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Foreword

| welcome the Gateshead Director of Public Health Annual Report 2009/2010.

It is excellent to see the progress made against last year's recommendations. One aspect where
this progress is particularly marked is the programme of work undertaken with Primary Care
around long term conditions. We know that this is the quickest win, in terms of driving up life
expectancy, and reducing inequalities. Another important element where good progress has
been made is the programme concerning children and young people, crucial in terms of
investing in the future. Both of these issues will need to be carried forward into the coming year.

However, this year the report gives a topical focus to the challenge of working in a difficult
financial context, while continuing to tackle inequalities in health. It sets out a series of
recommendations to assist on one hand in targeting resources; and on the other building
capacity within our communities.

The report has been designed to complement the Gateshead Joint Strategic Needs Assessment
2010 which is being published in parallel. This provides a systematic overview of a wide range
of health and wellbeing indicators, and incorporates a wide range of stakeholder views.

By the time we read next year’s Director of Public Health’s Annual Report, we will be rapidly
approaching the shadow year in which Gateshead Council takes on responsibility for health and
wellbeing for the population. Vision 2030 set out an ambitious change agenda under the big idea
‘Active and Healthy'.

The Director of Public Health Annual Report this year adds an important perspective to help us
meet the challenge of transformational change, during a time of austerity.

Alan Baty
Chair Gateshead Primary Care Trust
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Executive Summary

The Director of Public Health Annual Report for 2009-10 aims to contribute to the
transformational change set out in Vision 2030. This year it focuses on what we know about on
the one hand approaches to measuring inequalities and identifying vulnerability; and on the
other building assets for health among our communities. These twin approaches have been
selected this year as a contribution towards ensuring we maximise the effective use of
resources in this time of austerity, and at the same time maintain our strategic vision. The
Director of Public Health’'s Annual Report complements the Joint Strategic Needs Assessment,
due to be published in parallel, which offers surveillance of a wide range of measures of health
and wellbeing, and includes views from a range of stakeholders.

The first part of the report discusses the ‘Marmot Indicators’. The first two of these are currently
out for consultation as part of the ‘Public Health Outcomes Framework’. The Slope Index of
Inequality is a single score which represents the gap in years of life expectancy between the
best off and worst off within the local authority. The gradient in Gateshead is similar to England,
and significantly better than the North East for women. Healthy (i.e. disability free) life
expectancy in Gateshead is significantly worse than England, but similar to the North East.
There is also a set of 4 proposed social determinants indicators (children’s developmental age
at 5, young people not in education training or employment, people in households in receipt of
means tested benefits, and a gradient for the last of these). Gateshead is significantly worse
than England for all of these, but similar to the North East.

The report goes on to apply a model of overlapping vulnerability, using various measures. This
process identifies some convergence of problems geographically. This leads to a
recommendation for further development of this work, in order to focus resources effectively.
The report then makes links with primary care, health protection and social marketing in terms of
addressing vulnerability.

The second part of the report concerns building assets for health. In Gateshead this has
recently involved the following approaches: Asset Based Community Development, Appreciative
Inquiry, Social Capital.

Communities of Interest complement the work on vulnerability. The report gives some practical
examples of ways that vulnerable groups can be identified. Pro-active involvement of such
groups in service development, is core to community engagement. It also helps develop social
capital among such groups. This approach is an essential complement to geographical
targeting.

Communities of Practice apply the concept of a learning network. The report includes key points
from the evaluation conducted in partnership with the University of Durham, around 5 pilot areas
working to improve life expectancy. 549 people filled in questionnaires delivered by local
authority and PCT staff, and community volunteers. The results show good levels of awareness
for community based interventions (e.g. 73% of people in Highfield knew about the Healthy
Calendar, and 54% of people in Wrekenton knew about the lllegal Tobacco campaign). Other
findings include where people would go for help in changing their lifestyle, awareness of national
campaigns, and willingness to engage in further research.



Recommendations from section 3: Measuring inequalit y and identifying vulnerability

1.

Participate in national application and development using the Marmot Indicators in relation to
inequalities and determinants of health over the medium-long term.

. Use a population based model of vulnerability to identify those most in need, with material

from this report forming part of phase 1, and build on this through work with front line
practitioners (phase 2) and within communities (phase 3) to develop integrated mainstream
services across agencies that meet the needs of the most vulnerable.

. Focus on wards with multiple risk factors in targeting resources.
. Ensure emergency planning takes account of vulnerability factors.

. Work with primary care to develop and monitor the application of the combined

predictive modelling tool in terms of reducing urgent admissions, improving consistent disease
management and increasing life expectancy.

. Maintain the focus on the 8 High Impact Interventions to improve life expectancy and reduce

inequalities in identified in last year's Annual Report.

. Develop social marketing approaches to lifestyle interventions in order to ensure

services are targeted to different groups within the population.

. Provide training and development in relation to social marketing as a tool for neighbourhood

approaches, supported by research to relate the household types identified through MOSAIC
to the interventions being developed on the ground.

Recommendations from Section 4: Assets for Health

1.

Actively involve communities of interest in mainstream service development as part of
community engagement, and the refreshed community cohesion and development strategy.

. Build two way links with primary care and community services to maximise the potential for

change particularly in areas of multiple deprivation.

. Make use of the whole range of community development methods which achieved such

excellent levels of awareness in the evaluation.

. Roll out the Wrekenton community based approach to tobacco control; Bensham and

Highfield work to build social capital; needs assessment and follow up in Sunderland Road /
North Felling; and practical projects in Teams.

. Make closer use of national advertising campaigns to enhance impact.

. Build the lessons learned from the evaluation process into commissioning of future

independent assessment of the impact of activities intended to improve health and reduce
inequalities.

. Establish a Gateshead Health and Wellbeing Community of Practice.



Section 1 Introduction

This Director of Public Health Annual Report aims to contribute to the transformational change
set out in Vision 2030. It assesses for Gateshead a range of approaches to, on one hand
inequalities and vulnerability, and, on the other, assets for health. The intention is that bringing
together current thinking, evidence and a flavour of its application in Gateshead, it will act as a
reference point for work to improve commissioning through maximising the impact of services;
and at the same time transforming Gateshead to form a health-creating environment for all.

The timing of the report coincides with the implementation of major reductions in resources
within the Local Authority. The NHS has experienced significant cuts in management costs over
the last year, providers are facing a reduction in tariff, and Resource Releasing Initiatives are top
priority within the Annual Operating Plan. The third major spender in terms of public finance
flowing into the Borough, the Department of Work and Pensions, is itself implementing a raft of
reductions in benefits, while expecting the number of claimants to increase.

These pressures are leading to increased consideration of targeting resources to meet the
needs of the most vulnerable. The first half of this report addresses ways in which we may try to
define and measure vulnerability and need. However experience has shown that targeting
resources as a sole method can cause resentment, and drive communities apart. The second
half of this report looks at what we know about building social cohesion through working with
and through community based assets for health in Gateshead.

In addressing the dilemma thrown up by the need to target resources to address those most in
need, while building on resources within communities, the argument builds on two significant
reports:
Sir Michael Marmot's report 'Fair Society, Healthy Lives', 2010, and the concept of
'‘progressive universalism’;
The Improvement and Development Agency report, 'A glass half-full: how an asset,
approach can improve community health and well-being’, 2010.

This Director of Public Health’s Annual Report will complement the next iteration of the Joint
Strategic Needs Assessment, due to be published in parallel, which updates on the routine
statistics available to systematically measure health and wellbeing indicators, and includes a
wide range of stakeholder views.

The Report starts with assessing progress against recommendations made last year. While
there has been steady progress on many of them, they need to be taken forward into 2011. This
will provide the essential under-pinning of work that addresses inequalities through preventing
and treating ill health, working with GP Commissioners. Taken together with the fresh
recommendations from this report we will be laying the foundations for taking on the new
responsibility for Health and Wellbeing in shadow form from 2012.

Gateshead Council's Big Shift Strategy for Health and Wellbeing, approved by Cabinet in
February 2011, provides an excellent starting point for this transition, embracing health
improvement among adults and children, and the wider determinants of health. The next step is
to take this out to all partners to create on integrated strategy for health and wellbeing in
Gateshead. In doing this need to reach out for the transformational change that must be central
to everything we do.

Alyson Learmonth
Director of Public Health
7 March 2011



Section 2 Update on progress from recommendations i

n 2009-10

Adding Years to Life

2009 Recommendations

2010 Progress

Circulatory Disease (and Health
Inequalities)

Ensure maximum uptake of NHS
Healthchecks to identify asymptomatic
hypertensives aged 40 — 74.

Ensure consistent treatment of patients
after a circulatory disease event (with all
of: beta blocker, aspirin, ACE inhibitor,
statin).

Cardiac rehabilitation - commissioning
systematic cardiac rehabilitation will
save lives in the short term.

Diabetes — develop and extend best
practice including consistent delivery of
interventions with people identified with
diabetes.

Atrial Fibrillation - effective identification

and manaﬁement of heart arrhythmias.

Stroke — establishing access to TIA
clinics across NHS SOTW in line with
best practice.

2 further health issues are identified
as key priorities to reduce health
inequalities and add years to life.
These are:

NHS Health Check Programme now being delivered by all
Gateshead GP’s, pilot pharmacies and a Community
Delivery Team. Approximately 6,000 Health Checks were
delivered in 2010. Third sector organisations and Health
trainers are also signposting local people to the service to
ensure maximum up take and more targeted provision e.g.
to Jewish community.

Variation between practices in the number of patients on
the best treatment options has been identified. The new
GP dashboard is being used to highlight this variation and
actions to reduce variations are being developed.

A rapid process improvement workshop has held which
has improved referral rates for Cardiac rehabilitation
patients.

Gateshead Diabetes Operational Group is working to
develop its model of care. The diabetic retinal screening
programme has had the commissioning arrangements
tightened to ensure maximum uptake for patients across
Gateshead.

Atrial Fibrillation — While this is a key priority progress has
been slow. GP’s in Gateshead are now increasing their
focus on this issue which will reap dividends in 2011.

Stroke — Major developments in stroke services took place
in 2010, including the developments of 24/7 hyper acute
stroke services and the development of clinics for transient
ischaemic attack. Once Atrial Fibrillation is addressed
systematically the prevention of stroke will also improve.




COPD - Encourage people with
breathlessness to seek advice and
ensure consistent treatment for all
patients building on the draft work plan
currently being shared with Practice

Based Commissioning Groups.
|

Cancer Early Awareness and Detection

Progress on these 8 elements is
detailed in the report in Appendix 1:
‘Health Inequalities: driving down all
age all cause mortality rates in NHS
SOTW to close the gap with England'.
This report was prepared in February
2011 as part of transition
arrangements from NHS SOTW to the
GP Commissioners.

Currently a high priority with GATNET. Evidence from
Wearside shows a 12% reduction in unplanned admissions
through improved patient management. Mapping of COPD
services shows clear gaps and service duplication.

Pharmacy project to encourage early detection of lung
cancer and development enhanced media courage re lung
cancer, prostate and testicular cancer. GP’s tackling
variation in cancer detection.

Cancer

Establish a Gateshead Cancer Reform
Group which will be a multi-disciplinary
group to ensure high quality cancer
services from prevention to survivorship
are provided to the population of
Gateshead.

Ensure pro-active prevention
programmes for each specific cancer.

Develop awareness and early detection
based on the evidence and lessons
learnt from the Healthy Communities
Collaborative.

Support the new 2009/10 Peer Review
Process for Cancer.

Support ‘Survivorship: Living with and
Beyond Cancer’ - The North of England
Cancer Networks Health and Lifestyle
Coaching Programme for patients
following cancer treatment.

Gateshead Cancer Reform Group established and chaired
by GP Cancer Lead.

Locality specific plan developed from SOTW Strategy
includes:
North East Cancer Network wide Local Awareness and
Early Detection Group.
Cancer Awareness Measure work
GP Practice Profiles now available to instigate work to
reduce variation in referral patterns
Local campaigns planned using national materials ‘Be
Clear on Cancer’
Healthy Communities Collaborative work to be
continued
Pilot programmes commissioning from the 3™ sector
around lung, bowel, breast and prostate cancer
awareness




Develop Bowel Cancer Screening — roll
out the Age Extension capturing
individuals in the 70- 75 age group.

Develop Breast Cancer Screening - Age
extension: Gateshead NHS Foundation
Trust has been accepted as an early
implementer.

National Bowel Cancer Campaign carried out.

Age Extension has been implemented. Up take rates are
high but further targeted work with the 60 — 65 year old’s is
a priority

Local Breast project being developed
The extension to breast cancer age has been implemented

COPD

Reference section 1 circulatory diseases / health
inequalities

Excess Winter Mortality

Cascade cold weather warnings.

Improve referral from healthcare
professionals to affordable warmth
schemes.

Work to address 'hard to heat' homes.

Maintain flu vaccine uptake particularly
among those under 65 with chronic
conditions (current target is over 70.0%
and uptake is 52.1%).

Public Health North East is leading on the pilot
implementation of the National Cold Weather Plan. The
plan includes a winter weather warning system provided
via the Met Office, intended to trigger actions at a locality
level. Met Office warnings for cold and adverse weather
are promptly cascaded throughout the winter period to
health and social care partners

Awareness training to improve the knowledge of referral
processes has been provided for a range of healthcare
staff (including financial inclusion advisors, health and
social care staff, primary care nursing staff and local
housing support officers). Links between Primary Care and
the affordable warmth agency Warm Zone have been
established.

The 2008 Private Sector Stock Condition Survey identified
16739 properties which might be defined as hard to heat.
Concentrated in the Central Neighbourhood Management
Area. Action to address these homes includes
Gateshead Warm Zone are currently insulating the off
shoot cavities of solid wall houses.
Renovation work on vacant flats acquired by the
Council includes a high thermal element
Delivering an energy efficiency scheme to solid wall
private rented sector properties. 48 properties
benefitted from works to improve thermal comfort and
energy efficiency.

There was a small drop in the uptake of flu vaccine in
2009/10 compared with previous year by those aged 65
years or older (72.6% in 2009/10 compared with 74.8% in
2008/9) but an increase in uptake by those under 65
years of age in clinical risk groups (56.7% in 2009/10
compared with 50.8% in 2008/9)

A survey has been undertaken to explore the reasons
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behind patients in clinical risk groups who are under 65

years of age, not presenting for the influenza vaccine:
70% of respondents indicated that they were not aware
that they should have an influenza vaccine, or that they
should have it annually. 24% indicated that they did not
see themselves as being at risk.

