on many fronts to address health inequality 
issues, and the Local Strategic Partnership continues to drive forward 
improvements to address these issues, as the following examples show. 
 
Health Lifestyle 
 
�  Targeted physical activity and sport development programmes have been 

developed in the most deprived wards provided by Culture and Leisure 
Services of the Local Authority, the Primary Care Trust and the Voluntary 
Sector e.g. Age Concern. 

�  Our Choosing Health Service provides a partnership approach to address 
healthy lifestyle behaviour change. Over 1200 people have accessed this 
service since 2005 with around 800 people modifying their health lifestyle 
behaviour as a result. 

�  An Exercise Referral Scheme is developed with over five hundred people 
benefiting from this scheme during 2006. 

 
Access to Treatment, Support and information 
 
�  Structured support and education for people with diabetes and other long 

term conditions has been developed to facilitate self-care, minimise possible 
complications and maximise community treatment programmes. 

�  Teenage Pregnancy Services provide prevention programmes and support 
to teenage parents, resulting in a 25.8% reduction in teenage conceptions 
since 1997.  

�  Self Care Support Programme have provided training to over 100 volunteers 
to promote self care management in the community. 
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�  Development of new primary care services that provide access to high 
quality services to meet the health care needs of local people. 

�  Establishment of the health trainer programme, with twelve health trainers 
providing health information and education in disadvantaged areas, as well 
as signposting into preventative services.  

 
Wider determinants 
 
�  An affordable warmth strategy to tackle fuel poverty has been developed. 

This strategy will play an important role in reducing health inequalities and 
fuel debt problems associated with living in cold, damp homes. 

�  A holistic approach to neighbourhood renewal in deprived communities has 
been developed. This process has been led by Local Authority 
Neighbourhood Services and involved local people in decisions that affect 
their lives to tackle health determinants and make a positive impact on 
health and social inequalities. 

�  The Employment and Enterprise Scrutiny Commission has increased 
employment opportunities for “looked after children” (LAC) which contributed 
to an increase of LAC in education, employment or training from 44.4% in 
2003/04 to 86% in 2006/07. 

�  Secondary education results have improved significantly and are now in line 
with the England average. In 2003/04 43.5% of South Tyneside students 
achieved five A* - Cs; in 2006 55% achieved this standard compared to 
52.9% of students in England in 2003 and 58.5% in 2006. 

 
Recommendations 
 
�  We need to commission and implement the “high impact changes” within 

primary care to reduce the gap in life expectancy. 
 

�  In partnership, we need to implement joined up evidence based approaches 
to improve access to services for those in most need and tackle the wider 
determinants, informed by joint strategic needs analysis.  

 
�  Strengthen community involvement in strategic planning through the new 

Local Involvement Network, particularly seeking the engagement of 
vulnerable groups and individuals.  

 
�  Commission the midwifery service to provide intermediate stop smoking 

advice. 
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Adults   
 
National Picture 
 
Chronic diseases (long term conditions – LTC) such as coronary heart disease, 
diabetes, and chronic obstructive pulmonary disorder, although largely 
preventable, are a major cause of premature mortality and contribute to the 
overall burden of disease. Over 15 million people in England have a long term 
condition48. It is estimated that the prevalence of long term conditions and 
cancer will increase over the next 20 years by approximately 25% due to the 
effects of an aging population48. People with LTC are significantly higher users 
of health services accounting for 55% of GP appointments, 68% of outpatient 
and A&E appointments and 77% of inpatient bed days48. 
 
Effective prevention activity as outlined in the health inequality section and 
providing effective treatment and care for those with long term conditions are 
equally important in tackling these diseases.  
 
Local Picture 
 
The epidemiological evidence provided in the health inequalities section of this 
report shows persistent “disease specific” health inequalities in South Tyneside.  
 
 
Condition South Tyneside Average % National Average % 
Diabetes 4.2% 3.59% 
Asthma 5.6% 5.79% 
COPD 3.0% 1.42% 
CHD 5% 3.55% 
STROKE/TIA 2.2% 1.61% 
Peripheral vascular disease 1.1% NA 
Heart failure 1.2% 0.78% 
Atrial fibrillation 1.5% 1.29% 
Hypertension 14.6% 12.4% 
 

Source: QMAS49 Data Jan 2007 
 
However it is important to note that we are experiencing a downward trend in 
the prevalence of these conditions. For example, the most recent data cancers 
for highlights: 
 
�  A reduction in the rate for cancer mortality from 163 per 100,000 in 2003-04 

to 150 in 2005/06, positioning South Tyneside ahead of the projected rate 
for reducing the inequalities gap. 

�  A greater reduction within the Neighbourhood Renewal areas of South 
Tyneside with evidence of  a consistent reduction  in cancer deaths since 
2001 -03 and fewer deaths for CHD in the ward areas with the highest 
incidence of this disease. 
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Evidence based interventions 
 
There is an increasing body of evidence to support the clinical and cost-
effectiveness of public health interventions to tackle the risk factors associated 
with these diseases. The Health Development Agency50 outlined evidence 
based public health interventions including approaches focusing on tackling 
alcohol abuse, tobacco control, encouraging physical activity and promoting 
better nutrition.   
 
Self Care - Self care was highlighted in the NHS Plan51 as one of the key 
building blocks for a patient centred health service. Research highlights that 
supporting self care leads to improved health outcomes and a rise in patient 
satisfaction. Evidence indicates that effective self-care symptom management 
improves outcomes e.g. reduction in pain, anxiety / depression and quality of 
life, with increased independence. These positive effects are matched by a 
significant impact on the use of services, with fewer primary care consultations 
(a 40% reduction) and a decrease in the use of hospital resources52. 

 
For patients presenting with severe, unstable or deteriorating chronic disease, 
there is good evidence that a care management approach can improve health 
outcomes for patients.  Good care management involves appropriate and early 
identification of need and responding promptly with individual systematic 
support from multi disciplinary teams.  Access to specialist and structured 
primary and community based care, linked to self care and education has 
demonstrated significant improvements in mortality, morbidity, resource use and 
a reduction in emergency or unplanned admissions to hospital e.g. patients with 
heart failure, chronic obstructive pulmonary disorder, asthma, depression and 
diabetes53. 
 
As patients develop multiple chronic diseases, their care becomes complex. 
These patients are often very highly intensive users of the health and social 
care service and due to their vulnerability; simple problems can lead to rapid 
deterioration and a ‘crisis. Evidence has shown that intensive, ongoing and 
personalised case management can improve both quality of life and health 
outcomes for these patients, reducing emergency admissions and enabling 
those who are admitted to hospital, to return home more quickly54. Evidence 
further denotes the importance of a single point of contact for high intensity 
patients with a named case manager (Community Matron). The case manager 
both co-ordinates patient care and assists the patient in navigating the range of 
health and social care professionals as appropriate.   
 
How are we making a difference? 
 
In 2003 the South Tyneside Partnership adopted a strategic “whole systems” 
approach to address long term condition, through funding from the 
Neighbourhood Renewal Fund.  The additional resources increased capacity of 
both prevention and treatment services, alongside continued efforts to 
implement a strategy concentrated on a “whole systems” approach to tackling 
long term conditions. The central feature of this approach is an evidence based 
“health maintenance” model (overleaf) to ensure effective primary, secondary 
and tertiary prevention. 
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Health Maintenance Model 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A range of prevention programmes have been created. This activity has been 
supported by micro community networks linked to a neighbourhood 
management participatory appraisal programme, led by the Council, to ensure 
the felt needs of local communities are incorporated into strategic plans. 
 
The whole system nature of this work begins in the community and voluntary 
sector, with self care management training for local volunteers, and health 
trainers who work with specific groups e.g. the BME community, people with 
disabilities.  A capacity building programme has supported the involvement of 
the Community and Voluntary Sector in delivering self management of lifestyle 
risk factors in the community. Twelve trainers engage local people in dialogue 
and activities concerning the risks associated with long term conditions, and 
sign post into the Choosing Health Prevention Service. The self care element of 
the strategy works across all tiers of provision and targets those from 
disadvantaged communities. It supports: 
 
�  the development of self care skills to enable local people to make changes 

in the way they live their lives; 
�  the maintenance of a network of self care support groups; 
�  a directory of self care resources which groups and individuals can access 

via the internet and NHS Direct. 
 
The Choosing Health team provide individualised, tailored twelve week 
behaviour changes programmes agreed between the client and a health 
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lifestyle advisor following a health assessment, and clients are then supported 
by the Choosing Health Community Health Officers with Community and 
Voluntary Sector support. Individuals can self refer into this Service and the 
Choosing Health Team also receive referrals from GPs. The referral pathway 
for this Service is also linked to the work of the Chronic Disease Nurse Team, 
hospital dieticians and pharmacists, who also provide a service to those who 
are obese or have existing health conditions. In addition, the Green Gym and 
the Exercise on Referral Scheme provide support to clients who wish to engage 
in activities in different settings.   
 
The appointment of Community Matrons, who support the management of long 
term conditions in the community, and General Practitioners with a Specialist 
Interest in long term conditions e.g. diabetes, are integral elements of our whole 
systems approach to address LTC. 
 
This managed and structured approach to address the risks associated with 
long term conditions is showing demonstrable results including, a downward 
trend in LTC, and a reduction in cancer across NRF wards. Furthermore, the 
first evaluation of the Choosing Health Team shows 75% of participants 
completing the 12 week programme (578) achieved a reduction in BMI. 
 
Recommendations 
 
�  Mortality rates are falling but we are not narrowing the inequality gap fast 

enough. We need to further develop our model to ensure the identification of 
people at high risk of cardio vascular disease.  

 
�  Further development of community/voluntary sector capacity for delivering 

brief interventions re smoking/alcohol/diet/physical activity 
 
�  Ensure all “high impact changes” are integrated into a whole systems 

approach in primary care. 
 
�  Strengthen links with social care to develop a co-ordinated strategic 

approach to long term conditions with single assessment via 
multidisciplinary delivery teams.    
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Older People   
 
National Picture 
 
Health in old age is improving with increased life expectancy for people at the 
age of 65 years. Nationally, the over 65 mortality rate per 100,000 for coronary 
heart disease, stroke, cancer and suicide has decreased55. There has been 
good year on year progress in promoting the health of older people, with 
increased uptake of vaccination against flu (71% in 2004) breast cancer 
screening (148,700 in 2004) and smoking cessation (42,900 in 2004). However, 
the number of people with dementia is set to increase by 38% over the next 15 
years and 154% over the next 45 years, with the greatest increase occurring 
amongst older people56.  
 
Implementation of the National Service Framework for Older People (2001)57 
has resulted in significant service improvements to meet the needs of this 
group, including better stroke services, access to falls prevention services and 
incontinence services. Integrated networks have developed across sectors, with 
intermediate care services for older people with long term conditions. Progress 
on a range of issues is evident, however stark health inequalities affecting the 
older population remain between those areas with the highest levels of 
deprivation and more affluent areas.   
 
Local Picture 
 
The population of older people in South Tyneside has increased in recent years 
and we can predict that the number of people over sixty five years of age will 
increase significantly in the next 20 years, with the sharpest increase in the over 
eighty five age group. The number of people over 65 is estimated to increase by 
around 25% between 2008 and 202558.  
 
In relation to social inequalities 40% of small neighbourhood areas in South 
Tyneside are in the worst 20% nationally for people over sixty claiming 
incapacity benefit59. This social deprivation, coupled with the legacy of poor 
health, arising from industrial decline, has had a direct impact upon the general 
health and quality of life of our older population. 
 
Reflecting the national picture the health burden falls disproportionately on this 
group. For example, whereas 23.6% of the general population in 2004 had a 
long standing illness, in the over sixty five age group this rose to 56%. (South 
Tyneside Health Needs Assessment 200460)     
 
 
Chronic Disease in South Tyneside – 
over 65s  

Expected  Recorded 

Heart Disease 15.9% 21.1% 
Stroke 1.2% 6.2% 
Hypertension 27.6% 40.0% 
Osteoporosis 1.7% 5.0% 
Depression 7.0% 14.9% 
Anxiety 7.2% 10.3% 
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We also see a far higher than expected incidence for major diseases in this age 
group which has a negative impact on life expectancy. The Health inequality 
section has already outlined the inequality in both male and female life 
expectancy for South Tyneside when compared to the national average with 
further inequality across the borough (see Health Inequalities section). In 
relation to premature mortality the South Tyneside male death rate in the 60-64 
age groups is 19% higher than the national average, and for women in South 
Tyneside the death rate in the 65 - 69 age groups is 20% higher. 
 
In relation to dementia the evidence shows that sufferers tend to have a 
reduced life expectancy56. This condition also has a major impact on quality of 
life of both the person with dementia and their carer. It has been suggested that 
people with dementia and their carers may experience difficulties accessing 
services and subsequently experience poorer health outcomes than many other 
groups of the population57. 
 
Accidents amongst older people is another health issue which can lead to 
severe injury, long term disability or death yet many accidents are 
preventable57. In South Tyneside our needs assessment60 identified that over 
50% of all accidental injury deaths occurred in people aged sixty five and over, 
with falls accounting for 62%, road traffic accidents 12%, fire 3%, and 
suffocation 3%. Age specific death and hospital admission rates increased 
exponentially with increasing age for women over fifty five and men over sixty 
five.  
 
As the proportion of the older population increases, this presents us with 
significant health challenges, as well as opportunities for harnessing the 
knowledge, skills and experience of older people. There is evidence from 
national studies that older and disabled adults want services to help them 
maintain their independence and social roles, so they can continue to make a 
valuable contribution to their families and community. 
 
Evidence based interventions 
 
The National Service Framework for older people identified eight key areas for 
action including: 
 
�  rooting out age discrimination through the identification of a local champion 

who will address resource allocation and service planning; 
�  person centred care including involving clients is decisions about their own 

care and a single assessment process; 
�  intermediate care which includes responding to or averting a crisis, active 

rehabilitation following a hospital stay and consideration of long term care 
�  general hospital care including early access to specialists in old age 

medicine; 
�  work to address stroke issues including prevention, intermediate care, early 

and continuing rehabilitation and long-term support; 
�  falls work including prevention, identification and assessment of those at risk 

alongside prevention and treatment of osteoporosis; 
�  mental health work to promote good mental health, early identification of 

mental ill-health and access to specialist services;  
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�  work to promote health and active life in older age including access to 
evidence based health promotion with specific reference to the evidence 
base around LTC. 

 
Older people are disproportionately represented within the group suffering from 
chronic disease. As such the previous adult section outlines evidence based 
actions to address these diseases through a whole systems approach. This 
approach is also required for older people. Older people additionally suffer with 
difficulties associated with age, including falls and mental health issues.  
 
Services are required to reflect the diversity of the population including 
responding to older people with learning disabilities who may begin the aging 
process in advance of the general population57.  
 
How are we making a difference? 
 
To address the high level of long standing illness in the older population the 
South Tyneside partnership approach has been to focus efforts on preventing 
and minimising the risks associated with chronic disease, reducing falls in the 
elderly, providing accessible activities and promoting social inclusion. 
 
In 2006 the South Tyneside Active Age Unit delivered prevention services 
across the borough targeting specific provision at hard to reach groups and 
individuals.  These services included: 
 
�  specific exercise programmes as part of the Falls Rehabilitation Service; 
�  a hypertension screening service delivering 100 session during the year; 
�  community safety and energy efficiency events; 
�  training of 151 volunteers to provide a range of activities including exercise 

classes, walk leaders, befriending support; 
�  intergenerational programmes such as the allotment programme in schools 

“Digging Deep to Deliver 5 a Day”, which in a national survey of older people 
which was ranked as one of 12 best practice initiatives in England; 

�  appointment of a health trainer to provide outreach into the wider community 
to engage hard to reach older people, and engage them in prevention 
services, including the Choosing Health programme; 

�  our 2006 flu immunisation programme targeted older people and we 
surpassed the national target of 70%, achieving an uptake of 76%. As flu in 
the elderly can have serious complications, we need to continue our efforts 
to increase flu immunisation uptake locally; 

�  Mental Health in South Tyneside (MHIST) and the Arts Studio promotes 
inclusion and supports adults and older people with mental health issues, 
including problems associated with grief and loss; 

�  Apna Ghar Healthy Living Centre delivers a range of activities to support the 
mental health needs of BME women, and CREST (Compact for Racial 
Equality in South Tyneside), which targets older men through health trainer 
outreach work; 

�  South Tyneside Council developed an Affordable Warmth strategy in 2006 
after wide ranging consultation with partners such as Age Concern, the PCT 
and South Tyneside Council on Disabilities.  
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In 2007 we will continue to implement the objectives identified in the South 
Tyneside Older People’s Commissioning Strategy which includes: 
 
�  Reducing health lifestyle risks including smoking, poor diet, and heavy 

alcohol consumption. 
�  Reducing depression 
�  Effectively managing long term conditions, with improved joint working 

between health and social care services 
�  Increasing breast and cervical screening in areas of low uptake 
�  Reducing social isolation/loneliness 
�  Promoting and supporting independent living, economic well-being and 

cultural activities. 
 
Recommendations 
 
�  Ensure the joint strategic needs assessment informs the social care and 

health commissioning strategy for older people. 
 
�  As part of the Wellbeing Strategy implement a Cognitive Behavioural 

Therapy programme to reduce depression and the psychological impact of 
long term conditions in older people. 

 
�  Implement prevention activities in nursing/residential homes and other care 

settings to address health lifestyle risks such as smoking, alcohol, physical 
inactivity and falls in the elderly.  

