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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 | wish to present three parallel reports to the combined
Boards which share 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. A NHS 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 | would like to thank all the public health team who have
contributed to this report, it is truly a joint effort.

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.

Dr Judy Thomas
Executive Director of Public Health, NHS South of Tyne and Wear
November 2008
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South of Tyne and Wear Commentary

The Primary Care Trust (PCT) Boards are charged with the responsibility for
improving health and well-being of our local populations. This is a complex task
requiring a systematic approach which needs to be monitored at a number of
levels.

In essence there are three core components to this:

the PCT works in partnership with key others to demonstrate the vision and
leadership needed to achieve improvements in health and to tackle health
inequalities;

evidence based interventions which improve health are applied
comprehensively and systematically to all those people who will show
benefit;

systematic engagement with communities to ensure that the delivery of
programmes meets their needs and their preferred ways of receiving
services.

Population Health Measures

Frontline Health Services Community Engagement

Source: Systematically Addressing Health Inequalities

In a recent visit the Health Inequalities National Support Team (NST) noted that
they were impressed by the energy, dynamism and innovation apparent across
NHS South of Tyne and Wear in addressing a vision to justifiably raise the
aspirations of its residents through raising education and skills attainment,
regeneration and improving prospects for the local economy. These schemes
would appear to be very practical and well thought through .

This is an excellent reflection on the commitment of the Public Sector in South
of Tyne and Wear to addressing health inequalities. The NST highlighted the
quality of corporate and clinical leadership; the strength and depth of the Public
Health workforce and the many examples of work in the Local Authorities and
PCTs were highlighted for praise.
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Commitment to health improvement and reducing health inequalities
is consistently strong across South of Tyne and across all of the 3
partnerships. Jointly funded DPH posts with each of the Local
Authorities has played a strong role in maintaining and developing
the strong partnership approach. There is seen to be good ownership
and expectation of the posts from Members as well as officers .

This is a comment on work in progress which this report will highlight. The NHS
South of Tyne and Wear Commentary will focus on the common priorities and
upon the systematic roll out of key interventions across the patch, this will
continue as a Golden Thread into the Local Reports where the emphasis will
be on implementation and reflection of the varying needs particularly of those
communities with a poor health status.

The Regional visions for improving health status and transforming health
services emphasise the importance of saying healthy and achieving a high level
of personal well-being. Given the comparative health indices the case for
change in this geographical area is stark. Preventive work is certainly rising up
the agenda but it is paradoxical that whilst the information on the consequences
of ill health is good, information on lifestyle is poor, and this impedes our ability
to monitor the impact of preventive work. This report draws in some new
information and a commentary on health related lifestyle is an important theme
of this report.

Bridging the Gap

Last year in the Bridging the Gap paper | made a major recommendation to all
three of the South of Tyne PCTs that improvements in health, could be
achieved through the improved management of chronic disease; such as
cardiovascular disease (CVD), stroke, respiratory disease, and through the
identification and management of patients with a high risk of developing these
diseases.

In this commentary | will describe progress on the systematic implementation of
these programmes. | will also comment on the prevalence and impact of the
fundamental lifestyle behaviours which underpin the high risk of developing
these health problems.

The Bridging the Gap Programme does not stand alone, it is an iterative one,
building on a range of work done during the past ten years:

the establishment of chronic disease management programmes;
appropriate prescribing for secondary prevention such as statins;

the establishment of community based services such as heart failure
services:

ongoing work with communities and the establishment of health trainers.

As a result of the Bridging the Gap recommendations, a Cardiovascular
Disease Board is now in place to oversee a strategic approach and the co-
ordination of service developments at a number of levels: population based
prevention, intervention in high risk individuals and the management of patients
with specific diseases. This has good corporate and clinical representation and
sign up.
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The vision for the CVD programme is illustrated below.

Periph
vascular betes
disease

Risk factor modificatio

R

Risk assessment

Performance

Evaluation Communications
management

- World Class Commissioning, chronic disease management & health improvement competencies

Key:
Red triangles at top indicate chronic disease management programmes.

Small red & blue triangles correspond to treatment programmes for
lifestyle & biological risk factors delivered according to agreed patient
pathways, protocols and guidelines.

The dark green and beige rectangles correspond to a population
screening and treatment programme for vascular disease.

The pale green rectangle represents comprehensive population health
improvement.

The whole programme is delivered through 6 core strands of activity which
reflect world class commissioning, chronic disease management and health
improvement competencies.

The programme has a common performance management, evaluation and
communications framework.



The NST notes the importance of programmes which are systematic and
comprehensive to ensure that a positive impact with many individuals adds up
to a significant population impact. This is true with regard to identification and
management of individuals at high risk of suffering an acute cardiovascular
event such as a heart attack or stroke. Locally significant progress has been
made in relation to the proposed CVD risk factor screening programme:

a patient pathway has been developed;

there is a broad schedule in place mapping out the implications of rolling this
out;

a risk communication tool has been developed in collaboration with
Newcastle University.

The Annual Operating Plan (AOP) for NHS South of Tyne and Wear established
significant levels of investment in support of this programme. This investment
establishes behaviour support services of sufficient scale in to which patients
can be referred. Further investment has been made to encourage General
Practices to assess risk and more accurately estimate the scale of the problem
within their practices.

Modifying the risk profile of individuals will only have a population impact if the
system of risk identification and management is systematic and comprehensive
in identifying and treating those individuals at high risk, so the key next steps
are:

the implementation of a comprehensive approach to the assessment of
individuals CVD risks;

the recording of this information in the clinical notes;

the management of identified risk factors including referral to support
services; and

the ongoing monitoring of patients with a 20% risk of a cardiovascular event
in ten years.

This requires the engagement of all General Practices and of the people this
programme will affect.

Whilst estimates have been made of the levels of risk across NHS South of
Tyne and Wear, the levels of actual patient assessments are low.
Comprehensive implementation of this programme will occur over the next two
years. Given the links with chronic disease management and the importance of
long-term monitoring, the data, however collected, must be recorded in the GP
records. If risk factor monitoring is to take place elsewhere in the community,
which may be preferable for some groups, arrangements for data transfer must
be established. To be pragmatic it is unlikely that General Practice will be able
to establish this comprehensive service without significant practical support.

Patients will not attend for their risk factor assessment if they do not understand
the need for these services and unless they perceive them to be of value. The
key to success is to establish a consumer focused approach to CVD risk factor
screening based on social marketing practice. Social marketing work has
started, examining the views of the public about cardiovascular risk assessment
and the appropriateness of the proposed services. It is also important that
patients understand the implications of the results of their risk factor screening;
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risk communication is identified by the National Screening Community as a key
component of the vascular risk programme. NHS South of Tyne and Wear
PCTs aim to build upon some research undertaken with Newcastle University.
The aim is to produce an interactive tool to assist cardiovascular risk
communication that will form part of GP s existing tools.

There is no doubt that the implications of commissioning and monitoring this
programme are and will continue to be very significant. Staff have been
significantly extended to undertake this work so far and it is not sustainable
without further support, particularly during the implementation phase.



Health Related Behaviours across Tyne and Wear

The PCT Boards have chosen World Class Commissioning Health Outcomes
which are based upon a logic (shown below) which recognises that our success
in tackling the major local killers must be tracked back to the risk factors which

underpin their development.

Common NHS South of Tyne and Wear health outcomes:

A. RISK B. RISK C. DISEASE D. OUTCOMES
FACTOR FACTOR MANAGEMENT MONITORING
PREVALENCE MODFICATION
. Hypertension .
Hypertlensmn Cholesterol control among (Ij—|o_sp|_tal
prevalence ; admissions
people with (alcohol)
Childhood _ established
obesity at yr 6 " CHD
Prompt first
cancer
treatment (62
days from
referral to
treatment)

Given the emphasis that we place on prevention it is important to establish a
clear risk factor baseline and to be able to observe a change.

This report draws in and comments on the results of Lifestyle Behaviour
Surveys across NHS South of Tyne and Wear, both in adults and children.
Summary reports for Gateshead, and Sunderland are
contained within the local sections of this report.

There are many factors that affect our health. Some, such as age, we have no
control over. Influences such as economic prosperity, standards of housing,
and educational attainment have an important wider bearing on health. The
lifestyle choices that we make, whilst strongly influenced by family and
community, however, are firmly within our own locus of control and have a
major influence on our health and well-being.