A planned response to improving uptake has been
developed targeting all patients from 6moths - 64 years in
an “At Risk” group including:

o] working with paediatricians to adopt and
promote the flu vaccination by including this in
their discharge letters to GP’s

0 Identification of at risk patients in practice.

A publicity and marketing campaign has been undertaken
via posters, direct mailing to school children as well as
contributing to regional TV and Radio campaigns

Falls among older people

Falls prevention work to be reflected in
Older Peoples Strategy and action plan.

Link falls prevention work with Excess
Seasonal Deaths agenda.

Falls prevention as a key quality
indicator for provider services —
aspirational strategy and action plan

helping to raise profile.
|

Falls Prevention is a priority in the OP Strategy and draft
Action Plans.

Gateshead Falls Prevention Strategy and Action Plan now
in draft format.

Links are continually being developed with Excess Winter

Deaths, for example in terms of the same staff groups who
may require training and are in an ideal position to identify
individuals at risk.

Choosing Health (Adding Life to
years)

2009 Recommendations

2010 Progress

Tobacco

Maintain work towards Smokefree
Gateshead as the top priority.

There is a very active tobacco alliance Smoke free
Gateshead which has developed a focused approach to
illicit tobacco and coordinated activity across Gateshead. It
has also supported neighbourhood work in Wrekenton
(See Appendix 6). Funding has been provided to support
the work of the Tobacco Alliance manager and the
Smokefree Homes scheme in Central, Felling and
Wrekenton areas to increase the awareness of harm
related to second hand smoke and reduce the prevalence
of smoking in the home.

Work has been undertaken to develop the Tier 2 stop
smoking services, with a particular emphasis upon
recruiting third sector organisations working with harder to
reach groups. In addition, mentors have been put in place
to ensure consistently high standards of service provision
across Tier 2. Street marketing campaigns have taken
place providing information about the nearest stop smoking
services. NRT has been available free of charge for
people wishing to quit smoking and is supported by
borough wide advertising.

11




Alcohol

Continue to support the refreshed
Alcohol Harm Minimisation Strategy

The Alcohol Harm Ministration Strategy is now in place and
provides a comprehensive approach to tackling this key
issue.

Alcohol Brief Intervention training continues to be available
free of charge to all staff and volunteers in Gateshead, with
100 people trained during 2010/11. Accident and
Emergency (Cardiff Model) data is now available and work
is underway to improve the data quality for its use by
partners in reducing alcohol related crime and to target
local services. Work continues to develop services for
people with dual diagnosis, the first of three dual diagnosis
posts has been appointed to with the others to be filled in
the near future. The lead organisation for carers services
has now been appointed to improve the co-ordination of
support for carers of people who misuse alcohol. The
Local Enhanced Service for alcohol has been agreed with
the Local Medical Committee and will commence in 2011
to improve access to home detoxification. Research into
Older People and alcohol misuse in partnership with Age
UK has concluded with results to be circulated in 2011.

Obesity

Ensure the Obesity Strategy is locally
implemented for both adults and
children, including the cultural, spatial
and environmental factors which create
the context for individual lifestyle
choices.

Through the Obesity Strategic Partnership an action plan
which includes specific adult and children initiatives has
been developed to ensure successful implementation of
the Obesity Strategy. The initiatives and actions which
have been developed and are monitored monthly reflect
the ten key themes of the strategy.

Between April 2009 and March 2010 in Gateshead these
were:

3883 GP referrals for weight management (all providers)
3104 people registered

1640 completed

5.32kg average weight loss

5.44% average percentage weight loss

875 completed over 5% weight loss

Mental Health

Ensure that the Gateshead action plan
to underpin the Emotional Health and
Wellbeing Strategy is fully developed
and supported.

A local lead for the action plan is in place. Strategically, the
importance of emotional health and well-being is now
recognised in the Sport & Physical Activity Strategy and the
Gateshead Strategy for Older People through, for example,
a new commitment to use social prescribing to address
social isolation.

The plan is now shaping the delivery of services in
Gateshead. A social prescribing pilot in Teams is now
using arts to improve the quality of life for older people with
mental health problems. Frontline staff are being trained to
deliver “Promoting Emotional Resilience” workshops for
local residents. Two community based programmes have
been commissioned to work specifically to improve the
emotional health and wellbeing of people from black and
minority ethnic communities and lesbian, gay, bisexual and
transgendered individuals. The Improving Access to
Psychological Therapies team are making sure that people
with debts or other financial problems are referred to
organizations that can help, like the Citizens Advice
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Bureau. The Lodex well-being evaluation tool has been
widely promoted and several organizations are actively
exploring the potential for its use.

Gateshead celebrated World Mental Health Day in October
2010 by promoting the ‘Five-a- day for health and
happiness’ through a week-long display of information and
stalls in Gateshead Civic Center. This lead to local people
enjoying an event at Gateshead Town Hall with a number
of bands and other performers.

Local Implementation of the National
Dementia Strategy.

A joint commissioning strategy is now in place for
Gateshead. Service specifications and business cases for
investment in memory protection services have been
agreed by the PCT and a new service will be in place by
summer 2011. A programme of improving care in hospitals
has been delivered through improving leadership for
dementia care across hospitals, the development of liaison
services, improved staff training and environmental
improvements.

A joint venture between the PCT, University of Newcastle
Centre for Health, Ageing & Vitality and Equal Arts, through
a supportive GP practice in Teams Gateshead, is the
signposting of isolated, vulnerable older people into local
drama, arts & music workshops. The Equal Arts project is
designed to support and engage local older people to delay
progression of mental health problems including
depression, anxiety and dementia.

Inequalities in Health

2009 Recommendations

2010 Progress

Progress on the 8 priority
interventions can be seen on page 6
and the full report in Appendix 1:
‘Health Inequalities: driving down all
age all cause mortality rates in NHS
SOTW to close the gap with England'.
This report was prepared in February
2011 as part of transition
arrangements from NHS SOTW to the
GP Commissioners.

Maintain a focus on vulnerable groups,
and link inequalities in health with other
aspects of diversity; ensure both
Safeguarding Boards include predictive
work around vulnerable groups to
improve their health and wellbeing

See page 6 and Appendix 1

This years Director of Public Health Annual Report
addresses this issue. Health Impact Assessment Annual
Report includes work linking with Equality and Diversity.
Adult and Children Safeguarding Annual Reports both
address prevention.

13




Embed work to address health
inequalities into the Community
Engagement Strategy, including the
programme in 5 key areas of low life
expectancy. | |

Take forward key recommendations
from the Marmot Review to boost local
work around Active and Healthy, and the
8 Inequalities Service Improvement
Plans arising from the Overview and
Scrutiny Review of Inequalities.

The Gateshead Community Engagement Strategy is
currently undergoing a refresh.

The Big Shift Gateshead Health Strategy is based on the
Marmot Review findings, incorporates forward work from 8
inequalities service improvement plans, and is based on
milestones identified in vision 2030 ‘Active & Healthy’.

Children and Young People

2009 Recommendation

2010 Progress

Ensuring the best possible start in life

Promote immunisation as the single most
effective method of controlling key
infectious diseases and clarify roles and
responsibilities on the immunisation
pathway.

The uptake of immunisations in children continues to
increase in Gateshead and for many routine
vaccinations the rates are significantly higher than the
England average.

The uptake of the national HPV vaccine programme
continues to be extremely successful in Gateshead
reaching 93% which is significantly higher than the North
East and England averages.

A review of roles and responsibilities in relation to the
delivery of vaccinations for children has been
undertaken and is now reflected within relevant Service
Level Agreements.

Refresh the Be Healthy partnership and
develop a core action plan with clear
outcomes based on an assessment
against the Child Health Strategy.

The Be Healthy Partnership of the Children’s Trust has
been reinvigorated with a core work plan in line with the
child health strategy. Key partners are represented to
drive forward the Be Healthy agenda improving
outcomes in Gateshead.

Improving health- supporting healthier
choices

Ensure the Obesity Strategy is locally
implemented for both adults and children,
involving cultural, spatial and
environmental factors as creating the
context for individual lifestyle choices.

Through the Obesity Strategic Partnership an initiatives
action plan which includes specific adult and children
actions has been developed to ensure successful
implementation of the Obesity Strategy. The initiatives
and actions which have been developed and are
monitored monthly reflect the ten key themes of the
strategy.

Improving health- promoting positive
emotional health and wellbeing

Develop the Gateshead CAMHS strategy
2010 — 2013 reflecting regional priorities to
ensure a shared vision for CAMHS is

Key priorities have been developed by the CAMHS
partnership with a number of pathway reviews identified.
The South of Tyne and Wear CAMHS review has

agreed across all Children’s Trust partners, | commenced with a key focus on Tier 3 services to

and using joint commissioning as the

ensure consistence, equitable and effective service

14




mechanism ensure comprehensive,
efficient, effective and equitable service
delivery which is service user led (from
early intervention through to prevention)
are achieved. | |

delivery. This review will support the development of the
regional Tier 4 CAMH's services. The CAMHS
partnership will continue to review pathways with a
primary focus on ensuring comprehensive, service-led
and effective tier 2 and universal services.

Risk and resilience — reducing risk
taking behaviours

Develop and implement the Risk and
Resilience strategy for Gateshead aligning
key ‘risk taking behaviours’ with a focus on
the modernisation of services to enable
broader access and choice and offering
effective preventative and targeted
interventions.

The risk and resilience model for Gateshead is under
development. This includes a risk and resilience needs
assessment and associated action plan. Further work is
required and is on going to include key data on the
impact of all risk taking behaviours for example Youth
Crime. The development of services following this
assessment continues with a review of service
specifications to ensure providers are flexible to respond
to need for example targeted interventions in teenage
pregnancy hotspot areas.

Refresh and implement the Teenage
Pregnancy Strategy and Chlamydia
screening action plan ensuring specific
actions in relation to training of the
workforce, the  opportunities  within
education and monitoring effectiveness of
interventions are addressed.

A refresh of the Teenage Pregnancy Strategy has been
implemented. The Teenage Pregnancy group are
accountable for the implementation and monitoring of
key outcomes for this strategy. The Chlamydia action
plan identified key areas for improvement across all
sectors of the workforce and this has been implemented,
however further work is needed around embedding
training across all key sectors. Further partnership
working is required to develop high quality benchmarked
workforce training on tackling reducing teenage
conception rates, as part of a risk and resilience
approach to risk taking behaviour.

Deliver a robust media campaign which
highlights key messages relating to safe
sex, accessing services, effective
contraceptive choices and links to risk
taking behaviour e.g. alcohol.

Media campaign and communication plan in place in
relation to risk taking behaviours around sexual health
and substance misuse. Further work is planned to
develop a marketing and communications strategy with
clear messages to young people, parents, partner
organisations and the local media.

Set up a task group around the issue of
self harm under the CAMHS partnership to
investigate the apparently high rates of
hospital admission from this cause and
take appropriate action. | |

Rates for hospital admissions due to self harm remains
high in Gateshead compared to statistical neighbours
and the England average. Investigations through the
CAMHS partnership have identified differences in the
acute paediatric pathway in Gateshead following
attendance at A&E which may have resulted in higher
admission numbers recorded. Further work continues
with a collation of information for self harm for all cases
and not just those presenting at hospital. The
development of robust services to provide emotional well
being support (early intervention and prevention) through
to targeted support is developing in line with South of
Tyne and Wear review of CAMHS.
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This information along with further investigation of
accident prevention will be provided to the performance
management group of the LSCB to ensure an integrated
approach is adopted.

Services for children who are acutely ill
or have additional needs

Monitor the impact of the work to introduce
new pathways for the acutely sick and ill
child on the population of Gateshead
including the modernisation of community
provision to support the new pathways.

The development of a pathway for all acutely sick and ill
children has been agreed across South of Tyne and
Wear. Further work on the detail beneath this continues
with discussions taking place to ensure community
provision to support these pathways is commissioned
and in place.

Develop further opportunities for children,
young people and their families to access
universal provision in line with Aiming High
for Disabled Children including improving
access to therapy and equipment services.

A review of the role of the community children’s nursing
team has resulted in the development of an extended
hour’s pilot to support more children and young people
to remain at home. This pilot will be evaluated with
children and their families.

An outline proposal to review Speech and Language
therapy has been agreed. This review will include a
review of all provision including access to and use of
communication aids.

A review of the continuing care pathway across
Gateshead is proposed in line with the publication of
National guidance and framework.
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Section 3 Measuring inequality and identifying vuln erability

3.1 Measuring inequality in health and wellbeing: T he Marmot Indicators

Fair Society Healthy Lives in February 2010 identified the policy recommendations summarised
in table 1.

The Marmot Indicators for Local Authorities in England were issued in February 2011, related to
social determinants of health, health outcomes and social inequality. These are included as
Appendix 2.

The Marmot Indicators have three major innovations which will improve our ability to define and
measure progress in tackling inequalities: the Slope Index of Inequality; the calculation of
Disability Free Life Expectancy; and a set of indicators that reflects an appropriate emphasis on
children and young people, and household income. The first two of these are currently out for
consultation as part of the Public Health Outcomes Framework.

Table 1 Main policy recommendations from  ‘Fair Society, Health Lives’

%

% !

)& )&
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The Slope Index of Inequality

The Public Health Outcomes Framework, published on 20 December 2010, proposes the slope
index of inequality in life expectancy (SlI) within every local authority as one of the public health
outcomes indicators for assessing health inequalities. The Sll is a single score which represents
the gap in years of life expectancy between the best-off and worst-off within the local authority,
based on a statistical analysis of the relationship between life expectancy and deprivation
scores across the whole authority.

Inequalities have most commonly been analysed by presenting the ‘gap’ between a deprived
subgroup of the population and the rest (or the average). Using a gradient indicator that
represents the whole distribution across the local authority increases the power of the analysis
and avoids arbitrary cut-offs, where areas are defined only as either ‘deprived’ or ‘not deprived.’

More detailed explanation of the Slope Index of Ine  qualities in Life Expectancy

The Association of Public Health Observatories (APHO) has published health inequality indicators
for each local authority in England using the slope index of inequality (SlI) for life expectancy at
birth. These figures were calculated by grouping lower layer super output areas (LSOAS) within
each local authority into deciles, based on the Index of Multiple Deprivation (IMD) score for each
LSOA. The life expectancy for each decile is based on mortality data for a five year period, with
latest available figures based on data for 2005-09. Deciles each contain approximately a tenth of
the LSOAs in the local authority.

Life expectancy at birth for an area in a given time period is an estimate of the average number of
years a new-born baby would survive if he or she experienced a particular area’s age-specific
mortality rates for that time period throughout his or her life. The figure reflects mortality among
those living in the area in each time period, rather than mortality among those born in each area.
It is not therefore the number of years a baby born in the area could actually expect to live, both
because the death rates of the area are likely to change in the future and because many of those
born in the area will live elsewhere for at least some part of their lives.