 
�  Facilitate a shift from hospital based services for people with dementia to 

highly skilled teams in the community to reduce the number of hospital 
admissions. The physical health needs of people with dementia should be 
addressed and carer support further developed. 
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Harm Reduction in Adults 
 
National Picture and Background 
 
Harm reduction includes policies, programmes, services and actions that work 
to reduce the health, social and economic harms to individuals, communities 
and society. Harm reduction may also be an alternative to the prohibition of 
certain potentially dangerous lifestyle choices. The central idea of harm 
reduction is the recognition that some people always have and always will 
engage in behaviours which carry risks, such as casual sex and prostitution, 
violence, excessive alcohol use and drug use. The main objective of harm 
reduction is to mitigate the potential dangers and health risks associated with 
the risky behaviours themselves. A further objective of harm reduction is to 
reduce harm associated with, or caused by, the legal circumstances under 
which the behaviours are carried out (e.g. prohibiting certain acts or substances 
may create a black market). A number  of demographic,  socioeconomic  and  
personal characteristics  tend  to  be  associated  with  risk taking behaviour.    
 
�  Deaths caused by alcohol consumption have doubled in the past two 

decades, with more people becoming ill and dying younger61. 
�  Binge drinking is specifically related to accidents and violence, both of which 

impact on the health service62. 
�  It has been estimated that, at peak times, up to 70 per cent of all admissions 

to accident and emergency units are related to alcohol consumption63. 
�  Those in the 18-24 year age range who binge drink accounted for a third 

(30%) of all offences and a quarter (24%) of all violent offences reported in 
2006. 

�  Approximately one third of psychiatric patients with a serious mental illness 
also have a substance misuse problem and around a quarter of drug 
misusers also misuse alcohol. 

�  In 2004, 118 new injecting-drug use related infections were reported in the 
UK.  

�  One in two current injecting drug users (IDUs) have been infected with 
hepatitis C in some areas of the UK. 

�  Cases of Hepatitis B reported in IDUs decreased in the UK from 1998 to 
2003. 

�  The prevalence of HIV infection among IDUs, in England & Wales, has 
increased in recent years. Overall around one in 50 IDUs are now infected. 

�  The number of new diagnoses of sexually transmitted infections (STIs) in 
GUM clinics in the UK rose by 2% between 2005 and 200664.  

�  There is a clear relationship between sexual ill-health, poverty and social 
exclusion.65 

�  Teenage pregnancy is often a cause and a consequence of social exclusion. 
The risk of teenage parenthood is greatest for young people who have 
grown up in poverty and disadvantage or those with poor educational 
attainment66.  

�  Domestic violence accounts for 15% of all violent incidents.  
�  One in four women and one in six men will be a victim of domestic violence 

in their lifetime with women at greater risk of repeat victimisation and serious 
injury.  
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Evidence based interventions 
 
The Government published its Alcohol Harm Reduction Strategy for England in 
200463, with an analysis of the problem and a programme of action to respond. 
In 2007 the government published a new strategy, “Safe Sensible Social”, with 
key aims relating to crime and disorder and the promotion of sensible drinking.  
 
The National Treatment Agency has been driving forward the harm reduction 
agenda in relation to drugs, and Local Authorities have been tasked to improve 
local harm reduction interventions and reduce drug related deaths.  
 
Improving sexual health was one of the top six priorities for the government in 
2006/2007, and access to Genito-Urinary Medicine (GUM) remains a key 
priority. The government also published a National Domestic Violence Report 
and Delivery Plan with key actions for 2007-8. 
 
Local Picture 
 
Alcohol misuse has a significant impact in South Tyneside. The borough 
conforms to the regional pattern of heavy alcohol use.  The borough has above 
average rates of deprivation which is an indicator of higher rates of alcohol 
related harm. In relation to binge drinking South Tyneside is rated 6th out of the 
10 worst Local Authorities in England. The percentage of adults binge drinking 
has been estimated as 26% compared with an 18.2.average for England as 
shown in the table below. 
 
Number of binge drinking adults 
  
Local 
value 

Local % 
estimate 

England 
average 

England 
worst 

England 
best 

 
n/a 

26.0 18.2 29.2  8.8 

 
The best indicator of serious alcohol related harm is the rate of chronic liver 
disease. In South Tyneside the standardised mortality rate for chronic liver 
disease, including cirrhosis, is over 50% above the national average. Hospital 
episodes for liver disease are close to twice the national average.  
 
Hospital stays due to alcohol 
 
South 
Tyneside 
-number 
of stays 
per year 

Sex/age 
standardised 
rate per 
100,000 

England 
average 

England 
worst 

England 
best 

 
634 

411.9 247.7 652.4  85.6 

 
Needs assessment indicates that over 6,000 people in South Tyneside fall into 
the harmful and dependent categories67. A further 22,000 are classed as 
hazardous drinkers who are drinking in ways which threaten to move them into 
the harmful or dependent. As many as 12,000 people in South Tyneside would 
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benefit from alcohol treatment services (i.e. all those in the harmful and 
dependent categories and a proportion of hazardous drinkers). Between 1,200 
and 2,400 local people could seek help for an alcohol problem each year 
(calculated from national and international data). In relation to anti-social 
behaviour, criminal damage offences are highly correlated with alcohol misuse. 
In South Tyneside the level of criminal damage is above both regional and 
national averages. 
 
In relation to illicit drug use South Tyneside has an estimated Problematic Drug 
Using (PDU) population of 94768. Approximately 200 PDUs are currently being 
prescribed for opiate dependence. In addition there are injecting stimulant users 
in South Tyneside however it is difficult to estimate the actual numbers. Locally 
commissioned research suggests high levels of Blood Borne Virus transmission 
alongside high levels of needle re-use and sharing of other injecting equipment. 
Conversely there are low levels of hepatitis B immunisation in people using 
drugs.  
 
A detailed Sexual Health Needs Assessment was carried out in 2007 and 
highlighted a range of issues pertinent to rates of infection including access 
issues and service developments.  Rates of sexually transmitted infections 
(STIs) remain high in the 16 to 24 age range with higher rates overall in women. 
Chlamydia is a particular problem with an estimated 10.4% of young women 
and 10.7% of young men being infected locally. With regard to HIV there has 
been a reduction in prevalence locally with 27 current HIV positive cases. 
Genito Urinary Medicine (GUM) Services have dramatically improved and 
needs sustaining with further service developments.  
 
It is estimated that at least 1 in 7 women are living with domestic violence in 
South Tyneside. This is above the national average of one in eight women. 
Northumbria Police statistics show that domestic violence in South Tyneside 
has risen by 14.5% over the last few years. Most incidents of domestic violence 
are not reported to the Police so many incidents may go unrecorded. The 
number of women accessing Women’s Aid in the borough has risen significantly 
over the past six years.  
 
How are we making a difference? 
 
An Alcohol Harm Reduction Strategy has been developed. Key actions 
identified in the strategy include; education for young people with the ‘Think 
Drink’ programme reaching around 1500 children in 6 secondary schools in the 
Summer Term 2007 with more secondary schools involved Autumn Term, a 
Screening & Brief Intervention (SBI) pilot study is also taking place in A&E and 
primary care to identify people who are harmful and hazardous drinkers and 
give them brief advice or refer into treatment. A needs assessment has 
identified that further investment in alcohol treatment is required.  A programme 
of innovative activity to tackle underage sales, undertaken by Trading 
Standards in the borough, is a model of national good practice. 
 
A Harm Reduction Strategy is in place addressing a range of issues including; 
prevention of blood borne viruses, reducing supply of drugs, increasing the 
number of people in appropriate treatment, supporting service users and carers, 
managing risk to prison leavers and reducing drug related litter. A Harm 
Reduction Nurse has been in post since 2005 and has been very successful 
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increasing the numbers of drug users immunised for hepatitis B and supporting 
them into treatment for hepatitis C. A number of needle exchanges are available 
across the borough accessed by over 60 people each week 
 
Unmet need in relation to sexual health is of particular concern in South 
Tyneside and service equity and access issues for high risk groups remain a 
priority. Commissioning for service improvements needs to take this into 
account.  Provision for young people is well developed although Sex & 
Relationships Education (SRE), further access to free condoms and Chlamydia 
screening are key areas for development, particularly for vulnerable young 
people. In relation to adults the STAG project and MESMAC continue to offer a 
range of services for men who have sex with men. The local Harm Reduction 
Nurse provides safer sex advice and condoms to drug users and some drug 
and alcohol services offer condoms and other contraceptive services although 
the provision is patchy.  For high risk adults generally there is potential for 
integration of sexual health provision with other services and/or outreach to 
improve access for those clients least likely to attend mainstream services.  
 
Current developments in relation to addressing domestic violence in the 
borough include; needs assessment for women and families, awareness 
training for front-line staff, a Sanctuary Scheme aimed at protecting women in 
high risk situations from high risk perpetrators and support for children living 
with domestic violence through STEPP (South Tyneside Early Prevention 
Panels). 
 
Recommendations  
 
�  Implementation of Screening & Brief Intervention (SBI) in Accident & 

Emergency and GP practices and appointment of an A&E and an Arrest 
Alcohol Referral Worker to carry out assessment and appropriate referral of 
clients. 

 
�  Commission tier 2 and 3 alcohol treatment services in particular in 

consultation with known clients and those not accessing services. 
 
�  Implementation of the Harm Reduction Strategy for drugs with a specific 

focus on preventing Drug Related Deaths, and commission a drug Harm 
Reduction Service with a range of provision including alcohol SBI and sexual 
health services. 

 
�  Commission targeted sexual health prevention and treatment services for 

high risk groups, including increased uptake of Chlamydia screening in 15-
24 year olds. 

�  The development of integrated Contraceptive and GUM services in line with 
an approach across South of Tyne to support meeting the 48 hour GUM 
access target. 

 
�  Continue to develop a co-ordinated community response to domestic 

violence. 
 
�  Ensure needs of specific groups including pregnant women, children, the 

Black & Minority Ethnic community and the Lesbian, Gay, Bisexual, 
Transgender community are taken into account. 
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Well-being    
 
The Local Government Act 200069 included a new power of wellbeing, providing 
local authorities with the power to do anything they consider necessary to 
achieve economic, social or environmental well-being. 
 
In 2006 the Government provided further guidance on the relationship between 
health and wellbeing and a new commissioning document was released to 
support action locally70.  
 
This section of the report addresses what is meant by well-being and its 
relationship to health, and the impact changes required to make a real 
difference in how people think and feel about themselves and their ability to 
deal with adverse life events.  
 
The New Economics Foundation71 identifies that wellbeing has two dimensions 
and a social context which are; personal satisfaction with life, personal 
development and social well-being. It concerns individual potential, feeling 
fulfilled and making a contribution to the community and society as a whole.  
 
The research on wellbeing identifies three main influences: 
 
�  parents have a major influence as primary carers and accounts for 50% of 

the variation in a sense of wellbeing between people; 
�  personal circumstances, which include levels of income and other external 

factors such as climate and where we live, accounts for only 10%; 
�  outlook, engagement and attitude to life account for the remaining 40% This 

is where we have the opportunity to make the most difference. 
 
There are important links between health and wellbeing. The World Health 
Organisation defined health as “a state of complete physical, mental and social 
well- being and not merely the absence of disease or infirmity”. This definition, 
which clearly resonates with the wellbeing agenda, requires a greater emphasis 
on a preventative model of health.  
 
One approach within this model is to ensure that frontline professionals, 
irrespective of their specific expertise, have understanding of the 
psychological/emotional and social aspects of health to enable them to identify 
early signs of distress and support positive attitude and behaviour change. This 
change management approach is core to public health work and should not be 
an “add on” to mainstream services.  
 
Research shows that the effect of psychological wellbeing on health is of the 
same order as traditionally identified risks such as body mass index, lack of 
exercise and smoking. We know that forty five percent of people with mental 
health problems have concurrent physical illness, most usually respiratory and 
cardio-vascular problems. The biological stress response affects the cardio-
vascular and immune systems and prolonged or persistent stress can lead to 
depression, susceptibility to infection, diabetes, high blood pressure, increased 
cholesterol and heart disease. 
 
Given the burden of mental health issues in South Tyneside such as anxiety, 
neurotic disorders and depression, which has  increased over past decades, it 
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is important that we give serious attention to the promotion of individual and 
community well-being. 
 
   Evidence based interventions      
  
�  Investing in very early years and evidence based parenting programmes for 

the 0-3 age group can reap future benefits (health, education and social). 
�  Programmes of positive education to increase “learned optimism” is 

associated with higher school attainment and better health. 
 
�  In addition to this, opportunities to strengthen civil society, social well-being 

and active citizenship, providing a personal sense of well-being and  sense 
of place and belonging, will enhance community and individual wellbeing. 

 
How are we making a difference? 
 
In 2006 South Tyneside Local Strategic Partnership embraced well-being as a 
cross cutting theme and adopted a multi-faceted life career approach to address 
this issue. The well-being work programme covers eight specific evidence 
based initiatives (the “Big Initiative” programme) aimed at embedding well-being 
into mainstream services to deliver outcomes in relation to: 
 
�  secure attachment and parenting; 
�  increasing educational attainment; 
�  improving employment opportunities and prospects; 
�  reducing social and financial exclusion; 
�  reducing anxiety and depression in adults and older people. 
 
These evidence based interventions promote wellbeing and quality of life from 
positive parenting before birth through to tackling isolation and depression in 
older people. The development of emotional resilience is a central feature of 
this work and is built into each of the initiatives. Training programmes have 
been developed for frontline workers on emotional resilience, motivational 
techniques, and basic cognitive behaviour therapy to enable them to support 
personal development and resilience.  
 
This Wellbeing Programme, led by South Tyneside Council, is supported by the 
Audit Commission, and is part of a national research project involving the 
Centre for Economic Performance at the London School of Economics, The 
Young Foundation, the Improvement and Development Agency I&DeA and two 
other Local Authorities.   
 
Recommendations 
 
�  The PCT to provide continued active support to assist the Council in the 

delivery of the Audit Commission funded Local Wellbeing Project by 
ensuring workforce capacity for the prevention of depression in older people. 

 
�  Ensure PCT involvement in the identification of wellbeing indicators in 

support of the above. 
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Children 
 
National Picture 
 
In 2005 there were approximately 14.8 million children and young people under 
19 years living in the UK. They experience better health than previous 
generations but inequalities continue to impact on the overall health and 
wellbeing of this group.  Inequalities are strongly influenced by child poverty, 
and even though child poverty has steadily declined since 1999/2000, 1/3 of 
children in Britain are still living in poverty72.  
 
Childhood poverty is associated with infant mortality and contributes to the life 
expectancy gap. Some of the factors associated with high infant mortality 
include poor maternal nutrition, smoking in pregnancy, low breast feeding rates 
and a low level of childhood immunization. 
 
A National Social Survey identified that the highest proportion of children with 
any mental health problem was among families living in areas classified as 
“hard pressed” (13%). This is two and a half times the proportion of those in 
more affluent areas. 
 
Other health issues such as obesity, smoking and alcohol misuse or “binge 
drinking” have deteriorated over the past decade. Obesity is a serious growing 
problem in the UK with a third of children aged 2 -15 years classed as 
overweight or obese73. Young females aged 11 -15 years have experienced the 
largest increase in recent years74.  
 
Smoking is a major public health issue affecting this population group. Young 
infants in particular have the highest exposure to cigarette smoke when the 
mother smokes during pregnancy and early years75. Despite recent legislation 
to reduce smoking in public places it is estimated that up to 4 million people in 
the UK continue to smoke near children. 
 
A national survey of 8,200 young people (11 -15 years) in 2006 identified that 
9% were regular smokers, and smoking amongst young people was shown to 
be more problematic in areas of high deprivation76.  To support a reduction in 
smoking rates the Government has increased the legal age at which young 
people can buy cigarettes from 16 to18 years in England. The survey also 
highlighted significant issues for young people with drug and alcohol use 
outlining 11% of the cohort experimenting with drugs in the previous month and 
22% experimenting with alcohol76. 
 
Wider issues also affect the health of children and young people, for example, 
children’s use of public space, particularly for younger children, has decreased 
since the 1970s, thus limiting play opportunities. This has a potential impact on 
the developing child, as play is a crucial part of child development.   
 
Despite significant improvements in the quality of the air in the UK there are still 
concerns about levels of pollution and the possible health effects on children, 
such as asthma and impaired lung function longer term. 
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Evidence based interventions 
 
Such concerns have led to the implementation of national policy initiatives 
resulting in significant reduction in death rates and ill health by improving air 
quality, nutrition, vaccinations, housing quality and other issues.  However, to 
make a real difference in narrowing the health inequalities gap greater 
coordinated action is needed at national, regional and local level to address 
cross cutting priorities such as obesity, drugs and alcohol misuse.  
 
The national policy document "Every Child Matters” (2003)77 identifies the 
importance of inter-agency working to deliver key priority outcomes for children 
around "being healthy", "staying safe", "enjoying and achieving", "making a 
positive contribution" and "achieving economic well-being".  To support the 
"being healthy" and "staying safe" outcomes the National Service Framework 
for Children, Young People and Maternity Services was published in 2004 to 
drive up standards to ensure the provision of high quality services. 
 
Local Picture 
 
There are 38,584 children and young people aged up to 19, living in South 
Tyneside, comprising approximately 25% of the total population. The birth rate 
has increased from 1479 in 2001 to 1573 in 2006. 
 