In order to monitor trends in health-related behaviours among both young
people and adults, NHS South of Tyne and Wear has commissioned Lifestyle
Surveys which ask questions about health-related behaviours. The surveys of
young people are implemented by the School Health Education Unit (SHEU) at
the University of Exeter. There have been several adult surveys, most recently,
a telephone survey among a representative sample of 2% of all adults 18 years
and over involving some 10,000 interviews across Gateshead, South
Tyneside and Sunderland.

The lifestyle information is drawn together in a way which charts the
establishment of behaviours throughout childhood and adulthood; this life
course consideration is important in how we deal with these issues. Analysis of
results using other dimensions, such as ethnicity or socioeconomic group, also
reveals inequalities between population groups within the local area.
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A comparison of local findings with national average figures highlights
differences in behaviours which are contributing to observed health inequalities
between NHS South of Tyne and Wear and England.

The health related behaviours reported on here include smoking; nutrition,
exercise and weight and alcohol consumption. Brief consideration is given to
their prevalence, impact and the consequences of changing.

Smoking

Smoking is the single biggest and preventable contributor to poor health and
health inequalities; (one in two long-term smokers will die prematurely as a
result of smoking). Smoking accounts for one sixth of all deaths and across
NHS South of Tyne and Wear over 1400 deaths are caused by smoking each
year. For every death caused by smoking approximately twenty smokers are
suffering from a smoking related disease. Many of these cause years of
debilitating illness. 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 are more likely to die during the first four
weeks of life. Infants and children exposed to second hand smoke are at an
increased risk of cot death and respiratory infections such as glue ear, chronic
coughs and suffer increased severity of asthma symptoms.

Recent lifestyle behaviour surveys have shown that the prevalence of
smoking across Gateshead, South Tyneside and Sunderland is 25%,
which is higher than the most recent figure for England of 23%. This
prevalence appears to have remained constant since previous surveys despite
the introduction of the Smoke Free Legislation in 2007, banning smoking in
enclosed public places. The highest smoking prevalence is amongst young
women in Gateshead, 36% of who smoke.

Time since Beneficial health changes that take place
quitting

8 hours Nicotine and carbon monoxide levels in blood reduce by half,
oxygen levels return to normal. Circulation improves.

24 hours Carbon monoxide and nicotine eliminated from the body.

48 hours The ability to taste and smell improves.

1 month Appearance improves skin loses its greyish pallor and

becomes less wrinkled.

3-9 months Coughing and wheezing declines.

1 year Risk of a heart attack reduces by half compared to that of a
smoker.

10 years Risk of lung cancer falls to about half that of a smoker.

15 years Risk of heart attack falls to the same as someone who has

never smoked.
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The recent lifestyle behaviour survey has identified that 49% of smokers are
either trying to give up or are thinking about it. It is important to capitalise
upon this given the 2007 AOP for NHS South of Tyne and Wear identifies that a
1% reduction of life expectancy gap can be achieved through doubling the put
through of NHS Stop Smoking Services.

Despite this we are only scratching the surface and less than 1% of smokers
are approaching services to help them stop. It is estimated, that there are
150,000 smokers across NHS South of Tyne and Wear. In the financial year
2007-08 12,218, (0.08%) smokers attended either specialist or intermediate
services and 5072 people stopped smoking. Currently the number of referrals
into the Stop Smoking Service is lower than previously. This problem has, to a
lesser extent, been observed elsewhere. Whilst the PCT has agreed increased
investment in these services and has proposed targets which double the
through put, this must build on a stronger service base than is currently the
case. Attention should be given to providing choice to patients who wish to stop
smoking, to access Smoking Cessation Services in different settings, to
streamline provision of pharmaceutical support products and to have in place
systems which achieve better follow up of patients.

It is known that 80% of adult smokers start to smoke before the age of 18 years
and children who live in a smoking household are around three times more
likely to smoke than children living in non-smoking households. The proportion
of children reporting smoking increases with age, from 1% of primary school
pupils to 7% of pupils in Year 8 (12 - 13 year olds) and 22% in Year 10 (14 -15
year olds). Girls are more likely to smoke than boys, 12% of girls in Year 8 and
30% of girls in Year 10 report smoking. The percentage of pupils that smoke
has fallen for both boys and girls since 2004 but the percentage of girls
smoking in Year 10 remains significantly higher locally than the average
across England.

Comprehensive tobacco policies targeted at the whole population, including
interventions which de-normalise smoking are considered the best way of
reducing rates of smoking in young people.

Nutrition, Exercise and Weight

Nearly 25% of people in NHS South of Tyne and Wear are obese. Unless
effective action is taken it has been estimated that this will increase to 33% by
2010.

Childhood weight data has only recently started being collected and therefore
the information does need to be treated with some caution until systems
become robust enough to allow comparisons to be made. However, at
reception age, all three PCTs are above the national average for overweight
(Gateshead 14.4%, and Sunderland 15.4% compared
to a national average of 13%) and obese (Gateshead 10.3%,

and Sunderland 12.4% compared to national average of 9.9%)

At Y6, Gateshead is slightly below the national average for overweight (13.8%

compared to the national average of 14.2%) whereas and
Sunderland are above at 15.7% and 17% respectively. All three localities were
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above the national average for obesity at Y6 (20.2%, 20.2% and 21.4%
compared to 17.5% nationally)

It is estimated that on average obesity reduces life expectancy by between
three and thirteen years the excess mortality is greater the more severe the
obesity and the earlier it develops. Obesity is a key risk factor for many
diseases and also exacerbates the impact of other risk factors, so that an obese
smoker has an even higher health risk than would be expected from combining
the two risks.

There is good evidence to suggest a moderate weight loss of 5-10% of body
weight in obese individuals, is associated with important health benefits.
Weight loss in overweight and obese individuals can improve physical,
psychological and social health, reducing blood pressure and the risk of
developing Type 2 Diabetes and Coronary Heart Disease. It should not be
forgotten that small changes in weight can have a positive impact on the overall
health and well-being of individuals by increasing mobility, energy, confidence
and self esteem.

At its most simple level, weight and hence Body Mass Index (BMI) is influenced
by the relationship between energy input and energy output, diet and activity. It
is a complex task to monitor diet because of the variety and the complexity of
people s eating habits, for this reason health surveys concentrate on markers of
a good diet, such as eating a minimum of five portions of fruit and vegetables
each day. There is strong evidence that diets rich in fruit and vegetables
reduce the risk of developing heart disease and some cancers later in life.

From the local surveys it is apparent that only a third of adult females consume
five portions of fruit and vegetables each day. This is comparable to the
average figure for England as a whole. Consumption of fruit and vegetables
is particularly low amongst young men and it is noteworthy that in South
Tyneside only 22% of men achieve this, lagging behind the average for England
of 29%. There is also a strong relationship between social economic groups
with the proportion eating five a day, being lower amongst those living in more
disadvantaged areas. Comparison of information from different surveys shows
however that diet is improving, the current figure which is about 10% higher
than in previous surveys. This local increase reflects rising national trends.

Similarly, across NHS South of Tyne and Wear, levels of physical activity are
increasing. Itis known that at least thirty minutes of moderate intense physical
activity on five or more days each week reduces the risk from premature death.
It also significantly reduces the risk of Type 2 Diabetes and can improve
psychological well-being. The proportion of adults undertaking thirty
minutes of moderate physical activity five times per week has risen to
43% and is now similar to the national average. It is noteworthy that levels
of physical activity are lowest amongst the most advantaged social groups, this
could be due to sedentary occupations and high levels of car ownership, and
the level of physical activity amongst females is particularly low at only 31%
achieving the recommended minimum. It is of concern however that over 50%
of all adults don t achieve the recommended minimum. There is evidence that
the increase of physical activity has not halted the rise in the prevalence of
obesity. Self reported obesity in South Tyneside indicates that its prevalence
has increased from 11% to 17%. Comparison of this figure with information
from General Practice reporting and the health survey from England suggests
that self reporting under estimates the true prevalence of obesity.
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Approaches to treating and preventing obesity are similar, both dealing with
improving diet and increasing access to physical activity. Prevention is about
establishing particular habits and treatment is about correcting them, which is
not so easy. Many people find that losing weight and then maintaining a lower
weight is very difficult. With regard to prevention the PCTs are working with
Local Authorities to establish an environment promoting access to a healthy diet
and increasing a wide range of opportunities to encourage a physical activity.
Extra support is however necessary for people who are actively trying to lose
weight and then maintain their lower weight. The PCTs have invested
significant sums in establishing a variety of services to support people who wish
to lose weight. This includes Slimming on Referral from General Practice, the
establishment of community based weight management teams, Exercise on
Referral programmes for people with low to medium risks and specialist weight
management teams who provide long-term treatment programmes for patients
with high BMIs.

