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Foreword 

 
The annual public health report is the responsibility of the Director of Public Health in 

Lambeth. It reports on the local health needs. This report focuses on whether health 

inequalities have changed in Lambeth since the Primary Care Trust was established. It 

acknowledges the achievements and challenges of reducing health inequalities in Lambeth. 

 

This report provides an update of the understanding of health inequalities and what works in 

reducing them. 

 

National targets have been set to reduce health inequalities between Lambeth and the rest of 

England.  This report describes how Lambeth compares to these targets and outlines actions 

that have contributed towards improvements. It focuses on the priority areas contributing 

towards the health inequalities gap between Lambeth and the rest of England.  Building on 

lessons learned and the recommendations from the National Support Team for Health 

Inequalities, the report makes proposals about what to do next to achieve a sustainable 

reduction in health inequalities between Lambeth and the rest of England. It highlights some of 

the challenges associated with the economic downturn and migration. 

 

This report provides recommendations for joint work to reduce health inequalities and 

improve health for Lambeth residents. It aims to be useful and to encourage us all to keep 

working towards this goal despite the challenging and complex circumstances. 

 

 

 

 

 
 
 
 



Annual Public Health Report 2008/09 
 

Inequalities in Lambeth – A Review of Progress 
Executive Summary 

 
 
This report is the annual report of the Director of Public Health for Lambeth for 2008/09.  It 

focuses on health inequalities in Lambeth and reviews the approach taken to reducing them, 

with specific examples of work done to do this.  The report examines the most recent work on 

the causes of health inequality such as the Marmot Review. 

 

The report summarises the evidence together with the outcome of the review facilitated by the 

National Support Team on Health Inequalities - an expert team from the Department of Health 

(DoH). It also emphasises the importance of NHS Lambeth’s leadership role in ensuring that 

progress continues to be made in reducing health inequality in a complex and challenging 

environment; in particular by joint working to ensure partnership commitment to this work. 

 

Summary of Key Messages: 
 
• Health Inequalities have reduced as measured by the gap in life expectancy and infant 

mortality between England and Lambeth. 

• However, the likelihood of health inequalities between Lambeth and England populations 

remains high. 

• Progress has been made in promoting equitable access to quality health care in Lambeth. 

• Local interventions aimed at socioeconomic factors have been set up. 

• Health inequalities need to be addressed strategically at the level of local partnerships in 

terms of governance. 

• Prioritised National Support Team (NST) recommendations have been developed in an 

‘Action Plan’ aimed at achieving the 2010 target for Lambeth. 

• Public Health should be resourced to: further develop health intelligence of local health 

inequalities, provide expert support to providers to mainstream actions towards risk factors 

and strengthen capacity to provide equitable health services. 

 
 
 



 
Recommendations: 
 
The following recommendations prioritise action to accelerate progress on reducing health 

inequalities: 

• Establish a Lambeth Inequalities Partnership led by the Director of Public Health and 

including representation from Foundation Trusts, Academic Health Science Centre (AHSC), 

Community and Voluntary Sectors and Local Authority, to lead and monitor progress on 

reducing inequalities across Lambeth. 

• Joint working with the Professional Executive Committee (PEC) and Primary Care clinicians 

to develop analysis of inequalities in Primary Care served populations (including access and 

outcomes), to inform primary care development and commissioning. 

• Have a clear expectation that secondary care providers will have established effective 

arrangements for supporting all patients to be healthy by: 

a) reducing smoking, 

b) drinking alcohol at safe levels, 

c) maintaining a healthy weight, and physical activity, 

d) prioritising wellbeing. 

• This should be monitored via commissioning (supported by Public Health). 

• Commissioning (Borough, Alliance) should work with Public Health to maximise its impact 

on reducing health inequalities for Lambeth residents, and also monitor progress with its 

providers. 

• The Director of Public Health and LB Lambeth should work closely together to review and 

prioritise initiatives aimed at improving socio economic circumstances for Lambeth 

residents. 

• NHS Lambeth should support implementation of prioritised NST recommendations, via 

commitment and research. 

• Public Health should be resourced to further develop health intelligence of local health 

inequalities, provide expert support to providers to mainstream actions towards risk factors 

and strengthen capacity to provide equitable health services. 

Produced by the Directorate of Public Health, NHS Lambeth / LB Lambeth 
1 Lower Marsh, London SE1 7NT Telephone: 020 3049 4444.  
Full copies of this report are available from the above address or the NHS Lambeth website 
www.lambethpct.nhs.uk 
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In order to illustrate some of the themes and concepts inherent to public health, this report is 

punctuated by the illustrations of the nationally renowned illustrator and cartoonist Tom Gauld. 

Taking key themes and topics, such as measurement, complexity, priorities and equity as his 

starting point, we believe that Tom's illustrations add enormously to the report, bringing a fresh 

perspective to many of the issues taken for granted in the modern NHS.  We hope that you 

will find them intriguing, illuminating and inspiring in your thoughts about Public Health in 

Lambeth. 

 



 
 
 



Definitions 
 

Term Definition 
Extended hours Refers to a direct enhanced service which aims at increasing patients’ 

access to general practice services at times outside of the current 

contracted hours (8.00 am to 6.30 pm Monday to Friday). 

Infant death Deaths within 0 - 1 year of birth 

Infant mortality relative 

(inequality) gap 

Measured as the difference in infant mortality between England and 

Lambeth, divided by the level of infant mortality in England. The change 

in relative gap is the difference in relative gap between the baseline and 

the most recent period, divided by the relative gap at baseline. 

Life Expectancy at Birth An estimate of how long, on average, people born today might live. If 

today’s death rates did not change. In practice, because death rates 

tend to fall over time, people born today may live much longer than we 

are now predicting. Life expectancy cannot be used to estimate how 

long any one person will live. 

Mosaic classification  Mosaic is a geodemographic data set which divide neighbourhoods into 

groups based on similarities in income, education, and household type, 

as well as attitudes and product preferences. 

Neonatal death Deaths within 0-27 days after birth, Early neonatal death within  

0 - 6 days, Late neonatal death within 6 - 27 days. 

Post neonatal death Deaths within 28 days – under 12 months after birth 

Spearhead area The fifth of areas with the worst health and deprivation indicators in 

England. The spearhead group is defined using local authority data and 

consists of 70 local authorities and PCT areas. Life expectancy is 

increasing more slowly there (DH 2006). 

Worklessness Describes people who are out of work but who want a job. It includes 

people claiming unemployment benefits, people not currently in paid 

work who are seeking employment and those who are economically 

inactive. 
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1 Introduction 

1.1 What is the APHR 2008 - 09 about? 
For the past 6 years NHS Lambeth has tackled health inequalities with the aim to reduce the 

gap in life expectancy and infant mortality between Lambeth and England. We have done this by 

focusing on the diseases which are responsible for the excess deaths in Lambeth compared to 

the rest of England as well as individual level risk factors. 

 
The previous Annual Public Health Reports (APHRs) have discussed specific aspects of local 

health services planning and delivery related to health inequalities. 

 
By the end of 2008, NHS Lambeth started to review the contribution of health service 

interventions in reducing health inequalities with the support of the National Support Team 

(NST) for Health Inequalities from the Department of Health. This review focused on life 

expectancy in six areas: the prevention of further deterioration of Cardio-Vascular Diseases 

(CVD); the management of acute CVD events such as stroke and myocardial infarction; 

tobacco control; cancer; prevention of seasonal excess deaths; and infant mortality. 

 
The review process with the NST is described in the diagram on the next page. 
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The NST process

Process 

8 NST members  
visited

over a week period 

Thematic 
Workshops : 6

Plenaries : 2

1:1 interviews: 28 

Focus Group: 1

NST Review

Figure 1: National Support Team for Health Inequalities – Review Process 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

The NST made recommendations on how to reach the 2010 Public Service Agreement (PSA) 

target on health inequalities and to establish foundations for the sustainable reduction of the 

health inequalities gap between Lambeth and England. NHS Lambeth prioritised these 

recommendations and developed an Action Plan (Appendix 2). 

 

The NST has urged Lambeth NHS and local authorities to be more ambitious in addressing 

inequalities, especially in borough inequalities. 

 

The APHR is part of the implementation of the NST recommendations. It identifies the 

challenges that exist in trying to reverse a trend of widening health inequalities and also 

highlights plans for Lambeth to lead health improvements, based on the latest evidence. It also 

addresses the following themes: 

• “New evidence” and the need for change in tackling health inequalities. 

• What progress has been made in reducing health inequalities for Lambeth? (compared to 

England for key PSA targets) 

• What is needed to reach the 2010 target and beyond? 

• What are the roles of the NHS and Public Health in the medium and long term? 
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1.2 What are Health Inequalities and what causes them? 
• Inequalities in health are differences in health status between population groups. Health 

inequalities are characterised by a systematic social gradient across a wide range of diseases. 

They are associated with socioeconomic factors both at an individual and population level. 

They are not caused solely by bio-medical factors or by negative lifestyle choices. They are 

“socially determined health inequities“ because these inequalities in health are differences in 

health outcomes that are avoidable, not justifiable and unfair. 

• They arise because “of the circumstances in which people grow, live, work, and age, and 

because of the systems put in place to deal with illness. The conditions in which people live 

and die are, in turn, shaped by political, social, and economic forces”. People are more likely 

to suffer from poorer health and an earlier death compared with the rest of the population 

if they are: on low incomes, in insecure employment, live in poor housing, have lower 

educational attainment or are homeless. 
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“What greater inequality can there be than to die younger and to suffer more illness 
throughout your life as a result of where you live, what job you do and how much your parents 
earned” (Yvette Cooper, Parliamentary Under Secretary of State of State for Public Health) 
 

• Differences in health status between men and women and in different ethnic groups are also 

health inequities because part of these differences is associated with differences in social 

position and power (Source: WHO report 2008). 

 
Figure 2: The Preston Curve 2000 - Life Expectancy per GDP 

 
Source: Closing the Gap in a Generation - WHO, Commission for Social Determinants of 

Health, 2008. 

 

• In developed countries such as England, what matters is the difference of income within the 

society. The differences in life expectancy between countries is NOT associated with how 

wealthy the country is (figure 2), but with the income gap between the wealthy and the 

poor within the country (WHO 2008, Wilkinson 2009) as shown in figure 3. 

• More equal societies do better than unequal society even for the wealthy people.   
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Figure 3: Index of health and social problems by income inequality 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Defining the causes of ill health is complex. The factors which influence health equities at 

population level are called “Wider determinants”. 

The Commission on Social Determinants of health conceptual framework builds on the 

Dahlgren and Whitehead model establishing the interactions between the various layers of 

determinants (Source: WHO 2007). It acknowledges that any serious effort to reduce health 

inequities will require change in power relationships within society to the benefit of 

disadvantaged groups. The figure below describes the framework (Source: Closing the Gap in a 

Generation – health equity through action on the social determinants of Health – WHO – Commission 

on Social Determinants of Health (2008). 
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Figure 4: Commission on the Social Determinants of Health Conceptual Framework 
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The wider determinants include: 

• Socioeconomic and political context which implies all social and political 

mechanisms that shape and maintain social hierarchies (labour market, education 

system, welfare state and redistributive policies). 

• Factors that define individual socioeconomic position and power to access 

resources such as income, education, occupation, social class, gender and 

race/ethnicity (Commission on Social Determinants of Health, 2007). 

• Individual level factors which mediate the health effects of the social determinants 

including material and psychological circumstances, behavioural and/or biological 

factors. 

 

1.3 Why are Health Inequalities important? 

Because they are unfair 
The development of a society, rich or poor, can be judged by the quality of its 

population’s health, how fairly health is distributed across the social spectrum, and 

the degree of protection provided from disadvantage as a result of ill-health. 

Throughout England, London and Lambeth, vulnerable and socially disadvantaged 

people have less access to health resources; they get sicker and die earlier than 

people in more privileged social positions. 

 

Because they are growing 
Despite remarkable improvements in nutrition, medicine, pharmacology, medical 

technologies  and a range of policies and actions designed to narrow health gaps, the 

health status of those who are better off is in most cases improving at a faster rate 

than those that are less well off, leading to a widening ‘health gap’ between 

socioeconomic groups. The patterns of poverty and mortality remained closely 

related to the patterns of a century ago (Gregory 2009). 
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Because they cost 
The economic cost of health inequalities is the result of the impact of ill health on: 

• Ability to be productive and through this effect on the production of goods and 

services. 

• Ability to be happy and enjoy work and leisure. 

 

A European study of the cost of health inequalities showed that: 

• People with very poor health are about twice less likely to participate in the 

labour force. 

• The loss of health to socioeconomic inequalities in 2004 represents 15% of the 

costs of social security systems and 20% of the costs of health care systems in 

the European Union. 

• The total cost of the economic impact of socioeconomic inequality in health 

represents 10.9% of GDP (Mackenback 2007). 
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Because of the benefits 
Addressing health inequalities will contribute to promoting the right to health, which 

is a human right. Minimising risk factors of health inequalities will benefit both the 

individual, by ensuring more equal opportunity in living healthily, and society by 

bringing savings through reduction of economic loss. For example in the case of 

smoking, the average gain in years of life for an averted smoking related death is 20 

years.  