The Sl is most easily understood with reference to a graph. The graph for male life expectancy in
Gateshead is shown on the next page. The local authority’s population is divided into ten deciles,
by grouping LSOAs according to their IMD score. Life expectancy at birth has been calculated for
each of the deciles and is plotted on the graph in blue, with 95% confidence limits.

The blue dot towards the left of the graph shows th at for men in the most deprived 10% of
LSOAs in Gateshead, life expectancy is 70.1 years ( 95% confidence interval 68.8 to 71.3
years). In contrast, the equivalent figures for the least deprived 10% of LSOASs in
Gateshead 82.4 years (81.1 to 83.7 years).
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ASSOCIATION OF PUBLIC

Health Inequalities Indicators for Local Authorities
Slope Index of Inequality for Life Expectancy by Deprivation Deciles, 2005-09
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Gateshead MCD, Males, 2005-09
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Decile Life Expectancy 95%: Cl Population Life Expectancy 95% Cl Population
1 70.1 (68.8 , 71.3) 9,517 76.3 (751, 77.5) 9,841
v 724 (71.2 , 73.6) 10,037 77.0 (75.8 , 78.2) 10,228
3 739 (725 ,75.3) 8,555 794 {781 , BD.6) 8,925
4 75.8 (74.6 , 77.0) 9,534 80.1 (79.0 , 81.3) 10,307
5 757 (74.3 ,77.1) 8,921 817 (80.5 , 82.8) 9,599
6 76.5 (75.4 ,77.7) 9,837 81.0 (79.9 ,82.2) 10,408
7 75.6 (74.3 , 77.0) 9,800 812 (80.1, 82.2) 10,526
8 79.2 (78.0 , 80.3) 8,521 815 (80.5 , 82.5) 8,832
9 80.3 (79.0 , 81.6) 9,567 83.4 (82.4 ,84.3) 10,055
10 82.4 (81.1,83.7) 8,339 826 (81.2 , 84.0) 8,692

Mote: Decile 1is the most deprived decile. Population refers to the average of the mid-year population estimates for 2005-09.
Sources: ONS death registration data and mid-year population estimates & Department of Communities and Local Government,
Indices of Deprivation 2007. Analysis carried out by LHO and EMPHO on behalf of APHO.
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Appendix 2 shows the degree of inequality in Gateshead is not significantly different from
England for both men and women, based on data from 2005-2009, and for women the slope is
less than the figure for the North East. However actual life expectancy for both men and women
remains significantly lower than the figure for England and slightly lower then the figure for the
North East.

Disability free life expectancy

This new indicator shows the inequality between neighbourhoods in the average number of
years a person could expect to live free of an illness or health problem which limits their daily
activities.

Appendix 2 shows Gateshead as significantly worse than England for both men and women,
slightly above the regional figure for women and slightly below for men. However the data set is
1999 — 2003. If this indicator becomes widely adopted more frequent data collection will be
required.

Social determinants indicators

This set of indicators includes: children achieving a good level of development at age 5; young
people not in employment, education or training; people in households in receipt of means-
tested benefits; and inequality in receipt of means-tested benefits.

Appendix 2 shows Gateshead as significantly worse than England for all 4 social determinants.

However while children achieving a good developmental age at 5 years is also below the
regional figure, that for young people not in education, employment or training is the same as for
the region. This suggests that service provision in Gateshead is helping to offset a poor start in
life.

The indicator for people in households in receipt of means tested benefits is taken from the
income deprivation domain of the IMD. It includes: Income Support, Job Seekers Allowance,
Working Tax Credit and Child Tax Credit, along with asylum seekers receiving support. The
index of inequality is constructed to show the difference between the least and most deprived
areas within the local authority. It is a measure of social inequality. Gateshead's figures are
similar to the rest of the North East, based on data from 2005.

3.2.1 Identifying vulnerability: a model

Measuring inequality in health and wellbeing is an important tool to help track progress in a
national context. For practical purposes we also need to know who in our population is
vulnerable.

For the purposes of this report, vulnerability is defined as follows:

Vulnerability occurs when threats to the individual (from either the environment or from
personal circumstances) become greater than the ability to cope with those threats (i.e.
resilience). When this happens, health outcomes will most likely suffer.

For the health and wellbeing of individuals and groups to improve, either threats should
decrease or resilience to these threats should increase.

There is not a single co-ordinated approach to identifying, assessing and responding to
vulnerabilities.

20



Figure 1: Model to demonstrate the concept of overl  apping vulnerability

Homelessne:

Offending
behaviour Those
seeking
Asvium
Victim of domestic
Worklessness abuse

The community of interest identified by the arrow is vulnerable to many threats (i.e.
worklessness, offending behaviour, and domestic abuse). This community of interest would
be identified as particularly vulnerable, in this model.

The aim is to support the health and wellbeing of those most in need in our population,
sometimes referred to as ‘communities of interest’, and to reduce stigma sometimes attached to
vulnerable groups traditionally singled out for interventions or specialist services. Communities
of interest are discussed further in section 4.1, with some practical local examples.

Balancing the health needs of the most vulnerable groups with improving the health of the wider
population is a challenge. To achieve this balance, this model combines concepts of a public
health approach to addressing health needs of vulnerable groups with a more individual
approach to addressing vulnerability.

Historically, heath interventions targeted at vulnerable groups (e.g. minority ethnic communities,
teenage parents etc) address independent issues most relevant to that group in a marginal and
small scale way. There is little evidence to suggest that initiatives recognise the combined effect
of multiple risk factors on the health of vulnerable individuals and/or groups.

A way forward is to offer a pragmatic model of vulnerability that identifies and takes account of
the clustering of multiple threats for vulnerability to poor health. For example the model in figure
1 uses five examples of vulnerability factors: domestic violence; offending behaviour;
worklessness; homelessness; asylum seekers.
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The advantages of using such a model, compared to the usual approach of assessing health
needs of discrete vulnerable groups include:

using population, geographical and group trends, as well as acknowledging the
importance of looking at many individual risks that affect vulnerability

acting as a flexible strategic framework to approach service design and provision
moving away from a hierarchy of least to most vulnerable groups

acknowledging that not everyone who is exposed to threats will be vulnerable to
poor health — this depends on their resilience to the threats.

To operationalise the theoretical model of vulnerability and threats, profiles must be created
which account for the multiplicity of these threats, and their cumulative effects on health and
wellbeing. This involves three phases:

Phase 1: Identify communities of interest within Gateshead through overlaying
data. Vulnerability factors will be used to build up assessments of size and
locations of communities of interest, for example: drug and alcohol misuse;
worklessness; poor housing; offending behaviour; low educational attainment;
long-term ill health; physical disability.

Phase 2: Gather local intelligence using knowledge of front-line staff across
agencies relating to vulnerability factors. These staff should have direct
patient/client contact, and will be able to report about threats faced by their
patients/clients.

Phase 3: develop the health needs assessment from phases 1 and 2 within the
most vulnerable communities of interest to identify specific health needs relating
to identified multiple threats. Communities will be given the opportunity to carry
out their own investigation and assessment of needs, alongside work related to
assets described in section 4 of this report.

Based on this information mainstream services can be designed to be inclusive for the most
vulnerable — i.e. being more responsive to the needs and barriers faced by communities of
interest. Knowledge of multiple threats to health, and gaining understanding of resilience to
these threats, will enable services to address overall individual vulnerability.

Some work related to each of these 3 phases has been carried out.
3.2.2 Vulnerability factors by geographical locatio n

Phase 1 is to identify communities of interest. The 5 issues, selected in section 3.2 for
illustrative purposes (not based on evidence of their significance), are: domestic violence (which
is linked with safeguarding); offending behaviour; worklessness; homelessness; asylum
seekers. The maps and figures in Appendix 3 show the distribution of these 5 factors. These
show that there is multiple vulnerability on: all 5 measures in Dunston and Teams; 4 out of the 5
in Bridges, Lobley Hill and Bensham; 3 out of 5 in High Fell and 2 out of 5 in Saltwell and
Deckham. Economic and social disadvantage is more widely spread across Gateshead.

There will be many other types of data that can be considered in this way. For example
Appendix 4 shows data related to drug related deaths 2008-2010. 33 out of 43 deaths occurred
in the following 3 wards: Bridges, Deckham and Low Fell. Discarded needle reports and finds
are also high in Bridges.

22



Another example is in Appendix 5 with data on domestic fires. The Tyne and Wear Fire Service
began undertaking Home Fire Risk Assessments in 2004, now termed Home Safety Checks.
These are targeted using software to identify the most vulnerable geographic groupings, based
on a range of information including MOSAIC and historic fire data. Targeting ensures that 80%
of Home Safety Checks are carried out for those on the high priority list: 3 or more times likely to
have a fire; 2 — 3 times as likely to have a fire; and 1-2 times more likely to have a fire.

A single factor map of domestic fires by ward is shown in Appendix 5. This is less complex than
the targeting carried out by the Fire Service. It shows that wards with the highest rates of fires
are: Bridges, Dunston and Teams. The next highest are: Whickham North, High Fell, Deckham
and Saltwell. Given the convergence of other issues associated with deprivation in these wards,
the case for further partnership working to maximise the value of the personal contact involved
in delivering home safety checks should be further explored.

Interpreting differences in small populations

The geographical information used in this section has been presented at ward level. This is
despite the fact that data is widely available about people in Gateshead, their health status
and on the things that make the biggest difference to heath, mapped to very small
populations. Increasingly, there is an expectation to see this work done for much smaller
populations, even down to as few as 1,500 people. The Gateshead Council information
system ‘Genie’ makes this information readily accessible.

These descriptions can be really helpful in targeting resources. For example the Regional
Advisory Group on Child Poverty in the North East Baseline Report, 2010, recommended the
use of small area geographies to help understand why some Super Output Areas have got
worse since 2004. One Lower Super Output Area in Felling is identified among the 10 worst
performing in the region with 73.8% of children in workless families.

There is then a real temptation to look closely at this information as a way of tracking
progress.

Unfortunately, this may mislead if great care in interpretation is not taken. For example, in
each electoral ward of about 10,000 people in Gateshead, there might be as many as 40
premature deaths from cardiovascular disease over a three year period. Among such a large
population, these are uncommon events, and are susceptible to random effects. If we take
this to the smallest level of analysis, there might be 6 deaths of this kind over a three year
period- which makes it a rare event- and much more influenced by the play of chance.

Small areas are also susceptible to population changes. For much of Gateshead,
populations are quite stable, but with some notable exceptions, where housing stock is being
redeveloped, such as in the riverside, younger populations have moved in to areas that were
previously more mixed. These changes can significantly affect the types of problems in an
area.

Because of these issues, while agencies are encouraged to look at the richness of very small
area data, it can not be used for performance management purposes. The work in section
3.2 has therefore aggregated issues to focus on wards with high and complex needs, even
though this may disguise the considerable variation within wards.
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3.2.3 Applying the model to local policy priorities

Phase 2 is to involve front-line practitioners. As a step towards this, and in order to further
triangulate the findings related to multiple vulnerability described, a further piece of work has
been carried out in relation to the 12 priorities identified by the Council's Corporate Equalities
Working Group. The priorities are:

1.

10.

11.

12.

Reduce the gap in life expectancy between residents of the most deprived and most
affluent wards of Gateshead. This includes exploring the links between ethnicity and
disability and life expectancy

Address the disproportionately low feelings of safety amongst vulnerable groups and
target hate crime and domestic violence

Reduce the prevalence of pregnancy, obesity, smoking and alcohol misuse amongst
children and young people across the Borough

Target and reduce the differential achievement rates of young people with Special
Educational Needs or those entitled to Free School Meals and the wider population

Reduce the number of children living in poverty in Gateshead. This includes exploring
the relationship between disability, ethnicity and child poverty.

Target areas where worklessness is highest and explore any link between ethnicity and
disability and employment rates

Improve engagement and involvement to increase the proportion of residents who feel
they can influence decision making, targeting the wards and communities who currently
feel least able

Address the perceived low levels of social cohesion reported in certain wards of the
Borough

Target areas from which a disproportionate number of young people become involved in
crime and enter the criminal justice system

Improve the accessibility of all services e.g. health and social care services, to ensure
take up is representative of the wider population.

Review and monitor safeguarding needs and access to services to ensure no groups are
over or under represented

Improve the qualification level of the Borough'’s residents and ensure that all residents
have access to opportunities to learn and achieve.

One indicator from available data was identified for each of priorities 1 to 9, none for 10 and 11,
and four indicators for priority 12. For each of these available indicators, the areas that are
amongst the worst 20% in Gateshead were identified, using Super Output Area data where it is
available. The results of this analysis were combined into a total score and rank for each
Gateshead ward. A summary table is shown below. The five wards with the most complex
interaction of issues are: Felling; Bridges; Deckham; High Fell; Saltwell.
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Summary: Score Rank
[ summary. | Score | Rank |

Birtley 26.8 8
Blaydon 21.1 9
Bridges 45.8 2
Chopwell and Rowlands Gill 1.0 19
Chowdene 2.4 16
Crawcrook and Greenside 12.5 14
Deckham 45.8 3
Dunston and Teams 30.6 7
Dunston Hill and Whickham East 15.6 10
Felling 55.6 1
High Fell 38.8 4
Lamesley 13.0 13
Lobley Hill and Bensham 32.1 6
Low Fell 0.0 21
Pelaw and Heworth 0.6 20
Ryton, Crookhill and Stella 1.9 17
Saltwell 345 5
Wardley and Leam Lane 7.5 15
Whickham North 1.3 18
Whickham South and Sunniside 0.0 21
Windy Nook and Whitehills 15.6 11
Winlaton and High Spen 13.8 12

3.2.4 Identifying vulnerability: The picture so far

Phase 1 of applying the model of vulnerability is to overlay data related to different risks as
identified in 3.2.1. Some examples are discussed in section 3.2.2. Phase 2 is to assess need
with front line workers. Section 3.2.3 uses priorities from the Council Corporate Equalities
Working Group.

From this initial work there is convergence on multiple risks identified in Bridges, Deckham, High
Fell, Saltwell, Felling, Dunston and Teams.

This work is not complete, but suggests a direction of travel. Further work is needed to develop
phase 1, in order to ensure that systematic assessment of risk factors related to health and
wellbeing has taken place. In parallel further work related to phase 2 is needed to engage with
and seek further views from frontline workers.

Phase 3 is to involve communities and is discussed in section 4.
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3.3 Health protection and vulnerability

Another context for discussing vulnerability is health protection. Examples of vulnerable people
in this specific context include those who are housebound or have very low mobility for various
reasons; those with physical or sensory impairment; those with learning disabilities; and those

with mental health problems.