In South Tyneside, the infant mortality rate has reduced to 3.7 per thousand live 
births which is lower than the regional and national average. 
 
However, South Tyneside still has higher rates of smoking amongst pregnant 
women than the national average, (29.4% compared to 16.6% nationally). 
Furthermore whilst breast-feeding rates are improving, South Tyneside is still 
significantly lower than the national average (47.5% compared to the national 
average of 68.9%).  
 
It is encouraging, however, that the South Tyneside immunisation rates for 
children in 2005 -06 were higher than the North East and national average. 
Immunisation uptake for haemophilus influenza type B (Hib) was 97% 
compared to the England average of 94%. For diphtheria, tetanus and polio 
(DTP) the local immunization rate was 92% compared to the national average 
of 80% and for measles mumps and rubella (MMR) the local rate was 89% 
compared to the England average of 84%.   
 
These rates are heartening, but more work is needed to increase the local 
immunisation rates in order to achieve herd immunity against all infectious 
diseases in children. 
 
Childhood obesity levels in South Tyneside continue to be a serious health 
lifestyle risk.  South Tyneside displays high levels of both overweight and 
obesity amongst children.  In 2006, 21.9% of children entering Reception were 
overweight or obese, rising to 37.5% in Year 6.  Nationally, 22.8% of children 
entering Reception were overweight or obese, while 31.1% of Year 6 pupils 
were overweight or obese. 
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In relation to risk behaviours the local “Health Related Behaviour” Survey78 of 
young people aged 14 in 05/06 showed that pupils displayed a higher level of 
risk taking behaviour e.g. smoking, alcohol and drugs misuse when compared 
with the national picture.  
 
Mental health problems are relatively common in children and young people 
and it is estimated that in South Tyneside between 3,500 and 4,500 children 
and young people will experience, at any one time, a mental health issue that 
requires specialist mental health service support79.   
 
How are we making a difference in South Tyneside? 

Tackling Obesity 

During 2006/07, South Tyneside implemented a multi-agency strategy including 
a new multi-disciplinary service to tackle childhood obesity, involving health 
visitors, school nurses, a psychologist, and a specialist dietician  The aim is to 
encourage all children and young people to eat healthily (including at least five 
portions of fruit and vegetables each day) and take the recommended amounts 
of exercise.  Evaluation of the specialist service has shown a reduction in both 
waist measurement and overall weight per child.  All families reported changes 
in their diet including eating more fruit and vegetables and reducing sugar, salt 
and fat intake, and increased physical activity.    

Breastfeeding also contributes to a reduction in childhood obesity and a 
dedicated Coordinator works with Health Visitors and Midwives to encourage 
breast-feeding.  A group of volunteers, “Breast Friends”, provide peer support to 
new mums.  Outcomes are positive with more women choosing to breast feed.  

Addressing lifestyle risks (smoking & alcohol) 

The capacity of specialist stop smoking advisers was increased in 2006 to 
support more pregnant women who want to quit smoking, but further intensive 
support is required as smoking prevalence in this group remains high (26%).  

To discourage children and young people from smoking, education on tobacco 
use was delivered in schools and 51 schools have achieved smoke free status. 

The Youth Offending Service received national recognition for its successful 
“Think Drink” drama/campaign, which was delivered in secondary schools. This 
Service provided a variety of educational programmes designed to reduce 
lifestyle risks associated with crime and/or antisocial behaviour. 

Teenage Pregnancy 
  
In 2006 the Postnatal Contraception Service was nationally recognised for its 
good practice in preventing repeat unintended conceptions and was included on 
the British Medical Journal intelligence website. 
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Children with mental health issues 
 
In addition to mainstream provision provided by the three specialist CAMHS 
services, the Child & Family Unit (Multi-disciplinary team), the Child & 
Adolescent Clinical Psychology Service and the Adolescent Service, we 
increased the capacity of psychology services. This enabled larger numbers of 
children with mental health issues to access CAMHS services at an earlier point 
in the community.  This Service also supported the introduction of the obesity 
educational programme (MEND) which has engaged 41 families of children who 
were obese. 
 
Recommendations 

�  Ensure prevention priorities to promote maternal, child and young people’s 
health are reflected in provider service contracts and activity embedded in 
mainstream provision. 
 

�  Integrate educational programmes for young people which address risk 
taking behaviour such as sex, drugs and alcohol, and ensure these 
programmes are underpinned by evidence based emotional resilience work. 
 

�  Continue the development of comprehensive mental health service provision 
for children and young people and improve access to assessment, support 
and treatment in the community. 
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Sunderland Director of Public Health Commentary  
 
Introduction 
 
Welcome to my first Annual Report as Director of Public Health for Sunderland 
Teaching Primary Care Trust covering the period April 2006 to March 2007.  It 
will benefit from being read along with the accompanying NHS South of Tyne 
and Wear Public Health Network Report.  In the Network Report we look at the 
statistics around the major causes of illness and death and the action underway 
across South of Tyne and Wear whilst this year in the Sunderland Report we 
are taking a snapshot of how work delivering health and wellbeing is 
represented within four specific groups.  These are: 
 
�  children and young people,  
�  adults,  
�  older people; 
�  black and minority ethnic communities.  
 
 Within the Reports my colleagues and I have reviewed a range of key areas for 
population groups and communities of interest.  It’s a risky approach as we are 
bound to disappoint someone or some group who feels we could or should have 
said more about their specific community of interest or geography. In 
subsequent years we plan to pick particular age or client groups and to look 
more closely at how the health and wellbeing agenda is being addressed for 
them through partnership working. I would hope over time to highlight the 
diversity of lives and lifestyles represented in Sunderland today and the actions 
underway to assist all in maintaining their health and wellbeing. 
 
We have aimed to identify national and local targets and priorities, report the 
local achievements through partnership working during 2006/07 and consider 
key future challenges for commissioners, planners, communities and other 
partners across the city if we are to continue to improve health and wellbeing.   
 
My intention is for this report to be an accessible, independent and objective 
recording of the key areas of work which need to be addressed by ourselves 
and other partners in Sunderland. If you have any comments, queries or 
suggestions about anything you have read, please contact us by phone, email 
or through our Patient Advice and Liaison Service (0800 7312 326) or in 
whatever or way you wish. 
 
Nonnie Crawford 
Locality Director of Public Health 
Sunderland Teaching Primary Care Trust 
0191 5297000 
 
nonnie.crawford@suntpct.nhs.uk 
 
I would like to thank my colleagues within the Directorate of Public Health in 
Sunderland for their input in this report namely: Gillian Gibson, Paul J Gray, 
Amanda Healy and Janette Sherratt. 
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Commentary 
 
One way to measure health and wellbeing in Sunderland is by considering life 
expectancy, by asking have we reduced death rates from the major killers, 
cancer and coronary heart disease and whether we have improved the access 
to and the quality of healthcare for all age groups and communities locally.  
Locally, the answers are that 2006/07 has continued the recent trend of 
success.  It’s not an understatement to say that today we are enjoying health 
and access to health care that would have been unimaginable even in the 
1950s.  
 
Yet we should not forget that today men and women locally live on average 
almost two years less than the national England average, and across 
Sunderland wards there can be up to a nine year gap in  life expectancy for 
babies born on the same day between the best off and the most disadvantaged. 
The causes of the inequality gap are not simple but it is this gap and those 
causes on which we must focus if we are to continue to make improvements in 
health and wellbeing locally and to reach the point where life expectancy in 
Sunderland for all, matches, and even exceeds the national average.   
 
Our Partnership working focus needs to be around improving life opportunities 
for all, supporting people of all ages in making positive lifestyle changes and 
ensuring equitable access for all communities and individuals to the services 
offered by the public, private and third (or voluntary) sectors across the City.   
 
We would want to ensure that whenever policies or services are developed and 
wherever they are delivered that due consideration is taken of health needs 
assessment, health impact assessment and health equity audit. 
 
As a PCT we specifically need to ensure that working with the full range of 
health care providers we commission and deliver: 
 
�  equitable access to joined up health and social care services  both treatment 

and preventative; 
�  effective early intervention for people at risk of chronic diseases; 
�  efficient and effective treatment to those who have already received 

diagnoses of ill health.  
 
This is a major task and will require us to take a different approach to how 
organisations, communities, service providers and individuals might engage 
together around improving health and wellbeing locally.  
 
I could not complete this section without highlighting three crucial areas which 
will have significant impact on the quality and years of life enjoyed locally for the 
foreseeable future. These are areas where I believe we need enhanced 
partnership working around strategic planning, commissioning and delivery of 
services.   
  
Smoking and harmful misuse of alcohol are two of the most common 
preventable causes of diseases which reduce quality of life and eventually 
cause death. Obesity is not an infectious disease like the killer infectious 
diseases of old but we would appear to have an unchecked epidemic occurring 
in our midst affecting children and young people and adults, Unless we find a 
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way to gain control over that epidemic, it will undermine all our efforts in 
partnership  to improve health and wellbeing. 
 
Introduction of the smoking legislation is a national success story but we still 
have significant work to do locally to support the third of our population who 
smoke and of whom evidence suggests a majority would like to give up.  Locally 
young women are taking up smoking in increasing numbers and we are seeing 
higher deaths rates from lung cancer for women than for men for the first time 
but rates for both are much higher in Sunderland than across England.  
 
Alcohol consumption is increasing nationally and locally and the patterns of how 
and when people drink are changing: with that rise and those changes we are 
seeing an increase in harmful and hazardous drinking. We are now beginning to 
see the evidence of impact of that increase in consumption in much higher rates 
of hospital admissions for alcohol related diseases than the English average, 
increases in incidence of significant liver disease related to alcohol (cirrhosis), 
anecdotal reports around increased cases of alcohol associated dementia 
(Korsakoff’s disease) and a wide range of statistics of alcohol associated events 
from partners including the  police and A&E Departments around increase in 
antisocial behaviour, accidents, crimes of a violent nature and the like.   
 
Over 1 in 5 children in Year 6 (ie. aged 10 or 11 years of age) locally are obese 
and could be en route to becoming obese young people and adults exposing 
themselves to increased risk of a number of adverse outcomes eg. earlier 
incidence of diseases like diabetes.  National research identifies increased 
levels of adult male obesity as a fast developing trend, given the lower life 
expectancy men in Sunderland already experience this would not be a positive. 
We must find a way to deliver comprehensive care pathways across 
communities, where families live and work and play. Wherever they interact with 
our services we need to offer support to engage in alternative life styles finding 
ways to add activity to daily living and encouraging healthier food intake.  This 
will be a significant challenge to all of us but the alternative scenario is where 
we see ever increasing rates of potentially killer diseases affecting our 
population at ever earlier ages. 
  
The good news is that we are in a time of great opportunity to engage with 
partners and communities to make a difference: the TPCT is emerging from a 
prolonged period of re-organisation (a time that I recognise caused significant 
frustration to our partners)  and is becoming more focused on commissioning 
for health and wellbeing. Work is underway between the Directors of Adult 
Services, Childrens Services and myself to develop a Joint Strategic Needs 
Assessment identifying the specific areas which require attention now to change 
our future story around health and wellbeing.   
 
The Sunderland Partnership is engaged in developing  a new 15 year 
Sustainable Community Strategy with plans for a step change in how we think 
about our city and the opportunities it can offer to be a great place to live, work 
and play. A new three year Local Area Agreement will shortly be negotiated with 
Government Office North East. This will identfy the stretching targets we need 
to aim for to achieve the step change required to add years to life and life to 
years for all and to reduce the inequality gap.  The Regional Health and 
Wellbeing Strategy is currently out for consultation looking at areas where a 
combined regional approach can add value for to our efforts.  All around people 
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are devoting time, energy and commitment to improving opportunities for health 
and wellbeing in the North East generally and within Sunderland specifically and 
I would thank them for their continued efforts. 
 
Nonnie Crawford 
Director of Public Health, Sunderland Teaching Primary Care Trust 
November 2007 
 
 

Health and Wellbeing for Children and Young People in 
Sunderland  
 
Children need to be healthy to enjoy their childhood, to do well at school and to 
stay healthy when they become adults. Over the last few years there has been 
increasing emphasis on what is called the ‘Change for Children’ agenda, and 
the national focus has been described in five key outcomes identified in the 
framework Every Child Matters. These are about ensuring that from birth to age 
19 children and young people have the best opportunity to: 
 
�  be healthy;  
�  stay safe; 
�  enjoy and achieve; 
�  make a positive contribution; 
�  achieve economic well-being. 
 
Within Sunderland, our aim, working with a full range of partners from public, 
private and voluntary sectors, is to improve outcomes for all children and young 
people in Sunderland.  We work together to narrow the inequalities gap 
between those who do well and those who do not, by putting the needs of 
children, young people and families at the centre of all our integrated service 
planning, development and delivery.  
 
What do children and young people tell us? 
 
We asked children and young people locally what was important to them across 
each of the five areas outlined above. They told us that the being healthy was 
important to them and that they would like: 
 
�  to learn more about how to have  a long and healthy life, do more sport and 

eat well; 
�  their friends and family not to smoke or drink too much or take drugs; 
�  easier access to health services and information in a range of venues and 

formats; 
�  locally provided services so that they can get there unaccompanied. 
 
What do we want to achieve? 
 
We want all children and young people in Sunderland to be: 
 
�  given a healthy start in life – reducing the rate of infant mortality; 
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�  physically healthy –reducing obesity, increasing physical activity, promoting 
healthy eating and increasing the proportion of children consuming five 
portions of fruit and vegetables per day; 

�  mentally and emotionally healthy - increasing access to effective Child and 
Adolescent Mental Health Service (CAMHS) provision;  

�  sexually healthy - reducing the rate of teenage conceptions and increasing 
the diagnostic rates of sexually transmitted infections (STI’s); 

�  able to reduce risks to health including smoking, drinking and substance 
misuse. 

 
Where are we now? 
 
�  There are 68,300 children and young people in Sunderland between the 

ages of 0-19 living in Sunderland. Whilst birth rates had consistently fallen 
during the 1990s, in recent years there has been a slight increase in the 
number of live births each year. 

�  We anticipate that just over 20% of children and young people in Sunderland 
will need some form of additional help to enable them to be healthy, stay 
safe, enjoy and achieve, make a positive contribution and achieve economic 
well being. The nature of the help required will vary, as will the length of time 
support is needed, but for some, agencies will be working together for a 
considerable time to assist young people reach their full potential.   

�  Whilst vulnerable young people can be found in all sections of our society, 
there are some groups for whom health and social care agencies are 
particularly involved in support, locally these include: 

 

�  2608 children assessed as “in need” of whom 240 are accessing 
services due to a disability; 

�  434 children and young people looked after by the city; 

�  232 children and young people on the child protection register. 
 
Infant Health 
 
The rates for infant mortality, peri-natal mortality and low birth weight babies in 
Sunderland has consistently been in line with the England average for a number 
of years. The risks of smoking in pregnancy and the benefits of breastfeeding 
are well known to professionals but we have not always been successful in 
sharing these messages with mothers in a way which assists them to make 
healthy choices for themselves and their children.  
 
In Sunderland, despite a steady reduction in the number of mothers smoking in 
pregnancy the rate of  27 (05/06) remains too high and potentially causes 
impact on babies health and development. The breastfeeding rate of 40% 
(05/06), whilst improving slowly, remains lower than the national average and 
could be improved both in relation to the number of mothers who breastfeed 
and the length of time they continue. We need to find innovative ways to work 
with mothers to significantly improve these figures which will contribute to giving 
babies a healthy start in life. 
 
 



 

98 

Physical Health 
 
Very few people can have failed to notice the increasing concern and attention 
paid to obesity.  In Sunderland we have started to collect information about 
children’s weight and height. Our information to date suggests that just over 1 in 
six children at age 11 are likely to be overweight and over 1 in 5 may be obese. 
We do not yet know what the outcome for these children will be in later life but if 
they do not lose their excess weight during adolescence, a worst case scenario 
suggests it is possible that we could see the first generations coming through 
with a lower life expectancy than their parents.  We are also likely to see 
younger people suffering from chronic and preventable diseases like some 
forms of diabetes. To reduce the rate of childhood obesity and generally 
improve the physical health of our children and young people we need to 
support individuals and families to take more activity as part of ‘normal’ living as 
well as promoting healthier eating and reduced calorific intake. This will require 
action at home, in school and in all environments where children and young 
people live and play. 
 
In 2006, 88% of local schools were engaged in the healthy schools programme 
although only 2% achieved healthy schools status. This will be an area for 
targeted improvement in delivery during 2007/08.  Healthy eating is further 
supported by the Food in Schools programme and the employment of a 
community dietitian to support the childhood obesity pathway. The development 
of a schools sports partnership has had a positive impact on the time dedicated 
to physical activity with the number of children and young people participating in 
a minimum of 2 hours each week on PE and school sport increasing from 77% 
(04/05) to 86% (05/06).  It is unlikely that these actions alone will have sufficient 
impact to combat the levels of childhood obesity we are beginning to see and 
an important focus of our future work will be to join up activity across a wide 
range of sectors, home, education, planning, culture and leisure and health to 
address this issue.  
 
Mental and Emotional Health 
 
Often when we speak of mental health, we are really talking about mental 
illness, and we do not speak enough about the impact of emotional well being in 
supporting children, young people and their families to live healthy and fulfilled 
lives.  There are specialised services available for children and young people in 
Sunderland through the Child and Adolescent Mental Health Services (CAMHS) 
that we provide. Since 2004 access to CAMHS has improved through the 
provision of a telephone consultation service (over 100 enquiries per year), 
drop- in services (1411 during 05/06) and direct access counselling support 
(176 new referrals 05/06).  We will continue to deliver improvements in this 
service and to enhance the range of initiatives addressing emotional well being 
available to children young people and their families in schools and other 
settings. 
 