It will also benefit society as a whole as suggested by the European Study which 

estimated that an “equitable tobacco control intervention” could take away 7% of 

the economic cost of health inequalities through mortality and morbidity reduction. 

 
1.4 Challenges in reducing Health Inequalities for Lambeth 
There are challenges ahead as broad socioeconomic factors and globalisation are 

likely to affect both determinants of health inequalities and the capacity to take 

action. These challenges are: 

• The continuous migration flow which brings constant changes in health and social 

needs. 

• The economic crisis, which will affect different groups of people at different 

phases of the economic downturn.  There are people who are in work and 

whose poverty is increasing. There are vulnerable groups who will be the first to 

be excluded: migrants, disabled people and the homeless.  

• The impact of recession depends on who will be affected and how long it will 

last. In the short term, there is a risk of increasing suicides as a reaction to the 

threat of losing employment. In long term, people are likely to shift to unhealthy 

lifestyle including unhealthy food. 

• The reduction of public resources in social and health care services at a time of 

increased demand as a result of the economic downturn. 

• Climate change, which is likely to have the greatest impact on the most 

disadvantaged families and communities. 
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2. Demographic and Health profile in Lambeth 
The key points are summarised below: 

Key points are:  
• Health inequalities have improved over time in Lambeth. 
 
 Lambeth is a borough at high risk of health inequalities because of its demographic 

and socioeconomic characteristics. 
 
 There is a significant income gap in Lambeth. 

 
 Lambeth has a significantly high proportion of vulnerable people. 
 
 
2.1 Demography (see Appendix 3) 
• Lambeth is an inner London borough comprising  21 wards located in six town 

centres, North Lambeth, Stockwell, Clapham, Brixton, Streatham and Norwood. 

The Office for National Statistics (ONS) estimates the resident population in 

Lambeth in 2007 at 273,249 (mid-year estimates) compared to the Greater 

London Authority (GLA) estimates of 286,893 for 2008. The General Practice 

registered population in March 2009 was 352,762. This significant difference in 

population predictions needs to be taken into account when analysing health 

inequalities. 

• Lambeth is one of the most densely populated boroughs in the country with a 

rapidly growing population. The GLA estimates the resident population in 

Lambeth will increase by over 15% to 327,000 by 2030. 

• Lambeth’s population is a young population, with 45% in the age group 20 - 39 

years compared with 36% in London for the same age group. 

• A third of patients registered with a GP in Lambeth are White British and one 

quarter is from black ethnic minority groups.  Over half of the registered patients 

speak English and the next most common languages spoken are Portuguese (3 - 

5%), Spanish and French (Source: Datanet extraction 2009). 

• Migration movements in Lambeth both international and inter-regional are at the 

centre of demographic changes. Between 2005 - 07 both inflow and outflow from 

London have risen. Since late 2007 there has been a net increase in migration to 

London which is likely to be associated with the credit crunch (Source; Hollis, J 

2009). 

• The overall population turnover in Lambeth represents 27% of the local 
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population. 

• Short term migrants defined as “migrants coming to Lambeth for a duration of 1 

month to 12 months” were estimated at 17,770 for 2007 representing 7% of the 

Lambeth population (lower than the average of 9% for Inner London). 

 

2.2 Social and Economic profile of Lambeth  

This section focuses on social and economic determinants.  

The socioeconomic profile of Lambeth is characterised by a cohabitation of the 

extremes, suggesting that the social gradient is steep as figure 5 shows. 

 

Socioeconomic and Occupation classification 
Lambeth’s population is made up of various socioeconomic classes which have the 

following characteristics as established by Mosaic Analysis (Source: State of the 

borough 2008): 

• A quarter of households live in deprived areas in high-density social housing with 

children. 

• One in 5 households is of young people with high educational achievement and a 

range of income. 

• Successful singles, and young professionals and their families together comprise 

just over a quarter of all households (27%). This is a well-educated group with 

high salaries living in private-rented or owned accommodation. 

• Multi-cultural second generation households comprise around one in ten of the 

population are more likely to be black, self employed or run their own business. 

• One in twenty households comprises wealthy senior professionals. 

 

The Lambeth occupational profile has been established based on the Annual 

Population survey (Oct 2007) and is shown in figure 5. Over half of the Lambeth 

people in employment are in high level occupations (groups 1-3 which includes 

professionals, managers). Three in ten working adults are routine or manual workers 

(groups 8-9) (Source: Nomis – economic activity). 
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Figure 5: Lambeth Segmentation through occupation from Annual 
Population Survey:  % of 16 + persons in employment. April2008-March 
2009 (See data in Appendix 3 section 6). 
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Source: NOMIS  

Employment  

• The employment rate in Lambeth has remained lower than London and England 

for the past 3 years reaching 69.4% in early 2009 compared to 70.5% for London 

and 74.5% for the rest of England.  Lambeth has the lowest level of employment 

amongst the London boroughs. 

• Despite the relatively high level of skills available in the borough, there are also 

high proportions of economically inactive people living here, and among those 

adults seeking jobs, 21% have no qualifications. 

• Lambeth records 25% of users of community mental health services in 

employment from 2006-07 data, compared to the London value of 14.6% and an 

England average of 20%. 

Unemployment 
• Unemployment is becoming more common as measured by the Job Seekers 

Allowance (JSA) claimant count. There were 9901 claimants in March 2009 

compared to 7,216 a year before. 

• The proportion of resident working age people who claim Job Seekers Allowance 

is higher in Lambeth than in London or Great Britain (5% compared to 4%). 

• Unemployment affects mainly those with low or no qualifications. 
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Income Inequality 
• Income inequality in Lambeth is high as suggested by the presence of a relatively 

high proportion of unemployed. Those people who are in jobs have high 

incomes, as suggested by the average local income and skills levels which are 

above the national average. 

 
Poverty and Deprivation 
• According to the Index of Multiple Deprivation (IMD), Lambeth was relatively 

more deprived in 2007 than it was in 2004 compared to the rest of England, as 

shown in figure 6. The main changes are a result of worsening in housing, 

environment and employment as shown by the increase in the number of LSOAs 

in IDM 2007, compared to IMD 2004 in the most deprived banding (0-10% LSOA 

being the most deprived). There are 177 LSOAs in Lambeth.  

Figure 6: Changes in the distribution of Lambeth SOA for the main 
components of IMD between 2004 and 2007(See data in appendix 3 section 5). 

Changes in number of SOAs, National deprivation banding, 2004 Vs 2007
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The reasons for these changes require further analysis  

 
Lambeth has a significantly high proportion of vulnerable people: 

• Fifteen percent of working age people received out of work benefits in 2008. 

This figure includes the main out-of-work client group categories: unemployed 

people on Jobseekers Allowance, Lone Parents on Income Support, Incapacity 

Benefits customers, and others on income-related benefits. 
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• One in twenty Lambeth residents lives in fuel poverty spending over 10% of their 

income to maintain a warm home (Source: State of the Borough). 

• Almost 2 in 10 Lambeth adults depend on benefits. 

• One in 3 children in Lambeth lives in a family on key benefits compared to 24% in 

London. 

• More children live ‘in care’ in Lambeth than across the capital and the rest of the 

country (110 per 10,000 children under 18 were Looked After, compared to 70 

in London and 55 in England). 

• Almost 4 in 10 secondary school pupils are eligible for free school meals, the fifth 

highest proportion in England. 

 

Educational Attainment 
• Lambeth GCSE results have been improving steadily and between 1996 and 2006. 

The gap between Lambeth students and those in England in gaining 5 or more A - 

C grades reduced from a 20 percentage point lag to just 4 percentage points 

behind the national average score. 

• The achievement gap between pupils eligible for free school meals and their 

peers at GCSE level was 12% in 2007. The achievement gap at Key Stage 2 

between children who are eligible for free school meals and those who are not, 

is less than is recorded across London and England. 

 
Housing 
• Home ownership is lower in Lambeth than the rest of London (36% compared to 

55% in London and 68% in England). There is a relatively high proportion of 

private and social rented accommodation (22% and 40% respectively). 

• In 2006 - 07 Lambeth recorded almost a third of authority-owned dwellings were 

labelled “non-decent”, which represents a decrease over 2005 - 06 average of 

40.5%. Two in 10 households in the borough are living in unsuitable housing, with 

issues of repairs, overcrowding, harassment, special needs and expense. 

 
Environment and Social Cohesion 

Lambeth’s environment benefits from: 

• A relatively good transport network with a high level of public transport usage. 

While traffic congestion remains a serious concern on main roads, a network of 

major cycle routes is in place throughout the borough. There are also many off-
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street walking routes through major open spaces such as Streatham Common 

and Clapham Common and alongside the River Thames. 

 

The physical environment has improved but key issues remain: 

• The 2007 residents’ survey found street cleanliness to be the second highest 

concern for local residents (behind their top concern of crime). 

• While the CO2 emission level is relatively low compared to London or England, 

the air pollutants of greatest concern in Lambeth are Nitrogen Oxide (NO2) and 

fine particles. Average levels of these pollutants exceeded the Government’s 

targets in 2006. 

• Crime is Lambeth residents' top concern. Fear of crime affects people’s 

movement and neighbourhood life. Crime costs the society and feeds social 

exclusion. There has been a decreasing trend in recorded offences. 

• Engagement in public life remains low. Voter turnout at the 2006 local elections 

was amongst the lowest in the country. Volunteering rates are below average 

and only a third of residents are satisfied with opportunities to participate in local 

decision-making (state of the borough, 2008). Less than half of these residents 

agreed they could influence decisions affecting their local area (2007). 

 

2.3 Health Profile 
The vast majority of Lambeth’s residents think they are currently in good health 

(72% compared with 71% in London). While the risk of dying from cancer, 

circulatory diseases and infectious diseases are decreasing. Lambeth has a high level 

of unhealthy lifestyle choices: alcohol and tobacco consumption, drug misuse and 

sexually transmitted diseases. 
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2.3.1 Trend of the Life expectancy gaps 
 
Life expectancy at birth is an indicator of the overall health of a population. A longer 

life expectancy reflects better health: 

• Life expectancy at birth has improved for both men and women in Lambeth. 

• The life expectancy gap between Lambeth and England is a measure of how 

important inequalities are in England. In 10 years (1995 - 07 to 2005 - 07) the life 

expectancy gap between Lambeth and England has reduced by 41% in males and 

9% for females.  The life expectancy gap is projected to reduce by 48% for men 

but worsen by 3% for women. 

 

Figure 7: Life expectancy at birth, all ages, three years rolling average 
1991 - 2007 (see data in appendix 3 section 7) 

Life Expectancy at Birth, All Ages, three year rolling average 1991 - 2007
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• Life expectancy in Lambeth is shorter by 1.85 years for men and 1.21 years for 

women compared to England. 

• The appreciation of the gradient of inequality within Lambeth depends on the 

indicator and deprivation scale which is used. All Lambeth population falls within 

the three most deprived national quintiles. The within borough life expectancy 

gap is thus smaller than the national gap because there is a more homogeneous 

deprivation scale in Lambeth population than in England. Life expectancy for men 

in Lambeth ranges from 71.9 years to 77.7 years across the range of deprivation 
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(at LSOA level) at borough level and for women from 78.4 to 82.5 years (see 

figure8) 

Figure 8: Inequalities Indicator. Slope Index of Inequality for Life 
Expectancy by Deprivation Deciles, 2003 - 07. LHO (see data in appendix 3  
section 7) 

 
 

 
Source: World Class Commissioning Assurance framework - PCT inequalities 
indicator. LHO 
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• The observed change in Life expectancy at birth in Lambeth is likely to be 

partially due to changes in Lambeth's population, in age composition, migration 

status and socioeconomic status. For example, there has been an influx of young 

professional adults as well as influx from African countries where life expectancy 

at birth is much lower. Life expectancy is the reflection of mortality patterns in 

these specific populations. It is plausible that the delayed effects of migration in 

the 1960s with the ageing of migrants, and continuing migration in the latter part 

of the 20th century, have had an impact on current health status and mortality 

patterns. 

• The underlying causes of the life expectancy gap between Lambeth and England 

include deaths from cardiovascular diseases, cancer and respiratory disease. The 

excess of deaths from diseases of the digestive system (peptic ulcers and liver 

cirrhosis) in men is greater than for the average spearhead PCTs. 

• The excess deaths which result in the life expectancy gap happen before 70 years  

(9 out of 10 excess deaths in men and 6 out of 10 excess deaths in women 

(source: Local Health Observsatory 2008) 

• HIV contributes to the life expectancy gap in Lambeth as a main infectious 

disease. 
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Figure 9: Underlying causes of the life expectancy gap between Lambeth 
& England 
 

 

 
 
2.3.2 Infant Mortality 
Infant mortality is one of the measurements of the national health inequality target 

and the PSA target on infant mortality states: 

 

“Starting with children under one year, by 2010 to reduce by at least 10 per cent the 

gap in mortality between routine and manual groups and the population as a whole” 

(baseline 1997 - 99) 
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Infant mortality (deaths of infants aged under 1 year) in Lambeth has dropped from 

8.8 per 1000 live births in 1995 - 97 to 5.7 per 1000 live births in 2005 - 07 (95% CI: 

4.6 - 7.0) which is an absolute reduction of over 26%. 