The best results come from treatment programmes which combine both diet
and physical activity with some psychological support and behavioural therapy.
There is a strong evidence base describing the most effective programmes, this
underpins the specification of these services. The PCT also supports the
implementation of NICE Guidance on the use of key drugs for the treatment of
obesity and have commissioned access to bariatric surgery when appropriate;
this increase is in part limited by the availability of services.

Alcohol Consumption

Evidence has shown that alcohol consumption has risen considerably in the UK
over the last thirty years. There is evidence from community profiles that levels
of alcohol consumption and alcohol related harm are considerably higher in the
NHS South of Tyne and Wear than in England. Adults in the NHS South of
Tyne and Wear are more likely to exceed the daily sensible drinking guidelines,
and also have a higher prevalence of harmful and dependent alcohol
consumption. All of the three PCTs have been rated amongst the worst
Local Authorities for binge drinking in England, with Gateshead rated 9th,

and Sunderland rated the 4th highest binge
drinking area of England. This drinking pattern is specifically related to
accidents and violence both of which have a significant impact on individuals
health and health services.

The figures on alcohol consumption from the recent survey are perhaps the
most concerning findings of this work. The proportion of adults in NHS South of
Tyne and Wear drinking heavily on one or more days each week (often referred
to as binge drinking) is over one and half times the average across England.
Locally 44% of males and 21% of females regularly drink heavily compared to
24% and 16% nationally. Amongst local young males aged 18-24 years the
proportion rises to 65%. In the light of this evidence, the recent increase in local
hospital admission rates due to alcohol related admissions seems unsurprising.
Amongst young people also, alcohol consumption is growing. The proportion of
Year 10 girls consuming alcohol has remained constant between 2004 and
2008 at 60%. However the figure for Year 10 boys has risen from 49% to 59%.
Both figures demonstrate significantly higher alcohol consumption in young
people in South of Tyne and Wear than England and go against the downward
trend in England averages over this time.
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Local data suggests that alcohol related harm across NHS South of Tyne
and Wear is also much higher than the England average. The alcohol
profiles for Gateshead, South Tyneside and Sunderland, published by the North
West Public Health Observatory in 2006 confirm that men and women across
NHS South of Tyne and Wear are more likely to die early from alcohol related
causes, from chronic liver disease linked to heavy drinking and be admitted to
hospital for alcohol related conditions, this is also true of young people under 18
years old. At peak times it is estimated that 70% of all admissions to
Accident and Emergency Services are related to alcohol consumption.

Excessive alcohol consumption can cause a wide range of health, social and
economic harms which affect a wide cross section of society. Alcohol misuse is
placing a large burden on Health, Social Care and Criminal Justice agencies
and is addressed through Community Safety Partnerships and activities. On a
more positive note, evidence shows that alcohol related crimes and alcohol
related violent crimes are significantly lower across this area than the England
average.

As with all health related lifestyle behaviours the response should combine
longer term preventive strategies with the provision of services to help
individuals change their personal behaviour. Tackling alcohol is one of the
themes of the regional strategy Better Health, Fairer Health . The local PCTs
contribute to and work with the recently established Regional Office for Alcohol.
Local partnerships are also important in order to change the drinking culture
within the Local Authority areas. The approach incorporates the promotion of
sensible drinking and law enforcement measures which safeguards the welfare
of the public.

In addition a major focus for the PCT is the establishment of a broader range of
effective services for those who are not drinking sensibly and who are
experiencing the impact of this habit on their health. The evidence for the
effectiveness of alcohol treatment interventions is strong and the treatment for
alcohol problems is cost effective, for every pound spent five pounds are saved
on health, social and criminal justice systems costs.

Alcohol was identified as a significant priority in the AOP for 2007/08 and
significant investment has been made in the establishment of a greater range of
community services, in particular screening and brief interventions and Tier 2
and Tier 3 services. Itis noteworthy that the comprehensive plans which have
been developed have drawn in the experience of not just key professionals but
also of service users and the third sector. Whilst these plans have taken time to
draw up it is expected that their implementation will turn around the position that
despite the high level of alcohol use, there is under provision of service to tackle
this.

-13 -



Cancer

This year and last, the focus of this report has been on life expectancy and
interventions related to CVD. Itis important to remember that the health related
behaviours described also influence the development of cancers which are
equally important as a cause of excess death locally. Systematic programmes
to improve the diagnosis and treatment of patients with cancer are led nationally
and have been an important aspect of local service development for over ten
years. The key elements that warrant further local scrutiny are the stages of
disease at which people present, monitoring access to different modes of
specialist treatment and the uptake of cancer screening programmes.

The prevention of cancer however is largely similar to the prevention of CVD,
the promotion of healthier behaviours. Prevention has traditionally been under
funded and pilot scheme focused. This is not so any longer and there has been
significant investment not just through the AOP but also under the banner of
Choosing Health which was issued in 2004. This laid out a challenging
programme of action aimed making it easier for local people to make healthy
choices. Tackling health inequalities is central to the programme, with a focus
on targeted support for communities with the highest levels of deprivation.
Across NHS South of Tyne and Wear Choosing Health is a £5.29 million
investment programme aligned with the Regional Strategy for Health and Well-
being and the Staying Healthy theme of the Darzi review. It also supports
delivery of the AOP, including key performance targets and Bridging the Gap,
Community Strategies and Local Area Agreements.

It is important not just that funding be brought together to support the systematic
implementation of prevention programmes, but it is also important that
prevention is considered as integral to the modernisation of care programmes
alongside the shift from care of people in the community rather than hospitals.
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Conclusions and Recommendations

One of the strengths of the NHS South of Tyne and Wear PCTs is the corporate
sign up to addressing health inequalities and its willingness to support and
address this. This was noted by the NST visit NHS South of Tyne and Wear
PCTs are recognised as having an excellent leadership team ( Energy, ideas,
grit, determination ; Balanced and professional ) and collectively show
particularly strong leadership of the local health community .

It is important to move this excellent corporate commitment from support to total
involvement and to ensure that population health improvement with a
disproportionate impact on those with poorest life chances is core to both
commissioning activity and service provision. | would like to make the following
recommendations, which are drawn from those made by the NST, to the PCT
Boards:

The processes for originating and developing proposals for Health
Improvement and for Service Modernisation are different, recognising that
there are different strategic drivers. There is a need to ensure that all
commissioning, (including quality assurance, investment and contract
management, and service modernisation and knowledge management), is
generally informed by the opportunities for improving population health as
part of health needs assessment, in order to identify contributions to
achieving health inequalities targets including the 2010 PSA target.

Delivery of percentage change at population level will require an attention to
matters such as system and scale in implementation of effective
interventions. This should be reflected in the modernisation
programme and linked targets reflected in the NHS South of Tyne and
Wear 5 year Strategic Plan.

It is important to build on the predictive modelling in relation to cost and
activity in the Strategic Plan, to include health outcomes and mortally
targets. This will assist in prioritisation based upon the contribution expected
from different programmes.

Further use should be made of the NST models in the planning process, to
ensure that there are the right conditions for achieving best population
outcomes from the implementation of particular programmes. Use of these
tools should help to demystify the challenge and actions of even short-term
targets and simplify the process of communicating the plans across
partnerships as already demonstrated by the local Bridging the Gap
exercise.

Structures in the three localities will be very important for implementation
and delivery for example of CVD and Chronic Obstructive Pulmonary
Disease (COPD) programmes. Building upon the work of the partnership
review it will be valuable to re-visit the impact of the loss of some locality
structures. Continuing the use of locality structures within a holistic planning
system may improve the engagement with practice based commissioners
and also involve partners from the Local Authority and voluntary sector.
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The generic processes of engagement of the public and communities must
be systematised so that the impact of this work in achieving large scale
population benefits is maximised.