Sexual Health 
 
Sunderland has a higher than England average teenage pregnancy rate and 
there has been partnership working across a range of organisations targeted at 
both reducing the numbers outright and supporting those young women who do 
become pregnant back into education and/or training when they are ready and 
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able to engage.  Whilst the rate of teenage conceptions fell by 10% to 51.7 in 
2005/6, the figures for 2006/7 have increased slightly to 55.4%. Sometimes 
small numbers of pregnancies can lead to large swings in our statistics but we 
will need to review and refresh our approach in the light of current performance. 
 
There are a number of well developed services in place including the sex 
education road show, condom card scheme, contraceptive clinics, free 
pregnancy testing and free emergency contraception.  It is likely we will need to 
enhance our work in schools around sex and relationship education and to 
consider how we can work with young people to ensure they don’t feel 
pressured into entering sexual relationships before they have made considered 
decisions and where required taken appropriate contraceptive precautions.  
 
Reducing Risks to Health 
 
Despite a number of programmes delivered through the healthy schools 
programme and the substance misuse strategy children and young people 
report increased rates of smoking  (12% in 2006 to 14% in 2007), alcohol 
consumption (30% in 2006 to 34% in 2007) and drug taking (16% to 19%).  
Children and young people have always engaged in ‘risky’ activity, however 
there is increasing evidence nationally and locally that cigarette smoking in 
young women is rising much faster than in young  men.  Risky behaviour 
around drinking alcohol can lead to unintended consequences: accidents, 
unwanted sexual activity and unplanned pregnancy, antisocial behaviour and 
violence to name but a few.  Whilst there have been strategic developments 
around combating illicit drug taking, alcohol has not received the same 
attention, planning or resource to combat risk reduction. This is an area for 
activity during 2007/08. 
 
What Do We Need To Do Next? Messages for Commissioners 
of Services 
 
Whilst some improvements have been achieved in improving health and 
addressing inequalities for children, we must be more focused in our needs 
assessment, planning and service delivery.  This will require us to assist 
partners make use of health needs assessment, health impact assessment and 
health equity audit in service planning and delivery.  We also need to ensure the 
needs of children and young people are fully integrated within the Joint 
Strategic Needs Assessment, the Sustainable Community Strategy, the Local 
Area Agreement as well as within all organisations’ service delivery plans.  
Specific action will be required around: 
 
�  reducing further the percentage of women smoking during pregnancy by 

offering structured interventions and support throughout pregnancy and 
during the post natal period; 

�  increasing the numbers of mothers initiating breastfeeding through 
structured interventions and support from first ante-natal contact to after 
delivery and encourage them to breastfeed for longer by working to ensure 
Sunderland becomes a breastfeeding friendly city; 

�  reducing the rate of accidental injury to children and young people especially 
young children injured through accidents in the home and young people 
injured through road traffic accidents and in incidents associated with 
alcohol; 
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�  supporting the mental health and emotional well being of children and young 
people by increasing school and community based provision including peer 
mentoring and counselling services; 

�  meeting the mental health needs of children and young people with complex 
mental health needs and reduce the need for out of area placements 
through further development of integrated multi-agency service provision 
locally; 

�  significantly increasing multi-agency efforts to halt the increasing rate of 
childhood obesity with a particular emphasis on increasing physical activity, 
promoting healthy eating and providing family based interventions and 
support; 

�  developing a holistic approach to reducing risk taking behaviours (smoking, 
alcohol consumption, drug taking and risky sexual behaviours) with a 
particular focus on: 

 

�  developing young peoples ability to make reasoned and informed 
decisions; 

�  providing single access points to a broad range of health advice and 
support services; 

�  improving the co-ordination of training and service delivery across a 
range of providers around harm minimisation and risk reduction; 

�  reducing health inequalities by ensuring that all children, young 
people and families receive effective and appropriate services to 
meet their needs, focusing additional attention where it is most 
needed; 

�  delivering enhanced early identification and intervention in  schools to 
facilitate better attainment at all key stage levels, paying specific 
attention to improving performance by young boys and men; 

�  ensure a life course approach is taken during the planning and 
development of the new Sustainable Community Strategy. 

 

Health and Wellbeing for Adults in Sunderland 
 
Introduction 
 
Adults aged between 15 and 64 form the largest population group in 
Sunderland with 187,300 people, from a total population of 280,600 (mid-year 
2006 population estimates).  On average, men in Sunderland live 75.3 years 
compared with 76.9 years for England and life expectancy for women is 79.4 
years compared with the England average of 81.1 years. Average life 
expectancy in Sunderland has increased consistently over the last 10 years: 
men however adults in Sunderland still die on average almost 2 years earlier 
than the average for England and for babies born in different wards on the 
same day, there can be a nine year gap in life expectancy.  Furthermore women 
in Sunderland on average live 3-4 years longer than men.  These differences 
make up the often spoken of ‘inequality gap’ and are unfair and unjust.  
 
Our aim is to ensure the adult population in Sunderland should have 
opportunities to make healthy choices about their health and to lead long and 
healthy lives. Improving the health and wellbeing of adults within the City is a 
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key priority for the NHS and all our partners within the Local Strategic 
Partnership, working with local people.  
 
National Context 
 
‘Choosing Health: Making Healthy Choices Easier’ (2004) and ‘Our Health Our 
Care Our Say’ (2005) set out a clear framework for PCTs and Local 
Government to improve health, reduce health inequalities and to engage with 
individuals and communities in improving their health.  In addition the City 
Council have a very clear agenda around wellbeing established within ‘Strong 
and Prosperous Communities’ (2006).   
 
Local Picture 
 
Key targets have been set for the NHS and with partners through the NHS 
Local Delivery Plan and the first Local Area Agreement across a range of health 
priorities including the major killers of heart disease, stroke and cancers. 
Progress has been made locally in reducing the number of early deaths from 
circulatory disease (heart disease and stroke) and from all cancers.  The City is 
on track to meet its 2010 Our Healthier Nation death rate targets for both 
circulatory disease and cancers.  Whilst this is a good achievement there have 
also been reductions across England, and while the gap between ourselves and 
England has been narrowed slightly, focusing on reducing this gap is crucial to 
ensure that we reduce the outstanding inequality gap.  
 
Local action assisting delivery of health and wellbeing 
 
2006/07 has been a successful year in partnership working seeing enhanced 
activity in developing a comprehensive programme to make healthy choices 
easier for local people.  For adults this has included increased support to give 
up smoking, ‘Slimming on Referral’ for people who want to manage their weight, 
development of sexual health services, and new staff to support people to 
reduce their alcohol consumption levels.  In addition there has been the 
introduction of health trainers who are working with people in local communities 
to support them in changing their lifestyle. Through development of the 
Wellness service, the Council and PCT are jointly reaching out to engage local 
communities. Innovative new services using hub centres like Bunnyhill and 
increasingly providing resource and capacity for community groups to establish 
their own local wellness facilities are receiving national recognition 
 
Key achievements in 2006/07 have been: 
 
�  a reduction of women smoking in pregnancy from 37.9% in 2004/05 to 27% 

in 2005/06 (just over 23% in 06/07).  The smoking in pregnancy service has 
been recognised as a model of good practice in working with midwives 
supporting women to give up smoking at this crucial time. The local tobacco 
alliance has also been extremely pro-active in the preparations for smoke 
free legislation on July 1st, with increased support for local businesses, as 
well as supporting individuals who want to give up; 

�  the development of the Wellness Service.  There are a range of services for 
local people to access, including new easy to use equipment in 5 community 
settings.  There has also been an increase in people accessing ‘exercise on 
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referral’ being supported to become more active by both council and NHS 
staff. 

 
What needs to be done? 
 
Smoking    
                    
There must be a focus on supporting local adults to choose positive lifestyle 
change.  Smoking is still the single more preventable cause of death and ill-
health locally and nationally.  31.8% of our adults smoke compared with 26% of 
England.  In reality this means that whilst in some wards there may be low 
smoking rates, in others the majority of adults are regular smokers.  National 
surveys suggest that 70% of smokers would like to give up and we have no 
evidence to suggest that situation is different locally.   
 
We must ensure that as well as continuing to deliver on the tobacco control 
agenda,  we commission local cessation services tailored to the needs of local 
people wherever they live, work or play.  There appears to be a changing 
pattern in smoking with greater numbers of young women taking up smoking 
earlier and increased death rates from lung cancer among women in later life.  
Our approach to cessation needs to take account of these changes in smoking 
patterns. 
 
Obesity 
 
Local estimates suggest 24.1% of local adults (ie. 50,000) may be obese 
compared to 21.8% of adults in England.  Whilst the evidence base for 
management of obesity by non surgical means is still under development we 
have made some progress locally in assessing our current care pathways from 
community to specialist level.  Progress towards increasing physical activity 
levels, access to healthy food and new models to support people to reduce 
weight have been mentioned but significant attention and resource will be 
required across a range of health and local authority services if we are to deliver 
efficient and effective services.  
 
Alcohol 
 
About 27% of adults are estimated to binge drink and the rate of people 
admitted to hospital for alcohol specific conditions is much higher (almost 
double) than the national average.  Changing the local culture of drinking will 
take time.  However ensuring that there are clear and consistent messages 
about alcohol, and access to high quality services will be a priority.  We have an 
Alcohol Harm Reduction Strategy but enhanced energy and commitment of 
resource is required to implement actions which will begin to address this major 
risk to the population’s health 
 
Chronic disease management 
 
Early identification of adults at risk of chronic diseases will also form a key 
challenge in the forthcoming year.  Recognising the inequalities in life 
expectancy reaching men in particular to ensure any risk factors are identified 
and acted upon is a key priority.  If we are to deliver a ‘step change’ in 
experience of health, and wellbeing we need to engage with local communities, 
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where they live, work and socialise, over the development of new service 
models to assist prevention and early intervention.   
 
We know that our medical practices performance through the Quality Outcomes 
Framework (QOF) is high with on average above England levels of identification 
of people with high blood pressure, chronic heart disease and chronic 
obstructive pulmonary disease, but additional analysis of new research across 
England and Wales suggests that given what we know about deprivation and 
disadvantage locally, there may be a significant under recording and under 
diagnosis of chronic disease, particularly amongst 40-60 year old men and post 
menopausal women.  For some conditions , eg. chronic obstructive airways 
disease  there could be three or four times as many people living in our 
communities with undiagnosed and untreated disease. This will impact 
significantly on the inequalities in life expectancy and difference in mortality 
rates experienced by men locally and by men and women compared to national 
average figures. 
 
Mental Health & Worklessness 
 
More adults in Sunderland receive incapacity benefits for mental / behavioural 
disorders than in comparative local authorities across England.  Yet most recent 
occupational health guidance identifies work and work related social networks 
as having a positive mental health benefit.  Additional work is required to deliver 
joined up early interventions to support mental health and wellbeing and to 
support people in returning to routines of everyday living including returning to 
work.  Statistics also suggest that whilst there has been a reduction in suicide 
risk for men, the number of Sunderland women committing suicide (whilst 
relatively low) has not reduced year on year as we would have anticipated.  This 
will be an area for further detailed analysis within our harm minimisation 
strategy for adults. 
 
What do we need to do next? Messages for commissioners and 
services 
 
We need to: 
 
�  embed improving health and wellbeing as a key priority in Sunderland’s 

Sustainable Community Strategy and Local Area Agreement, including an 
aspirational  target for increasing life expectancy; 

 
�  commission a variety of smoking cessation services to double the number of 

adult smoking quitters and to specifically target wards with high levels of 
smoking and associated ill health; 

 
�  deliver a review of implementation of the alcohol misuse strategy including 

enhanced delivery of brief interventions in  as well as ensuring a robust care 
pathway across all community settings using the widest range of service 
providers 

 
�  implement a targeted range of early interventions across primary care teams 

and within community settings specifically aimed at men aged 40+ and post 
menopausal women at risk of cancer, coronary heart disease, stroke, 
chronic obstructive pulmonary disease and alcohol associated disease; 
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�  rapidly develop early intervention and treatment services for obese adults  
 
�  further develop Sunderland’s Choosing Health Programme with an increase 

in local people employed by and engaged with the health trainer 
programme; 

 
�  improve sexual health service provision for adults across the City; 
 
�  develop mental health promotion and emotional wellbeing indicators for 

adults with a specific focus around harm minimisation in relation to suicide 
risk for women 

 
�  embed processes of Health Needs Assessment, Health Impact Assessment 

and Health Equity Audit with internal and external partner organisations to 
ensure resources are targeted appropriately and health inequalities are 
reduced. 

 
 
Health and Wellbeing of Older People in Sunderland 
 
Why is old age important? 
 
The National Service Framework for older people identified 3 stages to older 
age:  
 
�  entering old age as people complete their time in paid employment and/or 

child rearing; 
�  transitional phase as people move from healthy , active life towards frailty 
�  frail older people. 
 
These stages can occur to different people at different ages. We sometimes talk 
about chronological or calendar age  and biological age which can be more or 
less than a person’s calendar age depending on the balance between the 
‘threats’ or risks to which a person has been exposed and their ability to cope 
with those threats, their resilience.  It can be even more complex in that people 
may have a very active biologically ‘young’ mind in a body which has suffered 
from the consequences of chronic diseases or acquired  
 
Threats may be physical eg exposure to sun, tobacco, excess alcohol or 
emotional for example social isolation, availability of social networks. People’s 
capacity for resilience depends on the genes they’ve been born with and the 
lives they’ve led: how the wider determinants of health (housing, education, 
socioeconomic status, unemployment and the like) have existed in their lives.   
 
Using such an approach means that people can be seen as entering older age 
from the age of 50 upwards, and from society’s current viewpoint almost always 
by the age of 65.  It is clear however, that many of these people remain healthy, 
active, contributing and independent into older age.  Our role is to work with 
partners in a range of organisations to ensure that service delivery recognises 
and takes account of both the opportunities and the demands an increasingly 
older population will bring. 
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National Context 
 
Recent health policy targeted at addressing older peoples’ needs and 
aspirations seeks to promote action and understanding by involving and 
empowering older people themselves.  It has also identified the importance of 
effective prevention to either avoid or address health problems, identifying 
conditions early and providing appropriate interventions or ensuring that as 
disease develops people retain as high a level of independence as is 
achievable.  Older people can benefit from many of the lifestyle interventions 
that benefit the rest of the population.  It is important to ensure that as services 
develop they take account of the needs of older people and it is becoming 
increasingly important that we recognise the significant resource in terms of 
experience and opportunities for continued contribution that older people can 
make and should be supported to make to ensure a rich diversity of life and 
experience from which we can all benefit.   
 
Local Context 
 
Sunderland, like the rest of the country, is experiencing an ageing population.  
The number of people aged over 65 rose from 38,700 in 1981 to 45,800 in 2005 
and is projected to rise to 59,500 by 2025 – an increase of almost 30% in 20 
years.  This projected increase is shown in figure 1 below.  The oldest group, 
those aged 85 and over will increase significantly, almost doubling from 4,100 to 
8,000.  This tends to be the most vulnerable group (where threats are greater 
than the resilience to tolerate or resist) of older people requiring most support to 
live independently.  At the same time, it is expected that the total population will 
decrease so that the proportion of the population aged 65 and over will increase 
from 16% in 2005 to 23% in 2025. 

 
Projected Sunderland Population aged 65 and over, 2005 to 2025 
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There are also differences in the health needs that people experience as they 
get older.  As people age, they tend to experience more health and social 
problems, sometimes more minor but with increasing age becoming more 
major.  This was reflected in the findings of the 2004 Sunderland Health and 
Lifestyle Survey which found that the percentage of people describing their 
health as good or better falls with increasing age, while the percentage with a 
long-term health problem or disability increases as people get older.   
 
The 2001 census showed that while 16.6% of the Sunderland population aged 
under 65 suffered from a long-term illness or disability that limited daily 
activities, this increased to 55.6% of those aged 65-74 and 62.2% of those aged 
75 and over.  They are also less likely to be physically active with 87% not 
taking the recommended levels of physical activity, significantly more than the 
younger adults in the population.  As older people are living longer, we need to 
rethink our strategies for encouraging increased activity as part of everyday life 
to support and enhance independent living. 
There are also a number of issues which impact on older people more than any 
other members of the community.  Included in this are falls which can have a 
major impact on the health and wellbeing of older people and are the major 
cause of death from injury in the over 75s.  This is reflected in the Local Public 
Sector Agreement (LPSA) target to reduce hospital admissions due to falls.   
 
Similarly, dementia is a disease which occurs predominantly in people in older 
age and as our whole population lives longer we will see more people with 
dementia and more carers with support needs locally.  We need to enhance our 
capacity to deliver consistent support and services to people with dementia and 
to their carers.  
 
Other chronic diseases, particularly stroke (cerebro-vascular disease), also 
impact more on the older population and in Sunderland the death rate from 
stroke is higher than national rates.  In these cases, it is important to ensure 
that a joint approach is taken across the city to prevent and reduce the impact 
of these problems by delivering effective care efficiently and by following up and 
supporting people to live independently.  
 