 
Figure 10: Trend of Infant Mortality in Lambeth 1991-2007 (see data in 
Appendix 3 section 8) 
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Source:The Information Centre for health and social care.  
 
• At local level the gap in infant mortality is measured as the difference of infant 

mortality rate between Lambeth and England. There are four excess infant deaths 

on average annually in Lambeth with 27 babies dying before their first birthday 

every year. Figures show a 12.3% reduction of the infant mortality gap between 

Lambeth and England over 10 years. This suggests that the inequality target for 

infant mortality is likely to be achieved. However, despite a reducing infant 

mortality rate (IMR) in the routine and manual group, the gap between this group 

and England as a whole has increased by 6% in the 7 years to 2004 nationally. 

• In recent times, over half of infant deaths occur within the first 7 days of life. The 

causes of this by order of importance are: immaturity, congenital malformation 

and Sudden Infant Death Syndrome (SIDS). 
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Causes of stillbirths include: 

• Unavoidable causes such as congenital malformation: (13.9%), unexplained 

antepartum foetal deaths (50%). 

• Avoidable causes such as pregnancy complications (16.6%), and Infection: (5.6%). 
 
 
2.3.3 Mortality 
All age all cause mortality has decreased for both men and women as shown in 

figure11. 

Figure 11: All age all cause mortality by gender- Directly Standardised 

rates 1995 - 2008, 3 years rolling average (see data in Appendix 3 section 9) 
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Source: National Centre for Health Outcome Development and Office of National 
Statistics 
 
The level of mortality in Lambeth remains higher than in England: 

• By 2005 - 07 there were 82 deaths per 100,000 residents in excess. In 10 years 

the gap between England and Lambeth has reduced by 22.3%. 

• The excess deaths in Lambeth compared to England are higher for men than for 
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women (102 deaths per 100,000 people against 52 deaths per 100,000). 

• In 10 years the excess deaths have reduced more in men than in women (36.3% 

against 6.6%). 

• The main causes of deaths continue to be cancer and cardiovascular diseases. 

 
 
2.3.4 Premature Mortality from CVD and the Risk Factors 
Premature mortality is defined as the proportion of deaths amongst the under 75 

years population: 

• In Lambeth in 2007 there were 453 deaths caused by CVD. Over half of these 

deaths were in men (51.6%). Overall 4 in 10 CVD deaths occur in under 75 years 

old (37.2%). 

• Death from all circulatory diseases in under 75 years old population is more 

likely in Lambeth than in England, even after adjusting for difference in age 

structure. 

• It is also more common in women than men, while it is the same for men and 

women in England. 

• Overall death rates from CVD have fallen over the last decade. 

• Some of the individual level factors which affect the risk of premature deaths 

from CVD cannot be changed:  increasing age, male sex, heredity including race. 

 

Some of the major individual level risk factors are modifiable: 

• Tobacco consumption - smokers are 2 - 4 time more at risk of CVD than non 

smokers - and high level of alcohol consumption. 

• High cholesterol. 

• High blood pressure. 

• Physical inactivity. 

• Overweight or obesity. 

• Diabetes mellitus – especially if poorly controlled. 

• These factors are themselves influenced by the place the person has in society, 

her/his socioeconomic status and access to primary care services.  Ethnic 

minority populations may not be aware or understand the way services work in 

the NHS. 
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2.3.5 Premature Mortality from Cancer 
Cancer is a major cause of illness and biggest cause of mortality in the UK (1 in 4).  It 

therefore presents a public health challenge for the organisation of prevention, 

diagnosis, treatment and care delivery. Although survival rates for most types of 

cancer have improved since the 1970s, the survival gap between the most and least 

affluent has increased. Incidence and mortality for a number of cancers remains 

higher in the borough than in more affluent areas: 

• In Lambeth there were 126.12 (2005 - 07) per 100,000 persons under 75 years 

old dying from cancer in 2005 - 07. 

• Overall there has been a 20% reduction in deaths from cancer in Lambeth (2005 

- 07), with deaths for males reduced by 19% and for females by 20%. 

Risk factors include: 

• Tobacco. 

• Alcohol. 

• Poor diet, lack of physical activity, or being overweight. 

• UV radiation from the sun and sunlamps. 

• Ionizing radiation. 

• Certain chemicals and other substances – Increase risk with exposure to 

asbestos, benzene, benzidine, cadmium, nickel, or vinyl chloride in the workplace. 

• Some viruses and bacteria (HPV). 

• Certain hormones e.g. HRT. 

• Family history of certain cancers. 

• Increasing age. 

• Lack of cancer awareness. 
 

2.3.6 Mental Illnesses 
• While mental illness is not a main cause of excess premature deaths in Lambeth, 

people with mental health problems are at high risk of CVD, diabetes and other 

physical health problems. Therefore, premature death in people with mental 

health problems is very likely. 

• GP records suggest about 4,000 people with severe mental illness (schizophrenia 

and bipolar disorder - SMI) are known to primary care in Lambeth. National 

research suggests about 0.5% adults may have SMI.  Across the country this 

would vary widely.  However, the figure from Lambeth GPs is about three times 
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the national average. 

• National estimates suggest about 15.1% of adults over 15 years have symptoms 

of Common Mental Disorder at any one time (e.g. depression, anxiety, panic 

disorders and phobias – CMD).  In Lambeth this equates to between 30 000 to 

53 000 people aged 16 – 74 years and at least another 1000 cases over 75 years 

at anyone time .  About half of this group would benefit from some form of 

treatment such as talking therapy. 

• In Lambeth, similar to the national picture, deaths from suicide and possible self-

inflicted injury have gradually decreased over the last 10 years.  During 2004 - 

2008 an average of 23 deaths a year were attributed to these causes in Lambeth 

(8.65/100,000 population; similar to the London average of 8.3/100,000).  This is 

down from 33 deaths a year in 1995 - 97. 

Risk factors include: 

• Low income households. 

• Socioeconomic deprivation, including long term unemployment. 

• Gender and ethnicity depending on the type of mental health problems. For 

example in women all CMDs (except phobias) are more common amongst the 

Asian group. 
 

2.3.7 Excess Seasonal Deaths 

• Excess seasonal deaths refer to excess winter deaths, which is the difference in 

the number of deaths in winter compared to the average number of deaths 

between autumn preceding the winter and the spring following the winter. 

• Excess winter deaths represent a small number of annual deaths (between 3% - 

5.5%). On average in Lambeth there are 77 (12.9%) excess deaths each winter. 

 Premature deaths (defined as adult deaths before 75 years of age) represented 

45% of the winter deaths in the study period. Deaths from CVD represent a 

third of the seasonal excess deaths. 

Risk factors include: 

 Chronic diseases particularly CVDs and respiratory diseases, and old age. 

 Poor housing standards. 

 Carbon monoxide poisoning from poorly functioning heating systems.
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2.3.8 HIV 

HIV continues to be a major public health problem. In 2007 the estimated UK 

number of people living with HIV was 77,400, with over a quarter (28%) being 

unaware of their infection. London accounts for half of diagnosed HIV infections 

(HPA 2008). Lambeth is by far the worst affected borough in the UK accounting for 

9.7% of the London and 4.3% the UK caseload. (see figure 12) 
 

Risk factors include: 

• Sexual behaviour (unprotected sexual intercourse, multiple, sexual partnerships) 

and concurrent sexually transmitted infections. 

• Disadvantaged and marginalized population groups. 

• Intravenous drug use. 
 

Figure 12: HIV infected individuals seen for care in Lambeth 2007 
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In 2007 the prevalence of diagnosed HIV in the overall adult population aged 15 - 59 

years in Lambeth was 1.19% (or 2,442 people), this reached 3.2 % in males 35 - 44 

years which rivals prevalence of other common chronic conditions like diabetes 

(3.3%) or CHD (1.3%).  However, in contrast to these, HIV prevalence is increasing 

rapidly (35% from 2003 – 2007). Up to 1,200 people in Lambeth are estimated to be 

unaware of their HIV infection. Infections acquired through sex between men 

accounted for 63% (1,544 / 2,442) of all diagnosed infections in Lambeth in 2007. 

Although sexual orientation is not collected in standard UK data sources, recent 

estimates from the HPA showed that Lambeth has one of the largest populations of 

MSM in the UK, with MSM accounting for up to 15% of the male population, nearly 

three times the London Average of 5.3%. (Ruf M, 2009). 
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Black African heterosexuals account for the second most affected group in Lambeth. 

Twelve percent of Lambeth’s population is estimated to be of Black African ethnicity. 

Black African heterosexuals are particularly affected by poor health outcomes 

associated with late diagnosis; 40% of new diagnoses continue to be diagnosed late 

over recent years. While HIV infections among MSM are largely acquired within the 

UK, the majority of infections in heterosexuals are thought to be acquired abroad, 

largely in Sub-Saharan Africa. 

 

2.4 Lifestyle Profile 
Lifestyle is a main contributor to the risk of cancer and CVD. Unhealthy lifestyle is 

associated with deprivation, stress and social exclusion. 

 
Smoking 
Nationally, one fifth of all UK deaths (112,000 per year) are caused by smoking: 

• In Lambeth, 28% of adults smoke compared to 23% in London and 21% nationally 

(Lambeth profile 2009). 

• Smoking in pregnancy is a major modifiable risk factor of low birth weight. Based 

on data collected from the local acute trusts, 5.7% (2007 / 2008) of pregnant 

women report to be a smoker at the time of delivery. 

• Smoking in young people is assessed by the smoking rate among 15 year olds. 

Vulnerable young people, e.g. excluded young people, have a 3.77 odds ratio for 

continued smoking (Fuller, 2008). 

• People in deprived circumstances: men, young people, unskilled and manual 

workers are more likely to smoke than the general population. Four in ten 

smokers are from Routine and Manual groups (Willis, Croghan & Chambers, 

2009).  Smokers from more deprived circumstances are more likely to 

encounter constraints to quit: for example for unemployed smokers , smoking is 

associated with coping with stress 

• People with mental health problems are also more likely to smoke than the 

general population.  The rate of smoking in people with schizophrenia is two to 

three times that in the general population (Kelly & McCreadie, 2000). 

• There are large differences between ethnic groups and between men and women 

in different ethnic groups (even after adjusting for age structures). 
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• The proportion of the smoking population declines with age both because people 

give up and because smokers die younger. 

 
Alcohol (See profile in Appendix 3 section 12) 
• Alcohol is a significant cause of self harm and harm to society through chronic 

consumption and binge drinking. Alcohol related harms include: social difficulties 

and mental health problems, liver cirrhosis and acute alcohol poisoning. The 

social impact of alcohol misuse includes traffic accidents, criminal damage, and 

violence. Alcohol increases GP consultations, Accident and Emergency 

Department attendances, ambulance call outs, and outpatients and hospital 

admissions. 

• Lambeth residents are reported to consume alcohol higher than average 

compared to London or England. Poly-drug and alcohol use is also more 

prevalent. 

• It is estimated that 24% of Lambeth’s population (approximately 52,000 people) 

drink excessively.  Lambeth has higher levels of alcohol-related hospital 

admissions than both London and England. Mortality from alcohol-related 

conditions in Lambeth is statistically higher than for the rest of London for men 

(68 people compared to 52 in London and 50 in England per 100,000 population) 

and somewhat higher for women (31 people compared to 27 in London and 28 

in England per 100,000 population). 

• Heavy drinking in adolescence (known to increase addiction levels in later years) 

is also significantly on the increase. 
 

Teenage Pregnancy 
Lambeth has amongst the highest rates of teenage conceptions in England; although 

these are now beginning to reduce significantly. The Teenage Pregnancy (TP) rate has 

dropped from 86.6 per 1000 females aged 15 - 17 years in 2004 to 78.1 per 1000 

females in 2006 as shown in figure 13. The provisional figures released for Lambeth 

for 2007 by the Office for National Statistics (ONS) shows a further decrease in the 

TP rate at 74.4 per 1000 females aged 15-17 years. This is a positive change 

compared with England where there has been a slight increase in the TP rate in 2007 

over 2006. 
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Figure 13: Under 18years conception rate: per 1000 female 15years - 
17years (See data in appendix 3 section13) 
 

0

20

40

60

80

100

120

1998

1999

2000

2001

2002

2003

2004

2005

2006

2007

Year

C
on

ce
pt

io
n 

ra
te

 p
er

 1
00

0 
fe

m
al

es
 a

ge
d 

15
-1

7

England London Lambeth LB

 
 
2.5 People at higher risk of early deaths in Lambeth 
NICE defines adults who are disadvantaged and at high risk of premature deaths as: 

• Those on a low income (or who are members of a low-income family): 3 in 10 

households are headed by a routine or manual worker. 