Emergency plans need to include people who may be at risk in an evacuation situation.

The flu pandemic experience documented in Evaluation/Research Report, 2010, identified
vulnerable groups in terms of access to appropriate advice including: people with lack of IT
literacy, no access to telephone or internet; people with certain physical or mental health
disabilities; and non English speakers. In addition those with limited social networks who were
unable to identify ‘flu friends’ to collect antivirals, included: older people; single parents; and
adults with limited social resources such as asylum seekers. Identification of these groups
enabled good partnership working to reduce the risk for people in these groups.

3.4 Working at a practice population level

Working with GPs to improve the consistency and reach of secondary prevention is key to
driving up life expectancy in the short term. This has been reported on in Appendix 1 with a
focus on ‘8 High Impact Interventions’.

GPs and their teams are well placed to support their patients, seeing as many as half the
population they are responsible for in any one year. However, it is not always the people that
place the greatest demands that have the most pressing health needs, so we need a more
explicit approach to making best use of the time, and energy of these teams and those who
support them.

There are many ways of doing this. One approach is to rate the likelihood of people requiring
help, based on what we already know about them. Locally, we are using one of these rating
tools, the Combined Predictive Model, to help GPs and their teams to identify those most likely
to need help, and structure their support accordingly. We do not yet know what the impact of this
will be, so have started with a set of pilot practices, and will be monitoring closely, to work out
how its use can be extended.

3.5. Social marketing

Social Marketing is ‘the systematic application of marketing alongside other concepts and
techniques to achieve specific behavioural goals, for a social good’ (French and Blair Stevens,
2007).

In developing its social marketing activities, NHS South of Tyne and Wear follows the approach
set out by the National Social Marketing Centre:

Scope
Develop
Implement
Evaluate
Follow up

This approach is reliant upon a good understanding of the audience, what motivates them to
behave the way they do and the influences, barriers and potential incentives that might affect
behaviour change. This approach is being used across lifestyle interventions: two examples are
included below. This section concludes with a brief review of the application of social marketing
information at a local level.
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3.5.1 Free NHS Health Checks

Free NHS Health Checks were launched by the Department of Health in 2009, with the aim of
providing early identification and management of individuals between 40-74 at risk of
cardiovascular disease (including heart disease, diabetes, chronic kidney disease, and stroke).
Gateshead was amongst the first wave of PCT's to adopt the checks as part of its systematic
approach to reduce the gap in life expectancy due to vascular diseases and in line with Our
Vision Our Future.

In addition it corresponded with investment into lifestyle services to support people wanting to
make changes to their behaviour. Gateshead has set a target set a target of 35,000 NHS
Health Checks by 2013, from an eligible population of 76,000, of which over 10,000 have
already had their NHS Health Check.

In-depth research segmented the target audience of 40 — 74 year olds into groups based on
their health-related behaviour and any potential barriers that might exist in terms of their
propensity to take up the test. Three key groups emerged - ‘proactives’, ‘deniers’ and ‘rejecters’.

It was clear from this that no single approach would be successful in reaching such a broad
range of individuals, therefore a number of tactics needed to be employed. These included
inviting people to attend their GPs, providing checks at a range of community pharmacy venues,
the establishment of workplace testing and the provision of testing at selected community
venues. This was supported by a hard-hitting advertising and promotional campaign designed to
raise awareness of the checks and drive people to services. Commissioning of services has
reflected the social marketing approach with a range of services in place.

Promotional material was market tested with target audiences and health professionals. A Rapid
Process Improvement Workshop (RPIW) developed standard material to refer patients to GPs
and a community map of local venues to target services and marketing. Those completing
health checks are surveyed and responses used to improve programme delivery. A
comprehensive evaluation of the first two years of the programme is currently underway.

3.5.2 NHS Stop Smoking Services

Difficulty in meeting targets in respect of 4 week quitters across the three PCT areas led to a
fundamental review of our approach to the Stop Smoking Service.

As a result, several improvements were implemented including: an increase in the number of
community and pharmacy providers; more strategic and targeted use of the specialist stop
smoking service; a new payment regime for providers; the introduction of free Nicotine
Replacement Therapy (NRT) for all those signing up to the service; the development of a local
database to support both commissioners and providers and provide real-time data; and a new
approach to promoting the service which focused on generating leads through street-based
activity in target areas and converting as many of these leads into successful quits. People who
indicated their desire to quit received a follow up phone call and further information about their
local service.

As part of this work, those who had previously made an unsuccessful quit attempt through the
service were re-contacted by phone or mail and encouraged to sign up again. The concept of
customer-relationship and lead management has now been embedded firmly within the
communication programme.

In developing this new approach, service providers were widely consulted and a number took
part in a RPIW designed to improve the process of registering and training new providers.

Evaluation of the free NRT offer showed high public awareness and the latest quit data across
the three PCT areas is extremely encouraging.
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3.5.3 Use of social marketing information at a neig  hbourhood level

Gateshead Joint Strategic Needs Assessment (www.jsna.gov/jsna ) includes in the section
'Health, Lifestyle and Service Usage among Communities in Gateshead’ MOSAIC Group
information in relation to the 5 neighbourhoods selected for focussed work around inequalities,
because of their low life expectancy. This work is evaluated in section 5 below, but the social
marketing aspect is worth commenting on here.

The 5 communities were described as having varying proportions of 'close-knit inner city and
manufacturing communities', ‘people living in social housing with uncertain employment in
deprived area’, 'low income families living in estate based social housing' and 'upwardly mobile
families living in estate-based social housing or living in homes bought from social landlords'.
There were very few 'younger families living in newer homes' or ‘older people living in social
housing with high care needs'. There were in most areas significant numbers of unknowns. One
neighbourhood included 'educated, young, single people living in areas of transient populations'
and ‘older people with relatively active lifestyles'.

While this information gave local teams working in the area an idea of the differing social
composition, it was not presented in a way that helped them use this to scope or focus their
interventions in relation to needs identified among specific groups. MOSAIC mapping needs to
be used alongside other social marketing tools to effect change.

Recommendations from section 3: Measuring inequalit vy and identifying
vulnerability

1. Participate in national application and development using the Marmot Indicators in relation to
inequalities and determinants of health over the medium-long term.

2. Use a population based model of vulnerability to identify those most in heed, with material
from this report forming part of phase 1, and build on this through work with front line
practitioners (phase 2) and within communities (phase 3) to develop integrated mainstream
services across agencies that meet the needs of the most vulnerable.

3. Focus on wards with multiple risk factors in targeting resources.

4. Ensure emergency planning takes account of vulnerability factors.

5. Work with primary care to develop and monitor the application of the combined predictive
modelling tool in terms of reducing urgent admissions, improving consistent disease

management and increasing life expectancy.

6. Maintain the focus in the 8 High Impact Interventions to improve life expectancy and reduce
inequalities in identified in last year's annual report.

7. Develop social marketing approaches to lifestyle interventions in order to ensure services are
targeted to different groups within the population.

8. Provide training and development in relation to social marketing as a tool for neighbourhood
approaches, supported by research to relate the household types identified through MOSAIC to
the interventions being developed on the ground.
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Section 4 Assets for health

The first half of this report has focussed on vulnerability and needs. The second strand of the
report refocuses us on assets.

“A health asset is any factor or resource which enhances the ability of individuals. Communities
and populations to maintain and sustain health and wellbeing. These assets can operate at the
level of the individual, family or community as protective and promoting factors to buffer against
life’s stresses”. (IDeA, Glass Half Full).

The asset model is based on:
Targeting health and wellbeing rather than disease
Multiple dynamic causality rather than a single linar route
Community based and system level interventions rather than individual lifestyle
Active public participation rather than passive recipients.

Morgan et al 'Health Assets in a Global Context: theory, methods, action', 2010, acknowledge
that the evidence base for this health-creating approach needs to be developed. The work in
section 4.2 includes some local evaluation to contribute to building our understanding of good
practice.

4.1 Communities of Interest

“Communities of interest are groups of people who share an identity or experience in life that
somehow leads them to suffer greater levels of disadvantage and discrimination because of that
identity or experience, including possible exclusion from mainstream activities and services.
They often have specific needs that can be missed or misunderstood by service providers and
decision-makers”. (Bradford Vision: The Silent Majority).

Work in Bradford has demonstrated the value of establishing a principle of ‘Communities of
Interest’ Section 3.2 above identifies as phase 3 of a systematic approach to tackling
vulnerability the requirement to include those who are vulnerable in defining their own needs,
and building on their own resilience. Yet by definition, these groups are often relatively small at a
population level and may be scattered geographically. Identifying ‘communities of interest’
creates social capital among those facing multiple risks.

Communities of interest (COI) are flexible and responsive, so their number is likely to vary with
time and circumstances. For example in Bradford 25 COI expanded to 29 and many then
developed communities within communities so a better estimate at one point was 40. Bearing
this in mind as a starting point some possible communities of interest in Gateshead include:

Older People

Young people

Mental health service users

Ex offenders

Ex service personnel

People with physical disabilities or sensory impairment

BME communities

Asylum seekers

Homeless people

Housebound people or those with very low mobility

Looked after children

Carers

Young people not in education, employment or training

People out of employment over the long term

Teenage parents

Victims of violence

Lesbian Gay Bi and Trans Sexual Community.
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Some of these COI already have established groups working with and representing them.

One example of a service response to identifying vulnerable groups is the Vulnerable Persons
Housing Strategy Group. This group has developed an action plan in relation to a wide range of
issues including: learning disability; domestic violence; young people at risk for various reasons
(chaotic lifestyles, leaving care, offenders, very young families); mental health service users;
substance misusers; rough sleepers and other who my be in danger of becoming homeless;
older people. The group has identified a gap around physical disability and sensory impairment.
It has also identified some cross cutting actions such as a rent deposit scheme and access to
mediation. This work may provide a first step to build pro-active involvement with the
‘Communities of Interest’ involved for a range of agencies.

Another example is the Gateshead Family Intervention Project run by Barrnardo’s Sungate
Parenting Service. Working with about 90 families with complex needs, a dedicated key worker
with low case loads works intensively using an assertive approach and sanctions to tackle root
causes of problems. Figure 2 shows a practical version of the model shown in figure 1 (section
3.2.1), developed as part of work to tackle health and family issues in an integrated way.

Some of the Issues for
FIP families

Another example is the comprehensive vulnerability assessment protocol the ‘Early Warning
Assessment Tool’ is being used by Community Nursing staff, and has recently been reported to
the Gateshead Children's Overview and Scrutiny Committee as part of their review of health
aspects of ‘narrowing the gap’. This tool is specifically for use with expectant mothers, postnatal
mothers, their children and families, and is an example of good practice.

Systematically identifying and working with COI should complement the geographical focus

emerging in section 4, and form a crucial part of the refreshed Community Development and
Cohesion Strategy in 2011.
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4.2 Communities of practice

The programme described below is based in a model of community development that includes
working with the strengths in each neighbourhood. The programme has been evaluated in
partnership with the University of Durham. Itis included here as part of a commitment to
ongoing learning among communities and practitioners.

Background

Gateshead Council's Overview and Scrutiny Review of Health Inequalities was established in
June 2007. The review identified eight complementary and inter-related themes, one of which
(theme 2) was ‘to develop a focussed and integrated approach to working and engaging with
cluster communities to tackle health inequalities and with services in their area’. This was to be
a community-based approach to rolling out the other themes which includes lifestyle issues
(tobacco, alcohol, and obesity), mental health and financial inclusion. The intention was to
conduct pilot community health development work in each of the five neighbourhood
management areas.

The aim of the project was to engage with communities to:
Hear from people we do not often hear from
Make health inequalities tangible for local people
Understand people’s perception of their own health and use this to plan interventions
Create a groundswell for change

The Gateshead Joint Strategic Needs Assessment (www.gateshead.gov/jsna )2008/09 included
a supplement called ‘Indicators of Health Status, Lifestyle Behaviours and Uptake of Services
for Focus Neighbourhood Planning Areas’, which was updated in 2010 as 'Health, Lifestyle and
Service Usage among Communities in Gateshead'. The report illustrates health status, lifestyle
behaviours and uptake of services within these communities using a small number of example
measures, including life expectancy. The measures are compared with figures for Gateshead
and England.

Five pilot neighbourhoods were identified with low life expectancy one in each of the five
Neighbourhood Management Areas in Gateshead and are shown below:

Bensham and Saltwell

Sunderland Road and the North of Felling
Teams and Derwentwater

Highfield

Wrekenton

Different community engagement approaches were piloted in each area. The interventions and
evaluation findings are summarised in Appendix 6.

Key Interventions

Key interventions developed differently in each of the 5 pilot sites, because of the commitment
to engaging local people, the different needs identified, and the different levels of resource
available. Key aspects of the methods adopted include:

- the asset based model used in Bensham 'Asset Based Community Development'
(ABCD), leading to the establishment of a member-led steering group and a voluntary
organisation hosting a data base of 'assets’;
the social capital development model used in Highfield, leading to improved networking
between the local voluntary and community sector;
the community led action to tackle smoking work in Wrekenton leading to a 71%
increase in smoking quit dates by local residents;
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the needs assessment work with local primary schools to survey local families in
Sunderland Road and North Felling, leading to an information pack, community activity
web site, and new legal welfare and financial advice drop-ins based in 2 GP locations
practical projects around fresh fruit and vegetables, cooking skills, physical activity and
counselling services in Teams and Ravensworth Road.

Key evaluation findings

The evaluation method selected was to ask a representative sample of members in the 5 pilot
communities whether they were aware or unaware of a particular intervention. Questionnaires
were developed and piloted with public health practitioners and community volunteers, before
they went out to gather a sample from each area.

The questions were specific to the different activities taking place in each area. Respondents
were also asked about national campaigns. If they were aware, they were then asked about the
source of their knowledge, whether or not they engaged with the programme, whether they
attribute any changes in health status to the intervention and whether they have disseminated
any opinions about the interventions to friends, family and neighbours. Respondents were also
asked about where they would seek help in changing their lifestyle.

549 questionnaires were collected over 4 of the 5 pilot areas. Local services that respondents
would use for help to change their lifestyle were: GP (71%); Leisure centres (38%); Pharmacist
(30%); Walk In Centres (30%); stop smoking services (21%); Health Trainers (17%).