Local Action 
 
In recent years there has been a renewed focus on the health needs of older 
people across the City.  As one of the three core themes associated with 
Sunderland’s World Health Organisation Healthy City Status, healthy ageing 
has been recognised as a major priority.  It has been reflected in the 
development of a city wide group, the Older People’s Partnership Action Group, 
to champion the needs of older people and the focus on older people in the 
Local Area Agreement. 
 
Current actions and successes include: 
 
�  the development of an integrated pathway for falls prevention in older people 

building on the successes of the Healthy Community Collaborative; 
�  the development of a number of low level supportive services including a 

handyperson service, a community shopper bus and a directory of services; 
�  the development of integrated community services for older people with 

mental health problems; 
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�  a needs assessment for people with dementia has been developed and 
clear recommendations for action agreed across the City; 

�  the development of a Telecare Strategy which will support independent 
living amongst older people in Sunderland; 

�  involvement of older people as Champions within the Digital Challenge 
process. 

 
What needs to be done?  
 
In spite of many recent successes there still remains much to be done to 
improve the quality and length of life of older people.  Although older people 
have benefited from the development of services to support healthy lifestyles it 
is important to ensure that services are accessible to the most vulnerable older 
people.  A model which identifies the needs and opportunities in relation to older 
people and physical activity is currently under development.  It is important that 
the components of this model are implemented if older people are not to be 
denied equal access to physical activity opportunities which will have a major 
impact on their health and well-being.  The introduction of health impact 
assessment across the City would mean that all newly developed services 
would become more accessible to the most vulnerable older people. 
 
There is also a need to improve the support given to people with dementia and 
their carers.  Not only does this relate to the needs of some of the most 
vulnerable older people, it is a group that is to increase rapidly over the next 
twenty years.  A recent health needs assessment found that mental health 
hospital admissions for people with dementia in Sunderland are currently more 
than ten times above the level proposed in a recent NICE/SCIE guideline.  
Although recent investment has improved community based services further 
support is required with a shift in investment from hospital to community 
services and improved support for carers. 
 
There is also currently a gap in the provision of rehabilitation services for people 
who have suffered a stroke.  Further developments are required if those people, 
who are predominantly older people, are to reach their maximum level of 
independence.  Early recognition, diagnosis and intervention as well as early 
supported discharge has been shown to lead to a 20% reduction in death or 
dependency following stroke.  
 
There needs to be greater support given to older people to live independently.  
This will become increasingly important as the number of very old people in the 
population increases.  There also needs to be continued support to ensure that 
older people do not become socially isolated.  Social isolation is associated with 
poorer health outcomes as well as being an indicator of reduced quality of life.  
Finally, attention given to quality of life needs to be continued through to death 
with support given to ensure a good death. 
 
As the new Community Strategy is developed with it will be important to ensure 
that a life course approach is taken within all thematic areas to ensure the 
needs, desires and aspirations of older people are recognised within the plans 
to enhance life in Sunderland over the next 15 years. 
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What do we need to do next? Messages for Commissioners and 
Services 
 
There are a range of actions which are required to address this agenda: 
 
�  we need to commission and develop a comprehensive range of preventative 

services and support for people with dementia and their carers so that 
people with dementia can live in their own homes for as long as appropriate. 

 
�  we are overdue implementing the Older People’s physical activity model 

which is sensitive to the needs of the most vulnerable as well as severity of 
chronic disease within the population to improve levels of physical activity 
amongst older leading to improved life expectancy, health and 
independence. 

 
�  we must continue to develop a multi-agency approach to the prevention of 

falls within the City including an action plan with stretching timelines. 
 
�  ensuring that all services are made as accessible to the older population as 

to other age groups through the adoption of health impact assessment and 
health equity audit as part of service development and review.  

 
�  there is a need to develop effective community-based rehabilitation services 

for people who have suffered a stroke. 
 
�  during the development of the Community Strategy ensure we need to 

ensure the core activities highlighted with the World Health Organisation for 
healthy ageing and for a healthy ageing city are integrated into the new 15 
year plan ensuring clear strategic plans for improving older people’s quality 
of life and death. 

 
 
Vulnerability in Sunderland and Inequalities in Health 
 
Nationally we have targets to deliver a reduction in health inequalities as 
measured by rates of infant mortality and life expectancy  at birth, as well as 
challenges to ‘narrow the gap’ between Sunderland and England in death rates 
from cancer and circulatory disease.  Throughout this report and the 
accompanying Network Report, we have identified many local inequalities (e.g. 
men’s life expectancy and the rates of women dying from lung cancer to name 
but two).  These measures are whole life outcomes or impacts for individuals of 
a wide range of experiences in terms of  genetic inheritance, equitable access 
to services and  lifestyles.  Our ‘health’, our wellness, is affected positively or 
negatively by a broad range of factors as identified overleaf. 
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Risk and resilience 
 
The balance of the positive and negative influences on health (risks) and the 
ability to cope (resilience) we have as individuals or communities directly 
impacts on our experience of wellbeing or inequalities in health.  
 
In order to address longstanding inequalities in health we need to take into 
account the wide range of factors that can lead to increased risk.  Such risk 
factors may arise from circumstances that are possible (albeit difficult) to 
change (including educational status, housing, employment, and social 
disadvantage), or be due to more personal factors that cannot be readily 
influenced (eg genetic inheritance).  
 
Some other examples of risk which can make us vulnerable factors include: 
 
�  gender (we should remember current life expectancy for men and women); 
�  experiencing a physical disability (physical access has improved since the 

advent of the Disability Discrimination Act but is not yet consistently 
widespread in all facilities); 

�  being homeless or living with damp and cold,  lacking central heating; 
�  being a victim of domestic abuse; 
�  having a drug or alcohol misuse problem; 
�  having poor literacy skills; 
�  not speaking English as a first language or at all; 
�  living on a low income. 
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Those who are vulnerable may have greater needs than the general population 
or they may find it more difficult to access services, help and support easily.  
Again this might be due to transport, language, availability of childcare and even 
knowledge of the services themselves. Somewhat surprisingly despite exposure 
to risk factors, some communities and individuals seem to cope well, and suffer 
less from adverse consequences, but this does not remove our responsibility to 
identify and remove barriers where we find them.  
 
Resilience can come from within an individual, (eg. coping skills, self esteem) 
and from a supportive environment (eg. parental support, community 
organisations, good neighbourhood cohesion) or from equitably delivered 
proactive services. Understanding how resilience develops, and how it can be 
promoted, allows us to look work with vulnerable groups to enhance their life 
and health experiences.  Not addressing risk factors appropriately or equitably 
can be a significant contributor to poor health outcomes. 
 
Where we have worked with communities on local health needs assessments 
we are in a position to begin to develop more locally appropriate services.  We 
also need to engage in health impact assessment to understand how intended 
and unintended consequences of service delivery can arise.  Finally when we 
have services up and running we should use health equity audit to ensure those 
services are meeting the needs of their most vulnerable client group. Use of 
these tools ensure the appropriateness of delivery and that services are 
designed to support increased resilience.   
 
Across Sunderland in 2006/07, targeted work is ongoing to ensure service 
delivery is designed to meet the diverse needs of a range of communities of 
interest.  The aim is to enhance engagement with communities and groups who 
experience inequalities in health outcomes.  There is work around health equity 
audit and smoking relating to service provision where people live and socialise.  
Work with children and young people is looking at how we assist them in 
developing resilience in emotional wellbeing and supported decision making 
and there has been a recent needs assessment carried out with some local 
black and minority ethnic communities.  In this year’s Report we are highlighting 
this last example to demonstrate an approach in increasing resilience and 
reducing risk for a community who are on the receiving end of some significant 
health inequalities.  In future years we would hope to report on similar work with 
other communities of interest who have marked inequalities in health outcomes 
  
 
Ethnic minority groups 
 
Approximately 3% (almost 8000 people) of the Sunderland population are from 
an ethnic or black minority group (population estimates by ethnic group 2001-
2005, Office for National Statistics, 2007). This does not include the transient 
University population, nor the significant numbers of economic migrants from 
European Community. Research evidence suggests that some people in 
minority ethnic groups can be at greater risk of experiencing inequalities in 
health, both in terms of health conditions and access to health care services.  
 
To understand the local impact, in 2006 the TPCT commissioned a voluntary 
organisation, Sangini, to undertake a health needs assessment of black and 
minority ethnic (BME) communities in Sunderland.  
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The assessment identified several health priorities amongst BME communities, 
particularly mental health, diabetes and high blood pressure. Experience of 
domestic violence and the harmful use of alcohol and tobacco were also 
significant. The assessment also found that some communities knew very little 
about local preventative care services, such as the Wellness programme, 
Health Trainers and the Stop Smoking Service.  
 
BME communities also experienced barriers to accessing health services in 
Sunderland. The main barriers identified were: 
 
�  language; 
�  low income; 
�  fear of health workers. 
 
Language barriers and low income were identified as particular problems for 
older community members, and for newer arrivals and asylum seekers. 
 
Responding to the needs assessment required joining up the activities of 
several partners.  The TPCT is working to raise awareness of these issues 
through a comprehensive staff training programme. We are also working with 
communities and individuals to improve awareness of services, to improve 
peoples’ self-care and management of ill health.  
 
Mental health issues featured highly in the needs assessment. The TPCT is 
part of a national Department of Health programme to improve BME 
communities’ access to mental health services. The Trust recruited staff in 
2006/07 to work with BME communities to better understand issues around 
their experience of mental health. We will expand this team further in 2007/08.  
 
It is important to have access to translation services when necessary.  At the 
same time, it is also important that individuals receive the right help to learn 
English. This equips individuals with more skills, and helps to remove barriers 
not only around health, but also around employment, itself identified as another 
important determinant of health.  Action plans to address this range of issues is 
part of the outcome of the needs assessment work and show how responding to 
the physiological, psychological and social needs of a particular group both 
addresses immediate issues, while encouraging independence and 
sustainability in the longer term. 
 
Key Achievements in Partnership Work: The development of Independent 
Advisory Groups 
 
The Sunderland Partnership (SP) recognises that some groups need a voice 
across the city, to advise, scrutinise, and challenge strategic challenge and 
service delivery across the city. Independent Advisory Groups (IAGs) are being 
developed drawn from local communities of interest to represent the needs of:  
 
�  older people; 
�  younger people; 
�  faith communities; 
�  gender groups; 
�  black and minority ethnic communities; 
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�  people of  differing sexuality; 
�  groups experiencing disability. 
 
The TPCT will work with these groups to both better understand need, and to 
inform the further development of services.  
 
What do we need to do next? Messages for Commissioners and 
Services regarding services for BME populations 
 
We need to: 
 
�  recruit and deploy four BME Mental Health Community Development 

Workers to implement the Delivering Race Equality in Mental Health 
programme; 

�  map current position in relation to health services for children, young people 
and families from BME communities. Consult with key stakeholders and 
embed recommendations in Race Equality Scheme action plans; 

�  produce toolkit for primary care targeting GPs on accessing and using 
interpreting and translation services; 

�  analyse impact of BME Health Needs Assessment action plan. Agree areas 
and actions for further activity; 

�  agree programme of health equity audit to examine accessibility of key 
services to vulnerable groups; 

�  work closely with IAGs to develop their role in improving delivery of health 
and social care services.  

 
What do we need to do next? Messages for Commissioners and 
Services to address inequalities in health outcomes for the 
whole Sunderland population 
 
This section should be considered alongside all the recommendations identified 
in this Sunderland report and in the Network Report across NHS South of Tyne 
and Wear.   

 
�  We need to commission and implement early intervention activity within 

primary care and across communities for people at risk of chronic diseases 
to reduce the gap in life expectancy. 

 
�  Working through joint strategic needs assessment we need to prioritise and 

deliver joined up actions which will contribute to health and wellbeing for all 
age groups.  

 
�  The work of the Sunderland Partnership in establishing a fifteen year 

strategy will be essential if we are to deliver a step change in tackling the 
wider determinants of health and wellbeing.  All organisations within 
Sunderland will need to commit energy and resources to ensure successful 
delivery of the associated three year implementation plans and Local Area 
Agreements. 
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The South of Tyne and Wear Health Improvement 
Monitor: A Summary 
The health indicators shown below give an overview of health status in the 
populations of Gateshead, South Tyneside and Sunderland.  Where 
appropriate, trends are considered over time and the values for local 
populations are compared to figures for the North East and England. 

 
How Long We Live and What We Die Of 
 
Life expectancy at birth 
 
Starting with Local Authorities, by 2010 to reduce by at least 10% the gap 
between the fifth of areas with the worst health and deprivation indicators and 
the population as a whole. 
 

Male Male Male Male Female Female Female Female
Year Gateshead S Tyneside Sunderland England Gateshead S Tyneside Sunderland England

1991-1993 71.4 71.8 71.6 73.7 77.3 77.5 76.9 79.1
1992-1994 71.7 72.0 72.0 74.0 77.6 77.7 77.2 79.4
1993-1995 71.9 72.7 72.3 74.2 77.6 78.3 77.4 79.4
1994-1996 72.5 72.9 72.6 74.4 78.0 78.9 77.7 79.6
1995-1997 72.8 72.9 72.9 74.6 77.9 78.8 78.0 79.7
1996-1998 72.8 72.8 73.0 74.8 77.8 78.5 78.0 79.8
1997-1999 72.9 72.9 73.2 75.1 77.9 78.4 77.9 80.0
1998-2000 73.2 73.5 73.3 75.4 78.1 78.6 77.9 80.2
1999-2001 73.7 73.6 73.6 75.7 78.4 79.5 78.2 80.4
2000-2002 74.0 74.0 73.7 76.0 78.8 79.5 78.7 80.7
2001-2003 74.2 74.1 74.1 76.2 79.2 79.8 78.9 80.7
2002-2004 74.6 74.6 74.6 76.6 79.4 79.4 79.0 80.9
2003-2005 75.0 74.8 75.3 76.9 79.5 79.9 79.4 81.1

Life Expectancy (years)
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The gap between South Tyneside and England 
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The Life Expectancy Gap between South of Tyne & 
Wear and England 
 

The charts below show a breakdown of the Life Expectancy Gap by disease 
group for local authority areas within South of Tyne and Wear and the 
Spearhead Group as a whole (the twenty percent of Local Authorities with the 
poorest health outcomes) when compared to England.  There is a separate 
analysis for males and females.   
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Females 
 

 
 
 

 

Life Expectancy Gap Between Spearhead Group 
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The charts below show a breakdown by age band of the life expectancy gap for 
each of the South of Tyne and Wear PCT�s and the Spearhead Group when 
compared to England.  The analysis is shown separately for males and females.   

Males 
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Females 
 

 

  

 

 

Sources: life expectancy gap by age band for Gateshead, South Tyneside and Sunderland from 
London Health Observatory, 2007, “Health Inequalities Intervention Tool”, LHO, London; life 
expectancy gap by age band for Spearhead Group from Department of Health, 2007, 
“Commissioning Framework for Health and Well-being”, Department of Health, London 
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The charts below show how effective interventions could contribute to reducing 
the life expectancy gap between the Spearhead Group of PCTs as a whole and 
England, based on mortality data between 2003 and 2005.  The analysis is 
shown separately for males and females.   
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Source: Department of Health, 2007, “Commissioning Framework for Health and Well-being”, 
Department of Health, London 
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Premature Mortality Due to Circulatory Disease (Heart 
Disease and Stroke) 
 

Our Healthier Nation target: To reduce deaths from coronary heart disease and 
stroke and related diseases among persons under 75 years of age by at least 
40% by the year 2010 

% Target Rate
Reduction 2010

No. of Rate No. of Rate Lower Upper Rate
deaths deaths

Gateshead Males 769 235.1 481 152.2 138.5 166.0 35.2 141.1
Females 485 124.8 264 71.3 62.5 80.1 42.8 74.9
Persons 1254 177.1 745 110.5 102.4 118.5 37.6 106.3

S Tyneside Males 608 232.7 407 162.3 146.5 178.2 30.2 139.6
Females 348 108.7 218 75.0 64.8 85.2 31.0 65.2
Persons 956 167.3 625 116.7 107.4 126.0 30.3 100.4

Sunderland Males 1098 247.8 752 162.8 151.1 174.5 34.3 148.7
Females 681 126.3 359 68.3 61.1 75.4 45.9 75.8
Persons 1779 183.4 1111 113.6 106.8 120.3 38.1 110.1

North East Males 9798 239.9 6267 150.9 147.2 154.7 37.1 143.9
 Females 5730 118.2 3255 69.2 66.8 71.6 41.4 70.9

Persons 15528 175.8 9522 108.5 106.3 110.7 38.3 105.5

England Males 145588 198.4 97743 126.8 126.0 127.6 36.1 119.0
Females 77088 89.6 48103 56.4 55.9 56.9 37.0 53.8
Persons 222677 141.3 145846 90.5 90.0 90.9 36.0 84.8

Source:  Clinical and Health Outcomes Knowledge Base

confidence interval

1995-97 2003-2005
Baseline Rate Rate

 

All three South of Tyne and Wear PCTs are on schedule to meet the Our 
Healthier Nation target of a 40% reduction in the premature mortality rate due to 
all circulatory disease between 1996 and 2010.  However, this progress has 
been mirrored across England, so the following graphs focus on the gap in 
mortality rates between each PCT and England as a whole.  The gap between 
the PCT and England rates, in both 1996 and 2004, is expressed as a 
percentage of the England rate.  In Gateshead and Sunderland the gap has 
narrowed while in South Tyneside it has widened. 
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Premature Mortality Due to all Cancers 
 

Our Healthier Nation target: To reduce deaths from all cancers among persons 
under 75 years of age by at least 20% by the year 2010. 