• Those on benefits: almost 2 in 10 Lambeth adults depend of benefits. 
 
• Those living in public or social housing. 
 
• Some members of black and minority ethnic groups. 
 
• Those with a mental health problem. 
 
• Those with a learning disability. 
 
• Those who are institutionalised (including those serving a custodial sentence). 
 
• Those who are homeless: in 2008 there were an estimated 1,037 households 

who were homeless or living in temporary accommodation. 
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3. How to tackle health inequalities 
 
3.1 The Strategic Approach 
The government has identified five areas of action to reduce physical and mental 
health inequalities: 
• Early years and parenting. 

• Health and work. 

• Equality. 

• Mental health. 

• Co-ordinating action, both nationally and locally, on the wider social factors that 

influence health inequalities. 

 

Evidence of what works locally has been identified in the Department of Health 2008 

report “Health Inequalities; progress and next steps”. It is derived from the 

experience of the National Support Team for Health Inequalities work during 2007 

and 2008. Best practices include: 

• Having a strategic, evidence-based approach underpinned by rigorous analysis of 

local data to understand the gap and what is causing it, with a focus on the 

longer-term causes as well as the immediate needs of those already experiencing 

the effects of health inequalities. 

• Scaling action to the size of the problem locally based on a holistic analysis of the 

health and well being needs as done through JSNA, and modelling of planned 

interventions. 

• Leading from the top Public Health can advise but cannot deliver alone. 

• Ensuring that the quality and quantity of primary care in disadvantaged areas 

meets local needs and is well organised. 

• Actively seeking out people who already have a disease, or are at high risk but 

are not accessing services early enough. 

• Engaging the public and service users, particularly those ‘seldom seen, seldom 

heard’ in services, based on neighbourhood and community infrastructures. 

• Ensuring that partnerships are effective. 

• Innovation. 
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3.2 Evidence for reducing the Infant Mortality gap 
The “Review of the Health Inequalities Infant Mortality PSA Target” quantified the 

impact of various sets of interventions. Modelling identified seven interventions that 

will contribute to reducing the gap by 11.4 percentage points and help meet the 

target. These interventions were: 

• Reducing the prevalence of obesity in the routine and manual (R&M) group by 

23% to the current levels in the population as a whole. 

• Meeting the national target to reduce smoking in pregnancy from 23% to 15% 

and meeting this target in the R&M group. 

• Reducing sudden unexpected death in infancy (SUDI) by persuading 1 in 10 

women in the R&M group to avoiding  sharing a bed with their baby and avoiding 

putting their baby to sleep prone (on its front) or face down. 

• Achieving the teenage pregnancy strategy to reduce the under-18 conception 

rate in the R&M group by 50% compared with 1998 levels. 
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• Meeting the child poverty target to halve the number of children in relative low-

income households between 1998 – 99 and 2010 – 11, and by increasing the 

income in the R&M group by an average of 18%. 

• Reducing housing overcrowding in the R&M group through the effect on reducing 

SUDI. 

Reducing conceptions in under 18s in 
the R & M group by 44% to meet 2010 

targets

Reducing overcrowding in the R & M 
group, through its effect on SUDI

Targeted interventions to prevent SUDI 
by 10% in the R & M group

Reducing the rate of smoking in 
pregnancy by 2 percentage points by 

2010

Reducing the prevalence of obesity in 
the R & M group of 23%

Meeting with child poverty strategy 

1.0
Targeted prevention work with at-risk 
teenagers and targeted support for 
pregnant teenagers and teenage parents

Increase the supply of new social housing 
pilot innovative approaches to making 
temporary social stock permanent: 
encourage better use of housing stock.

1.4

Maintain current information given to 
mothers and target the Back to Sleep 
campaign and key messages to the target 
group.

1.4

Smoking cessation as an integral part of 
service delivery for the whole family during 
and after pregnancy 

2.0

2.8

3.0

Help lone parents into work.
Ensure that people stay in work and progress 
in their jobs.
Develop a family focus in DWPs work with all 
parents 
Tax credit measures

Support the contribution LAAs can make 
to tackling obesity.

Develop plans to implement NICE obesity 
guidance with a focus on disadvantaged 
groups.

Develop plans to help women with a BMI 
of over 30 to lose weight by providing a 
structured programme of support 

Immediate action
Optimising preconception care 
Early booking
Access to culturally sensitive 
healthcare 
Reducing infant and maternal 
infections
Long-term actions 
Improving infant nutrition 
Improving maternal  educational  
attainment 

Provide comprehensive preconception 
services
Provide advice/support for at-risk groups 
within the target group e.g. BME groups
Increase direct access to community 
midwives
Provide 24/7 maternity direct line for advice 
Implement NICE antenatal and postnatal 
guidelines
Health equity audit of women booked by 12 
weeks and more than 22 weeks gestation 

Figure 14: Identifiable Actions to reduce the 2002 - 04 gap in Infant Mortality-
Source: Department of Health Implementation plan for reducing health inequalities in 
Infant Mortality
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3.3 Evidence based interventions to reduce the life expectancy gap 
To achieve the health inequality target by 2010, the London Health Observatory 

identified reduction of smoking prevalence and the primary and secondary 

prevention of CVD as the most significant contributions, potentially leading to a 7% 

reduction of the life expectancy gap. The rest of the gap can be narrowed by 

working on priorities such as infant mortality, and alcohol related diseases. High 

quality primary care, case finding and identification and control of long term 

conditions such as diabetes are also important (Source: LHO). 

 

Figure 15: The National Life Expectancy gap by Disease for Males 
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Figure 16: The National Life Expectancy gap by Disease Females 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.4 Evidence to Improve Wellbeing 
Wellbeing describes people’s experience of their quality of life; how they feel and 

function day-to-day on a personal and social level.  

What works in promoting wellbeing? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• In addition, the Foresight project on mental capital and wellbeing commissioned 

work to identify actions individuals can do to improve their wellbeing based on a 

review of the evidence base. 
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• Supporting parents and early years: parenting skills training/pre-school 
education 

• Supporting children & young people: health promoting schools and continuing 
education 

• Improving working lives: employment/workplace 
• Positive steps for mental health: lifestyle (diet, exercise, social support, 

sensible drinking) 
• Supporting communities: environmental improvements (noise, housing, green 

space, safety) 
Source: Friedli & Parsonage (2007)  
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3.5 Gaps in the Evidence 
• Systematic reviews of effective interventions to reduce health inequality gaps 

relate mainly to clinical interventions (Source: Gray R, Hollowell J).There is 

limited evidence of effective interventions to address wider determinants. 

• Best practices have focused on cost effectiveness while addressing the needs of 

the most disadvantaged and is likely to require more intense and longer 

investment to reach the same health gain than among the well off population 

group. 

• Best practices have focused on reaching the 2010 target. More research is 

required to identify best practices to build sustained improvement in health 

equity. 
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4. What has been the Strategy to tackle Health Inequalities? 
The key points are summarised below: 
 
 The model used to address health inequalities has been medically oriented and 

focused on reducing the health consequences of socioeconomic inequalities 
between Lambeth and England. 

 
 The government set a national target on health inequalities. 

 
 In Lambeth, health inequalities are everyone's business in the local partnership. 

 
 Interventions focus on reducing the gap between Lambeth and England. 

 
 The NHS role has been to ensure equity of access and benefit from quality health 

care (NSF, NICE promoting evidence based interventions, development of 
processes for patients' and users’ involvement, HEA). 

 
4.1 National Targets and Strategies 
Due to the extent of the problems related to health inequalities the Government has 

introduced the most comprehensive programme ever seen in this country to address 

this issue, including the first ever national PSA target for health inequalities to 

narrow the health inequalities gap as measured by life expectancy and infant 

mortality. 

Health Inequalities PSA Target is defined below: 

By 2010 to reduce inequalities in health outcomes by 10 per cent as measured by 
infant mortality and life expectancy at birth: 

The target is underpinned by two more detailed objectives: 

 Starting with children under one year, by 2010 to reduce by at least 10 per cent 
the gap in mortality between routine and manual groups and the population as a 
whole. 

 Starting with local authorities, by 2010 to reduce by at least 10 per cent the gap 
in life expectancy between the fifth of areas with the worst health and 
deprivation indicators (the Spearhead Group) and the population as a whole. 

The cross government strategy on launched in 2003  was based on the 

recommendations of the report of the Independent Inquiry into Inequalities in 

Health, chaired by Sir Donald Acheson in 1998. The purpose was to support the 

work already undertaken to reach national health targets announced in 2001, and to 

focus attention and commit resources to reduce the gap on infant mortality and life 

expectancy by 2010 as well as supporting long term sustainable reduction of health 

inequalities.  In “Tackling Health Inequalities: A Programme for Action” (DH, 2003), 



                                       

37 

the main components of the government strategy to reduce health inequalities were: 

• Supporting families, mothers and children – to ensure the best possible start in 

life and break the inter-generational cycle of health inequalities. 

• Engaging communities and individuals – to ensure relevance, responsiveness and 

sustainability. 

• Preventing illness and providing effective treatment and care – to ensure the 

NHS provides leadership and fulfils its expected contribution to reducing 

inequalities. 

• Addressing the underlying determinants of health and causes of health inequality. 

 

The Treasury-led Cross Cutting review (2002) placed significant emphasis on NHS 

interventions to deliver the national target on health inequalities; whilst also 

acknowledging the critical need to address social determinants for long term 

sustainable reduction of health inequalities. 

The strategy was supported in 2004 with the publication of: Choosing Health: Making 

healthy choices easier. In 2006, following the publication of The NHS in England: The 

operating framework for 2006/7, tackling health inequalities became a top priority 

for the government. In November 2008, the government underlined its commitment 

to reduce health inequalities when the Secretary of State, Alan Johnson MP, asked 

Professor Sir Michael Marmot, Chairman of the Commission on Social Determinants 

of Health, to lead a review into health inequalities in England by drawing on the best 

global evidence. 

The “health Inequalities: progress and next steps” report (2008) put emphasis on 

local delivery, leadership and partnership across health organisations, local 

authorities and the third sector. Strategic recommendations included: 

• Building an evidence base of what works in sustaining health inequalities 

reduction. 

• Bringing together tools and incentives to support joint effort of public services in 

driving down health inequalities (local performance framework, use of impact 

assessment to identify systematically the impact on health inequalities, and 

enhancing tools, incentives. 

• Ensuring accountabilities and leadership. 
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4.2 Role of the NHS 
• Over the years the NHS has focused on reducing the impact of socioeconomic 

inequalities by ensuring equitable. Addressing health inequalities was included as a 

top six NHS priority in 2006 and is now part of the world class commissioning 

competencies (see appendix 4). 

• The role of the NHS was identified as critical in reducing the main causes of the 

health inequality gap; by reducing smoking in manual groups and preventing and 

managing other risk factors for coronary heart disease and cancer, such as access 

to a healthy diet in poorer communities. 

• The development of guidance by NICE and National Service Frameworks 

contributes to ensure equity of access to quality care by making available high 

quality standards across the country. 

 

4.3 The Lambeth Approach 
• Since 2001 reducing the gap in life expectancy and infant mortality has been part 

of everybody's business and integrated into NHS and local planning. The aim has 

been to address the 2010 target and beyond. 

• Local development strategies both in Health and local authorities tackle the 

health and social consequences of the income inequalities. 

Various interventions have taken place to improve access to primary care services: 

• There is on average one WTE general practitioner for 1,621 patients (Source: 

QOF 2008 - 09 monitoring tool). 

• There are 52 GP practices, all with open lists for registering patients. 

• Forty six practices provide extended opening hours. 

• One neighbourhood centre is open 12 hours a day 365 days. 

• The Three Boroughs Team specialises in addressing the specific needs of people 

who are marginalised from mainstream health service. Their approach is to 

respond to immediate needs and facilitate integration within mainstream service 

wherever possible. 

• Commissioning and service development have become more equity focused with 

the use of health equity audit, Equity-Equality-Impact assessment and the 

implementation of a single equality scheme. 

The figure below summarises some of the progress in one indicator  
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Figure 17: An indicator of quality of Primary Care in Lambeth: Effective 
Primary Healthcare: change between 2001 and 2005 
Effective primary healthcare 

The indicator Effective primary healthcare (labelled 'Ind.' on the bar chart below) is made up from 3 sub-indicators:  
  1. GP per capita 
  2. Avoidable mortality < 75 
  3. Emergency chronic admissions 

 
Notes: 
For each indicator, a score of zero indicates the best situation in terms of health poverty and a score of 1 the 
worst situation 
* Starred indicators have been modelled.  
 
Main group: for District Lambeth. Year: 2001. Sub-divisions. Sub-area: "Whole Area". Age: "All". Ethnicity: 
"All ethnic groups". Gender: "All".  
Reference group: for District Lambeth. Year: 2005. Sub-divisions. Sub-area: "Whole Area". Age: "All". 
Ethnicity: "All ethnic groups". Gender: "All". 