As recommended by the NST the PCTs should develop and commission a
Health Gain Schedule for all provider services, making at least tobacco,
alcohol and weight management everybody s business. This should involve:

key screening questions for frontline staff to use;
brief intervention training and updates;

referral pathways;

an activity monitoring system.

© O O0Oo

The Boards of all 3 PCTs are asked to receive this report, and when reflecting
upon their business throughout the year to consider whether all of these
opportunities are being fully utilised to maximise health improvement locally.

Dr Judy Thomas

Executive Director of Public Health
NHS South of Tyne and Wear
October 2008

-16 -



Gateshead
Commentary
Alyson Learmonth
Director of Public
Health



-18 -



Gateshead Director of Public Health Commentary

Introduction

This has been an exciting year for public health in Gateshead. It has brought an
Annual Operating Plan for the PCT that invests in preventive activity on an
unprecedented scale, to tackle smoking, obesity and alcohol problems.
Regionally, Better Health, Fairer Health provides a Strategy for 21°%' Century
Health and Well-being closely linked with Our Vision, Our Future, Our North
East NHS which sets out the agenda for continuing healthcare modernisation.

The year has seen the first Joint Strategic Needs Assessment (JSNA) for
Gateshead, jointly signed off by the Cabinet and the PCT Board. The process
has demonstrated how systematic and evidence-based work, drawing on
analysis of combined data sets for predictive purposes, can inform integrated
local planning. A key recommendation is to develop a way to measure resource
transfer from acute to community-based and preventive interventions, piloted
using circulatory disease and mental health.

It has also seen the Overview and Scrutiny (Healthier Communities) review of
inequalities in health gather evidence of local need, and prioritise 8 key areas
for action. Two of these concern the systematic use of Health Impact
Assessment, which needs to be embedded as a tool to improve policy
development and planning and Health Equity Audit, which should be routinely
used as a tool for service development to reach those in most need, rather than
most demanding. Four other key areas concern lifestyle issues: tobacco;
alcohol; and lifestyle (including obesity). One addresses financial inclusion,
including worklessness, access to benefits and child poverty. Finally, one area
prioritises the major issue of mental health and well-being.

All of these have contributed to the selection of key indicators in the form of the
Local Area Agreement.

We need to build on this platform. We also need to scale up our efforts if we are
to achieve the transformational change required to achieve the Vision 2030
commitment to make health and well-being for the population of Gateshead
among the best in England. The people of Gateshead are known for their
resilience. This quality will help tackle the fundamental changes to the way we
think about our health, in the rapidly changing economic and social environment
we live in. All of us are leaders in our different spheres of influence, and we
need to give the highest calibre of leadership to create a step change in our
approach as a community to owning the issues.

Alyson Learmonth

Director of Public Health
Gateshead Primary Care Trust
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Progress on Recommendations from 2007

2007 recommendations

Progress

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 while also promoting
healthy eating, early uptake of
screening, good mental health and
reducing the use of alcohol/illegal
drugs.

The proportion of women initiating
breastfeeding continues to follow a
rising trend with rates reaching 59.6%
at the end of March 2008. A multi
agency process mapping workshop
has taken place which has identified
opportunities to improve antenatal
care in relation to breastfeeding
further. The proportion of women
smoking during pregnancy continues
to reduce, with Gateshead one of the
top performing areas in the region.
Additional capacity has been
identified to support the specialist
smoking cessation advisor with
specific responsibility to support
pregnant women and their partners.

Establish a multi-agency steering
group working with Be Healthy to
ensure a co-ordinated 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).

Gateshead has a significant obesity
and overweight prevalence, in line
with the Northeast region. We have
reviewed structures and are reviewing
pathways to develop family based
interventions.

Following success of the pilot
Balance It! pathway of care for
children, we have now mainstreamed
the programme, with a multi agency
commitment to continue to develop
and review its progress. Referrals to
the Balance It! pathway of care for
children increased by 50% in 2007/08
from 2006/07. Of the children who
completed the programme 68%
reduced their adult equivalent BMI.
Active8 (the children s gym) continues
to be successful. In 2007/08 the gym
registered 348 new members and a
total of 3085 visits were made.

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.

The direction of travel is upwards,
with the exception of Meningococcal
C at 24 months. Local rates are
approaching England rates in most
areas, but remain poor compared with
the rest of the North East and our
immediate neighbours.
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Commission integrated sexual health
services to be provided in Gateshead

1. A sexual health strategy has been
developed across the three PCTs
South of Tyne and Wear. A multi-
agency strategy group has been
established to ensure the co-
ordinated delivery of actions
identified within the strategy. The
strategy aims to prevent sexual ill-
health alongside the
modernisation of services to
improve quality and access.

2. A Gateshead Genito-Urinary
Medicine (GUM) service has been
commissioned and delivery
commenced on July 14" 2008
within Bensham Hospital. The
service will work together with
contraception services to provide
seamless care.

3. Local effort to increase the
number of young people screened
for Chlamydia has been
undertaken in Gateshead through
a partnership between the PCT
and the Local Authority. The
partnership approach ensured
1660 young people were screened
for the infection during 2007/08.

Establish clear links between the
alcohol harm minimisation plan and
the Be Healthy theme.

Clear links have been established
across key agendas, with the
integration of teenage pregnancy,
drug and alcohol (including smoking),
action to help those Notin Education
Employment and Training (NEETS)
and positive activities to form a
Positive Pathways board (developing
risk and resilience).

Social norms work, which is currently
being piloted within a secondary
school in Gateshead, is being
evaluated with a plan to further
develop and strengthen this work.

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

The service improvement plan and
tobacco action plan for Gateshead
includes key actions to improve
outcomes for children and young
people which include; promoting no
smoking within the home, engaging
children and young people to ensure
healthy choices are made and
children and young people choose
not to smoke. A multi agency
approach has been adopted, with
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reducing smoking and the harm from
smoking a key priority within
Children s Trust arrangements.

Action the findings of the Child and
Adolescent Mental Health Services
(CAMHS) Commissioning Group,
leading a review to ensure that
children and young people in the
Borough have access to a range of
mental health services which meet
current and future needs.

We are committed to ensuring the
best possible outcomes for all
children, young people and their
families are achieved and to
narrowing the gap in outcomes
between those who do well and those
who do not, through the provision of
integrated multi agency CAMHS
services. We are currently finalising
our comprehensive CAMHS needs
assessment, which alongside the
multi agency Self Assessment of
CAMHS and the recommendations
from the CAMHS national review will
be used to inform the refresh of the
Gateshead multi agency CAMHS
strategy and commissioning plan
2009-2011. The local review of Tier 3
and Tier 2 services is ongoing with
reporting arrangements via the
CAMHS partnership. The Targeted
Mental Health in Schools pilot,
working with 17 schools across
Gateshead, has identified gaps in
service at Tier 1. Work with the
schools is ongoing, with opportunities
to pilot new services and evaluate
outcomes.

Repeat the Health Related Behaviour
Survey to ensure we continue to track
issues related to young people
including self-esteem, to inform
ongoing needs assessment and
school based action plans.

The survey has been completed and
informs this Annual Report. A total of
1554 pupils took part across 17
primary schools and 4 secondary
schools. Many Gateshead schools
undertook the survey in previous
years, most recently in 2004.
Findings from the survey will feed into
the Children s Trust commissioning
structures and will be used to inform
service provision, targeting services
where they are needed most.

Adults

2007 recommendations

Progress

Expand the provision of high quality,
accessible Stop Smoking Services.

Investment has been identified to
expand Gateshead services in line
with capacity across the patch. At this
point there is underperformance
against the Gateshead targets and an
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action plan is being implemented
which increases access to
intermediate services and to correct
some of the problems in the specialist
service.

Engage primary care teams
especially those serving the most
deprived wards in pro-active
secondary prevention programmes
around circulatory disease.

CVD Strategy group includes
Gateshead GPs. Investment
programmes in primary care have
been approved by the PCT. Mid life
check pilot has been awarded to
Gateshead. PBC priorities include
heart disease and stroke.

Increase early intervention and
support services for obese adults.

Commissioning process has been
completed see obesity section for
more details, pg. 49.

Building on work to date, develop and
mainstream new models of
preventative services and better
access to physical healthcare for
people with severe mental iliness and
learning disabilities.