Directly age-standardised mortality rate due to all malignant neoplasms (ICD9 
390-459, ICD10 C00-C97) per 100,000 population.  Mortality rates are pooled 
over three years and plotted in the middle year of the period.  For example, the 
rate for 2003-2005 is plotted against 2004. 

% Target 
Reduction 2010

No. of Rate No. of Rate Lower Upper Rate
deaths deaths

Gateshead Males 682 211.5 500 156.3 142.5 170.1 26.1 169.2
Females 511 145.3 413 118.0 106.4 129.6 18.8 116.2
Persons 1192 176.0 913 136.2 127.2 145.1 22.6 140.8

S Tyneside Males 557 217.3 447 179.4 162.7 196.2 17.4 173.8
Females 416 145.2 340 123.6 110.1 137.0 14.9 116.2
Persons 973 178.7 787 149.9 139.3 160.5 16.1 142.9

Sunderland Males 884 199.9 689 150.9 139.6 162.3 24.5 159.9
Females 691 142.2 597 123.1 113.1 133.1 13.4 113.7
Persons 1576 168.4 1286 136.1 128.6 143.7 19.2 134.7

North East Males 7934 196.3 6410 154.4 150.6 158.2 21.3 157.1
 Females 6265 142.6 5309 119.9 116.7 123.2 15.9 114.1

Persons 14199 167.3 11719 136.2 133.7 138.7 18.6 133.8

England Males 116615 160.8 101923 132.6 131.8 133.5 17.5 128.6
Females 97464 124.5 86423 106.6 105.9 107.3 14.4 99.6
Persons 214079 141.2 188346 119.0 118.4 119.5 15.8 113.0

Source:  Clinical and Health Outcomes Knowledge Base

confidence interval

1995-97 2003-2005
Baseline Rate Rate

 

All three South of Tyne and Wear PCTs are on schedule to meet the Our 
Healthier Nation target of a 20% reduction in the premature mortality rate due to 
all cancers between 1996 and 2010.  However, this progress has been mirrored 
across England, so the following graphs focus on the gap in mortality rates 
between each PCT and England as a whole and how this has changed between 
the Our Healthier Nation baseline year, 1996, and now.  The gap between the 
PCT and England rates in both 1996 and 2004 is expressed as a percentage of 
the England rate.  In Gateshead and Sunderland the gap has narrowed while in 
South Tyneside it has remained the same.  South Tyneside is also the only one 
of the three PCTs where the premature mortality rate is significantly higher than 
the rate for the North East region.  In Sunderland and Gateshead the rates are 
similar to that for the North East. 
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Mortality by Type of Cancer 

Between 2003 and 2005 there were 5,900 deaths in South of Tyne and Wear, 
and 380,000 in England.  This represented 28% and 26% of all deaths 
respectively.  The proportion of all cancer deaths due to lung cancer is uniformly 
higher across South of Tyne and Wear than for England as a whole.  In 
Gateshead 29% of all cancer deaths are caused by lung cancer.  In South 
Tyneside the figure is 28% and in Sunderland it is 26%. 

South of Tyne and Wear                        England 

 

 

Source: deaths data taken from Annual Deaths Extract, Office for National Statistics 
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Health, Ill Health and Quality of Life in Our Community 
 
Proportion of the Population Self-reporting Poor Health 
 

Directly age-
standardised 

percentage self-
reporting poor 

health
Lower 95% 

Confidence Limit
Upper 95% 

Confidence Limit

Significantly higher 
(H) or lower (L) than 

England
Gateshead 11.1% 10.9% 11.2% H
South Tyneside 10.7% 10.6% 10.9% H
Sunderland 11.6% 11.4% 11.7% H
North East 10.4% 10.3% 10.4% H
England 7.8% 7.8% 7.8%
Source: 2007 Community Health Profiles, Association of Public Health Observatories, based on data from the 2001 Census
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Proportion of the Population with a Limiting Long-term 
Illness 
 
 

Number with a 
limiting long-
term illness

Percentage self-
reporting poor 

health
Lower 95% 

Confidence Limit
Upper 95% 

Confidence Limit

Significantly 
higher (H) or 
lower (L) than 

England
Gateshead 45717 23.9% 23.7% 24.1% H
South Tyneside 35998 23.6% 23.3% 23.8% H
Sunderland 67530 24.0% 23.9% 24.2% H
North East 571692 22.7% 22.7% 22.8% H
England 8809194 17.9% 17.9% 17.9%
Source: Office for National Statistics, based on data from the 2001 Census
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Rate of Claiming Benefits or Allowances Due to Mental 
or Behavioural Problems 
 

Number claiming 
benefits or 
allowances

Crude rate 
claimants per 

1,000 population 
of working age

Lower 95% 
Confidence Limit

Upper 95% 
Confidence Limit

Significantly 
higher (H) or 
lower (L) than 

England
Gateshead 5540 47.1 45.8 48.4 H
South Tyneside 3820 41.6 40.2 42.9 H
Sunderland 8050 45.2 44.2 46.2 H
North East 65630 41.4 41.1 41.7 H
England 859050 27.4 27.4 27.5
Source: 2007 Community Health Profiles, Association of Public Health Observatories
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Prevalence of Chronic Disease in Primary Care 

The prevalence of chronic disease within each General Practice is now 
monitored by a national computer system, the Quality Management 
Administration System (QMAS).  Every year since 2005, in February, a census 
of disease prevalence has been taken and the results have been published in 
the following September by the NHS Information Centre on their website at 
www.ic.nhs.uk. 

Coronary Heart Disease 

Strategic 
Health 

Authority* England

Year No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo
Prev-

alence
Prev-

alence
2002/03 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2003/04 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2004/05 10409 5.11% H 7881 5.06% H 15835 5.51% H 5.03% 3.58%
2005/06 10190 5.00% H 7820 5.04% H 15628 5.47% H 4.97% 3.57%
2006/07 9991 4.89% H 7723 4.97% H 15287 5.37% H 4.88% 3.54%

Source: NHS Information Centre at www.ic.nhs.uk
*2002/03 to 2005/06 Northumberland, Tyne & Wear, 2006/07 North East

n/a = not available, No. = number diagnosed with cancer, Hi/Lo = significantly higher (H) or lower (L) than the 
England rate at 95% confidence. 2006/07 data due for release on 28 September 2007

Gateshead South Tyneside Sunderland
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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All Cancers  

The increase in the prevalence of cancer between 2004/05 and 2005/06 is likely 
to be caused by an improvement in the coding of clinical records rather than 
any sharp increase in the prevalence of all cancers. 

 

Strategic 
Health 

Authority* England

Year No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo
Prev-

alence
Prev-

alence
2002/03 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2003/04 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2004/05 1164 0.57% H 884 0.57% H 1547 0.54% 0.59% 0.51%
2005/06 1650 0.81% H 1289 0.83% H 2033 0.71% 0.82% 0.72%
2006/07 2072 1.01% H 1771 1.14% H 2605 0.91% 0.97% 0.91%

Source: NHS Information Centre at www.ic.nhs.uk
*2002/03 to 2005/06 Northumberland, Tyne & Wear, 2006/07 North East

n/a = not available, No. = number diagnosed with CHD, Hi/Lo = significantly higher (H) or lower (L) than the England 
rate at 95% confidence. 2006/07 data due for release on 28 September 2007

Gateshead South Tyneside Sunderland
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Asthma 

Strategic 
Health 

Authority* England

Year No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo
Prev-

alence
Prev-

alence
2002/03 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2003/04 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2004/05 13383 6.57% H 8739 5.61% L 17478 6.08% H 6.23% 5.82%
2005/06 13149 6.45% H 8700 5.60% L 17592 6.15% H 6.17% 5.83%
2006/07 13148 6.43% H 8670 5.58% L 16974 5.96% H 6.10% 5.77%

Source: NHS Information Centre at www.ic.nhs.uk
*2002/03 to 2005/06 Northumberland, Tyne & Wear, 2006/07 North East

n/a = not available, No. = number diagnosed with asthma, Hi/Lo = significantly higher (H) or lower (L) than the 
England rate at 95% confidence. 2006/07 data due for release on 28 September 2007

Gateshead South Tyneside Sunderland

 

 

Prevalence of Asthma with 95% confidence limits

0%

1%

2%

3%

4%

5%

6%

7%

2002/03 2003/04 2004/05 2005/06 2006/07

P
er

ce
nt

ag
e 

pr
ev

al
en

ce

Gateshead prevalence

South Tyneside prevalence

Sunderland prevalence

Strategic Health Authority
prevalence

England prevalence

 

 

95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Chronic Obstructive Pulmonary Disease (COPD) 

Strategic 
Health 

Authority* England

Year No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo
Prev-

alence
Prev-

alence
2002/03 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2003/04 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2004/05 4730 2.32% H 4187 2.69% H 8722 3.03% H 2.35% 1.36%
2005/06 4637 2.28% H 4313 2.78% H 8375 2.93% H 2.32% 1.38%
2006/07 4510 2.21% H 4431 2.85% H 8012 2.81% H 2.25% 1.43%

Source: NHS Information Centre at www.ic.nhs.uk
*2002/03 to 2005/06 Northumberland, Tyne & Wear, 2006/07 North East

n/a = not available, No. = number diagnosed with COPD, Hi/Lo = significantly higher (H) or lower (L) than the 
England rate at 95% confidence. 2006/07 data due for release on 28 September 2007

Gateshead South Tyneside Sunderland

 

 

Prevalence of COPD with 95% confidence limits

0.0%

0.5%

1.0%

1.5%

2.0%

2.5%

3.0%

3.5%

2002/03 2003/04 2004/05 2005/06 2006/07

P
er

ce
nt

ag
e 

pr
ev

al
en

ce

Gateshead prevalence

South Tyneside prevalence

Sunderland prevalence

Strategic Health Authority
prevalence

England prevalence

 

 

 

95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Diabetes 

Strategic 
Health 

Authority* England

Year No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo No.
Prev-

alence Hi/Lo
Prev-

alence
Prev-

alence
2002/03 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2003/04 n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a
2004/05 6717 3.30% 6305 4.05% H 9922 3.45% H 3.57% 3.34%
2005/06 7152 3.51% 6541 4.21% H 10424 3.65% H 3.79% 3.55%
2006/07 7862 3.84% H 6691 4.30% H 10623 3.73% 3.83% 3.65%

Source: NHS Information Centre at www.ic.nhs.uk
*2002/03 to 2005/06 Northumberland, Tyne & Wear, 2006/07 North East

n/a = not available, No. = number diagnosed with diabetes (type I and type II), Hi/Lo = significantly higher (H) or 
lower (L) than the England rate at 95% confidence. 2006/07 data due for release on 28 September 2007

Gateshead South Tyneside Sunderland
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Incidence of Infectious Disease 
 
Gateshead 

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006
Food Poisoning 120 0 0 112 <5 0
Salmonella enteritidis 31 21 45 <5 58 22
Salmonella typhimurium 5 5 6 <5 7 <5
Salmonella (others) 25 24 35 47 18 23
Salmonella (total) 61 50 86 53 83 47
E Coli <5 0 <5 <5 <5 9
Shigella Sonnei 0 0 <5 <5 <5 <5
Campylobacter 154 237 179 123 223 236
Meningococcal disease ** 15 27 15 10 9 18
Hepatitis A 5 <5 <5 <5 <5 <5
Hepatitis B 5 15 7 6 11 6
Hepatitis C 6 25 7 <5 13 <5
Tuberculosis *** 7 7 7 <5 <5 8

Mumps* all ages <5 7 7 12 6 5 6 50 43 269 107
< 1 year 0 <5 <5 0 0 <5 0 <5 <5 <5 <5
1-4 years 0 0 <5 <5 <5 <5 <5 <5 <5 <10 6
5-9 years <5 <5 <5 <5 <5 0 0 <5 <5 7 <5
10-14 years 0 <5 0 <5 <5 <5 0 <5 9 30 26
15-19 years 0 0 0 <5 0 0 <5 22 9 122 30
20+ years 0 <5 0 <5 <5 <5 <5 21 21 103 41
age unknown 0 0 0 0 0 0 0 0 0 0 0

Measles* all ages 9 7 9 8 <5 <5 8 7 15 5 11
< 1 year
1-4 years
5-9 years
10-14 years
15-19 years
20+ years
age unknown

Rubella* all ages 16 12 5 <5 <5 <5 5 <5 5 6 <5
< 1 year <5 <5 0 <5 0 <5 <5 <5 <5 <5 <5
1-4 years 0 <5 <5 0 <5 0 <5 0 <5 <5 <5
5-9 years <5 <5 <5 0 0 0 <5 0 0 0 0
10-14 years <5 0 0 0 <5 <5 0 0 <5 <5 0
15-19 years <5 0 0 0 0 0 0 0 0 <5 0
20+ years 6 <5 <5 0 0 <5 <5 0 <5 <5 <5
age unknown 0 0 0 0 0 0 0 0 0 0 0

Whooping Cough <5 <5 0 <5 <5 14
Scarlet Fever <5 <5 <5 6 8 6
Cryptosporidium 6 <5 6 <5 6 6
* Data Source National NOIDS dataset

*** Data Source Regional TB Enhanced Surveillance, year used for figures is date of notification

** Data Source Regional Meningo Enhanced Surveillance, year used for figures is based on onset date and if this is null then report date
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South Tyneside 
 

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006
Food Poisoning <5 <5 0 5 <5 <5
Salmonella enteritidis 13 20 31 18 44 28
Salmonella typhimurium <5 5 7 <5 <5 5
Salmonella (others) 21 20 32 32 20 14
Salmonella (total) 36 45 70 52 66 47
E Coli 5 <5 5 <5 <5 7
Shigella Sonnei <5 0 0 <5 <5 0
Campylobacter 158 151 155 130 153 186
Meningococcal disease ** 8 5 6 5 6 <5
Hepatitis A <5 <5 6 <5 <5 <5
Hepatitis B 11 9 5 14 6 6
Hepatitis C 16 20 28 33 52 48
Tuberculosis *** 17 6 8 5 <5 5

Mumps* all ages <5 5 <5 6 12 <5 32 125 72 142 26
< 1 year 0 0 0 0 <5 0 0 0 <5 0 <5
1-4 years 0 <5 0 0 5 0 0 <5 <5 6 0
5-9 years 0 <5 <5 <5 <5 0 <5 <5 <5 8 <5
10-14 years 0 0 0 <5 <5 0 <5 10 9 12 <5
15-19 years <5 0 0 <5 0 0 23 69 30 46 6
20+ years <5 <5 <5 <5 <5 <5 5 38 26 70 13
age unknown 0 0 0 0 0 0 0 0 0 0 0

Measles* all ages 19 15 9 9 <5 10 7 7 14 12 12
< 1 year 7 <5 6 5 <5 <5 <5 <5 6 8 <5
1-4 years <5 6 0 <5 0 <5 <5 <5 <5 <5 <5
5-9 years <5 <5 0 <5 0 <5 <5 <5 <5 <5 <5
10-14 years <5 <5 <5 0 0 0 0 0 0 0 0
15-19 years <5 0 0 <5 0 <5 0 0 <5 0 0
20+ years <5 0 <5 0 0 <5 <5 0 <5 0 <5
age unknown 0 0 0 0 0 0 0 0 0 0 0

Rubella* all ages 16 17 5 8 <5 5 <5 <5 6 <5 <5
< 1 year <5 6 <5 <5 <5 <5 <5 0 <5 <5 0
1-4 years <5 <5 <5 <5 0 <5 <5 <5 <5 0 0
5-9 years 6 5 <5 <5 <5 <5 0 <5 <5 <5 0
10-14 years 0 <5 0 <5 <5 <5 0 0 0 0 0
15-19 years <5 <5 0 0 0 <5 0 0 <5 0 0
20+ years <5 <5 0 0 0 0 0 0 0 0 <5
age unknown 0 0 0 0 0 0 0 0 0 0 0

Whooping Cough 5 0 0 0 0 5
Scarlet Fever <5 0 <5 <5 6 <5
Cryptosporidium 14 5 39 22 21 32
* Data Source National NOIDS dataset

** Data Source Regional Meningo Enhanced Surveillance, year used for figures is based on onset date and if this is null then report date

*** Data Source Regional TB Enhanced Surveillance, year used for figures is date of notification
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Sunderland 
 

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006
Food Poisoning 23 23 29 24 24 22
Salmonella enteritidis 21 20 81 29 61 26
Salmonella typhimurium <5 11 8 14 20 <5
Salmonella (others) 19 21 18 46 35 36
Salmonella (total) 42 52 106 89 116 66
E Coli <5 <5 <5 7 <5 6
Shigella Sonnei 0 <5 <5 0 <5 <5
Campylobacter 159 231 242 288 306 319
Meningococcal disease ** 42 18 19 21 27 17
Hepatitis A <5 <5 0 <5 <5 <5
Hepatitis B <5 20 25 20 11 10
Hepatitis C 7 19 18 15 7 11
Tuberculosis *** 27 22 15 21 18 24

Mumps* 12 8 8 <5 6 8 14 176 180 770 94
< 1 year <5 0 0 0 <5 <5 <5 <5 <5 <5 <5
1-4 years <5 <5 <5 0 <5 <5 <5 5 7 14 6
5-9 years 8 <5 <5 0 <5 <5 <5 11 15 39 10
10-14 years <5 0 0 <5 <5 <5 <5 33 10 62 11
15-19 years 0 0 0 0 <5 0 8 77 77 347 16
20+ years 0 <5 <5 0 0 <5 <5 48 69 306 48
age unknown 0 0 0 0 0 0 0 0 0 0 0