Source: Health Poverty Index [Accessed 23/10/09]. 
 
• Since 2007 the local partnership strategy “The Sustainable Community Strategy” 

focuses on tackling worklessness and its social and health consequences. In the 

consultation, this was identified by residents and partners as a key issue causing a 

number of social and economic problems across Lambeth. This strategy is the 

Borough's 12-year, long-term strategy, which sets out how the partnership will 

improve the quality of life for people who live, work and visit Lambeth. The Local 

Strategic Partnership (LSP) Lambeth First is responsible for its delivery. The 

Council is a key member of this partnership. 

• The strategy delivery is supported by the “Local Area Agreement” which is the 

implementation plan for the strategy. Key objectives include: 

- Increasing businesses in the local area to provide more job opportunities for 

Lambeth’s residents. 
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- Increasing basic and intermediate skills to enable more Lambeth residents to 

access the employment opportunities created locally and across the capital. 

- Raising attainment and overall wellbeing of young people – to ensure the next 

generation of Lambeth residents can access employment and fulfil their 

ambitions. 

- Cutting crime and creating stronger communities – to tackle the number one 

concern of Lambeth residents and make Lambeth an attractive place to locate 

new businesses. 

- Improving the health and independence of older people – to ensure the 

health of the residents is not a barrier to accessing employment/living the 

lives they wish to lead. 

- Cutting poverty and social exclusion by targeting training and employment 

support directly at vulnerable communities within the borough. 

- Improving the quality and quantity of housing in the borough and improving 

the local environment. 

• The area based governance for health inequalities reduction rests with the local 

strategic partnership (LSP). Local partnerships are described as: 

"Providing the forum for reviewing and steering public resources in local areas. 
There is an LSP for almost every area of England and Wales. 
 
LSPs bring together councils and other agencies and organisations that provide and 
use services in local communities, including: the police, health services, local 
businesses, community and voluntary groups. 
 
LSPs allow these organisations to work together to develop a long-term vision to 
improve the quality of life and services in the local area.” 
 

• While the PSA targets are part of the Local Area Agreement set of indicators, 

there is no systematic process to ensure a coherent and effective approach to 

link actions on wider determinants and health inequalities. 

 
• The NHS Lambeth Commissioning strategy has outlined a five-year vision for the 

provision of health services in Lambeth up to 2013 with a focus on inequality 

reduction. It addresses inequity of access to health services and recently linked 

commissioning to wider determinants in the World Class Commissioning 

(WCC) competencies. The table in appendix 2 lists the equity content for each 
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of the WCC competency set and how they are in line with the National Support 

Team recommendations. 

 
• Any progress in reducing health inequalities in Lambeth compared to England is 

threatened by: 

- The persistence of the income inequalities in England and the social factors which 

trigger health inequalities such as social class wealth, power and opportunity 

differentials. 

- The economic crisis and its consequences such as raised unemployment, stress and 

resultant mental health problems. 

- The rationalisation of resources in public services especially within health and social 

care sectors, at a time of increasing demand because of the economic crisis. 
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5.  What was done to address Health Inequalities and how 
Health Inequalities have changed in Lambeth? 
 
 Reducing health Inequalities is on the local development agenda. 

 
 The local partnership is strong and dynamic, focused on illnesses but is 

broadening its scope. 
 
 High quality care for the main causes of the gap is available 

 
 Equity in access and benefit from services is more systematically addressed 

compared to 2001. 
 
 A number of strategic tools have been used to ensure fair access to quality health 

care such as National Service Frameworks and the establishment of NICE which 
contributes to ensuring that evidence base care is accessible to those in need. 

 
 Interventions aimed at the wider determinants have taken place but are not 

strategically linked with the short term health care interventions. 
 
 Little analysis has been conducted to assess how interventions, aimed at reducing 

the wider determinants contribute to the observed reduction of health 
inequalities between Lambeth and England. 
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5.1 Community Engagement with NHS 
Why? 
Community Engagement is an important key strand in reducing health inequalities 

and improving health overall. 

 

What have we done? 
NHS Lambeth is developing an integrated corporate communications and 

engagement strategy. This builds on a sustained patient and public involvement 

strategy developed since the PCT was established in 2002. 

 Public and users’ consultation has informed service planning, improvement and 

development across a number of key priority areas (e.g. mental health, sexual 

health, teenage pregnancy and parenthood and the development of primary care 

centres). 

 Consultation on our first five-year commissioning strategy plan included a 

“citizens-jury” style event with randomly selected members of the community.  

Focus group and in-depth interviews with service users helped us review the 

future of community healthcare services. 

 NHS Lambeth has developed links with local partners and communities through 

bodies such as the Lambeth LINK, the Health & Adults Services Scrutiny Sub-

Committee, the Local Strategic Partnership, the Health & Social Care and 

Children & Young People's Partnerships and the Lambeth Compact. It works 

with local voluntary and community sector (VCS) groups through LVAC and the 

Lambeth Health and Wellbeing Voluntary and Community Sector Forum to 

develop commissioning plans and deliver services. 

 
 
5.2 Reducing the Risk of Premature Mortality from CVD 
Interventions to reduce the risk of premature mortality from CVD are described 

below. 

 

5.2.1 Secondary Prevention of Cardio Vascular Disease 
Why? 
Primary and acute care has an important role in secondary prevention of 

cardiovascular diseases. 
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What have we done? 
The introduction of the GP contract Quality and Outcomes Framework has led to 

important improvements in the quality of care across all general practices in 

Lambeth: with a focus on detection and management of cardio vascular diseases: 

• To improve the quality and completion of practice CVD registers, NHS Lambeth 

provided a registers resource pack and guidelines and an extra incentive to 

practices for developing the register. 

• Analysis of QoF data is fed back to practices after benchmarking against the 

Lambeth average performance. 

• A GP performance toolkit has been developed by primary care commissioning to 

monitor GP contracts. 

• Practices identified with low achievement for QoF indicators are visited by NHS 

Lambeth to discuss support to improve performance. 

 

Secondary prevention interventions are targeted at patients who are diagnosed with 

CVD to minimise risk of acute events. It includes: 

• Support to stop smoking. 

• Medical control of high blood pressure and raised cholesterol. 

• Raising awareness of risk factors such as hypertension: A local campaign to raise 

awareness of hypertension, symptoms and risk, and the need to seek treatment 

this was conducted using messages tailored to the main at risk groups; especially 

black Caribbean and manual male workers. 

• Exercise on prescription, which is available to high risk patients, is commissioned 

together with the Local Authority. A structured programme for 8 weeks is 

provided for patients who are referred through their GP. 

 
Detection of CVD in Lambeth is mainly opportunistic and depends on patients seeing 

their GP.  The graph below shows that the rate of detection compared to expected 

prevalence of CHD varies dramatically between practices. Differences in registered 

population age and ethnic structure are likely to explain part of this variability. The 

implementation of a vascular risk screening programme targeting 40-74 years olds is 

expected to increase detection. The Equality Equity Impact Assessment raised a 

number of equity issues: 

• Assessing risk among people with physical disabilities and people with HIV. 
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• Ensuring access for the housebound, unregistered homeless and people with 

severe mental health problems. 

• Targeting high risk groups through existing networks i.e. employers for manual 

workers, prison health services linked to probation services. 

 

Figure 18:  CHD detection rate per General Practice in Lambeth, 2007-08 

CHD QOF Ratio of detected to estimated prevalence 2007-08
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Source: LHO 

5.2.2 Management of Acute Cardiac and Vascular Event 
Effective and timely management of acute cardiac and vascular events have been 

supported by the National Service Framework for Cardiovascular diseases and the 

Stroke Strategy. Our current analysis is limited by the absence of a systematic 

process to link service audit findings to a profile of needs and service development. 
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5.2.3 Change in CVD Mortality 
Death rates have fallen over more than a decade (Figure 19) with a 41% reduction in 

mortality rates from circulatory disease in Lambeth (2005 - 07).  For men, there has 

been a 39% reduction and for females a 44% reduction. 

Figure 19: All age Mortality from CVD - Directly age - standardised rate 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

• The CVD premature mortality gap between Lambeth and England has reduced by 

28% overall, over half of the expected target (See Appendix 3 Section 4). 

• The gap reduction was greater for women (62%, from a 26 deaths per 100,000 

higher than England and Wales in 1995 - 07 to 15 deaths per 100,000 in 2005 - 

07) than for men (14%, from 41 deaths per 100,000 higher than in England and 

Wales in 1995 - 97 to 36 deaths per 100,000 in 2005 - 07). 

 

The PSA target includes a target of reducing the mortality rate by 2010 for heart 

disease, stroke and related diseases by at least 40% in people under 75 and a 

reduction in the inequalities gap at least 40%. 
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• There has been a 37% reduction in past 10 years of the mortality from stroke as 

shown in the figure below 

 Figure 20: Mortality from Stroke (ICD9 430-438 adjusted, ICD10 I60-I69) 

directly Standardised Ratio (DSR) 
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5.3 Reducing the Risk of Premature Mortality from Cancer 
PCT objectives in 2007 from the Cancer Reform Strategy (CRS) recommended: 

• Saving more lives through prevention. 

• Early detection and treatment. 

• Improving the quality of life of cancer patients through patient centred services. 

• Reducing inequalities in public awareness, access to services and in service quality 

to reduce inequalities in outcomes. 

 

5.3.1 Prevention and Early Detection 
Why? 

• To prevent the development of certain kinds of cancer: breast cancer is the most 

common cancer in women in the UK. Colorectal cancer is the 2nd commonest 

cause. 

• To allow for longer survival for patients with cancer. 
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What have we done? 

The HPV Vaccination 

A regular schedule for girls aged 12 - 13 years, and catch up sessions for older girl 

was introduced in September 2008. The vaccine has been given in schools by a 

specialist immunisation nursing team. Its aim is to prevent cervical cancer. Current 

achievements include 70 % uptake for Year 8 girls. 

 

The NHS Breast Screening Programme 
Women are invited for screening seven times at three year intervals between 50 and 

70 years. Women who are over 70 years who request screening will also be 

screened. (See figure 21) Women are called for screening by postcode and the 

screening programme is run from the King's College Hospital site with the fixed 

screening site at Denmark Hill. The current screening method is by mammogram. 

Figure 21: Kings Screening Programme Framework 

 

 

 

 

 

 

 

 

(SSP=Shared Service Partnership, who store the database of GP records in LSL) 

The coverage of the screening in Lambeth has not increased in last 4 years. In 2008 - 

09, 60% of the women aged 53 - 64 years attended screening. About 7% of women 

are recalled and of those about 10% will have cancer. 

 
The NHS Cervical Screening Programme 
It offers screening to women aged 25 to 64 years. All women aged 25 - 49 are 

screened on a three years basis, and women aged 50 - 64 years are screened every 

five years. 

In Lambeth 7 in 10 women from the target groups were screened in 2008 - 09. The 

number of invasive cancer cases detected among women has increased among 

women aged 20 - 34 years and 35 - 49 years. 
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ineligible



                                       

49 

 
The NHS Bowel Screening Programme 
It started in Lambeth in 2008 and is offered to all GP registered men and women 

between the ages of 60 - 69 years every two years. It involves a stool sample test for 

traces of blood. Patients with abnormal results are offered a colonoscopy 

investigation. A third of invited people returned their stool sample, which is lower 

that England (52%). Constraints to maintain high screening coverage in Lambeth 

include: 

• High population mobility. 

• Changes of the modalities used to call women for screening. 

• The lack of integration with general practice based services. 

• Women with a history of screening done overseas. 

 

Early Diagnosis and Treatment 
Almost all urgent referrals from GPS were seen within 2 weeks (99.9%) and decision 

to treat was taken within 42 days for 7 in 10 cases. 

 

An audit of Cancer Detection and Referral in Primary Care was concluded 
in 2009. It shows that: 
• 7 out of 10 new cancer cases in 2008 were diagnosed through primary care 

• General practice is the first point of contact especially for prostate and bladder 

cancer.   

• Over 10% of lung cancers and of colorectal cancers were diagnosed via A&E and 

screening was the first point of contact for 28% of breast cancers. 

 

5.3.2 Change in Cancer Mortality 
• Premature mortality from cancer has reduced by 20% in 10 years as shown in 

figure 22. 
 
• The gap of premature mortality from cancer between Lambeth and England has 

reduced by 15% in 10 years. 
 
• Overall there has been a 31% narrowing of the absolute gap between England 

and Lambeth. 

• In 10 years (1995 - 07 to 2005 - 07) the cancer mortality gap for females has 

narrowed by 39%, from 16 deaths per 100,000 higher than England in 1995 - 07 

to 10 deaths per 100,000 in 2005 - 07. 
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• In 10 years (1995 - 07 to 2005 - 07) the cancer mortality gap for males has 

narrowed by 20%, from 32 deaths per 100,000 higher than England in 1995 - 07 

to 20 deaths per 100,000 in 2005 - 07. 