A Lifestyle Support Service,
comprising a Nurse post to undertake
physical health checks with
individuals on the Serious Mental
lliness register and develop referral
into Lifestyle Services is currently
being commissioned.

Undertake a full review of alcohol
use, strategies and services in 2008;
provision of brief interventions and
commissioning of intermediate
services is an immediate priority.

Commissioning process under way,
see the alcohol section for more
details, pg. 62.

Action recommendations from the
current review of health improvement
strategies findings.

Service Improvement Plans are
monitored by Overview and Scrutiny
every 6 months using a project
management framework.

Older People

2007 recommendations

Progress

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.

The Health Needs Assessment for
falls has been completed.

Work has begun on rolling out the
good practice of the Life Story
approach for people with dementia.
This is a work stream of the
Everybody s Business Working
Group and is intended to
standardise the approach across all
sectors in the borough.

Links with the Warm Zone service
have been renewed and further
work is planned to ensure good
information exchange and referral
pathways are in place across
health services in particular.
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Uptake of vaccination programme
among 65+ remains above 75%.
The Healthy Communities
Collaborative work to encourage
early presentation of bowel, breast
and lung cancer has successfully
engaged with local communities
and older people in particular, have
contributed their time, energy and
expertise to get the message
across.

Use recommendations from the
review of health improvement
partnerships to further strengthen
partnership working to improve older
people s health.

The Older People s Partnership has
contributed to the PCT review of
partnerships across NHS South of
Tyne and Wear and awaits the results
of the continuing work. There was
good multi-agency representation at
local consultation events on the
development of the new National
Dementia Strategy and of
commissioning plans for reducing
alcohol-related harm. Work has been
undertaken with Gateshead College
to ensure that the Service Level
Agreement for workplace health
reflects the issues concerning the
needs of people aged 50 and over.
Although the Department of Work and
Pensions funding of the Link Up
project ended in June 08, it has been
possible to continue to fund many of
the elements of the prevention
services piloted. The results of the
national and local evaluations of this
project are awaited.

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

Work is progressing on developing
indicators to monitor performance in
preventing falls and fractures across
the system.

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.

Health Impact Assessment work with
the Older People s Strategy is
underway.
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Inequalities

2007recommendation

Progress

Improve mental health as it is linked to
both the causes of and can help
improve, health inequalities.

The Service Improvement Plan has
been incorporated into the current
Overview and Scrutiny Review of
Mental Health. The JSNA features
mental health issues. Mental health
needs assessment is currently being
undertaken.

Reduce the prevalence of smoking as
it is the lifestyle issue with which
preventable inequalities are mostly
related.

The 2008 survey shows that smoking
prevalence has not changed greatly in
Gateshead since 2004. 26% of adult
males and 25% of adult females
smoke.

Tailor interventions to change

people s lifestyle behaviours to
different communities. These need to
be flexible enough to respond to the
different communities

NHS accredited Health Trainers are
employed by Gateshead Council to
improve health and well-being, using
one to one support sessions and
signposting to relevant services,
targeted in areas of high inequality.

Work with communities to raise their
health aspirations

Pilot work to engage communities in
health was carried out led by the
Community Network in Bensham and
Saltwell. A report is currently being
prepared. The programme will be
rolled out to Neighbourhoods listed in
the Community engagement in local
neighbourhoods pge. 79 onwards.

Use and develop tools which help
reduce inequalities, such as health
equity audit and health inequality
impact assessment. These need to
be embedded into local practice.

Service Improvement Plans for Health
Impact Assessment and Health Equity
Audit are in place.

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

Courses in participatory appraisal
have been funded to train local people
as researchers. Social marketing
research is under way to give a better
idea of issues from the perspective of
local people. Neighbourhood Profiles
include a rich range of health related
information. Healthy Communities
Collaborative on falls and cancer
provide useful insights.
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Driving up life expectancy

The gap between Gateshead and England is widening for men based on the
2004-2006 data, from 1.9% to 2.0% and staying the same for women at 1.6
years. In Sunderland the gap has widened for both men and women, and in
South Tyneside it has widened for women but stayed the same for men. The
figure below shows our ranking graphically.
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Years of life lost is another measure of the impact of causes of death and
shows cancer, heart disease, accidents/suicide/ injury in the top five causes of
years of life lost for men in Gateshead, with lung cancer alone as the fourth in
the list. For women the cancer, lung cancer and heart disease also feature, but
alongside breast cancer and stroke rather than accidents and suicide.

Modelling work shows the following major contributors to the life expectancy
gap between Gateshead and England.
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England among Males

19%All Circulatory Diseases
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This section discusses key aspects of life expectancy, following a life course
approach: start with infant mortality; consider the major causes of chronic
disease among adults leading to premature mortality; and finally examine
excess seasonal mortality which particularly affects older people.

Infant Mortality and Child Health

Deaths under the age of one year have risen in the 2004-06 figures to 36, from
32 in the previous three year band. The rate has increased from 5.1 per 1,000
live births in 2003-2005, to 5.5. This is not statistically significant, because of
the small numbers. However there has been a rise each year since 2000-2002.
Perinatal mortality, deaths under the age of 7 days, fluctuates, but has gone
down over the same period. This is also not statistically significant.

Infant mortality is a sensitive measure of the overall health of a population,
reflecting factors such as economic development, general living conditions,
social well-being and environmental quality. Whilst infant mortality rates are
relatively low in the UK, there is a marked gap between different social groups.
A recent review by the Department of Health showed infant mortality rates were
higher than the national average in 66% of Spearhead local authority areas in
comparison with only 27% in non-Spearhead areas. All causes of neonatal
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death show a socio-economic gradient. While infant mortality rates are
continuing to improve in the routine and manual socio-economic group, the
relative gap between this group and the population as a whole has widened
since the Public Service Agreement target baseline.

Low birth weight is a key predictor of future length and quality of life and the
percentage of low birth weight babies remains high. This can be caused by
multiple births as well as a range of other factors including maternal nutrition
and smoking. Wards with over 9.1% of babies experiencing low birth weight are:
Dunston and Teams, Deckham, Wardley and Leam Lane, and Lamesly.
However numbers are too small for this to be statistically significant.

There is a steady improvement in mothers not smoking at the time of delivery,
rising from 69.7% in 2003-04 to 81.4% in 2007-08. Gateshead is one of the top
performing areas in the region. Additional capacity has been identified to
support the specialist stop smoking advisor with specific responsibility to
support pregnant women and their partners. Smoking in Pregnancy Advisors
and the Substance Misuse Midwife will work together with the Improving
Maternal and Infant Health Midwife. All Health Visitors and Midwives will receive
basic smoking cessation training and deliver brief interventions.

During the same period mothers initiating breastfeeding in the first 48 hours
rose from 32.1% to 59.6%. A multi agency process mapping workshop has
taken place which has identified opportunities to improve antenatal care in
relation to breastfeeding further. Plans are to appoint an Improving Maternal
and Infant Health Midwife. The focus of the post will be to identify opportunities
to increase the numbers initiating breastfeeding further through structured
interventions, identifying champions across the borough and supporting women
and their partners from first antenatal contact to post natal to encourage them to
breast feed longer.

This work will be supported through the Maternity and Newborn and Child
Health themes of Our Vision, Our Future, Our North East NHS.

Circulatory Disease

This section gives a brief overview of issues arising from the statistics related to
Gateshead. CVD is an umbrella term for a group of related conditions affecting
the heart and circulatory system. These conditions include: heart disease, heart
failure, stroke, diabetes, and chronic kidney disease. The programme for
addressing CVD through secondary prevention is discussed in the NHS South
of Tyne and Wear Commentary by Dr Judy Thomas. This programme and its
successful implementation is the most significant single way in which life
expectancy will be raised. This includes:

raising awareness of the prevention and early management of CVD among
both the public and professionals;

implementing a systematic approach to identifying and treating those at high
risk;

understanding barriers to uptake of services through social marketing and
Health Communities Collaborative approaches;

supporting primary care in conducting systematic disease management;
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implementing the National Stroke Strategy for the prevention, detection and
management of people at risk of or having a Transient Ischaemic Attack
(TIA) or stroke.

As explained in the NHS South of Tyne and Wear Commentary, the PCT
Boards have chosen World Class Commissioning Health Outcomes which are
based upon a logic (shown below) which recognises that our success in tackling
the major local killers must be tracked back to the risk factors which underpin
their development.