Measles* 41 37 29 17 12 12 33 22 19 12 29
< 1 year 17 18 12 7 7 7 21 9 6 8 12
1-4 years 6 7 <10 <5 0 <5 6 5 9 0 <5
5-9 years <5 8 8 <5 <5 0 <5 5 <5 <5 <5
10-14 years 0 <5 <5 <5 <5 <5 0 0 0 <5 <5
15-19 years <5 <5 0 0 0 <5 0 <5 <5 <5 <5
20+ years 12 0 0 0 0 0 <5 <5 0 0 6
age unknown 0 0 0 0 0 0 0 0 0 0 0

Rubella* 45 28 37 14 12 12 11 13 12 11 13
< 1 year 20 14 11 7 5 6 7 8 <5 <5 8
1-4 years <10 7 7 <5 <5 <5 <5 <5 <5 <5 <5
5-9 years 5 <5 10 <5 <5 <5 <5 <5 <5 <5 <5
10-14 years <5 <5 <5 <5 0 0 0 0 <5 <5 <5
15-19 years 6 <5 <5 0 0 0 0 0 0 0 <5
20+ years 7 0 5 0 0 <5 <5 <5 0 0 0
age unknown 0 0 0 0 0 0 0 0 0 0 0

Whooping Cough 19 18 <5 <5 <5 <5
Scarlet Fever 13 14 13 23 24 20
Cryptosporidium 25 21 47 10 25 66
* Data Source National NOIDS dataset

** Data Source Regional Meningo Enhanced Surveillance, year used for figures is based on onset date and if this is null then report date

*** Data Source Regional TB Enhanced Surveillance, year used for figures is date of notification
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The Way We Live 
 
Estimates of the prevalence of lifestyle behaviours by electoral ward 
 
Estimates of the Proportion of Adult Population Who Smoke By 
Electoral Ward 
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Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)
who smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statisticswho smoke by ward (2000-2002).  Source: Office for National Statistics

Among 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smokeAmong 10% of wards in England with highest percentage who smoke
101010101010101010%%%%%%%%% to  to  to  to  to  to  to  to  to <20%<20%<20%<20%<20%<20%<20%<20%<20%
202020202020202020%%%%%%%%% to  to  to  to  to  to  to  to  to <30%<30%<30%<30%<30%<30%<30%<30%<30%
303030303030303030%%%%%%%%% to  to  to  to  to  to  to  to  to <40%<40%<40%<40%<40%<40%<40%<40%<40%
Among 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smokeAmong 60% of wards in England with lowest proportion who smoke

Reproduced by the permission of Ordnance Survey on behalf of HMSO.
© Crown Copyright and Database Right 2005. All rights reserved.  
Ordnance Survey Licence Number 100045024, 100045904, 100037502

 
 
 
 
 
 

 

LA Key Ward LA Key Ward LA Key Ward
GH 1 Lamesley Ward ST 23 Fellgate and Hedworth Ward SU 45 Washington East Ward
GH 2 Chopwell and Rowlands Gill Ward ST 24 Boldon Colliery Ward SU 46 Washington West Ward
GH 3 Winlaton and High Spen Ward ST 25 Whitburn and Marsden Ward SU 47 Washington North Ward
GH 4 Crawcrook and Greenside Ward ST 26 Hebburn South Ward SU 48 Shiney Row Ward
GH 5 Ryton, Crookhill and Stella Ward ST 27 Monkton Ward SU 49 Doxford Ward
GH 6 Whickham South & Sunniside Ward ST 28 Hebburn North Ward SU 50 Sandhill Ward
GH 7 Lobley Hill and Bensham Ward ST 29 Primrose Ward SU 51 St. Anne�s Ward
GH 8 Blaydon Ward ST 30 Bede Ward SU 52 Castle Ward
GH 9 Birtley Ward ST 31 Biddick and All Saints Ward SU 53 Redhill Ward
GH 10 Wardley and Leam Lane Ward ST 32 Simonside and Rekendyke Ward SU 54 Hendon Ward
GH 11 Whickham North Ward ST 33 Whiteleas Ward SU 55 Southwick Ward
GH 12 Dunston and Teams Ward ST 34 Cleadon Park Ward SU 56 Washington South Ward
GH 13 Chowdene Ward ST 35 Cleadon and East Boldon Ward SU 57 Washington Central Ward
GH 14 Low Fell Ward ST 36 Beacon and Bents Ward SU 58 St. Chad�s Ward
GH 15 Windy Nook and Whitehills Ward ST 37 Harton Ward SU 59 Barnes Ward
GH 16 Bridges Ward ST 38 Horsley Hill Ward SU 60 Silksworth Ward
GH 17 Pelaw and Heworth Ward ST 39 West Park Ward SU 61 Ryhope Ward
GH 18 Dunston Hill & Whickham East Ward ST 40 Westoe Ward SU 62 St. Michael�s Ward
GH 19 Saltwell Ward SU 41 Houghton Ward SU 63 Pallion Ward
GH 20 High Fell Ward SU 42 Fulwell Ward SU 64 Millfield Ward
GH 21 Deckham Ward SU 43 Hetton Ward SU 65 St. Peter�s Ward
GH 22 Felling Ward SU 44 Copt Hill Ward

Source: Office for National Statistics
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Estimates of the Proportion of Adult Population Who Binge 
Drink Weekly or More Often By Electoral Ward 
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Estimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who bingeEstimates of the proportion of the adult population (16 years and over) who binge
drink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statisticsdrink weekly or more often by ward (2000-2002). Source: Office for National Statistics

Among the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weeklyAmong the 10% of wards in England with highest percent who binge drink weekly
101010101010101010%%%%%%%%% to  to  to  to  to  to  to  to  to <20%<20%<20%<20%<20%<20%<20%<20%<20%
202020202020202020%%%%%%%%% to  to  to  to  to  to  to  to  to <30%<30%<30%<30%<30%<30%<30%<30%<30%
303030303030303030%%%%%%%%% to  to  to  to  to  to  to  to  to <40%<40%<40%<40%<40%<40%<40%<40%<40%
Among the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weeklyAmong the 60% of wards in England with lowest percent who binge drink weekly

Reproduced by the permission of Ordnance Survey on behalf of HMSO.
© Crown Copyright and Database Right 2005. All rights reserved.  
Ordnance Survey Licence Number 100045024, 100045904, 100037502

 
 
 
 
 

LA Key Ward LA Key Ward LA Key Ward
GH 1 Lamesley Ward ST 23 Fellgate and Hedworth Ward SU 45 Washington East Ward
GH 2 Chopwell and Rowlands Gill Ward ST 24 Boldon Colliery Ward SU 46 Washington West Ward
GH 3 Winlaton and High Spen Ward ST 25 Whitburn and Marsden Ward SU 47 Washington North Ward
GH 4 Crawcrook and Greenside Ward ST 26 Hebburn South Ward SU 48 Shiney Row Ward
GH 5 Ryton, Crookhill and Stella Ward ST 27 Monkton Ward SU 49 Doxford Ward
GH 6 Whickham South & Sunniside Ward ST 28 Hebburn North Ward SU 50 Sandhill Ward
GH 7 Lobley Hill and Bensham Ward ST 29 Primrose Ward SU 51 St. Anne�s Ward
GH 8 Blaydon Ward ST 30 Bede Ward SU 52 Castle Ward
GH 9 Birtley Ward ST 31 Biddick and All Saints Ward SU 53 Redhill Ward
GH 10 Wardley and Leam Lane Ward ST 32 Simonside and Rekendyke Ward SU 54 Hendon Ward
GH 11 Whickham North Ward ST 33 Whiteleas Ward SU 55 Southwick Ward
GH 12 Dunston and Teams Ward ST 34 Cleadon Park Ward SU 56 Washington South Ward
GH 13 Chowdene Ward ST 35 Cleadon and East Boldon Ward SU 57 Washington Central Ward
GH 14 Low Fell Ward ST 36 Beacon and Bents Ward SU 58 St. Chad�s Ward
GH 15 Windy Nook and Whitehills Ward ST 37 Harton Ward SU 59 Barnes Ward
GH 16 Bridges Ward ST 38 Horsley Hill Ward SU 60 Silksworth Ward
GH 17 Pelaw and Heworth Ward ST 39 West Park Ward SU 61 Ryhope Ward
GH 18 Dunston Hill & Whickham East Ward ST 40 Westoe Ward SU 62 St. Michael�s Ward
GH 19 Saltwell Ward SU 41 Houghton Ward SU 63 Pallion Ward
GH 20 High Fell Ward SU 42 Fulwell Ward SU 64 Millfield Ward
GH 21 Deckham Ward SU 43 Hetton Ward SU 65 St. Peter�s Ward
GH 22 Felling Ward SU 44 Copt Hill Ward

Source: Office for National Statistics
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Estimates of the Proportion of Adult Population Who Are Obese 
By Electoral Ward 
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Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)Estimates of the proportion of the adult population (16 years and over)
who are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statisticswho are obese (BMI >=30), 2000-2002. Source: Office for National Statistics

Among the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obeseAmong the 10% of wards in England with highest percent of adults who are obese
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Among the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obeseAmong the 60% of wards in England with lowest percent of adults who are obese
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LA Key Ward LA Key Ward LA Key Ward
GH 1 Lamesley Ward ST 23 Fellgate and Hedworth Ward SU 45 Washington East Ward
GH 2 Chopwell and Rowlands Gill Ward ST 24 Boldon Colliery Ward SU 46 Washington West Ward
GH 3 Winlaton and High Spen Ward ST 25 Whitburn and Marsden Ward SU 47 Washington North Ward
GH 4 Crawcrook and Greenside Ward ST 26 Hebburn South Ward SU 48 Shiney Row Ward
GH 5 Ryton, Crookhill and Stella Ward ST 27 Monkton Ward SU 49 Doxford Ward
GH 6 Whickham South & Sunniside Ward ST 28 Hebburn North Ward SU 50 Sandhill Ward
GH 7 Lobley Hill and Bensham Ward ST 29 Primrose Ward SU 51 St. Anne�s Ward
GH 8 Blaydon Ward ST 30 Bede Ward SU 52 Castle Ward
GH 9 Birtley Ward ST 31 Biddick and All Saints Ward SU 53 Redhill Ward
GH 10 Wardley and Leam Lane Ward ST 32 Simonside and Rekendyke Ward SU 54 Hendon Ward
GH 11 Whickham North Ward ST 33 Whiteleas Ward SU 55 Southwick Ward
GH 12 Dunston and Teams Ward ST 34 Cleadon Park Ward SU 56 Washington South Ward
GH 13 Chowdene Ward ST 35 Cleadon and East Boldon Ward SU 57 Washington Central Ward
GH 14 Low Fell Ward ST 36 Beacon and Bents Ward SU 58 St. Chad�s Ward
GH 15 Windy Nook and Whitehills Ward ST 37 Harton Ward SU 59 Barnes Ward
GH 16 Bridges Ward ST 38 Horsley Hill Ward SU 60 Silksworth Ward
GH 17 Pelaw and Heworth Ward ST 39 West Park Ward SU 61 Ryhope Ward
GH 18 Dunston Hill & Whickham East Ward ST 40 Westoe Ward SU 62 St. Michael�s Ward
GH 19 Saltwell Ward SU 41 Houghton Ward SU 63 Pallion Ward
GH 20 High Fell Ward SU 42 Fulwell Ward SU 64 Millfield Ward
GH 21 Deckham Ward SU 43 Hetton Ward SU 65 St. Peter�s Ward
GH 22 Felling Ward SU 44 Copt Hill Ward

Source: Office for National Statistics
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Estimates of the Proportion of Adult Population Who Eat Five 
Portions of Fruit and Vegetables Each Day by Electoral Ward 
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LA Key Ward LA Key Ward LA Key Ward
GH 1 Lamesley Ward ST 23 Fellgate and Hedworth Ward SU 45 Washington East Ward
GH 2 Chopwell and Rowlands Gill Ward ST 24 Boldon Colliery Ward SU 46 Washington West Ward
GH 3 Winlaton and High Spen Ward ST 25 Whitburn and Marsden Ward SU 47 Washington North Ward
GH 4 Crawcrook and Greenside Ward ST 26 Hebburn South Ward SU 48 Shiney Row Ward
GH 5 Ryton, Crookhill and Stella Ward ST 27 Monkton Ward SU 49 Doxford Ward
GH 6 Whickham South & Sunniside Ward ST 28 Hebburn North Ward SU 50 Sandhill Ward
GH 7 Lobley Hill and Bensham Ward ST 29 Primrose Ward SU 51 St. Anne�s Ward
GH 8 Blaydon Ward ST 30 Bede Ward SU 52 Castle Ward
GH 9 Birtley Ward ST 31 Biddick and All Saints Ward SU 53 Redhill Ward
GH 10 Wardley and Leam Lane Ward ST 32 Simonside and Rekendyke Ward SU 54 Hendon Ward
GH 11 Whickham North Ward ST 33 Whiteleas Ward SU 55 Southwick Ward
GH 12 Dunston and Teams Ward ST 34 Cleadon Park Ward SU 56 Washington South Ward
GH 13 Chowdene Ward ST 35 Cleadon and East Boldon Ward SU 57 Washington Central Ward
GH 14 Low Fell Ward ST 36 Beacon and Bents Ward SU 58 St. Chad�s Ward
GH 15 Windy Nook and Whitehills Ward ST 37 Harton Ward SU 59 Barnes Ward
GH 16 Bridges Ward ST 38 Horsley Hill Ward SU 60 Silksworth Ward
GH 17 Pelaw and Heworth Ward ST 39 West Park Ward SU 61 Ryhope Ward
GH 18 Dunston Hill & Whickham East Ward ST 40 Westoe Ward SU 62 St. Michael�s Ward
GH 19 Saltwell Ward SU 41 Houghton Ward SU 63 Pallion Ward
GH 20 High Fell Ward SU 42 Fulwell Ward SU 64 Millfield Ward
GH 21 Deckham Ward SU 43 Hetton Ward SU 65 St. Peter�s Ward
GH 22 Felling Ward SU 44 Copt Hill Ward

Source: Office for National Statistics
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Giving Children and Young People a Healthy Start 
 
Infant Mortality Rate 

The infant mortality rate is the number of infant deaths under the age of 1 year 
per 1,000 live births.  Because, thankfully, the number of deaths each year is 
very small, the rate is pooled over three years to reduce random fluctuations in 
the rate from year to year. 
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Infant Mortality Rate in South Tyneside, the North East 
and England
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Infant Mortality by Cause of Death 

The figures below show, for England, major causes of infant mortality (deaths 
aged under 1 year) in 2005.  The 2005 Annual Report of the Northern Regional 
Maternity Service80 notes that the most important cause of infant mortality is 
malformation followed by immaturity, Sudden Infant Death Syndrome (SIDS) 
and infection.  It adds that numbers of deaths are small and year on year 
variation at individual local authority level is likely to be due to chance.   

 

Gateshead
South 

Tyneside Sunderland England

All causes          13 7 6 3078
Aged under 28 days  * * * 1509
Infectious Diseases       * * * 117
Congenital malformations * * * 309
Sudden infant death syndrome    * * * 129
All other Causes * * * 1014
* suppressed due to small numbers

Source: Office for National Statistics, Vital Statistics VS3 - Summary of mortality

Infant Mortality (deaths aged under 1 year)
Numbers of Deaths by Principal Cause in 2005
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Proportion of Mothers Not Smoking During Pregnancy 

All PCTs in the South of Tyne and Wear area have Specialist Stop Smoking 
Advisers with responsibility for helping pregnant women who want to give up 
smoking.  The proportion of women who don’t smoke at the time of delivery is a 
direct outcome measure used by this service. 

Year Gateshead South Tyneside Sunderland NE England
2002/03 n/a n/a n/a n/a n/a
2003/04 n/a n/a n/a n/a n/a
2004/05 75% 73% 62% n/a n/a
2005/06 75% 69% n/a n/a n/a
2006/07 80% 71% 77% n/a n/a

n/a = not available.  Data collection by the Department of Health began in 2003/04 but data quality in this year was poor.  There are still a 
number of PCTs where data quality is poor and so aggregate figures for the NE and England are not yet available.
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Proportion of Mothers Who Breastfeed 

Initiating breastfeeding is beneficial to the health of both infant and mother.  
Method of infant feeding is recorded at one hour after birth and at 48 hours after 
birth or discharge, whichever is sooner.  In this way it is possible to record the 
percentage of mothers who have initiated breastfeeding, including those 
mothers that initiate within one hour but discontinue feeding soon after and 
those mothers who initiate after one hour but before 48 hours. 

 

Year Gateshead South Tyneside Sunderland NE England
2002/03 n/a n/a n/a n/a n/a
2003/04 n/a n/a n/a n/a n/a
2004/05 n/a n/a n/a n/a n/a
2005/06 39% 47% n/a n/a n/a
2006/07 51% 46% 39% n/a n/a

n/a = not available.  Data collection by the Department of Health began in 2003/04 but data quality in this year was poor.  There are still a  
number of PCTs where data quality is poor and so aggregate figures for the NE and England are not yet available.
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95% confidence interval. These indicate the level of uncertainty about each value on the graph. 
Wider intervals mean more uncertainty. When two intervals do not overlap it is reasonably certain 
that the two groups are truly different.
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Maternal Obesity 

There is concern with the increasing prevalence of obesity in recent years 
among adults, as observed in national surveys such as the Health Survey for 
England81.  A recent paper published by the North East Public Health 
Observatory82 notes that maternal obesity is associated with increased 
complications throughout pregnancy and increases the health risk to both 
mother and infant.  The paper concluded that information relating to maternal 
obesity and the way in which this is collected, varies between maternity units in 
the North East region. 