Awareness of national campaigns varied from 14% (Sex, worth talking about) to 79% (Catch it,
bin it, Kill it). GPs, TV and workplace were the most frequently mentioned sources of information.
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Awareness of local interventions compared well, with the most successful initiatives being:
Healthy Calendar (73% Highfield)
lllegal tobacco (54% Wrekenton)
Make Smoking History (46% Wrekenton)
Family Fun Day (38% Bensham)
Bensham Alive logo (38%)
Healthy Highfield Week (38%)
Mobile shop (36% Teams).

A significant proportion of responders said they would be willing to take part in further research.
Lessons learnt from the evaluation

The evaluation was a successful collaboration of academic, local authority, PCT and volunteer
groups. A significant amount of work was achieved in a short timescale. Greater lead in time and
greater planning to make use of mainstream services to signpost and gather information would
have been useful. This initial work should be followed up to continue to add to our understanding
of the way community-based public health interventions impact on health and inequalities.

How Do We Maintain Momentum in a Changing Landscape

The findings were shared with practitioners and community members at an evaluation session in
November 2010. Some suggestions to take the work forward generated from that event were:

New mindset — think of how we can use new policy landscape to progress things we want
to do/take forward local priorities

Consolidate what we have already done in 5 neighbourhoods. Build on the trust we have
developed and do not let communities down. They are not ready to keep the momentum
going without help and support.

Community organisers — make most of their input/integrate into what we do

Need to ‘mainstream’ health improvement into services. Build relationships with GPs and
Community Health Providers

Build on shift towards ‘targeting’ things we do/targeting neighbourhoods

Volunteers — build on this as a resource and support them. It is the responsibility of
agencies to respond to/make most of work undertaken by volunteers/community
organisers. We should encourage younger people/all people. It needs to be simpler to
become one!

Value for money public health campaigns. Gateshead Strategic Partnership could identify
and publicise simple everyday examples of how health is 'everybody's business'. We need
to assess the effectiveness of national media campaigns against the cost of community
based interventions.

Develop local indicators with IdEA, NICE etc as part of ongoing impact evaluation.

Disseminate findings in a visual form, tap into other organisations' newsletters websites,
local events, GENIE etc.
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The event in November 2010 was one of several feedback events held as the pilots progressed.
Those involved came together to share learning outcomes. This ‘community’ of service
practitioners, service users and advocates provides a pool of people involved in tackling
inequalities in health in areas identified as priority.

The proposal has grown to create a Gateshead Health and Wellbeing Community of Practice'.
This would draw on the pool of those already involved but also be open to others engaged in
any aspect of this agenda. It would take forward to identified above to maintain momentum.

The purpose would be to equip key employees, community sector representatives, and engaged
residents with emerging thinking/best practice, build up skills and competencies, help to identify
key public health challenges and explore solutions/service delivery options to address them.

The Health and Wellbeing Community of Practice would combine an online forum/bulletin
board/data sharing facility, with arrangement of public health workshops, talks and seminars to
build up awareness and understanding of public health issues. The Community of Practice could
be part of the co-production of knowledge, as part of the refreshed Community Development
Strategy. It would act as essential ‘front line’ of the Health Strategy ‘The Big Shift" embracing
financial inclusion, community engagement and capacity building as essential to influencing the
wider determinants of health.

Recommendations from Section 4: Assets for Health

1. Actively involve communities of interest in mainstream service development as part of
community engagement, and the refreshed community cohesion and development strategy.

2. Build two way links with primary care and community services to maximise the potential for
change particularly in areas of multiple deprivation.

3. Make use of the whole range community development methods which achieved such
excellent levels of awareness in the evaluation.

4. Roll out the Wrekenton community based approach to tobacco control; Bensham and
Highfield work to build social capital; needs assessment and follow up in Sunderland Road /
North Felling; and practical projects in Teams.

5. Make closer use of national advertising campaigns to enhance impact.

6. Build the lessons learned from the evaluation process into commissioning of future
independent assessment of the impact of activities intended to improve health and reduce
inequalities.

7. Establish a Gateshead Health and Wellbeing Community of Practice.
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Appendix 1

NHS South of Tyne and Wear

Health Inequalities: driving down all age all cause mortality rates in
NHS SOTW to close the gap with England

Introduction

This paper is a review of progress in relation to tackling inequalities in life expectancy, prepared
for discussion as part of the GP Commissioning Development Sessions in February 2011.

The strategic focus of this work developed from an initial visit by the Health Inequalities National
Support Team in September 2008. The notes of the follow up visit in February 2009 state that
after 40 visits NHS South of Tyne was still seen as one of the best performing areas found, and
that by tightening up some of the processes under way significant improvements in life
expectancy could be made. In November 2009 an Enhanced Support Programme was
established nationally to focus on Spearhead areas. This consisted of a series of master class
events attended by key managers and clinicians from NHS SOTW, and additional visits to us
from the National Support Team to help implement high impact changes. An action plan was
agreed with the Health Inequalities National Support Team in November 2009 based on an
assessment of local need, evidence of impact on increasing life expectancy, and experience of
best practice elsewhere.

Table 2 shows the chart used locally giving a qualitative overview of impact, timescale and
certainty of interventions which was used to inform both this action plan, and the NHS SOTW
Strategic Plan. Appendix 1 also shows a qualitative improvement in the maturity, scale and
status of implementation of these interventions. It also shows a significant work programme that
still needs to be developed during the transitional times ahead.

The action plan consists of 8 priority high impact interventions, and 5 supporting strategies. The
action plan was reviewed by Clinical Executive in August 2010, and presented regularly to the
Achieving the Target (ATT) Meetings throughout 2010.

Performance outcomes: making a difference

Despite the high level of activity, the performance position at the end of Q3 and forecast
performance position for the remainder of 2010/11 remains red. The timescale of change in
impacting on mortality figures is a contested issue. In January 2010 the 3 Statutory Boards in
January 2010 accepted trajectories that followed the historical pattern of increasing life
expectancy, with enhanced improvement from a range of measures including those described in
this paper, by 2016. The next robust data based on mortality which will become available in the
next few weeks, will refer to 2007-2009.
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Current YTD Target

Current YTD Performance
2010/11

Indicator 2010/11 PDeﬁ:)a:j

PCT GH ST SUN

All-age all cause mortality (Males)** 718 719 720 Q1
2010/11

All-age all cause mortality (Females)** 515 501 530 Q1
2010/11

Cardiovascular Disease (CVD) Mortality

Rate*+* 78.37 | 80.08 | 80.45 | 2009

Cancer Mortality Rate*** 120.7 | 127.77 | 122.42 2009

GH ST SUN

The most recent iteration of the Health Inequalities Toolkit (August 2010) which is designed to
enable analysis of the effects of short term interventions on mortality, has been used to examine

our current approaches. It appears to confirm our existing analysis.

The biggest potential gains are in changing lifestyles (particularly in changing the prevalence of
smoking), but that better disease management can make the biggest difference in the short

term. This means we need to ensure that:

as many people as possible are in disease management programmes and
optimising the access to evidence based interventions through these programmes

The following scenarios developed for the Sunderland population using this model illustrate the

potential impact of the different approaches:

Reduction in All Age All Cause
mortality
(deaths per 100,000)

Intervention strategy Males Females
Better disease management 60.7 33.3
Identifying people with asymptomatic disease 28.5 19.1
Lifestyle intervention in healthy people 21.2 11.0
All interventions 85.3 51.2

SECTION 1: 8 HIGH IMPACT INTERVENTIONS

The 8 High Impact Interventions selected for inclusion in the action plan to tackle inequalities in

life expectancy are:
- NHS Health Checks
Consistent treatment of patients following a CVD event
Cardiac rehabilitation
Chronic Obstructive Pulmonary Disease
Diabetes
Atrial Fibrillation
Stroke/TIA
Cancer early awareness and detection.
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These are indicated with yellow highlight in Table 2. This report gives a snapshot of current
progress against each of the 8, with risks identified against delivery.

The work against the 8 High Impact Interventions is central to the Long term Conditions Board,
and supported by the Strategic Lead on Long Term Conditions. This post does not exist in the
new structure.

NHS Health Checks/identifying asymptomatic hyperten sives aged 40-74
This intervention is now scaled across all three PCT areas, and is being delivered systematically
via GP practices and opportunistically in a range of community settings.

Between the 1st April 2010 and the 30" September 2869 eligible NHS Health Checks were
carried out in South Tyneside, 3225 in Gateshead and 3907 in Sunderland. The new
enhanced service began in July, following awareness sessions across all three areas resulting
in 100% GP sign up to the service in Gateshead, 100% in South Tyneside and 89% in
Sunderland.

The Community Delivery Team (CDT), which is a nurse led service, has started to deliver NHS
Health Checks in workplaces (e.g. Station Taxis in Sunderland), social clubs and community
festivals.

60% of men who have had a NHS Health Check in a pharmacy have been identified as high
risk.

A targeted media campaign, focussing on places of the highest areas of rejecters and deniers
and lowest life expectancy, is underway and will continue until January 2011.

The evaluation of NHS Health Checks against the original delivery model is due to go out to
tender. In addition, impact modelling has been carried out to quantify the Resource Releasing
potential of the programme.

Commissioning of Healthy Communities Collaborative and Third Sector organisations to
signpost to NHS Health Checks e.g. Apna Ghar is in place.

This has been identified in the Public Health White Paper and will transfer to Local Authorities

Risks to delivery
Key staff has left.
This is an ‘industrial’ scale intervention but requires support for it to be embedded in
communities.
There is a risk around support for GP contracts as NEPSA take on a different role.
There is a risk re data and collection due to changing capacity
The Public Health White Paper identifies healthchecks as transferring to Local Authorities
making transition issues even more uncertain.

Consistent treatment of patients following CVD even t

Data collection in relation to the four medications required for optimum treatment for CVD post
MI - statins, ace inhibitors, antiplatelets and beta blockers (SAAB) has been completed and is
showing variance across practices. The outcome of the audit will be shared with practices and
Practice Based Commissioning Groups to improve compliance with treatment and a reduction
in exclusions. via the Primary Care dashboard, and is part of the Key Metrics and Minimum
Data Set report set up on BIRT.

The CVD SAAB audit will then take place on a quarterly basis and be presented back to
practices via the Primary Care Dashboard.
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Risks to delivery
Capacity to support practices to reduce variation in medication.
Capacity within data team to carry out the MIQUEST query.

Cardiac Rehabilitation
The RPIW had representation from 11 different organisations including Newcastle,
Gateshead, South Tyneside and Sunderland FT's, Gateshead and South Tyneside Councils,
NHS South of Tyne and Wear Community Health Services, Primary Care, NHS improvement
highlighting the breadth of partnership and cross boundary working.
30 and 60 day reviews have been completed and the following achieved:
An updated Primary PCI referral form, tested in Gateshead, South Tyneside and
Sunderland and shared with North of Tyne who have agreed in principle to adopt the
form
The electronic transfer of the form is set to go live 1% February 2011
Feedback on the dataset has been received from the Cardiac Rehabilitation Networks,
the National Audit of Cardiac Rehabilitation (NACR) and the NHS Improvement Teams.
Outcome indicators are included in CQUIN schedule.
Learning from the RPIW has been via the NECVN Newsletter and a presentation for the
NHS Improvement event in London
The NECVN will be picking up some of this work
The NHS Improvement and NACR are planning to pilot an ‘extraset’ of data Nationally,
South Tyneside and Sunderland FT's are keen to take part, awaiting response from
Gateshead FT. Vicci McGurk (NECVN) is taking this forward and has registered interest on
behalf of the FT's.

Risks to delivery
Maintaining the motivation of those involved to implement the changes across the three
areas.
Challenge of effectively commissioning cardiac rehabilitation across the whole
pathway, decision required whether this will be in conjunction with the NHS Improvement
project or locally. Needs GPs, PCT commissioners and FT's involved.

Chronic Obstructive Pulmonary Disease
QIPP/LTC Ignition Phase underway with the current state for COPD mapped out showing
clear gaps in services and service duplication. Increased input from PBC/GP commissioners.
November session will focus on actions to accelerate e.g. use of emergency care plans,
spirometry training for professionals.
This work is being highlighted under winter pressures to accelerate early action.
Sharing the learning from PBC COPD interventions e.g. Wearside. The PBC cluster has
demonstrated an increase in patient management plans and a reduction in unplanned
admissions of 12%.

Risks to delivery
COPD needs to have increased attention; this is being addressed in the transition
arrangements for LTC's.
PBC groups are all focussed on COPD. Requires further co-ordination.

Diabetes

All three PCT areas have diabetes networks in place with high levels of clinical engagement.
South Tyneside Intermediate Care Service is in development — all referrals will go via this
service and be triaged by a GPSI. Services will include education and where appropriate be
based at Cleadon Park PCC.
Gateshead network addressing identifying their model of care.
Sunderland Network keen to commission model of care but requires further support.
Primary Care Practice dashboards almost complete to share data with practices and diabetes
networks to improve performance.
Diabetic retinal screening contracts within Gateshead agreed.
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Sharing from clinical interventions e.g. Evidence into Practice.

Risks to delivery
South Tyneside diabetes service will require a phased approach for the service to be in place
and liaison with local people via the LEB is raking place.

Atrial Fibrillation
Arrhythmia has been prioritised in the LTC Integrated Plan.
Sunderland Community Clinic underway.
Gateshead reviewing pathway. South Tyneside also wants to do this.

Risks to delivery
Capacity to support this work.

Stroke/TIA
27/7 Thromobolysis service using telemedicine commenced in Gateshead and South Tyneside
on 4™ January. Training completed regarding telemedicine un Sunderland however IT VPN
network issues have meant that 24/7 service unable to start.
7 day specialist stroke consultant review commenced in Gateshead and Sunderland on 4"
January however Sunderland unable to provide 7 day review until additional stroke specialist
appointed.
Implementation of actions from Hyperacute Stroke RPIW underway and gained support from
NECVN to assist with driving forward in each locality.
RCA of 90% stroke target breaches now been collected and submitted systematically to PCT
and key themes being analysed. Support secured from NECVN to assist with this.
Standard referral documentation for TIA now finalised and being used across SOTW, with final
EMIS electronic form to be uploaded.
Each FT has started to collect data as part of the Accelerating Stroke Improvement (ASI)
programme, with funding from NECVN for audit facilitator to assist with this.
Results of CQC Review of ‘Supporting Life after Stroke’ highlighted all 3 PCT’s in the Best
Performing category amongst all PCT’s in the country.

Risks to delivery
Access to VPN required in Sunderland which may have cost implications
Recruitment to stroke consultant’s posts across SOTW required to implement full collaborative
model and achieve Hyperacute standards, plus single SOTW weekend TIA clinic.

Cancer early awareness and detection

Kaizen event for reporting of plain images across Sunderland stretched its targets to cover all
GP plain x-ray requests and resulted in a reduction in reporting time from 15 to 3 days.