A. RISK B. RISK C. DISEASE D. OUTCOMES
FACTOR FACTOR MANAGEMENT MONITORING
PREVALENCE MODFICATION
. > > Hypertension ) .
Hypertension - > > Hospital
gr%valence Cholesterol control among admispsions
control people with (alcohol)
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obesity at yr 6 CHD

In addition the two specific Gateshead Health Outcomes are also concerned
with circulatory disease:
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In Gateshead mortality under 75 due to circulatory diseases (coronary heart
disease, stroke and related conditions) has fallen to 103.3 per 100,000 for all
persons, standardised by age, which is below the target rate of 106.3 set by
Our Healthier Nation against the baseline of 177.1 in 1995-97, and is very
close to the rate for the North East as a whole which was not the case in 1995-
97. The gap between Gateshead and England has narrowed from 25% to 23%
during the same period. However when looked at separately, the age
standardised rate for men is 147.0, above the target of 141.1. This is masked by
the fact that women have an age standardised rate of 62.4 compared with a
target of 74.9

A profile of the key factors in managing the condition to improve outcomes is
given below, starting with trends in outcome using the pathway diagram above
and working back. Deaths from acute myocardial infarction within 30 days show
an upward trend in Gateshead, which while not statistically significant, should
be noted. On the other hand mortality due to stroke in people aged 65-74 has
reduced from a rate well above that for the North East, to slightly below, in the
figures for 2004-06.

Working back along the disease pathway, we look next at acute interventions.
Monitoring of effective interventions shows the Gateshead rate per 100,000 as
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less than the North East for Coronary Artery Bypass Grafts, but more than the
North East for Percutaneous Transluminal Coronary Angioplasty. Taken
together, the rate is above that for North East.

Age standardised hospital admission rates per 100,000 from acute myocardial
infarction have fallen steadily from 212.6 (571 people) in 2002/03 to 116.4 (311
people) in 2006-07. This is a tribute to effective disease management in primary
care.

The size of the problem is indicated in the measures of prevalence of coronary
heart disease in the community: 4.9% of the population, as recorded in the
Quality and Outcomes Framework for GPs. 9991 people were on the disease
register in 2006-07. A further 2.1% or 4389 people are recorded with stroke or
transient ischaemic attacks.

Prevalence of Diabetes Mellitus is 3.8% (or 7862 people) as recorded on the
Quality and Outcomes Framework 2006-07. This figure has risen year on year
since 2004/05. There are indications that disease management should be more
systematic for diabetes, for example controlling hypertension in this group.
Practice Based Commissioning has selected diabetes as a priority area in
Gateshead. The chart on the next page shows an estimated prevalence of
4.7%. On this basis there are likely to be around 2,000 people with diabetes in
Gateshead, not yet registered with their GP and therefore not being given
appropriate treatment and guidance.

Moving to an earlier position on the disease pathway, Hypertension is a key risk
factor which can be modified. 15.2% of the population or 30,999 people are
currently registered as having hypertension. An estimated figure for the
population of Gateshead is 25.0%, illustrated in the chart overleaf. On this basis
another 10,000 people are likely to have hypertension, but are not yet
registered. The High Risk CVD Assessment Programme mentioned above to
implement a systematic approach to identifying and treating those at high risk,
will help to identify these people.

Practice Based Commissioning priorities include standardising rehabilitation
arrangements for stroke and increased emphasis on atrial fibrillation to identify
risk, with subsequent warfarin service; and improved heart failure services.
This work will also be taken forward through the Long Term Conditions, Acute
Care and Planned Care pathways of Our Vision, Our Future, Our North East
NHS.

-30 -



Expected and registered prevalence of major long-term
conditions in Gateshead

O Registered prevalence B Expected prevalence

30%

25.0%

25% A
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15.6%
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Disease

Sources: Registered prevalence - Quality Outcomes Framework 2007/08, NHS Information
Centre; expected CHD and hypertension prevalence - Yorkshire & Humberside PHO and
Doncaster model; expected diabetes prevalence from Yorkshire & Humberside PHO Phase 3
PBS Diabetes prevalence model.

Cancer

Mortality under 75 due to all cancers has fallen to 138.1, below the target rate of

140.8 set by Our Healthier Nation against the baseline of 176.0 in 1995-97.

The figures for Gateshead also show that the gap has reduced from 25% that of
England in 1996, to 18% of the England rate in 2005, an example of success in

closing the gap . Cancer is a group of conditions, illustrated in the bar chart

overleaf. Each condition has different pathologies and risk factors. Selected key

features of the distribution of different forms of cancer are indicated overleaf.

This is the second most important way in which we can drive up life expectancy,

through encouraging uptake of screening programmes, prompt investigation of

symptoms, and streamlined services. Prompt first cancer treatment is one of the

Health Outcomes which will be monitored by the Strategic Health Authority
across NHS South of Tyne and Wear (from referral to treatment in 62 days).
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Deaths by type of cancer as a percentage of all deaths due

Source: Clinical and Health Outcomes Knowledge Base at www.nchod.nhs.uk

to cancer, 2004 to 2006
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Lung cancer caused 291 deaths in people under 75 in 2005-06, 42.8 per
100,000 people, compared with 38.4 per 100,000 people across the North East
and 26.6 per 100,000 people in England. It is estimated that 84% of deaths from
lung cancer are attributable to smoking® so a reduction in smoking prevalence
needs to be a key part of strategies to reduce the health impact of cancer.
Among all cancers across NHS South of Tyne and Wear the highest SMRs are
due to lung cancer.

Standardised mortality ratios (i.e. England is 100) for Gateshead are: 169 for
stomach cancer (91 deaths), 161 for lung cancer (526 deaths), 122 for
colorectal cancer (195 deaths), 111 for breast cancer (136 deaths), 111 for
cervical cancer (11 deaths), 93 for prostate cancer (92 deaths), 83 for malignant
melanoma (15 deaths). The breast cancer standardised mortality ratio has risen
above 100 for the first time since 2001-2002. Numbers of deaths due to
cervical cancer are small but high impact in terms of Years of Life Lost and
these may be reduced in future by introduction of HPV immunisation.

Uptake of breast screening remains stable at 80.8% of eligible women 53-64
years old. This is well above the national target of 70%. It is important to
maintain this position given the rise in mortality indicated in the previous
paragraph. Uptake of cervical screening shows a statistically significant
downward trend, from 82.0% in 2002-2003 to 79.3% in 2006-2007. This has
dipped below the national target of 80% for the first time. This trend is echoed
nationally and elsewhere in the North East. However it is a cause for concern. A
health equity audit of cervical screening coverage across NHS South of Tyne
and Wear was recently undertaken to identify those population groups among
which uptake was poorest.
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This concluded that:

there was a link between screening uptake and socioeconomic status;

there were variations in both uptake and the level of exception reporting into
the Quality Outcomes Framework between GP practices;

where uptake is low, GP practices should be supported in improve uptake;
high levels of exception reporting may be masking low uptake in some
areas.

Prevalence of all cancers is 1.0% (2072 people) as recorded in the GPs Quality
and Outcomes Framework 2006-07.

Cancer registration data (all ages, all cancers) shows an incidence rate of 581
per 100,000, compared with 505 for England. The Health Monitor includes this
information broken down by cancer type.

99.3% of cancer referrals are seen within 14 days. 98.6% of referrals are within
31 days from diagnosis to treatment. This compares with 100% in South
Tyneside and 99.9% in Sunderland. Generally, performance against the 31 day
diagnosis to treatment and 62 day referral to treatment maximum wait targets
has been very good. Acute Trusts all investigate breaches on a case by case
basis.

40% of premature mortality (under 75 years) and 30% of all mortality across
NHS South of Tyne and Wear is due to all cancers. This equates to 1,000
premature deaths and 2,000 deaths in total each year. Narrowing of the
inequalities gap would lead to a large reduction in premature mortality 150
deaths per year if local mortality rates were the same as those for England. This
work will also be taken forward through the Acute Care, Planned Care, Long
Term Conditions and End of Life pathways of Our Vision, Our Future, Our North
East NHS.