 
 
Figure 22: Premature Mortality from all Cancers (ICD 10 C00 - C97) - 
DSR/100,000 
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• The greatest causes of cancer burden among men are lung, colorectal and 

oesophageal cancers; in women breast, lung cancer and colorectal cancers are 

most prevalent. 

• Lung cancer has been decreasing in men but increasing in women. Lung cancer 

age specific mortality rates are higher in Lambeth than in E&W over 64 years. 

• Colorectal cancer has been decreasing in both men and women   

• Breast cancer has been decreasing. There is little difference in age specific breast 

cancer compared to London and England. There are variations in breast cancer 

incidence, stage at diagnosis and treatment between different ethnic groups (Jack 

et al. 2009). White women have the highest age standardised incidence rate.  

However, the disease at diagnosis is at a more advanced stage in BME than in 

white women. The worst survival rate for women living in more deprived areas is 

not explained by difference in stage or treatment. The highest incidence in white 

women could be due partly to more screen-detected disease. 
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• Current variation in cancer mortality is influenced by past patterns of smoking in 

males but less so in females (Source: E Davies 2008). 

 
 
5.4 Prevention of Premature Mortality through Tobacco Control 
Why? 

Smoking is a main modifiable cause of lung cancer and CVDs. 

What have we done? 
A strategy to reduce smoking prevalence was developed based on the findings of the 

modelling of the impact of stop smoking services on smoking prevalence and an 

equity audit of stop smoking services.  The strategy was evaluated in 2009 using the 

10 High Quality Impact Actions for Tobacco Control Alliances (DoH, 2008) and a 

self assessment tool. 

An action plan which is refreshed periodically has 6 objectives: 

• Minimising harm from second hand smoke by making enclosed public spaces 

smoke free. 

• Encouraging abstinence through the provision of local stop smoking services. 

• Preventing young people from taking up smoking. 

• Enforcing existing tobacco control laws. 

• Media campaigns. 

• Data Quality & Validation. 

 

The Lambeth Tobacco Alliance is a partnership which leads the Lambeth Tobacco 

Control Strategy and receives strategic support from the Lambeth Health and 

Wellbeing Partnership. 

Tobacco control interventions are part of the Local Area Agreement and include: 

• The Under-age Sales Programme 2007 – 2010: aiming at reducing the 

number of retailers in Lambeth who sell tobacco to children under the legal age 

of 18 years old. In 2006/7 our baseline year, 30% of retailers visited sold tobacco 

products to underage children;  subsequent visits in 2007/8 and 200/9 reported 

15.15% and 17% respectively. 

• Monitoring smoking status by 52 weeks. 
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Stop Smoking Services 

In the period 2005 - 07 around 5% of the adult smokers in Lambeth used stop 

smoking services provided by NHS Lambeth and general practitioners surgeries.  For 

the past 4 years, the stop smoking services have taken steps to tailor the service to 

smokers living in deprived areas and smokers from a BME background: 

• Community based stop smoking services in the most deprived wards. 

• Free nicotine replacement therapy offered through trained advisors based in local 

pharmacies. 

• Use of social marketing campaigns, especially in deprived areas, to increase 

access to the service. 

An equity profile repeated 3 years after the baseline profile shows that equitable 

access to the service has increased. The proportion of male smokers using the 

service has increased and the gap in utilisation rate between men and women has 

reduced as well as between white and black smokers and between affluent and 

deprived areas. 

 

5.5 Excess Seasonal Deaths 

• The Older People’s Partnership (comprises older people, carers and the 

voluntary sector), has carried out a comprehensive consultation on ‘Positive 

Ageing’ An Older People’s Strategy for Lambeth. 

• The Affordable Warmth Forum has been re-launched to review the 2005 

Affordable Warmth Strategy. It aims to audit a range of frontline services 

available for vulnerable people with a view to coordinating these services. 

• The ‘Every Pound Counts’ programme run by Lambeth Council, and driven 

through an LAA target, has commissioned five voluntary sector organisations to 

access the most vulnerable people in Lambeth and support them to receive their 

benefits entitlement. They also refer to affordable warmth interventions and 

other services. 

• A pilot in Streatham is training health and social care workers to share data 

through knowledge of their two differing data systems, allowing improved 

networking and joint working. 
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There is a range of services in place and some in development designed to prevent 

unnecessary hospital admission and to support people in their own homes: 

• Facilitating discharge teams within King's (social worker, occupational therapist 

and physiotherapist). 

• 6 community matrons (achieving targets). 

• Befriending and Buddying Service (Active Links) funded through SLaM Charitable 

Trust. 

• Twenty four hours access to care advice by phone, Careline 24, is being 

introduced for people in sheltered housing.  

• Lambeth Home Improvement Agency offers a comprehensive scheme for 

housing repairs and the developing Gateway project will further facilitate access 

to these services through a single call centre. This has the potential to include 

supportive and proactive referral to other services such as flu vaccination and 

affordable warmth. 

 
5.6 Interventions to Reduce Infant Mortality 

The Lambeth, Southwark and Lewisham Maternity Infancy Group (LSLMIG), 

established in 2007 co-ordinates interventions aimed at reducing the infant mortality 

gap. It advocates a holistic approach and links infant mortality issues with antenatal 

and newborn screening and maternity matters. The membership includes midwifery 

leads, commissioners and lead nurses from Southwark and Lambeth. 

 

Progress in addressing the Infant Mortality gap includes: 

• Promoting delivery of the PSA target on health inequalities in infant mortality by 

improving service delivery and access to antenatal and neonatal care. A mapping 

service provided from conception to childhood has been completed and actions 

have been taken to improve efficiency of referral between various parts of the 

system. 

• High demand for sessions means that some women may be booking later than 

anticipated due to gaps in service provision. ‘Speed booking sessions' are in 

operation (30 minutes each) to address this at some practices. 

• To address lifestyle issues affecting low birth weight. Smoking cessation training 
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and information packs for the Healthy Start Team (health visitors) and midwives 

have been developed. The training is now mainstreamed. 

• An equity profile of access to maternity services in South East London (which 

includes Lambeth) was completed and identified those who did not access in 

time, some of the constraints and best practices. 

• Information about antenatal and postnatal services was made available to BME 

women who have been identified to book late in pregnancy. This project is run 

by MEDACT who developed  story boards to improve access to care 

• Midwifery group practices have been introduced and provide care to the most 

deprived areas in Lambeth. 

• Provision of specialist midwifery services for HIV pregnant women, pregnant 

women with mental health, drug or alcohol dependency problems. Specialist 

support is provided until the baby is 6 months old. 

• Dedicated midwifery services for young mothers, which also address the needs 

of young fathers, are located in the community as well as maternity services.  

• Health promotion workshops with young parents, including information about 

causes of infant mortality (lifestyle, health and social issues, including domestic 

violence). 

• Gathering and reporting routine data, including specific maternity and paediatric 

activity. 

• Undertaking joint needs assessment to identify local priorities. 

• Ensuring a consensus approach to workforce development and training. 

 
5.7 Mental Health 

• Poor mental health and well being are often consequences of socioeconomic 

inequalities. At the same time, well being can play an important role in coping 

with the impact of wider determinants. In 2007 - 2008 NHS Lambeth and 

Lambeth Council together spent £94m, or £295 per head, on adult mental health 

services. This compares with £196 per head across London and £202 for similar 

PCTs.  In that year, South London and the Maudsley NHS Foundation Trust 

(SLaM) provided care to approximately 8,000 Lambeth patients (varying from an 

inpatient stay (1100 people) to one day of treatment).  32% of the direct care 

costs were spent on services for mentally disordered offenders, although this 

relates to fewer than 50 patients.  A further £12.5m was spent on older people’s 
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mental health services. 

• Nationally, 90% of all people with mental health problems are managed in 

primary care.  This includes 25-30% of people with SMI who are entirely 

managed outside secondary specialist services.  To enable this group to get 

better support in primary care Lambeth is developing a psychosis care pathway. 

 

• Treatment options for CMD in Lambeth have improved.  Local libraries stock 

self help books and GPs can issue a ‘reading prescription’, refer to exercise 

programmes designed for people with mental health problems or recommend 

computerised Cognitive Behavioural Therapy (CBT). Primary Care Mental Health 

Workers run self help groups and signpost people to other types of help.  People 

can receive talking therapy (counselling) in general practice.  From September 

2009 the Improving Access to Psychological Therapy (IAPT) Service run by SLaM 

will be accepting people with CMD referred by their GP, Job Centre Plus or via 

self referral. 

• Care for people with mental health problems is also provided outside health 

services.  A large amount of social care and accommodation in supported housing 

is commissioned by Lambeth Council from various providers.  Voluntary sector 

organisations in Lambeth provide services including: advocacy (Community 

Support Network), community development for ethnic minority communities 

(Southside Partnership - Fanon Care), a directory and website of mental health 

services (Lambeth Mind), and routes to employment (e.g. Southside 

Rehabilitation Association). 

 

5.8 Wellbeing 

• An evaluation of the previous 2005-08 mental wellbeing strategy was completed 

in February 2009. The new Lambeth wellbeing and happiness programme was 

launched in November 2009  

• Two Mental Wellbeing Impact Assessments were conducted on Paxton Green 

Time Bank and the local Expert Patient Programme. 

• Staffs from different agencies were trained to deliver Mental Wellbeing Impact 

Assessments. 

• NHS Lambeth has commissioned an ‘Emotional health of children and young 
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people project’ which includes: expansion of Social and Emotional Aspects of 

Learning (SEAL) programme in schools, peer mediation, learning mentors and 

counselling provision. 

• SLAM mental health promotion unit continues to deliver mental health 

awareness training, Mental Health First Aid and workshops with communities on 

managing wellbeing and stress management. 

• NHS Lambeth has commissioned Springforward 2009, a programme that seeks 

to promote the benefits of engaging in arts and creative activities to improve 

wellbeing which included a mini film festival. See http://www.time-to-

change.org.uk).See http://www.springforwardartstrail.com  

•  A Wellbeing Handbook has been developed  

 

5.9 Limitations of Current Interventions 

• By far the greatest share of health problems is attributable to broad social 

conditions. Yet, health policies have been dominated by disease-focused solutions 

that largely ignore the social environment. 

• Ensuring fair service access and outcomes is essential but not sufficient to reduce 

health inequalities. As a result, health problems persist, inequalities have widened, 

and health interventions have obtained less than optimal results. At the same 

time, there is evidence that policy, action and leadership to address the social 

dimensions of health can improve health and access to health care (Source: 

WHO). 

• There is a need to understand cost effectiveness of medical interventions aimed 

at reducing the cardiovascular risk and achieving high quality management of 

diseases taking into consideration the need to target lowest socioeconomic 

groups. 
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6. Recommendations 

Deciding on how to take forward the health inequalities agenda in Lambeth has been 

inspired by: 

• The local review which was completed done with the support from NST for 

health inequalities and their recommendations which aimed at achieving the PSA 

targets on health inequalities by 2010 and establishing  foundations for the 

sustainable reduction of health inequalities gap between  Lambeth and England. 

These recommendations were prioritised by local stakeholders. 

• The first phase report of the Marmot review commissioned by the British 

government. 
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Vision  
 
• Aspire to health equity, stand for equitable services, and build wellbeing. 
 
• Gap of health status is everyone’s business. 
 
• Promote equity of access to cost effective care. 
 
• Promote resilience to wider determinants by building wellbeing for all. 
 

Prioritised actions to accelerate progress on reducing health inequalities: 

1. Establish a Lambeth Inequalities Partnership led by the Director of Public Health 

and including representation from Foundation Trusts, AHSC, Community and 

Voluntary Sector and Local Authority to lead and monitor progress on reducing 

inequalities in Lambeth. 

 

2. Work with PEC and Primary Care clinicians to develop analysis of inequalities in 

Primary Care populations, (including access and outcomes), and inform primary 

care development and commissioning. 

 

3. Ensure that secondary providers have effective arrangement for supporting all 

patients to be healthy, and in particular a) not smoke, b) drink alcohol at safe 

levels, c) maintain a healthy weight and d) prioritise wellbeing.  This should be 

monitored via commissioning arrangements, and supported by Public Health. 

 

4. Commissioning (Borough, Alliance) should work with public health to maximise 

their impact in reducing health inequalities for Lambeth residents, and monitor 

progress with its providers. 

 

5. The Director of Public Health is a joint appointment between NHS Lambeth and 

the Local Authority.  The importance of social circumstances in continuing health 

inequality, and the current economic environment mean that LB Lambeth should 

work closely with public health to prioritise interventions aimed at improving 

socio economic circumstances for local residents (including review of current 

initiatives). 
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6. NHS Lambeth should support the implementation of the prioritised NST 

recommendations through specific action plans and monitoring by the new 

Inequalities group. 

 

7. To complete the analysis and understanding of the causes of the health 

inequalities gap and initiate the review of interventions aimed at the wider 

determinants.  
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Appendix 1 
 

Annual public Health Report 
 

Response and actions to Recommendations 
 
The PCT must continue to work closely with the Local Authority to 
improve the understanding of health and wellbeing issues in Lambeth, and 
to improve information sharing. 
 