Discussions are taking place with Gateshead to facilitate a Kaizen on the same topic.

Pharmacy project around advising customers and encouraging early detection of lung cancer
is progressing but significant issues still to be bottomed for implementation at start of April,
action underway

Commissioning pilot programmes from third sector around lung, bowel, breast and prostate
cancer awareness during January - March, and dependant on outcomes go for broader
commissioning across all 3 localities in 2011-12

Enhanced media coverage around lung cancer (men and women), men’'s prostate and
testicular cancer through the Echo and Radio

Cancer Network pilot programme around using cancer screening questions at chronic disease
clinic appointments being planned- targeting respiratory/COPD clinics

Cancer network has funded a GP lead in each PCT to tackle variation in particular criteria
within the Practice Cancer Profiles e.g. %cancers diagnosed via emergency admissions,
screening rates enabling positive change.

SOTW one of three national pilots around using flexi sigmoidoscopy as alternative screening
programme for bowel cancer

During 11/12 will be looking to implement best practice from Tees pilot of cancer screening
guestions being used in health checks
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Risks to delivery
Maintaining focus on cancer early detection and awareness as Strategic Lead moves into a
broader role incorporating planned care.

SECTION 2: FIVE SUPPORTING STRATEGIES

The five supporting strategies are:
Assessing the impact
Partnerships with Local Authorities
Tobacco Control
Community Engagement
Maintaining momentum, strategy and governance

Assessing the impact

CQUIN incentives for FT's

Key inequality measures are included in the three FT CQIN schemes including smoking,
breastfeeding, heart failure, and cardiac rehabilitation and first Quarter data will be available in
September. Key challenges include the data quality and collection. Agreement has been
reached with Community Health Services (CHS) in relation to the principle of ‘every contact
being a health improvement contact’. A range of health improvement measures around key
health outcomes and capacity-building for the workforce have been discussed and agreed in
principle. The key challenge has been to identify what CHS are able to collect during 2010/11,
and it has been agreed to focus initially on smoking, alongside workforce development. Key
indicators to collect for smoking are being finalised.

Primary Care Dashboard
Mike Prentice is taking leadership of the development of a suite of Primary Care information
products, BIRT PCB+, as a key strand for the Long Term Conditions work programme.

There are three main elements:
GP Dashboard
This draws on historical data to show GP extent of application of health care
interventions for the practice population. It will be useful for benchmarking and
supporting the planning of service improvements - both within the practice and
associated services. This is accessible to all GP practices through the BIRT portal.

Combined Predictive Model

This draws together a range of current monitoring data to produce a likelihood score for
individuals with significant health risks. This will enable practices to stratify populations
on their practice list against a common risk rating, and enable GP and other services to
be targeted to deliver case management, disease management, supported self care or
prevention and wellness promotion where appropriate.

Clinical Dashboard

This will draw on new feeds of activity data from hospital and community service
providers - giving the practice ‘next working day’ updates and highlighting patients who
are presenting to services. This will enable Primary Care teams to develop timely and
coordinated patient responses.

Other areas have used tools of this kind to support service improvement to good effect -
notably in Bolton.

Those practices of the six chairs are piloting the use of the Combined Predictive Model
and the use of these information products are forming a key part of the Commissioning
Skills Development for General Practice programme first two sessions on the 27
January and the 10" February.
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Partnerships with Local Authorities

All three Local Authorities are moving towards the creation of Health and Wellbeing Board.

Sunderland has a Health and Wellbeing Board Steering Group currently led by the Portfolio
Holder for Health, Housing and Adult Social Care. It has the Director of Public Health, DAS,
DCS and Director of City Services (has Leisure, Environmental Health Tobacco Control
agendas) and Head of Policy and Performance as well as the Chair and Co-ordinator of the
Local Strategic Partnership. We wish to ensure that we fully embed the Health and Wellbeing
Board into the new Sunderland Way of Working Arrangements which will include an enhanced
Economic Prosperity Board, our Children’s Trust and Children’s Trust Strategic Partnership are
already merging as part of the journey of transition. The Safer Partnership is already undergoing
a 'de-cluttering' of its arrangements so you can see the LSP is in change mode - all at slightly
different timescales. The aim is to have the new Board in place by September 2011.

We are clear that a first task without delay and before the establishment of the Health and
Wellbeing Board is the refresh / rewrite of the JSNA and the establishment of a Sunderland
Outcomes Framework (based on current local work as well as the NHS Outcomes Framework,
the Adult Social Care Outcomes framework and the PH outcomes Framework).

Regarding function there has been discussion over the role as Strategic Commissioner /
Influencer of change and there is more clarity to be established here again keen to learn. More
discussions to be had over governance of a range of functions (e.g. Children’s and Adults
Safeguarding and the Safer Partnership role). Not a lot of clarity over how the 'integrating' of
commissioning functions will be delivered or what it is.

Gateshead are adopting a considered approach to the development of the Health and
Wellbeing Board, while strengthening the underlying functions of commissioning and needs
assessment, and developing good links with GPs. Gateshead Borough Council has produced a
Development Plan towards adopting the new responsibility for Health and Wellbeing. Strategy
Group on the 2" February is meeting to discuss the transition process and ensure that local
progress is as fast as possible given the legislative requirements necessary to transfer the new
responsibility and budget by April 2013. Links with GP Commissioners have been established
and the Local Authority actively supported the Pathfinder bid. The Health and Wellbeing Board
is expected to be in place by October 2011.

In the meantime the work of the existing Health and Social Care Partnership (one of the four
thematic partnerships forming the Gateshead Strategic Partnership, alongside five Area
Forums) has been strengthened through a programme of work devised around the priorities in
the Joint Strategic Needs Assessment, with the addition of a lead GP as a member (Vice Chair
of the Commissioning Group).

The Joint Strategic Needs Assessment Steering Group has been strengthened through in
addition to a Local Authority Chair (Director of Adult Services), a new Vice Chair (Head of
Children’s Commissioning) and GP Commissioning Development lead. The current refresh is
being undertaken with close involvement of GP clinical leads, following discussion at the Joint
Clinical Board in December.

The Council has developed a Health Strategy ‘The Big Shift’ which is going to Cabinet on the
25™ January. It focuses on the Local Authority role in meeting the milestones set out under the
Active and Healthy Big Idea, part of the Vision 2030 Strategic Plan. The strategy was developed
following a workshop facilitated by NICE to apply evidence- based practice around behaviour
change. It is envisaged as the starting point for a refreshed multi-agency approach to
transformational change in relation to the health and wellbeing agenda.
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South Tyneside is undergoing a review off its current Local Strategic Partnership arrangements
with key stakeholders and 'Healthier People' has been identified as one of four pillars of the
'‘Shaping Our Future' structure. There are discussions underway in relation to the formation of a
commissioning function within the Local Authority with responsibility for children and adults
social care, education, supporting people and health commissioning.

A Joint Commissioning Group for adult health and social care commissioning has been
established for some time working on the reablement and nursing home agendas for example
and the current plan is for children's commissioning to be included within the remit of this group.
A review of the function and remit of this group will be required in the future.

There is a current strong Health Theme partnership group — Independent and Healthy Lives
Theme Group - chaired by the Lead Member for Independent and Healthy Lives and the Chair
of the PCT - which has a membership representing health and social care, including Director of
Public Health, the community and voluntary sector and the local GP consortium.

South Tyneside Council is seeking to establish a Shadow Health & Wellbeing Board from April
2011. Some initial consultation has taken place within the current Health Theme partnership with
regard to these changes and membership is likely to be inclusive initially in terms of
commissioners and providers as well as a LINK representative - a Terms of Reference is being
drafted for the shadow board.

Once established the Shadow Health and Wellbeing Board will replace the Independent and
Healthy Lives Theme Group. As the Shadow Health and Wellbeing Board will be addressing
adult and children's health and social care within its remit, further consideration is to be given to
future remit and function of the Children's Alliance (Children's Trust Board).

From April 2011 work will commence on the development of a Health and Wellbeing Strategy for
South Tyneside; underpinned by the JSNA and in support of the national and local outcome
frameworks.

Tobacco Control

The Smoking and Tobacco Strategy is in its second draft form, and requires final consultation
with stakeholders. It will inform and direct work with the three Tobacco Alliances, around
tobacco control. It will also inform the way Tier 3 services and the Tier 2 services are developed
and delivered.

Smoking Cessation Service Developments

1. The redirection of the time, energy and skills of the Tier 3 Service to target certain
sections of the population deemed hardest to reach in terms of;

Repeated quit attempts

Co-Morbidity (physical / mental health)
Pregnancy

Elective care and surgery

Routine and Manual Workers

2. Incrementally increasing the quality and volume of Tier 2 advisors to provide the vast
majority of the 4 week quit target across SOTW by:

Establish Single Point of Contact (SPOC) for both clinical and non clinical agencies and

advisors. Interim arrangements are in place with long-term provision currently out to
tender as part of the wider training specification;
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By way of contract variation with existing providers put in place bespoke interim training
packages to meet the need of specialist, standard and basic level advisors. Long-term
arrangements are also part of the training specification;

Reactivate and enhance existing mentoring scheme and develop further to cover also
community groups outside of GP / Pharmacy providers;

Roll out web-based data collection and payment system in order to minimise the delay in
information and performance reporting;

By negotiation, re-define the role and function of the Tier 3 service to be more in keeping
with its level of competence and expertise in relation to those hard to reach target groups
(i.e. pregnant smokers, routine and manual, those in secondary care and community
health services);

Performance manage-out under performing Tier 2 providers whilst investing in high
performers and utilising such providers as mentoring support.

Tobacco Alliances are in place in all three areas:

Gateshead

The Gateshead Smokefree Alliance action plan 2010/11 is reported to FRESH NE RAG on a
quarterly basis. This work has been supported by Local Government Improvement and
Development (formerly IDEA) funding which ends in March 2011.

Key themes within this work in 2010/11 include:

Focus on lllegal Tobacco and underage sales through dedicated post

Rolling out a Tobacco Control PHSE module across Gateshead Secondary Schools and
developing a primary school parent and children engagement module to support this work.
Support of a community engagement model to address smoking within the Wrekenton
community

Uplift of regional campaigns i.e. get Some Answers and Take 7 Steps Out and development
local 7 Steps pledge model in Gateshead.

Training of frontline staff on Protecting children from second hand smoke

Support for PCT recruitment of Tier 2 community based providers and mentoring support for
existing providers.

Lobbying regional and national bodies to support legislative change for Tobacco control

The Alliance is also working to support members to develop their strategic response to tobacco
control e.g. developing targets with the Vision 2030 refresh to emphasise the importance of
targeting smoking in the community, pushing for review of smokefree staff policies, encouraging
organisations to raise awareness of smoking issues among frontline staff and ensuring that
tobacco control remains a high profile topic.

South Tyneside
South Tyneside Tobacco Alliance is working on the 8 strands advised by Fresh that are reported
guarterly to the Regional Advisory Group

This covers a comprehensive approach to tobacco control.
- Developing infrastructure, skills and capacity for effective TC and influencing action
Reducing exposure to 2" hand smoke
Supporting smokers to stop
Media, communications, social marketing and effective communication
Reducing the availability and supply of tobacco products — licit and illicit — and
addressing the supply of tobacco to children
Tobacco regulation
Reducing tobacco promotion
Research, monitoring and evaluation
The Alliance has worked really hard to re engage partners which are having positive results. The
LGID investment has been used to focus on illegal tobacco
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Sunderland

The Sunderland Tobacco Alliance is focusing on three main priorities: illicit tobacco, smokefree
and hitting the quitter target. These are underpinned by developments in relation to
infrastructure and communications.

Work targeting community providers of 2 has been particularly successful in training community
groups in areas of greatest need. This work has been ongoing from January 2010. Since that
date 20 groups have been trained and are delivering at level 2. Nine people from community
groups and five members of staff from four schools in target areas are waiting to be trained.

The alliance is linking in to a more generic “Health Champion” model which is providing level 1
smoking brief intervention training alongside a range of other health improvement programmes.
This approach has been developed in partnership with two of the Local Authority Area
Committees: Washington and West and targets frontline workers of the council and its partners
together with volunteers working in these areas. It is hoped that up to 500 people will be trained
in these areas during 2011. The Council Leader has given his support to all council members
being trained as “Health Champions” to support their community leadership role.

Smoking and Health Inequalities Impact Upon Communi  ties

The services commissioned at all tiers will provide a significant contribution to those
communities prioritised across SOTW in relation to the health inequalities caused by smoking.
The services will work in partnership with local community groups and partners to maximise the
impact and reception of health messages and interventions around smoking cessation.

Stronger links are being developed with the Local Authorities, community workers and
employers which will maximise the impact of smoking cessation interventions with routine and
manual workers. This includes through the Healthy Workplace Award, run by Gateshead
College but with a remit for the whole of South of Tyne and Wear. Through this collaboration we
will be able to reach 32,000 employees in this current financial year alone, as well as building
long term links between employers and the local Tier 2 and 3 providers to ensure ongoing
support.

Community Engagement

South of Tyne and Wear Community Engagement and Hea  Ith Forum

A planning group, (including Local Authority, Voluntary Sector and NHS South of Tyne and
Wear representatives) has been established, with agreed Terms of Reference and is meeting
regularly. The focus, membership and practical operational working of the Community
Engagement and Health Forum have been agreed, and a database of Forum Members
established. Proposals are to hold quarterly Community Engagement and Health Forums, with
initial Forum planned for January/February 2011. While it was originally hoped to launch the
Forum in November 2010, Local Authority and Voluntary Sector partners are keen to understand
future support arrangements from NHS South of Tyne and Wear prior to its launch.
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Community engagement — sharing of best practice with Local Authority partners:

Sunderland

NHS South of Tyne and Wear Community Engagement Worker used to recruit
community venues to provide Tier 2 smoking cessation services and for follow-up
mentoring. Feedback from consultation with Sunderland community advisors highlighted
the benefit from follow up support by the Community Engagement Worker, with feedback
reinforced by the significantly higher number of active community advisors in Sunderland
than Gateshead and South Tyneside.

A similar approach is currently being piloted in three high prevalence neighbourhoods/
areas of Gateshead; Wrekenton, Felling and Central, using commissioned Community
Engagement Workers. If successful, the model will be rolled out to South Tyneside in
2011

Gateshead

The audit of Gateshead Community Development Strategy and Action Plan against
evidence- based practice outlined in NICE Guidance (PH9) — Community Engagement to
Improve Health has been completed and finding will be considered as the part of the
upcoming refresh of the strategy and development of a new action plan.