Chronic Obstructive Pulmonary Disease (COPD)

Bronchitis, emphysema and other COPD had a standardised mortality ratio (i.e.
England is 100), of 156 for Gateshead (406 deaths). This section of the Annual
Report is more detailed than that for circulatory disease and cancer, because
work on COPD is at an earlier stage. The British Lung Foundation s Invisible
Lives report (2007) identified COPD hotspots in the UK to focus effort on areas
at greatest risk. Gateshead was one of the top 10 hotspot areas.

While there are a number of factors thought to be involved in the development
of the disease such as occupational exposure to fumes and dust, pollution,
deprivation, and in some cases genetics?>. The overwhelming consensus is that
COPD is predominantly caused by smoking; (approximately 90% of COPD
cases are thought to be due to cigarette smoking®). Using the Stop Smoking
Service is the single most important thing a person can do to prevent or delay
the development of COPD, or to reduce the progressive decline in lung function.

The figure overleaf suggests that emergency admissions from patients with a
primary diagnosis of COPD are consistently higher in Gateshead compared with
South Tyneside and Sunderland. This indicates scope for work to address the
patient pathway on this issue.
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Figure 1. Emergency Admissions: Patients with a Primary Diagnosis of COPD
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Prevalence of COPD is 2.2% (4510 people), as recorded on the GPs Quality
and Outcomes Framework 2006-07. Comparison of numbers on GP registers
from QOF data, with a range of other sources” of prevalence data suggests
incomplete case finding and therefore a high level of unidentified disease and
unmet need. This is supported by a systematic review by Halbert et al.> which
suggested that the overall prevalence of COPD ranged between 3% to 10%. In
addition, NICE suggest that for those people diagnosed with COPD there will be
an additional 50% who are undiagnosed®. This would suggest an additional
2255 patients in Gateshead.

Across the country, rates of COPD reported by GP s vary from 0% to 7%, this
is reflected locally with 2006/07 QOF rates for COPD in Gateshead ranging
from 0.6% to 4.5%. Variations relate, in part, to differences in the local
populations covered by each general practice. For example, rates of COPD are
likely to vary considerably between different ethnic groups and between men
and women, smoking behaviour, age and level of deprivation also need to be
taken into account.

In addition, most patients are not diagnosed until they are in their fifties, and
prevalence increases with increasing age. In a primary care population aged 45
and over in the UK, screened opportunistically, those with symptoms of COPD
were around 9%°.
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The following table estimates numbers of people with need not identified.

Estimated number of people with need not identified

Gateshead South Tyneside
COPD*
50% 2,255 2,216
75% 3,383 3,323
Smoking** 25,210 19,018

*50% and 75% undiagnosed data based on 2006-07 QOF http://www.ic.nhs.uk/statistics-and-data-
collections/gof-information
**Source: LDPR summary figures Q1 08/09 data collected from GP practices.

The British Lung Foundation® suggests the following’

1. raising the profile of COPD to improve awareness, diagnosis, treatment and
care;

2. targeted health campaigns in hotspot areas;

3. proactively target smokers and provide long-term support for people who
want to stop;

4. breathing tests should be offered in all communities as well as in GP
surgeries and pharmacies in the hotspot areas;

5. urge all smokers over 35 years of age to have regular spirometry tests to
ensure COPD is diagnosed at the earliest possible stage;

6. individuals providing spirometry testing should be trained according to
national guidelines and equipment meets national standards;

7. people identified as having severe COPD by their GP should have their
diagnosis confirmed by a lung specialist within six weeks, given high quality
information and support at every suitable stage of their treatment and care
and be signposted to other organisations that can offer information and
support;

8. patient support groups should be established in all the hotspot areas.

COPD has been highlighted by the PBC cluster in Gateshead as a key priority
in the PBC Joint Commissioning Plan. The objectives for this plan are
promoting patient self-management and improving access to pulmonary
rehabilitation (funding has been agreed for a pilot in the South of Gateshead).
These objectives will be achieved through the establishment of a multi-
disciplinary team with the focus on improving the care of COPD patients. The
NHS South of Tyne and Wear Medicines Management Team has also been
working with GPs and consultants in Gateshead to update GP prescribing
guidelines for COPD. This work will also be taken forward through the Long
Term Conditions and End of Life Care themes of Our Vision, Our Future, Our
North East NHS.
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Excess Seasonal Mortality

There were 300 excess winter deaths across NHS South of Tyne and Wear in
2006/07. The figure for Gateshead is 69, giving an Excess Winter Mortality
Index of 11.18. This is less than the North East and elsewhere in South of Tyne
and Wear.

Excess winter mortality is calculated as winter deaths (deaths occurring in
December to March) minus the average of non-winter deaths (April to July of
the current year and August to November of the previous year). The Excess
Winter Mortality Index is calculated as excess winter deaths divided by the
average non-winter deaths, expressed as a percentage.

An analysis of the trends in the Excess Winter Mortality Index for South of Tyne
and Wear, from 2001/02 to 2006/07, the latest year for which data are available.
The rate fluctuates but has been below the rate for England and Wales for the
last 4 years except for Sunderland in 2004/05 and South Tyneside in 2006/07.

Recent research® shows that there is a 23% excess of deaths from heart
attacks and strokes during the winter months. It concludes that people living in
poorly heated homes are more vulnerable to winter death than those living in
better heated or more thermally efficient homes. This includes those with low
energy efficiency, and low indoor temperatures during cold spells.

Fuel poverty is defined as where a household spends more than 10% of its
income, after housing costs have been met, in order to achieve a heating
regime adequate for health and comfort. The fuel poor tend to be:

single pensioners;
families on low incomes;
disabled people.

49% of fuel poor households contain a person over 60.

For every 1 degree fall in temperature below 5 degrees, there is on average a
10% increase in respiratory consultations among the elderly. For every 1
degree fall in temperature below 18 degrees there is a 1.5% rise in excess
winter deaths. However nationally there is evidence that a rise can be predicted
in deaths from: heart attacks after 2 days, strokes after 5 days and respiratory
disease after 12 days. As well as heart attacks, strokes and respiratory
conditions fuel poverty is associated with accidents, poor mental health and in
extreme cases hypothermia.

To address excess seasonal deaths requires:

systematic chronic disease management, with nursing support and self care
schemes;

high uptake of flu vaccination in the over 65s;

equitable access to home insulation and affordable warmth schemes;

high levels of public and professional awareness in relation to the issues of
excess seasonal mortality so that attention is focussed on those most at risk
of harm.
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Taking each of these in turn, systematic chronic disease management has been
discussed under CVD and COPD. These programmes are developing, and a
roll out of self-care programmes is planned. Currently the single assessment
process does not systematically include questions prompting the nurse or GP to
refer patients to Gateshead Warm Zone, work has started to address this.

The seasonal influenza campaign in NHS South of Tyne and Wear has been
very successful over the years. An average of 75% of the target population in
the 65yrs and over age group were immunised in 2007/2008. While the uptake
in those aged under 65 years in clinical risk groups remains low (47%) there
has been a steady increase in the uptake in this group annually, and a major
push on this is under way.

Gateshead Warm Zone (GW2Z2) is a not for profit partnership (Gateshead
Council, Gateshead Housing Company, National Grid, Scottish Power,
Gateshead PCT). The aim of the project is to reduce fuel poverty and improve
domestic energy efficiency as far as practicable. In so doing the project aims to
reduce health inequalities, improve social and economic inclusion and tackle
climate change by reducing energy use.

In the last 2.5 years to July 2008 it has:

completed 41,000 home energy/fuel poverty assessments;

Insulated nearly 17,000 homes and distributed 164,000 energy efficient light
bulbs;

employed, trained and developed 20 previously unemployed people from the
most deprived areas of Gateshead;

secured over £1.5 million p.a. in additional benefits gained;

invested £4.5 million in home energy improvements to date;

recently changed the criteria to include free service to those over 60 (rather
than over 70).

GWZ aims to insulate a further 10,000 homes a year up to 2011, and secure an
additional £1.5 benefits gained each year. It also plans to tackle hard to heat
homes , subject to funding. Links with the PCT are being strengthened, to
ensure that GPs, modern matrons, A and E etc find it easy to refer patients to
the scheme and to build on work to advertise the scheme at the same time as
issuing flu vaccination invitations. Council properties are making good progress
to Decent Homes Standards. However there are a high number of pre-1900
houses that remain hard to heat because of their construction. Funding for the
increased costs of insulating such homes is required.