NHS Lambeth fully supports this recommendation and the benefits of sharing 
intelligence between parties, to provide a better understanding of local issues.  
Progress has been made through the department of specific information sharing 
protocols and collaboration for the Joint Strategic Needs Assessment.  NHS 
Lambeth is keen to establish arrangements to further enable information sharing, for 
example in contributing to the CAA process, and include a LA perspective in its 
knowledge management programme. 
 
2. The JSNA should include evidence of effectiveness for a range of 
interventions in assessment of need. 
 
A written Joint Strategic Needs Assessment will be available in 2009, and will 
continue to develop and include analysis of emerging priorities.  It includes a review 
of all ‘needs assessment’ work undertaken over the last five years against quality 
criteria, and provides a summary of evidence based findings.  Lambeth Council plan 
to develop more evidence based commissioning approaches informed by joint needs 
assessment. 
 
3. The PCT should pilot and evaluate outcomes based commissioning for 
a defined population group/health need in 2009/10. Extra resources are 
needed for this. 
 
NHS Lambeth support this development and plans to use work commissioned to 
address health needs of people out of work to pilot this approach.  Lambeth Council 
is leading on commissioning this.  There is the potential to use pilots in other areas, 
but this will be over a longer time period. 
 
4. Develop and resource common approaches to consultation, patient and 
public involvement and community engagement across the Local 
Authority and PCT. 
 
NHS Lambeth is working closely with representatives of Lambeth Council and in the 
context of Equalities to develop common approaches to consultation, Community 
Engagement and understanding the views of local communities in a systematic way.  
This is an organisational development priority and external consultancy has been 
commissioned to support NHS Lambeth an effective approach. 
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5. The PCT should work with the Local Authority to develop 
programmes to improve health and wellbeing that reach the most 
deprived communities (using the health trainer model), via estates, 
schools and faith communities. 
 
NHS Lambeth is committed to reducing health inequalities and to ensuring equity of 
across to all health services.  These community venues have been identified as 
potentially important ways of making services, including health prioritisation, more 
accessible to the whole population.  The Vascular Risk Assessment Programme has 
conducted a review of the evidence to identify populations at increased risk. This will 
inform service commissioning to reach these groups.  NHS Lambeth will continue to 
benefit from analysis of primary care data from datanet to identify the characteristics 
of local people who are not benefiting from local service provision. 
 
6. The Local Authority should invest resources in the partnership work 
necessary to deliver health and wellbeing improvement programmes. 
 
This is a recommendation for the Local Authority. 
 
7. The PCT should continue health equity audit for the three priority 
areas (Mental Health, Staying Healthy and End of Life Care) in 2009/10. 
 
This work is led from Public Health and will cover all elements of the Commissioning 
Strategy Plan. 
 
8. Partners should ensure that the Sustainable Communities Strategy 
focus on worklessness will improve health and wellbeing, and develops 
partnerships between health practitioners and employment and training 
services. 
 
NHS Lambeth supports this recommendation, and will continue to encourage the 
use of WWF funding to commission work to deliver this. PEC is an important 
resource is contributing to this work. 
 
9. Support Health Scrutiny to develop a plan to reduce alcohol 
consumption in Lambeth. 
 
NHS Lambeth fully supports this recommendation and has provided public health 
and commissioning expertise to the Scrutiny Committee, to progress their review. 
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Appendix 2 

Suggested plan of actions for local delivery of health inequalities reduction 

The tables below described the next steps for the next 18 months that NHS 

Lambeth should do to ensure that effective actions are taken to reduce the impact of 

the socioeconomic gap for Lambeth as well as target the social determinants. 

Strategy and Intelligence 
 

Area Recommendation Action Lead 
organisation 

Vision Focus on in borough 
health inequalities 

Complete small area analysis  

 Develop detailed 
delivery plan for each 
of the significant 
contributors to the life 
expectancy gap 

Complete analysis and 
understanding of the causes of 
the health inequality gap which 
are specific to Lambeth 
(Respiratory diseases, 
Digestive causes of deaths and 
Other causes of deaths) 

NHS Lambeth 

  Review local interventions on 
social determinants 

Ensure that the update of the 
JSNA and State of the 
Borough include description of 
the wider determinants 

Partnership LSP 

Partnership Strengthen HWB 
partnership board 
functions (joint delivery 
& performance, 
communication) 

Leadership Adopt organisation 
development approach 
to increase PH 
understanding among 
all stakeholders 

 

 

 

 

Health 
intelligence 

Marketing information 
in user friendly way 
and ensuring it drives 
change 

Produce a technical 
supplement on health 
inequalities to the 5 years 
commissioning strategy 

NHS Lambeth 

 Benchmarking general 
performance 

Establish systematic 
monitoring process of 
interventions targeting 
illnesses responsible for the 

NHS Lambeth 
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gap 

 Informing about 
contributors to the 
health inequalities gap 

Modelling planned 
interventions impact on 
reducing the gap 

 

 Develop joint 
information function to 
support joint work 
between LA & PCT 

Appointment of joint data 
analyst with LA 

 

 
Infant Mortality 

 
Area Recommendation Action Lead 

organisation 

Antenatal 
services 

Improve antenatal 
services provision 

Audit of antenatal services for 
complex & high risk pregnancies 

LSMIG 

Antenatal 
services 

Increase access to 
booking by 13 weeks 

Develop a specific action plan to 
ensure early booking 

In association 
with Medact 

Smoking 
cessation 

Reducing smoking in 
pregnancy & at home 

Scaling up ‘stop smoking’ 
services during & after 
pregnancy 

Smoke free 
Lambeth 

SIDS Reduce rates of SIDS Review current interventions to 
raise awareness of SIDS. 

LCH 

Infection Reduce infection 
related IM & 
morbidity 

Prevention of maternal & infant 
infections (pneumococcal 
vaccine) & appropriate health 
service configuration 

Maternity 
services, acute 
trusts, health 
visitors, primary 
care, LCH 

 
Excess Seasonal Deaths 

 
Area Recommendation Action Lead 

organisation 

Seasonal 
mortality 

Identify risks of seasonal 
deaths 

Analysis of weather 
conditions and morbidity 

NHS Lambeth  

Seasonal 
mortality 

Identify and profile those 
most at risk 

Research development and 
creation of a vulnerable 
people register. 

NHS Lambeth, 
LCH and LB 
Lambeth 

Housing Profile housing conditions 
to highlight problems 

Analysis of association 
housing condition  & health 

NHS Lambeth 

Seasonal 
mortality 

Improve provision and 
uptake of services 

Form an integrated service 
package 

NHS Lambeth, 
LCH and LB 
Lambeth 
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CVD Secondary Prevention 
 

Area Recommendation Action Lead 
organisation 

Intelligence  
& monitoring 

Develop systematic 
dissemination of local 
information 

DATANET, Include 
equity into the practice 
monitoring tool 

Primary care 
commissioning 

Primary care 
access & 
Detection 

Calculate expected 
prevalence and analyse 
detection gap by 
comparing  with actual 
number on register 

Review existing 
modelling for CVD , 
identify expected 
prevalence per practice 
and analyse gap 
compared to Lambeth 
average 

NHS Lambeth: 
Public Health & 
DATANET 

Primary care 
access & 
Detection 
 

Address variability of 
performance in practices 
 

Develop capacity & 
expertise to provide 
management support to 
practices and 

NHS Lambeth 
Primary care 
commissioning 
and NHS 
Lambeth – Public 
Health 

Primary care 
access & 
Detection 

Consider LES for CHD6 
& 8 70-90% achievement 

Systematic review of the 
local incentive schemes 
linked with CVD 
detection, management 
& prevention 

Primary care 
commissioning 

Primary care 
access & 
Detection 

Active management & 
support of practices 
around CHD objectives 
and QoF by NHS. 

- Review impact of 
community heart failure 
team 
- Audit use of BNP 
testing 

LTC 
commissioning 

Patient 
involvement 

Systematic strategy to 
patients’ information and 
ensure a systematic 
approach towards the 
delivery of interpretation 
services. 

To participate in national 
raising awareness 
campaign and ensure 
information is available 
to hard to reach groups 
 

Primary Care 
commissioning 
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Acute Management of Heart Attack & Stroke 
 

Area Recommendation Action Lead 
organisation 

Vision lay out and quantify the 
specific contributions by the  
PCT and PBC consortia, LBL 
and other partners such as 

GSTFT, KCHFT and SLaM to 
the reduction of the health 
inequality gap 

Model  
contribution acute 
services to prevent 
early CVD  deaths 

NHS Lambeth 

Health 
intelligence & 
performance 

Get Lambeth specific 
information in relation to: 
cardiac rehabilitation, MINAP, 
TIA referrals, thrombolysis 

Include into acute 
trust contracts the 
collection of data 
for cardiac 
rehabilitation, 
MINAP, stroke 
audit. Link it with 
the systematic 
collection & return 
of equality data. 
Analyse Door 
times by 
geography & 
ethnicity 

NHS Lambeth 

 

 Share  audit information & 
data across acute and 
community services 

Share findings of 
the audit of cardiac 
rehabilitation 
services due to 
take place in 2009 

Acute Trusts 

 Conduct systematic analysis of 
acute services access & 
provision (DNAs for cardiac 
rehabilitation and referral 
rates by GP practice to TIA 
clinics) 

Map access & 
provision of 
revascularisation 
services in 
Lambeth 

NHS Lambeth / 
Acute Trusts 

 Ensuring that as many people 
as possible suffering an acute 
CVD event present  in a 
timely & appropriate fashion 

Adapt national 
awareness raising 
campaign to the 
needs of Lambeth 
population high 
risk groups 

NHS Lambeth 
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Issues of access to services for 
house-bound and care-home 
patients needs to be addressed 

 NHS Lambeth & 
General 
practitioners 

 Complete analysis 
of primary care 
management of 
hypertension with 
data on cost 

NHS Lambeth 

 

 

Cancer 

Area Recommendation Action Lead 
organisation 

Intelligence Analysis and benchmarking 
of 1 year survival rates 

Analyse data  PCT, LUCADA 

Assess constraints to early 
diagnosis 

Open direct actions for 
diagnosis for lung 
colorectal & ovarian 
cancer 

NHS Lambeth 

Raise awareness of 
symptoms utilising social 
marketing techniques 

Implementation of 
CAM survey 

Head  & neck cancer 
awareness initiative 

NHS Lambeth & 
cancer network 

Detection 

Improve uptake and 
understanding of screening 
processes for breast 
cervical and colon cancer. 
Investigation into low 
uptake area to identify 
reasons with targeted 
intervention to attempt to 
combat this. 

Equity profile of 
screening services  

Provider NHS  &  
Southwark  NHS 
(commissioning) 

Equitable 
access & 
outcome 

Full compliance by 
Providers with national 
(tumour specific) audits – 
e.g. LUCADA - within 
their SLAs - in order to 
establish, e.g.: 
More complete staging 
data 
Rates of surgical 
intervention 

Profile rate of surgical 
intervention 

NHS Lambeth & 
cancer network 
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Tobacco Control 
 

Area Recommendation Action Lead organisation 

Partnership & 
Collaboration 

Work in Partnership Lambeth Tobacco 
Control Alliance to 
lead on all Tobacco 
Control Activity in 
Lambeth. 

LSP 

Intelligence Gather and use a full 
range of data to 
inform tobacco 
control 

Ensure seamless 
collection and entry of 
smoking in pregnancy 
data 

Development of 
Primary/Community 
Care Data Task 

Smoking in 
pregnancy 

Use Tobacco 
Control to tackle 
inequalities 

 

Evidenced social 
marketing in identified 
target populations e.g. 
pregnant women 
 
Deliver pilot 
programme “Give it up 
for Baby” 

Infant Mortality & 
Strategy group for 
Southwark and 
Lambeth. 