Over the coming year, it is the intention of the Public Health team within NHS 
South of Tyne and Wear to build on the work of NEPHO and the Regional 
Maternity Survey Office, and investigate the feasibility of establishing a local 
baseline for the prevalence of maternal obesity. 
 
Uptake of Immunisation 
 

Immunisation
Gates-

head 
Signif-
icance

S Tyne-
side

Signif-
icance

Sund-
erland

Signif-
icance NE

Eng-
land

DTP/Pertussis/HIB 24 months 93% 98% H 97% H 96% 93%
Men C 24 months 92% 97% H 99% H 96% 93%
MMR 24 months 86% 89% H 88% H 89% 85%
DTP Primary & Booster 5 years 72% L 89% H 85% H 85% 79%
MMR 1st & 2nd dose 5 years 64% L 82% H 80% H 80% 73%

Source: NHS Information Centre at www.ic.nhs.uk

Uptake in 2006/07

H = significantly higher than England uptake at 95% confidence, L = significantly lower than England uptake at 95% 
confidence

 

Trends over the past five years are shown below for those immunisations where 
the uptake rate in one or more of the three South of Tyne and Wear PCTs is 
significantly below the uptake across England as a whole. 
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Uptake of DTP Primary and Booster at 5 Years

66%

70%

74%

78%

82%

86%

90%

94%

2002/03 2003/04 2004/05 2005/06 2006/07

U
pt

ak
e

Gateshead

South Tyneside

Sunderland

NE

England

 
 

 
 

Uptake of MMR 1st and 2nd Dose at 5 Years
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Children’s Dental Health 

The British Association for the Study of Community Dentistry (BASCD) work 
with local Community Dentistry teams to carry out a survey of child dental 
health each year.  Every other year the survey focuses on children aged 5 
years.  In the intervening years the survey alternates between examining dental 
health among 12 and 14 year olds.  Fluoridated water is associated with lower 
rates of dental decay83.  The lower rates of dental decay among children in 
Gateshead is influenced by the fact that Gateshead is the only PCT within the 
South of Tyne and Wear area where the majority of residents receive artificially 
fluoridated water.  

Year Gateshead South Tyneside Sunderland NE England
1999/00 1.43
2000/01
2001/02 1.31 2.05 2.05 1.47
2002/03
2003/04 1.20 1.72 1.75 1.49
2004/05
2005/06 1.69 2.15 2.39 1.97 1.47

Source: British Association for the Study of Community Dentistry.  The survey of dental health among five year olds is only carried out every two 
years.  In the intervening years dental health among 12 years olds and 14 year olds is studied.  Confidence limits are only available for the 
2003/04 data set due to secondary analysis carried out by the National Centre for Health Outcomes Development.
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Proportion of Children Who Smoke 

Lifestyle surveys are expensive to implement and so are typically carried out 
every two to three years within local authority areas.  Surveys carried out within 
South of Tyne and Wear have been implemented by the School Health 
Education Unit at the University of Exeter (SHEU).  The SHEU implement 
surveys on behalf of many Primary Care Trusts across England using an 
identical “Health-Related Behaviour Questionnaire”.  As the same questions are 
asked wherever the survey is implemented it is possible to compare local 
results with the average results across England within each year.  Figures for 
England are not based on a random sample but are the average of figures for 
those PCTs who commissioned surveys in any given year.  What is notable is 
that, both locally and nationally, a much higher proportion of girls smoke.  In the 
most recent survey in Gateshead (2004) the proportion of girls who smoked 
was significantly higher than the average rate across England. 

Year Rate
Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

2002 11% 361 L 20% 6908
2003 16% 2394
2004 18% 118 14% 236 17% 8453
2005 14% 2620
2006 12% 272 13% 11256

Source: School Health Education Unit at University of Exeter, www.sheu.org.uk

Proportion of boys who have smoked in the past seven days

H = significantly higher than England rate at 95% confidence, L = significantly lower than England rate at 95% 
confidence

Gateshead S Tyneside Sunderland England
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Year Rate
Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

2002 25% 380 27% 7417
2003 26% 2399
2004 36% 140 H 29% 249 26% 8940
2005 24% 2611
2006 23% 352 20% 12053

Source: School Health Education Unit at University of Exeter, www.sheu.org.uk

Proportion of girls who have smoked in the past seven days

H = significantly higher than England rate at 95% confidence, L = significantly lower than England rate at 95% 
confidence

Gateshead S Tyneside Sunderland England

 

 

Percentage of Girls in Year 10 (14 or 15 years) Who Smoke

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

2002 2003 2004 2005 2006

P
er

ce
nt

ag
e 

W
ho

 S
m

ok
ed Gateshead

South Tyneside

Sunderland

England

 
 
 Proportion of Children who Consume Alcohol 

Lifestyle surveys are expensive to implement and so are typically carried out 
every two to three years within local authority areas.  Surveys carried out within 
South of Tyne and Wear have been implemented by the School Health 
Education Unit at the University of Exeter (SHEU).  The SHEU implement 
surveys on behalf of many Primary Care Trusts across England using an 
identical “Health-Related Behaviour Questionnaire”.  As the same questions are 
asked wherever the survey is implemented it is possible to compare local 
results with the average results across England within each year.   
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Figures for England are not based on a random sample but are the average of 
figures for those PCTs who commissioned surveys in any given year. In the 
most recent survey in Sunderland, the proportion of both boys and girls who 
had drunk alcohol in the past seven days was significantly higher than the 
national benchmark at 95% confidence.  Similarly in the most recent survey in 
Gateshead in 2004, the proportion of girls consuming alcohol was significantly 
higher than the national benchmark. 

Year Rate
Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

2002 37% 361 L 46% 6665
2003 42% 2289
2004 49% 118 44% 234 42% 7981
2005 37% 2471
2006 45% 269 H 35% 10576

Source: School Health Education Unit at University of Exeter, www.sheu.org.uk

Proportion of boys who had drunk alcohol in the past seven days

H = significantly higher than England rate at 95% confidence, L = significantly lower than England rate at 95% 
confidence

Gateshead S Tyneside Sunderland England
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Year Rate
Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

Signif-
icance Rate

Resp-
onses

2002 47% 380 48% 7175
2003 44% 2281
2004 60% 140 H 48% 253 45% 8559
2005 41% 2461
2006 44% 353 H 37% 11273

Source: School Health Education Unit at University of Exeter, www.sheu.org.uk

Proportion of girls who had drunk alcohol in the past seven days

H = significantly higher than England rate at 95% confidence, L = significantly lower than England rate at 95% 
confidence

Gateshead S Tyneside Sunderland England
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Proportion of Children who are Obese 

The heights of children in reception year (ages 4 or 5 years) have been 
measured for many years to monitor child development.  In 2005/06, for the first 
time, this monitoring was extended to measuring both height and weight, so that 
the prevalence of overweight and obese could be monitored at the population 
level.  In 2006/07 this monitoring was extended to Year 6 pupils (ages 10 or 11 
years).  Figures are shown below, separately for Reception Year and Year 6, for 
the prevalence of overweight and obese within each PCT area together with the 
number of measurements on which the prevalences are based.  95% 
confidence limits are shown, which indicate the level of uncertainty about each 
value.  Because of variable data quality from area to area, the Department of 
Health did not publish the results from the 2005/06 exercise.  There are plans to 
publish the results from the 2006/07 programme, at PCT level for all PCTs in 
England, in the Spring of 2008. 

Reception Year 

Year and PCT

Pupils 
mea-

sured
% mea-

sured
% Over-

weight
Upper 
Limit

Lower 
Limit

%  
Obese

Upper 
Limit

Lower 
Limit

05/06 Gateshead 1497 75.5% 19.0% 21.0% 17.1% 11.3% 12.9% 9.7%
06/07 Gateshead 1852 99.6% 14.4% 16.0% 12.8% 10.3% 11.7% 8.9%

05/06 S Tyneside n/a n/a 12.2% n/a n/a 9.7% n/a n/a
06/07 S Tyneside 1369 95.6% 14.8% 16.7% 12.9% 12.4% 14.1% 10.7%

05/06 Sunderland n/a n/a n/a n/a n/a 13.1% n/a n/a
05/06 Sunderland 2511 91.7% 15.6% 17.0% 14.2% 12.6% 13.9% 11.3%
Source: NHS South of Tyne and Wear

Proportion of children in Reception Year (4 or 5 years)
who are overweight or obese

 

Year 6 

Year and PCT

Pupils 
mea-

sured

% of all 
pupils 

measured
% Over-

weight
Upper 
Limit

Lower 
Limit

%  
Obese

Upper 
Limit

Lower 
Limit

05/06 Gateshead n/a n/a n/a n/a n/a n/a n/a n/a
06/07 Gateshead 2075 98.8% 13.8% 15.3% 12.3% 20.2% 21.9% 18.5%

05/06 S Tyneside n/a n/a 15.3% n/a n/a 22.2% n/a n/a
06/07 S Tyneside 1607 91.2% 15.7% 17.5% 13.9% 20.2% 22.2% 18.2%

05/06 Sunderland n/a n/a n/a n/a n/a n/a n/a n/a
05/06 Sunderland 2785 84.2% 17.0% 18.4% 15.6% 21.4% 22.9% 19.9%
Source: NHS South of Tyne and Wear

Proportion of children in Year 6 (10 or 11 years) who are overweight or obese
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Teenage Conception Rate (under 18 years) 

The under 18 teenage conception rate is measured as the number of 
conceptions among females under 18 years per 1,000 females 15-17 years.  
The population denominator is specified in this way because the majority of 
under 18 conceptions occur among females in the 15-17 years age range. 

Year Rate

Con-
cep-

tions

Sig-
nifi-

cance Rate

Con-
cep-

tions

Sig-
nifi-

cance Rate

Con-
cep-

tions

Sig-
nifi-

cance Rate

Con-
cep-

tions

Sig-
nifi-

cance Rate

Con-
cep-

tions

1998 57.1 199 H 64.9 185 H 63.1 357 H 56.5 2731 H 46.6 41089
1999 50.7 182 H 56.8 165 H 63.6 357 H 55.3 2666 H 44.8 39247
2000 56.8 202 H 57.3 171 H 51.0 290 H 50.8 2478 H 43.6 38699
2001 42.3 152 53.6 168 H 51.5 295 H 48.3 2393 H 42.5 38461
2002 44.3 158 51.7 169 H 54.9 320 H 51.0 2554 H 42.6 39350
2003 48.6 175 55.0 180 H 62.8 364 H 52.1 2613 H 42.1 39553
2004 44.5 159 52.1 165 H 51.7 294 H 50.6 2515 H 41.5 39593
2005 44.3 161 48.2 147 55.4 308 H 49.6 2454 H 41.1 39683

Source: Teenage Pregnancy Unit

Under 18 Teenage Conception Rate

H = significantly higher than England rate at 95% confidence, L = significantly lower than England rate at 95% 
confidence
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Our Communities 
 
Socioeconomic Disadvantage 

The 2004 Index of Multiple Deprivation measures socioeconomic disadvantage 
across seven domains; income, employment, health, education, barriers to 
housing and services, crime and the living environment.  The overall Index of 
Multiple Deprivation is a weighted average of the indices for the seven domains.  
The map below shows those areas in South of Tyne and Wear that are among 
the most disadvantaged fifth of all areas across England. 

 

 
 LA Key Ward LA Key Ward LA Key Ward
GH 1 Lamesley Ward ST 23 Fellgate and Hedworth Ward SU 45 Washington East Ward
GH 2 Chopwell and Rowlands Gill Ward ST 24 Boldon Colliery Ward SU 46 Washington West Ward
GH 3 Winlaton and High Spen Ward ST 25 Whitburn and Marsden Ward SU 47 Washington North Ward
GH 4 Crawcrook and Greenside Ward ST 26 Hebburn South Ward SU 48 Shiney Row Ward
GH 5 Ryton, Crookhill and Stella Ward ST 27 Monkton Ward SU 49 Doxford Ward
GH 6 Whickham South & Sunniside Ward ST 28 Hebburn North Ward SU 50 Sandhill Ward
GH 7 Lobley Hill and Bensham Ward ST 29 Primrose Ward SU 51 St. Anne�s Ward
GH 8 Blaydon Ward ST 30 Bede Ward SU 52 Castle Ward
GH 9 Birtley Ward ST 31 Biddick and All Saints Ward SU 53 Redhill Ward
GH 10 Wardley and Leam Lane Ward ST 32 Simonside and Rekendyke Ward SU 54 Hendon Ward
GH 11 Whickham North Ward ST 33 Whiteleas Ward SU 55 Southwick Ward
GH 12 Dunston and Teams Ward ST 34 Cleadon Park Ward SU 56 Washington South Ward
GH 13 Chowdene Ward ST 35 Cleadon and East Boldon Ward SU 57 Washington Central Ward
GH 14 Low Fell Ward ST 36 Beacon and Bents Ward SU 58 St. Chad�s Ward
GH 15 Windy Nook and Whitehills Ward ST 37 Harton Ward SU 59 Barnes Ward
GH 16 Bridges Ward ST 38 Horsley Hill Ward SU 60 Silksworth Ward
GH 17 Pelaw and Heworth Ward ST 39 West Park Ward SU 61 Ryhope Ward
GH 18 Dunston Hill & Whickham East Ward ST 40 Westoe Ward SU 62 St. Michael�s Ward
GH 19 Saltwell Ward SU 41 Houghton Ward SU 63 Pallion Ward
GH 20 High Fell Ward SU 42 Fulwell Ward SU 64 Millfield Ward
GH 21 Deckham Ward SU 43 Hetton Ward SU 65 St. Peter�s Ward
GH 22 Felling Ward SU 44 Copt Hill Ward

Source: Department for Communities and Local Government
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Proportion of low birthweight births by electoral ward 

The map below indicates those wards where the low birthweight rate (births 
<2500g as a proportion of all live births) is significantly higher than the average 
rate across South of Tyne and Wear (Gateshead, South Tyneside and 
Sunderland) at a 95% level of confidence. 

 

 

LA Key Ward LA Key Ward LA Key Ward
GH 1 Lamesley Ward ST 23 Fellgate and Hedworth Ward SU 45 Washington East Ward
GH 2 Chopwell and Rowlands Gill Ward ST 24 Boldon Colliery Ward SU 46 Washington West Ward
GH 3 Winlaton and High Spen Ward ST 25 Whitburn and Marsden Ward SU 47 Washington North Ward
GH 4 Crawcrook and Greenside Ward ST 26 Hebburn South Ward SU 48 Shiney Row Ward
GH 5 Ryton, Crookhill and Stella Ward ST 27 Monkton Ward SU 49 Doxford Ward
GH 6 Whickham South & Sunniside Ward ST 28 Hebburn North Ward SU 50 Sandhill Ward
GH 7 Lobley Hill and Bensham Ward ST 29 Primrose Ward SU 51 St. Anne�s Ward
GH 8 Blaydon Ward ST 30 Bede Ward SU 52 Castle Ward
GH 9 Birtley Ward ST 31 Biddick and All Saints Ward SU 53 Redhill Ward
GH 10 Wardley and Leam Lane Ward ST 32 Simonside and Rekendyke Ward SU 54 Hendon Ward
GH 11 Whickham North Ward ST 33 Whiteleas Ward SU 55 Southwick Ward
GH 12 Dunston and Teams Ward ST 34 Cleadon Park Ward SU 56 Washington South Ward
GH 13 Chowdene Ward ST 35 Cleadon and East Boldon Ward SU 57 Washington Central Ward
GH 14 Low Fell Ward ST 36 Beacon and Bents Ward SU 58 St. Chad�s Ward
GH 15 Windy Nook and Whitehills Ward ST 37 Harton Ward SU 59 Barnes Ward
GH 16 Bridges Ward ST 38 Horsley Hill Ward SU 60 Silksworth Ward
GH 17 Pelaw and Heworth Ward ST 39 West Park Ward SU 61 Ryhope Ward
GH 18 Dunston Hill & Whickham East Ward ST 40 Westoe Ward SU 62 St. Michael�s Ward
GH 19 Saltwell Ward SU 41 Houghton Ward SU 63 Pallion Ward
GH 20 High Fell Ward SU 42 Fulwell Ward SU 64 Millfield Ward
GH 21 Deckham Ward SU 43 Hetton Ward SU 65 St. Peter�s Ward
GH 22 Felling Ward SU 44 Copt Hill Ward

Source: Annual Births Extract, Office for National Statistics
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Infants born with a weight under 2,500g, on average, have poorer health 
outcomes than those with a birthweight above 2,500g84. Smoking and poor 
nutrition before and during pregnancy are risk factors for low birthweight 
births85. PCTS in the South of Tyne and Wear area all have Specialist Stop 
Smoking Advisers with responsibility for helping pregnant women to give up 
smoking.  In addition there are initiatives to improve diet through community-
based healthy eating courses.  While changes in the low birthweight rate may 
be due to a multitude of factors, the indicator is monitored as a high-level 
outcome measure for these programmes.  In addition, identifying those wards 
where the low birthweight rate is currently higher than the rate for the area as a 
whole is one way of targeting these programmes. 
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