Excess seasonal mortality is likely to increase for two reasons:

increases in fuel costs force more households into fuel poverty; and
the proportion of the population over 60 rises.

These two upward pressures may be partly offset by:

the consolidation of the Warm Zone programme;
Decent Homes Initiative ;

improved chronic disease management;
improved self care.
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The numbers benefiting can be measured in terms of:

improved fuel efficiency;

flu vaccination;

well managed chronic circulatory or respiratory conditions;
increased receipt of benefits;

reduced GP visits;

reduced emergency admissions;

reduced excess winter mortality.
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Choosing Health

The Governments White Paper Choosing Health (2004) laid out a challenging
programme of action aimed making it easier for local people to make healthy
choices. Tackling health inequalities is central to the programme, with a focus
on targeted support for communities with the highest levels of deprivation.

It is based on the key principles of:

informed choice for all;
personalisation of support to make healthy choices easier;
working in partnership to make health everyone s business.

Action has focused across the six priority areas:

tackling health inequalities;

reducing the numbers of people who smoke;
tackling obesity;

improving sexual health;

improving mental health;

reducing harm and encouraging sensible drinking.

In addition action is focused across government departments on:

helping children and young people to lead healthy lives;
promoting health and active life among older people.

Delivering these priorities depends on four supporting strategies:

promoting personal health;
developing the workforce;

building in research and development;
using information and intelligence.

This section gives a brief commentary on 6 key areas of lifestyle which affect an
individual s health career . While each person makes choices, they do this in
the context of social norms and environmental influences. Choosing health
therefore makes a high level commitment to work in settings through healthy
schools and workplaces.

This section of the Annual Report is informed by two sources of information,
both new in 2008. The Health Related Behaviour Survey was carried out in a
sample of schools, covering 15-40% of pupils at years 5, 6, 8 and 10. Results
can be compared with a similar exercise in 2004 in Gateshead, and with
national figures gathered across England through the University of Exeter.
Within each section a profile of key facts about the behaviour of people in
Gateshead at different life stages is considered. Some contextual findings which
may be of interest in terms of young people s lives, preferences and aspirations
are given overleaf.
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Primary school

Pupils in 2008 were more likely to spend time going to a club, reading a
book for pleasure and doing homework the night before when compared to
2004.

They are also more likely to have played computer games the night before
(56% vs 47%).

Secondary school

54% of pupils in 2008 live with mother and father together. In 2004 this
figure was 61%.

After year 11, pupils in 2008 were more likely to say that they want to get
training for a skilled job than pupils were in 2004. They are less likely now to
say they want to stay on in full time education.

The second new source is the PCT-commissioned Healthy Lifestyle Survey.
The 2008 NHS South of Tyne and Wear Lifestyle Survey asked a
representative sample of 2% of the adult population questions about diet,
physical exercise, smoking status, alcohol consumption and obesity via self-
reported height and weight. Responses were monitored separately within each
of the three PCT populations to ensure that each of the three samples were
representative of the population as a whole. A representative sample was
obtained by setting quotas by gender and five year age band. Analyses of
results from the survey for the resident population of Gateshead PCT are
presented below.

This provides an up to date profile of people s behaviour which will be a
valuable springboard to action. This section also provides a brief snapshot of
current work being undertaken in relation to each theme.

Mental Health

Without self esteem, people lack the motivation to be able to make choices
about their health in relation to any of the other dimensions discussed.

Primary school

In 2008, 28% of pupils scored levels of high self esteem. In 2004, 34% were
in the high category.

Secondary school

10% of pupils said that they felt afraid to go to school because of bullying
often or everyday . In 2004 this figure was 5%.

13% of Year 10 girls worry quite a lot or a lot about bullying. This
compares to 6% reported in 2004.

58% of year 10 boys record a high self esteem score, but only 38% girls.
The boys figure is stable since 2004, but the girls figure has fallen from
45%. At year 8 the figures are 51% for boys and 33% for girls.
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Adults

Prevalence of severe mental ill health is 0.8% or 1665 people as recorded
on the Quality and Outcomes Framework 2006-07. This figure has risen
slightly since 2004/05.

Average years of life lost in people under 75, due to suicide and
undetermined injury over the period 2001-2006 also shows a slight upward
trend in Gateshead, in contrast to Sunderland and South Tyneside. The rate
has gone from 23.5 years of life lost per 10,000 population to 26.6
(compared with 28.4 for England). 44 people died in Gateshead from
Suicide in 2004-06, 11 per 100,000 age standardised population.
Prevalence of diagnosed dementia is 0.50% or 1023 people as recorded on
the Quality and Outcomes Framework 2006-07. This figure is predicted to
rise with the ageing population.

Age standardised hospital admission rates per 100,000 from self harm have
risen steadily from 228.0 (418 people) in 2002/03 to 405.4 (733 people) in
2006-07. This issue is an important one, which needs to be addressed.

There is a wide range of activity related to mental health.

Mental health work with children and young people includes: Child and
Adolescent Mental Health Service review; Emotional Health of Children;
targeted mental health in schools; and Hidden Harm.
Review of the Mental Health Promotion strategy and action plan 2005-2010
in line with the National Service Framework, linking with Making it Possible -
Improving Mental Health and Well-being In England (DH 2005) and national
guidance on evidence based priorities, and the regional report Better Health:
Fairer Health to take forward mental health promotion.
Planned evidence-based work includes: roll-out to all sectors of Life Story
work with people with dementia, full implementation of NICE Guidance on
Depression, and preparatory work for Increasing Access to Psychological
Therapies initiative.
Suicide Audit Group (SAG) has been established to co-ordinate the process
of gathering individual case audits and developing a local action plan.
The Lifestyle Service Improvement Plan includes a milestone to establish
lifestyle information and support for people with Serious Mental lliness,
comprising a nurse post to undertake physical health checks with individuals
on the Serious Mental lliness register and develop referral into Lifestyle
Services.
Links across client groups and workstreams are being developed to ensure
equality and value for money, for example ensuring Older People s mental
health needs are met in other work streams (e.g. dual diagnosis, alcohol,
well-being, cancer); a second example is addressing mental health aspects
of chronic disease.
Workplace Health Initiative includes training/ awareness raising/ promoting
screening/ local services related to mental health.
Black and Minority Ethnic groups access to mental health services is being
addressed though community development workers employed by
Gateshead Voluntary Organisations Council.
Mental health element of worklessness is part of the Service Improvement
Plan on financial inclusion, there is an Overview Scrutiny Committee review
of worklessness in two contrasting areas of Gateshead, and has a LAA
target.
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Smoking
Epidemiology of smoking

The continued recruitment of new smokers, particularly girls, undermines the
progress made through the ban of tobacco in public spaces to de-normalise
smoking behaviour.

Primary school

94% of Year 6 girls in 2008 said that they have never smoked at all. 89%
say that they won t smoke in the future. In 2004, 79% said they had never
smoked and 85% said they didn t intend to smoke in the future

Secondary school

In 2004 42% of pupils said that they had never smoked at all. In 2008 this
figure has risen to 54%.

In 2004 18% of year 10 boys smoked; in 2008 this had fallen to 14%.
However for girls at the same age the figure has only fallen from 36% to
30%. At year 8, 5% of boys and 14% of girls say they smoke and this figure
has changed little over the last 4 years. Young people are continuing to start
smoking between ages 12 and 15.

Adults

Smoking rates for men have come down from 32% in 1996 to 26.4% in 2008
and for women from 29.0% to 25.0% (Gateshead Lifestyle Surveys).
However there has been little change in the period since 2004, despite the
smoking ban. For England the figures are 24.1% for men and 21.1% for
women.

Smoking remains closely associated with socio-economic group.

52% of smokers are trying to give up or are thinking of giving up compared
with 41% in 2004.

Respondents were asked whether they currently smoked. The maps and charts

overleaf show how the proportion of adults that smokes varies over time and by
age and gender, ethnic group, socioeconomic group and geographical area of
residence. All are drawn from the Healthy Lifestyle Survey with the exception of
the map with the figures used in Gateshead Health Profile which was based on
a synthetic estimate. As previously this was used by many agencies given the
lack of other data, it is included for comparison purposes only.
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Proportion of adults that smokes
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Proportion of adults in Gateshead that smokes by

level of socio-economic disadvantage
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