Local organisations (including local businesses) are being approached to recruit staff to
become tier 2 advisors smoking cessation advisors. Currently one organisation has been
sighed up.

The NHS Health Checks campaign is underway across Gateshead with targeted
promotion in areas of disadvantage. The NHS Health Checks Community Delivery Team
has a series of dates and venues booked for the next 3 months (24 events in January
2011). The newly formed Promoting Health Team have worked to inform and engage
local venue staff and community members about the value of these checks, provided a
range of promotional goods to raise awareness, and linked them up with the new training
provider so that people across Gateshead understand what is involved and why
Gateshead has pledged to undertake 35,000 NHS Health Checks over the next 2-3
years, to enable them to target people in their local community. The team have made
links with local community groups and begun to use Face book pages to promote local
knowledge and stimulate interest. In addition, the profile of local pharmacies is being
raised and those pharmacists willing to do external visits are being connected to local
groups. The local MP has also become involved in the campaign. The next phase of
engagement will involve local industry.

South Tyneside

Work on-going on Community Engagement Plan linked to JSNA neighbourhood
analysis/profiles and on-going community ‘health’ consultations. Public Health Lead links
identified for each Community Area Forum to facilitate/provide support in relation to
identified health needs in local area.

Work underway to strengthen role of health champions in relation to early identification of
disease, (CVD, Cancer, COPD) and key areas of health improvement (e.g. smoking
cessation, alcohol, healthy eating, breastfeeding) linking with health trainers. South
Tyneside Homes workforce (accessing 17,000 homes per annum) trained in
safeguarding, smoking cessation brief advice, alcohol brief intervention. Tyne & Wear
Fire & Rescue Service include smoking cessation brief advice in Home Safety checks.
NHS Health Checks Community Delivery underway.
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Active engagement of local workplaces taking place (with health trainer support) in
relation to smoking cessation, alcohol brief advice and signposting to weight
management services.

On-going programme of community awareness and engagement in relation to CVD,
Cancer, COPD, and Diabetes — GPs advised when events taking place in terms of any
additional attendances/referrals.

Comprehensive Communications and Community Engageme nt Strategy

An Integrated 2010/2011 Communications, PPl and Community Engagement Action
Plan linked to the above Strategy has been developed, focused on the 8 Strategic
Priorities, and incorporating HINST actions. The Action Plan is currently being
implemented. Following the disaggregation of the 3 teams, the development of local
action plans will need to be agreed as part of the implementation of the new Interim
Management Structure

Social Marketing Update
Smoking/Alcohol

Continuing to use social marketing data, including FRESH and Balance market
segmentation data, and service user and community research to support behavioural
change campaigns, improve awareness of services, and to develop targeted services to
increase access.

Cancer

Social marketing strategy in development to target specific groups to improve awareness
of cancer initiatives/prevention and early presentation. Priorities for this identified and
agreed including the bowel screening programme.

Long Term Conditions

Continuing substantial customer access planning, including use of social marketing
around NHS Health Checks including:

Detailed examination of client demographics to determine who is accessing the
programme. Comparison with mosaic information on rejecters/deniers to better focus
geographic marketing and delivery of programme

Development of strategy including mix of phased media campaign targeting areas with
high rejecter/denier populations and areas of low life expectancy, Healthy Communities
Collaborative and commissioned Community Organisations engaging ‘seldom seen,
seldom heard’, and NHS Health Checks Community Delivery Team in targeted
communities.

Use of online surveys to refine knowledge on reasons why patients have presented for a
Health Check

Urgent Care
Choose Well campaign using mosaic information to target specific public/patient groups.

Key Challenge

Changes in NHS policy and the application of Management Cost Reductions have resulted in
the disaggregation of the Communications, Patient, Public Involvement, and Community
Engagement Teams in the new NHS South of Tyne Interim Management Structure. Next steps
for the above work will be agreed as part of the implementation of the new Interim Management
Structure, and communicated to all stakeholders.
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Maintaining Momentum, strategy and governance

The GP Commissioning Skills Development Session on 10" February involves the HINST. 3

sessions of additional support has been purchased by HINST for use in NHS SOTW from the
Primary Care Centre in order to support the transfer of work related to inequalities to primary
care, before the end of the financial year.

A key issue in maintaining momentum with GP Commissioners is identifying the overlap
between Resource Releasing Initiatives, particularly the reduction in Urgent Care, and the 8
High Impact Interventions related to tackling inequalities. This synergy is clear because all 3
require a robust and systematic approach to:

1. Ensuring that those who are on disease registers are being effectively managed

2. ldentifying those who are not on disease registers and are therefore not receiving structured
care.

The tools to tackle this include the application of current knowledge about variation between
practices in order to drive up standards of disease management. At the same time the big health
wins in terms of primary prevention need to be addressed with and through our Local Authority
partners as they pick up their responsibilities for Health and Wellbeing over the next 2 years.
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Table 2: evidence for impact, timescale, certainty

Intervention

Ca Awareness/prevention

Ca Screening Programmes

Ca early recognition and referral

Obesity treatment in Adults nonsurgical
Taobacco control

CVD -disease mgt of symptomatic individuals
Obesity treatment in  Children- nonsurgical
Obesity Prevention

Hypertension treatment (asymptomatic)
COPD - smoking & hypertension and cholesterol
screening

Hypertension management in asymptomatic individuals
Including more people in AF, diabetes, COPD in dise
mgt programmes

Patients with TIA referred for investigation

Disease management of stroke/ TIA patients
Anticoagulant therapy for AF patients over 65

NHS Health Checks ( assuming 75% over 5 years)
Nonsurgical Obesity symptomatic Adults

Reducing blood sugars( HbAlc) over 7.5 by one unit
Systematic cardiac rehabilitation programmes

Surgical obesity intervention- adults

Promote stop smoking service

Treatment for a heart attack- PCI for heart attack
Cancer Waiting Time targets

Stroke management on stroke unit

Ca Peer review (MDT planning etc)

Interpretative examples

ase

of interventions against assessment of maturity, sc

Factor addressed

ale and status of plans

2009 Plans

2010 plans

Potential
impact

Time- Certainty
scale

2
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Programme with best short term potential
Programme with best potential over long term
Best potential programme delivering well to large s

Best potential programme to lower scale than needed

cale
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Appendix 2

'/,' Fair Society, Healthy Lives

Marmot Indicators for Local Authorities in England

London Heslth Dtssrastary

The chart below shows key indicators of the social determinants of health, health outcomes and social inequality that correspond, as closely as is currently
possible, to the indicators proposed in Fair Society, Healthy Lives. Results for each indicator for this local authorty are shown below. On the chart, the value
for this local authority is shown as a crcle, against the range of results for England, shown as a bar.

- Significantly better than England walue Regional England
N _ walus wakus
- Mot significanty different from England walue
England England
- Significantly worse than England value Worst ‘ * Best
25™ 75
percentile percentile
Gateshead
- Local Authori Regional | Emgland | England England
Indicator Value v Value Value Worst Range Beat
Health outcomes
|Males
1 [Male life expectancy at birth (years) T84 TE.B T8.3 T3.T7 - 84.4
2 | Imeguality im male life expectancy (years) 115 11.5 8.2 16.6 'E 2.7
3 | Ineguality im male disability-free life expaectancy (years) 14.8 14.1 10.8 20.0 - 1.8
Females

4 |Female life expectancy at birth (years) B0.68 0.2 823 To.1 - 89.0
5 | Ineguality im female life expectancy (years) 7.0 2.3 5.9 11.5 i 1.8
& | Inesguality in female disability-fres life axpectancy (years) 11.5 11.8 8.2 17.1 1.3

Social determinants
¥_|Children achieving a good level of development at age 5 (%) 51.0 54.0 55.7 41.9 Sl 69.3
& |"Young people not in employment, education or training (NEET) (%) 8.8 1001 7.0 13.8 - 2.6
9 |People in households in receipt of means-tested bensfits (%) 20.7 18.3 15.5 41.1 i 5.1
10 Imeguality in people in receipt of means-tested bensfits (% points) 41._8 41.9 30.6 81.3 2.9
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Indicator Notes

A copy of this report and a more detailed Indicator Guide is available from the London Health Observatory website:
httpcdfwwew. lho.org. ukiLHO Topics/national lead areas/marmotimarmetindicators.aspx

Life expectancy at birth (Indicaters 1 and 3)

Estimate of the average number of years of life expectancy at birth, based on current mertality rates.
Figures for England and the English regions represent the actual life expectancies for these areas.
Time period: 2007-09  Source: Office for National Statistics (ONS)

Imequality in life expectancy (Indicators 2 and 4)

This indicator is the Slope Index of Inequality in life expectancy. It summarises the social inequality in life expectancy within each local authority. [twas
calculated by, firstly, grouping lower layer super cutput areas (L30As) within each local authority inte deciles based on the Index of Multiple Deprivation
score (IMD 2007) for each LSOA. Deciles each contain approximately a tenth of the LS0As in the local autherity. The life expectancy for each decile is
calculated, based on mortality data for the five-year period 2005-09. The Slope Index of Inequality represents the gap in years of life expectancy between
the least and most deprived areas within the local authority, based on a statistical analysis of the relationship between life expectancy and deprivation
scores across the whole authority. The higher the value, the greater the inequality within the local authority.

The figure for England is the median value of the figures for all upper-tier local authorities. The figure for each English region is the median value of all
upper-tier LAs within that region.

Time period: 2005-09  Source: Association of Public Health Observataries, based on analysis af ONS mortality dato and population estimates

Inequality in disability-free life expectancy (Indicators 3 and 6)

Disability-free life expectancy (DFLE) is the average number of years a persen could expect to live without an illness or health problem that limits their daily
activities. This indicator is the Slope Index of Inequality in DFLE. It summarises the social ineguality in DFLE within each local authority. It was calculated by,
firstly, ranking the middle layer super output areas (M5304s) in each local authority by their level of deprivation using IMD 2007 scores. The Slope Index of
Inequality represents the gap in years of disability free life expectancy between the least and most deprived areas within the local authority, based on a
statistical analysis of the relationship between DFLE and deprivation scores across the whele authority. As with life expectancy, the higher the value, the
greater the inequality within the local authority.

The figure for England is the median value of the figures for all upper-tier local authorities. The figure for each English region is the median value of all
upper-tier LAs within that region.

Time period 1999-2003  Source: Slope Index of Inequality - Landon Health Observatary based an analysis af DFLE figures from ONS

Children achieving a good level of development at age 5 (Indicator 7)

Percentage of children assessed by a teacher as having achieved a ‘good level of development” in the year they turn five.
Figures for England and the English regicons are the actual percentages for these areas.

Time period: 2010 Source: Department for Education

Young people not in employment, education or training (MEET) (Indicator 8)

Percentage of young people aged 16-1% who are not in education, employment or training (MEET).
Figures for England and the English regions are the actual percentages for these areas.

Time period: 2009/10 Source: Department for Education

People in households in receipt of means-tested benefits (Indicator 9)

Percentage of people living in households in receipt of selected means-tested benefits.

Figures for England and the English regions are the actual percentages for these areas. Time period: 2005 Source: Income Domain af the Index aof
Multiple Deprivation 2007 - Communities and Local Government; percentages for LAs - London Health Observatory

Inequality in percentage in receipt of means-tested benefits (Indicator 10)
This indicator is the Slope Index of Inequality in the percentage of people in households in receipt of selected means tested benefits. It summarises the
SOC] neqguality within each local authority. It is calculated by, firstly, grouping lower layer super output areas (LSOAs) within each local authority into
deciles based on their IMD 2007 scores for each LSOA. Deciles each contain approximately a tenth of the LS0As in the local authority. The percentage of
people in households in receipt of means-tested benefits is calculated for each decile. The Slope Index of Inequality represents the difference in
percentages between the least and most deprived areas within the local authority, based on a statistical analysis of the relationship between the
percentage in receipt of means-tested benefits and deprivation scores across the whole authority. The higher the percentage, the greater the inequality
within the local authority.

The figure for England is the median value of the figures for all upper-tier local authorities. The figure for each English region is the median value of all
upper-tier LAs within that region.

Time period: 2005 Source: Slope Index of Ineguality - London Health Observatory based on analysis of the Income Damain af the Index of Multiple
Deprivation 2007 from Communities and Lacal Government
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Appendix 3

Inequalities in the Distribution of Populations Vul

Probation
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Homelessness
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by ward at December 2010
[l 25% of wards with highest proportion of asylum seekers
2nd quartile
3rd quartile
[ ]25% of wards with lowest proportion of asylum seekers

nerable to Poor Health in Gateshead

Worklessness
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Map images: Dotted Eyes ©. Licence no. 100019918. Data sources: probation — people entering probation by ward, National Probation Service, Northumbria; domestic violence — domestic
violence incidents by ward, Gateshead Council Safer Communities Team; worklessness — number of claimants by ward from NOMIS, Office for National Statistics at www.nomisweb.co.uk,
population estimates by ward, Office for National Statistics; homelessness — number of homeless applications accepted as homeless and in priority need by ward, Gateshead Housing
Company, population estimates by ward, Office for National Statistics; asylum seekers — number of asylum seekers by ward; Gateshead Council Community-Based Services, population
estimates by ward, Office for National Statistics; social and economic disadvantage — overall Index of Deprivation 2007 by lower tier super output area, Department for Communities and Local

Government.




Inequalities in the Distribution of Populations Vul nerable to Poor Health in Gateshead (cont.)
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Ward Name
Birtley 329 29.1 3 73 3.0 2 176 34.8 3 36 15 3 0 0.0 4
Blaydon 526 39.3 2 103 3.8 2 305 51.2 2 72 2.6 1 0 0.0 4
Bridges 792 51.6 2 208 8.9 1 380 68.3 1 81 3.5 1 61 7.8 1
Chopwell and Rowlands Gill 316 23.9 3 68 25 3 245 43.0 2 27 1.0 3 0 0.0 4
Chowdene 383 29.6 2 102 3.7 2 229 40.6 2 43 1.6 3 7 0.8 2
Crawcrook and Greenside 163 13.8 4 39 1.5 4 131 23.6 4 13 0.5 4 0 0.0 4
Deckham 759 56.9 1 149 5.4 1 351 58.1 2 67 2.4 2 <5 * 2
Dunston and Teams 815 57.9 1 201 7.9 1 409 70.9 1 78 3.1 1 40 4.7 1
Dunston Hill & Whickham E. 196 17.4 4 41 1.6 4 141 25.9 4 20 0.8 4 0 0.0 4
Felling 729 57.9 1 155 6.5 1 437 85.8 1 67 2.8 1 15 1.9 1
High Fell 766 62.8 1 145 5.4 1 372 67.1 1 60 2.2 2 11 1.2 2
Lamesley 377 30.7 2 61 24 3 207 39.1 3 46 1.8 2 0 0.0 3
Lobley Hill and Bensham 771 53.4 1 119 4.2 2 359 59.0 1 70 25 1 21 2.2 1
Low Fell 180 14.5 4 21 0.8 4 100 18.2 4 15 0.6 4 0 0.0 3
Pelaw and Heworth 355 29.2 3 69 2.7 2 232 43.1 2 55 2.2 2 <10 * 2
Ryton, Crookhill and Stella 197 17.7 3 38 1.6 4 175 34.6 3 15 0.6 4 0 0.0 3
Saltwell 687 49.6 2 141 5.0 2 352 55.7 2 63 2.3 2 43 4.6 1
Wardley and Leam Lane 321 29.5 3 42 1.7 3 184 35.0 3 42 1.7 3 0 0.0 3
Whickham North 317 26.0 3 60 24 3 205 38.0 3 31 1.2 3 0 0.0 3
Whickham South & Sunniside 152 13.5 4 23 0.9 4 103 18.7 4 22 0.9 4 0 0.0 3
Windy Nook and Whitehills 538 39.9 2 74 2.5 3 243 38.6 3 61 2.0 2 0 0.0 2
Winlaton and High Spen 155 13.1 4 50 2.0 3 172 33.2 4 28 1.1 3 0 0.0 2
Gateshead 9824 35.4 1982 3.5 5508 44.9 1012 1.8 209 1.1
Legend Ward where rate of vulnerability to poor health is in the top 25% among all wards in Gateshead for one or more risk

Data sources: probation — people entering probation by ward, National Probation Service, Northumbria; domestic violence — domestic violence incidents by ward, Gateshead Council Safer Communities Team;
worklessness — number of claimants by ward from NOMIS, Office for National Statistics at www.nomisweb.co.uk, population estimates by ward, Office for National Statistics; homelessness — number of homeless
applications accepted as homeless and in priority need by ward, Gateshead Housing Company, population estimates by ward, Office for National Statistics; asylum seekers — number of asylum seekers by ward;
Gateshead Council Community-Based Services, population estimates by ward, Office for National Statistics; social and economic disadvantage — overall Index of Deprivation 2007 by lower tier super output area,
Department for Communities and Local Government.
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Appendix 4

Discarded Needles - LAGAN System
01/01/2010 - 06/02/2011

Discarded Needles - Total Finds
01/01/2010 - 06/02/2011

A

Discarded Needles - Neighbourhood Wardens
01/01/2010 - 06/02/2011

-

Drug-related Deaths - Total Deaths
2008 - 2010
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Appendix 5 Average Rate of Domestic Dwelling Fires per 100,000 Population Per Year by Gateshead Ward, 2007/08 to
2009/10
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Appendix 6

Community health development to reduce inequalities : 5 pilot areas
interventions and evaluation findings

Interventions

Bensham and Saltwell

Working with Local Government Improvement and Development (LGID) to utilize an
asset mapping approach Asset Based Community Development (ABCD) has led to the
activities listed below.

The first household survey to be carried out in the Orthodox Jewish Community

3 half day awareness sessions attended by 57 people from 24 services and
organisations to develop the understanding of ABCD and A.l.

Several organisations in the neighbourhood “trying out” appreciative conversations
Bensham and Saltwell Alive chosen as the visible face of ABCD in the neighbourhood
Case study of the Alive project incorporated into LGID publication “A Glass Half Full”
Bensham &and Saltwell Alive Week 2010- a number of well-being activities brought
different parts of the community together at a “neighbourhood scale” - cycling, climbing,

making bird boxes, eating together

Piloting an asset mapping survey across the neighbourhood - 140 residents stepped
forward happy to share their interests

Ward councillors agreed to support St. Chad’s Community Project, a charity based and
wholly focused upon the well-being of the locale, through their Local Community Fund to
help connect assets, create conversations and get togethers

A Bensham & Saltwell Alive Steering Group chaired by Councillor Catherine Donovan
has been set up to help develop and organise opportunities and activities

Shared the experiences of the Alive project at national and regional conferences

The first meetings of a re-launched Bensham and Saltwell Festival Committee has taken
place

Gardening get-together in October, Cooking get together in November, and a
neighbourhood event at Gateshead Leisure Centre in December.

In the pipeline is an arts and culture get-together, a neighbourhood history week in
March 2011, and a neighbourhood news sheet.
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Teams and Ravensworth Road

Focus on widening community participation in all aspects of neighbourhood decision
making

Range of project supported delivered by the local statutory and voluntary sectors
including;

Mobile shop to help local people access fresh fruit and vegetables

Counselling services for people with mental health issues

Develop cooking skills for young people and families

Encouraging residents to take up personal care services

Physical activity taster sessions including line dancing, salsa etc
A full evaluation of the projects that have been developed over the past nine months has been
completed. This will look at how well projects have been able to engage with an increased
numbers of residents and their success in communicating health related messages to
residents and changing health related behaviours.
The lessons learnt from the new approaches will be taken forward through the multi-agency
Community Engagement Working Group which is already working to improve community

engagement in the neighbourhood.

Sunderland Road and North of Felling

Creation of community activity website

Primary school led consultation

Community canvassing within the community

Focus on physical activity, mental health and financial inclusion
Creation of family activity sessions

Neighbourhood information pack for residents

Four local primary schools have undertaken survey work with pupils consulting their families.
This is being analysed, once this is complete information will be provided to families about the
services available in the area in the form of a neighbourhood pack and new healthy activities
will be developed based on the views of children and families both by services and within
schools. The School Councils within each school will lead the development of some of the
new activities.

The new legal, welfare and financial advice drop-in in partnership with the local GP service,
which is based in two GP locations, is now in place and working well. Patients who identify
concerns regarding their finances, GPs and other health workers will be able to proactively
ensure advice and support is accessed. The GP practices provide administrative and booking
support. The service is available to both patients and non-patients of the practice.
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Highfield
Focus on building social capital
Much improved networking between the local voluntary and community sector
Health Highfield calendar for 2010 delivered to all local residents
Healthy Highfield week — March 2010

Range of activities including health walks and health events for both men and women
Getting all ages active through dancing — working with Dance City which has residents
from 4 — 84 involved and culminated with a performance attended by over 200 residents.

The project has developed a network of local services and voluntary organisations have
successfully come together to tackle health inequalities. This has developed new relationships
within the local voluntary sector which will be built upon over the coming year. As a result of
these relationships a Healthy Highfield Partnership has now been established and is meeting
regularly.

Wrekenton

Focus on smoking

110 survey carried out by young people from Wrekenton of their peers attitudes to
smoking

Projects which use sport to engage young people in talking abut reducing or giving up
smoking

Local residents and local workers using Participatory Appraisal to engage over 400
residents to understand why people smoke and what stops them quitting

Baseline household survey carried out with 350 households regarding attitudes and
behaviours’ to smoking.

Project group meeting six weekly to plan and coordinate activities and actions aimed at
reducing smoking.

Community development work is continuing with local residents to support them in developing
local projects to tackle smoking prevalence. These include the development of a new
Wrekenton Lantern Parade. This will be launched on Friday 29" October leading to a Parade
on No Smoking Day March 2011.

The group also developed a 2011 calendar for residents in the area which will include case
studies of local residents who have successfully stopped smoking along with advice and
service contact details.

Health checks are also now available at several venues in the Wrekenton area on and
smoking awareness work in local primary and secondary schools led by the Raising
Achievement service.

In addition Wrekenton has been able to identify a number of impact measures including:
71% increase in smoking quit dates set, with a 51% conversion to 4 week quitters
increase in information from the community about illicit tobacco
Increase in successful prosecutions for under age sales
rise in seizure of illicit tobacco.
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Evaluation methods

A quasi-independent evaluation of the impact of the projects has been carried out in
partnership with the University of Durham.

Public health interventions are difficult to evaluate from the perspective of quantifying the step-
change in a health-related outcome that is independently attributable to the intervention.

Whole population measures that collect contemporaneous data on health outcomes such as
those referred to in the Joint Strategic Needs Assessment (see background in Gateshead) can
suggest but not verify that an intervention has been successful. They are in the case of life
expectancy reported significantly two years after the year they refer too, far too long for a
meaningful relationship with specific interventions. For example the most recent life
expectancy estimates might have to be based on data that are already out of date. There can
also be a long time lag before changes can be seen. There are also difficulties in interpreting
figures related to small populations, discussed in section 3.2.4.

In attempting to resolve the problem of timely evaluation, it becomes crucial to consider the
selection of appropriate outcome measures. The chosen method was borrowed from market
research methodology. We asked a representative sample of individuals in a community
whether they were ‘aware’ or ‘unaware’ of a particular intervention that has been introduced at
time T. The utility of this question lies alongside its pragmatic value - namely that recording
awareness involves asking a question is easy to administer, easy to record (Y/N) and the
answer is simple to interpret. It is therefore suitable for administration with only low-level of
training.

The proportion of the population interviewed at any time after time T that answers in the
affirmative represents the impact of the intervention in terms of ‘creating’ awareness. Having
established impact at this level, individual citizens can then be asked about the source of their
knowledge about the intervention, whether or not they have engaged with the programme
contained within the intervention, whether they can attribute any changes in their health status
due to engaging with the intervention and whether they have disseminated opinions about the
intervention to their friends, family, neighbours and colleagues.

A total of 549 interviews were conducted across the four neighbourhoods (Bensham: N=145,
Highfield: N=105; Teams: N=134; Wrekenton: N=165). The interviews and data entry were
conducted by 11 volunteers, aided by 15 members of staff, over 20 half-day sessions. Overall
62.5% of interviewees were female 37.5% were male. With respect to work status, 60.3% of
interviewees stated they did not work, and 39.7% stated they were in work. 27.5% of all
respondents responded positively to a request that they could be contacted to undertake more
surveys. A detailed breakdown of results is available on request.
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Evaluation Findings
A brief summary follows in relation to 3 main areas of inquiry:
Local services respondents would use to change their lifestyle

71% of interviewees indicated they would go to a GP for help to change their lifestyle; 77.6%
were aware of GP services in Gateshead and 74.5% had accessed a GP in the previous 12
months. 30.4% of interviewees mentioned that they would visit a pharmacist for help to
improve their lifestyle; 72.3% of interviewees were aware of pharmacy services in Gateshead
and 55% had accessed a pharmacy in the last 12 months. 29.7% of interviewees stated they
would access Walk in centres to help improve their lifestyle; 70.9% were aware of walk-in
centres in Gateshead and 33.5% had accessed a walk-in centre within the last 12 months.
Stop-smoking services were mentioned by 20.8% of interviewees as somewhere they would
go to help improve their lifestyle. 85.6% of interviewees were aware of smoking cessation
services in Gateshead and 10.9% had accessed a stop smoking service in the last 12 months.
16.8% of interviewees indicated they would go to health trainer service to help them improve
their lifestyle; 3.5% indicated they were aware of health trainer services in Gateshead and
9.5% of interviewees had accessed a health trainer in the last 12 months. The leisure centre
was mentioned as a place to improve lifestyle by 38.3% of interviewees; 64.8% of interviewees
knew of the leisure centre services in Gateshead, and 31.1% had accessed a leisure centre in
the last 12 months. The graphs in Figures 3, 4 and 5 illustrate these figures.

Figure 3 Where would you go for help?
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Figure 4 Are you aware of the following services in

Figure 5 Which of the following have you used in pr
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Residents awareness of key interventions is reported in section 4.2. Figures 6 and 7 show
reactions to smokefree initiatives in Wrekenton.

Level of awareness of national campaigns, varied from 14% (sex, worth talking about) to 79%
(Catch it Bin it Kill it) but the predominant mode of acquiring information was through the
television advertising campaigns, followed by GP surgeries and workplace. Figure 8
demonstrates examples for the campaign 'Catch it Kill it Bin it', and Figure 9 ‘Smoke free/ I'd do
anything’.

Figure 6 What do you think of ‘Making Smoking Histo ry’ (Good mentioned by 34/112
respondents)
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Figure 7 What do you think of the Lantern Parade? (
respondents)

Figure 8 Where did you hear about ‘Catch it Bin it

Good mentioned by 32/112

Kill it'?
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Figure 9 Where did you hear about ‘Smoke Free /I'd  do anything’

Awareness of local activity

Awareness levels varied in the 4 communities included in the evaluation work, and within those
communities to different aspects of the interventions. The most successful interventions were:
calendar (72.6% Highfield), illegal tobacco campaign (54.2% Wrekenton), Make Smoking
History (45.8% Wrekenton), Family Fun Day (38.6% Bensham), Bensham Alive logo (37.9%
Bensham), Healthy Highfield Week (37.9% Highfield), Mobile shop (36.4% Teams).

The least successful interventions were: Take a Break (1.9% Highfield), Cookery (3% Teams)
and Doorstep Discovery Walk (7.6% Bensham).

What worked in terms of the evaluation approach

The collaboration of academia, PCT, local authorities and volunteer groups was effective in so
far as it led to the collection, within just a few weeks, of data from 549 individual adults that
could be used to determine the impact (in terms of awareness) of a range of public health
interventions and commissioned services in the 4 targeted neighbourhoods. The approach also
led to the establishment of a cohort for further surveys and may have generated social capital
for the volunteers who participated. The use of volunteers helped residents respond positively.
The data have been shared with public health practitioners across the borough and will be used
to inform the future development of local services.

What did not work in terms of the evaluation approa  ch

The limitations of the current study are a product of the low overall cost and short time-frame of
the project. Together, this led to a shortfall in the expected number of interviews, and a skewing
of the demographic profile of respondents in more than one neighbourhood.
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From the point of view of the public health practitioners, a greater lead in time would have
helped, with the recognition that the research was in fact a project in its own right. There could
have been greater planning and utilisation of services that exist e.g. GP surgeries, and existing
community groups, particularly those working with 'hard to reach' groups such as carers, mental
health service users etc.

A lot of worker time was needed to support volunteers but was not costed. The volunteers from
the community should be used in their local area. There should have been more involvement of
local people and service providers in designing the questions/approach/timing. Collecting data
at different times of day and different routes would have helped get a broader demographic
spread.

A number of short-cuts were taken during form-filling, and quite a few forms were incomplete. In
some cases, the missing data could be interpreted to mean ‘No’, but elsewhere it was not
possible to do this. A short training exercise in form-filling may be of benefit in future projects.

Despite efforts to keep the costs down, there was still a cost to the PCT and the Council in

terms of both fiscal outlay and time spent by staff on the evaluation exercise. Surveys could also
have made closer to events (some were a year earlier).
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