Communication Consistent, 
coherent and 
coordinated 
communication 

A commissioned local  
Tobacco Control 
Communications plan 

Tobacco Control 
Alliance & Staying 
Healthy Partnership 

Smoking 
Cessation 

An Integrated Stop 
Smoking Service 

Develop Care 
pathways for adults 
smokers and target 
groups 

The Stop Smoking 
Service 

Capacity & 
Sustainability 

Build & sustain 
tobacco capacity in 
tobacco control 

A Pooled Budget for 
Tobacco Control 

Staying Healthy 
Partnership 

 
Alcohol 

 
Area Recommendation Action Lead 

organisation 

 Develop local 
strategy  

Develop Lambeth 
alcohol prevention 
strategy  

NHS Lambeth 
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HIV Detection 
 

Recommendation Action Lead 
organisation 

Reduce late and 
undiagnosed HIV 

Expand access to HIV testing in healthcare 
and community based settings & through all 
HIV prevention work streams 

Review attitudes and barriers to HIV testing 
and develop evidence informed initiatives 

Training and education healthcare 
professionals to tackle HIV testing related 
stigma 

Incorporate and communicate health 
benefits of early diagnosis 

NHS Lambeth 

Inclusion of HIV in the 
health inequality agenda 

Promote recognition of HIV as equity issue 

Visible endorsement from local NHS and 
local authority leaders 

Develop organisational policies to tackle 
HIV related stigma 

Strengthen joint NHS & local authority 
working on HIV prevention agenda 

NHS Lambeth 

MSM equality Ensure mainstream NHS interventions and 
services recognise and address wider MSM 
health needs 

Develop culturally sensitive HIV prevention 
initiatives for BME MSM 

NHS Lambeth 
and LCH 
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Community Engagement 
 

Area Recommendation Action Lead 
organisation 

PCT & LBL to work 
together (PCT chair & 
Lambeth councillor to 
lead) 

Produce  strategy; 
conduct EEIA & rapid 
consultation 

Strategy 

Develop  a coordinated 
approach  & 
communication between 
partners 

Stock take of 
neighbourhood 
infrastructure around 
neighbourhood resource 
centre 

segmentation mapping 
using MOSAIC 

Local 
partnership 

Strengthen partnership 
team in the LSP 

Capacity of 
public service 
providers Apply Behavioural skills 

training model developed 
by LBL to middle/senior 
management team in 
NHS Lambeth 

Identify community 
engagement competencies 
 
Identify communication & 
stakeholder engagement 
expectations & 
responsibilities for all staff 
across organisation 

NHS Lambeth 

Capacity  of 
communities 

Develop social capital in 
most deprived 
communities 
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WellBeing 
 

The latest Lambeth Wellbeing Programme for 2009 - 2012, launched in November 

2009, sets out both the commitment of Lambeth First to this agenda and actions 

towards these goals for the next three years. 

Area Recommendation Action Lead 
organisation 

Commissioning Develop a more integrated 
approach to commissioning 
physical and mental health 
services and a stronger focus 
on commissioning preventive 
interventions. 

Review 
commissioning 
arrangements 
against needs 

NHS Lambeth 

Public Health Develop knowledge on 
numbers & needs of people 
with mental health problems. 

Analyse service performance 
(Primary Care & SLAM) 

Project to improve 
quality and use of 
data. 

Analyse primary 
care data & SLAM 
data 

NHS Lambeth 

Conduct wellbeing 
impact assessment 
in strategic areas of 
the partnership 

Partnership Incorporate preventive 
approaches into all 
commissioning & service 
planning not just in health 
and social care Measuring 

wellbeing outputs 
of strategic areas 

NHS Lambeth & 
Local Authority 
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Appendix 3 
Statistical Update 2008 - 09 

 
1. Lambeth wards and localities  

2. Population of Lambeth  

3. Ethnicity 

4. Density 

5. Deprivation – Change 2004 to 2007 

6. Occupation profile  

7. Life expectancy 

8. Infant mortality 

9. Mortality and Morbidity  

9.1 Standardised Years of Life Lost 

9.2 Causes of deaths by localities 

9.3 Mortality from all cancer- DSR – three years rolling average  

9.4 CVD – DSR – three year rolling average 

9.5 Seasonal Excess Deaths  

10. Vital statistics – Total births, deaths, fertility rate etc. 

11. Quality Outcome Framework Prevalence by conditions  

12. Profile of alcohol related harm For Lambeth 

13. Under 18 conception rate  

 



                                       

73 

1. Lambeth wards and localities 

Lambeth is an inner London borough with its northern boundary on the river 

Thames and is situated with Wandsworth to the west, Southwark to the east and 

Croydon to the south. The density of population in Lambeth is ever increasing and 

the population is expected to grow steadily in the next few years. Lambeth has 21 

wards with six town centre areas namely, North Lambeth, Stockwell, Clapham, 

Brixton, Streatham and Norwood. The census area classifies Lambeth as a London 

Cosmopolitan area similar to Southwark, Lewisham, Hackney, Islington, Haringey and 

Brent. According to this classification, Lambeth has a breadth of ethnic and cultural 

traditions which have established their presence in particular town centre areas and 

quarters. NHS Lambeth has further divided the borough into three localities - North, 

South East and South West locality - for facilitation of commissioning mainly in 

primary care. 

Lambeth wards and 
localities 
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2. Population of Lambeth 

Population Pyramid Mid Yearly Estimates 2007
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Lambeth population age profile 

Population 

The Office for National Statistics (ONS) published 2007 mid-year estimate showing 

the population of Lambeth at 273,200. Greater London Authority (GLA) 2008 

projections show the Lambeth population at 284,687. The General Practice 

registered population in Lambeth in March 2008 was 344,689. 

  

Gender 

The 2007 ONS estimates show 51% males and 49% females in the Lambeth 

population, while GLA estimates show 49% males and 51% females within the 

Lambeth resident population. 

 
Age Profile 

London has a relatively young age profile compared to the whole country and in 

Lambeth around 50% of the population in the age group 20 - 44 years compared 

with 28% in London in that same age group. The following figure shows the age 

profile of the population in the three localities of Lambeth compared to the Lambeth 

average for 2009. 
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Age Structure, Lambeth Localities, 2009
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The ONS population projections estimate Lambeth’s population will reach 302,900 

by 2031. The projections predict Lambeth will remain a young borough in 2031with 

21% of the population under 20 and 39% of the population aged 20 - 39. The 



                                       

76 

projections indicate Lambeth’s population 45+ and will increase by 23,000. 

 
Percentage Change in Population from 2009 to 2031 in Lambeth: ONS 2006 mid 

year Population Projections. 

 
  Male              Female Person 
AGE 
GROUP % Change Diff % Change Diff % Change Diff 
 0-4 2% 200 1% 100 1% 300 
 5-9 17% 1200 19% 1300 18% 2500 
 10-14 8% 500 15% 900 12% 1400 
 15-19 0% 0 2% 100 1% 100 
 20-24 -7% -600 -3% -300 -5% -900 
 25-29 -4% -700 1% 100 -2% -600 
 30-34 -6% -1300 1% 100 -3% -1200 
 35-39 3% 500 9% 1000 5% 1500 
 40-44 15% 1900 3% 300 9% 2200 
 45-49 30% 2700 3% 300 17% 3000 
 50-54 48% 3100 16% 1100 32% 4200 
 55-59 71% 3500 26% 1400 48% 4900 
 60-64 78% 2900 40% 1700 58% 4600 
 65-69 71% 2000 51% 1800 60% 3800 
 70-74 18% 500 27% 800 22% 1300 
 75-79 10% 200 17% 400 14% 600 
 80-84 14% 200 5% 100 9% 300 
 85+ 73% 800 17% 300 38% 1100 
ALL AGES  12% 17500 9% 11400 11% 28900 
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Migration 

Internal Migration, Lambeth inflow / outflow 2006-2007, Percentage of 2007 MYE
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There is high mobility in and out of the borough which affects long term health 
outcomes. 
 
3. Ethnicity 

Lambeth has an ethnically diverse population with the Black and Minority Ethnic 

(BME) community accounting for over 35% of the total population which is the 15th 

highest local authority in the country (ONS). In Lambeth over 79,000 (approximately 

28%) people are classified as Black with almost equal proportions of Black African 

(11%) and Black Caribbean (12%), 2008, GLA 2007© Ethnic group projections. The 

borough has the second highest proportion of Black Caribbean residents after 

Lewisham and seventh highest proportion of Black African residents.  Approximately 

21% people within the inner London boroughs speak a foreign language at home and 

based on reports from schools, around 132 different languages are spoken by 

families within the borough. 

 

Area White Black 
Caribbean 

Black 
African 

Black 
Other Indian Pakistani Bangladeshi Chinese Other 

Asian Other 

England 88% 1% 1% 1% 3% 2% 1% 1% 1% 1% 
London 69% 4% 6% 2% 7% 2% 2% 2% 3% 3% 
Lambeth 67% 9% 9% 4% 2% 1% 1% 1% 2% 3% 
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ONS Experimental Ethnic Groups, Percentage, 2007
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Population Change by Ethnicity, 2009 to 2026
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Ethnic group projections from GLA suggest that the Black Caribbean group in 

Lambeth is likely to decrease by 2% (reduction of 2000) of the total population in the 

next 25 years, compared to an increase in the Black African population by 11% 

(3818) and in the Asian population by 25% (1329). These projections are based on 

the Census ethnic complexity of Lambeth’s communities and this pattern is not 
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expected to change during the period 2009-2026. 

 

4. Density 

Lambeth is one of the most densely populated boroughs in the country with a rapidly 

growing population that is projected to grow by 11% over the next 20 years. In 

2007, the density (measured in terms of people occupancy per square kilometre) in 

Lambeth shows an increase compared with 2006 by 76 people per Sq. Km almost 

similar to that of London.  

 

Area Area 
(sq km) MYE 2007 2009 PP People per sq. 

km (MYE 2007) 

People per sq. 
km (2009 
population 

projections ) 
England 151,013 51,092.0 51888.4 338 344 
London 1,572 7,556.9 7686.2 4807 4889 
Lambeth 27 273.2 274.0 10119 10148 

 
 

Population Density, MYE 2007 & Projected Population 2009
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5. Deprivation 

Deprivation is a result of poverty and social exclusion is a greater challenge in the 

borough. The 2007 Index of Multiple Deprivation (IMD) places Lambeth as the 

5th most deprived borough in London and 19th most deprived in England.   
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Lambeth has 177 LSOA’s - with roughly 500 households and 1,500 residents in each 

LSOA. The table below expresses the number of LSOA for IMD and sub domains in 

each banding of deprivation, where 0%-10% represents the most deprived areas. 

 

IMD 2007 – Number of LSOA in each banding of deprivation by IMD 

and domain (0% - 10% most deprived) 

Deprivation 
Banding IMD Income Employment Health Education Housing Crime Environment 

0%-10% 26 30 13 6 0 88 55 109 
10%-20% 65 52 50 42 0 87 41 53 
20%-30% 53 40 37 61 4 2 23 15 
30%-50% 27 41 52 59 61 0 46 0 
50%-100% 6 14 25 9 112 0 12 0 

 

The relative change in deprivation in the main domains was compared between 2004 and 

2007. The above table describes the relative change in the sub-domains and the findings 

are expressed in terms of the change in number of LSOA in each deprivation banding.  

 
Changes in the number of LSOA in each deprivation banding IMD 2004 Vs 
IMD 2007 (0% - 10% most deprived) 

 
In 2007, 26(14.7%) of these were in the 10% most deprived in the country compared to 

20 (11.3%) in 2004. Overall the most deprived are the areas of Coldharbour between, 

roughly, Railton Road and the Moorlands Estate; the Crown Lane area of Knights Hill 

ward and the Angell Town Estate in Coldharbour. The change in scores in Lambeth 

wards was assessed and following graph shows the relative change in score in each ward 

in 2007 over 2004. 

 

Deprivation 
Banding IMD Income Employment Health Education Housing Crime Environment 

0%-10% 2 -5 6 3 0 48 -21 18 
10%-20% 3 4 5 4 -5 -39 -4 2 
20%-30% 0 0 -1 10 -11 -9 -1 -9 
30%-50% -6 2 -5 -5 -10 0 23 -11 
50%-100% 1 -1 -5 -12 26 0 3 0 
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Change in ward IMD score 2004 Vs 2007 (positive indicates an increase in 
deprivation) 
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Deprivation Map 

The map below shows the deprivation levels of areas in Lambeth, according to their 

rank in all areas in England. This shows that most areas in the borough are in the top 

20% of deprived areas in England. Poverty and social exclusion are some of the social 

challenges in the borough. 
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6. Occupational Profile  

Data on distribution of the adult population who are in employment is provided by 

NOMIS as part of the Official labour market statistics. 

Lambeth Segmentation through occupation from Annual Population 
Survey - % of 16 + persons in employment. April2008 - March 2009  
 

  Lambeth London Great Britain 

  (%) (%) (%) 
Soc 2000 major group 1-3 (managerial 
& professional occupations)  55.4 53.6 43.5 

1 Managers and senior officials 16.5 17.7 15.6 
2 Professional occupations 18.9 16.8 13.1 

3 Associate professional & technical 18.9 18.7 14.6 
Soc 2000 major group 4-5 
(Intermediate occupations)  13.7 19.4 22.2 
4 Administrative & secretarial 9.7 11.6 11.4 
5 Skilled trades occupations 3.7 7.7 10.7 
Soc 2000 major group 6-7 
(Lower supervisory & technical 
occupations) 12.6 13.5 15.9 
6 Personal service occupations 5.9 7.2 8.3 
7 Sales and customer service occupation 6.5 6.2 7.5 
Soc 2000 major group 8-9 (Routine & 
manual occupations) 18.4 13.5 18.4 
8 Process plant & machine operatives 5.2 4.4 7.0 

9 Elementary occupations 12.8 9.0 11.3 
(Source: NOMIS Official labour)  
 

7. Life Expectancy  

Lambeth male life expectancy has shown improvement compared to the female life 

expectancy, and the gap is narrowing between the national and local life expectancy. 

However nationally, life expectancy is improving at a faster rate compared to the 

spearhead PCTs of which Lambeth is one. (Spearhead PCTs are the 20% of PCTs in 

England with the highest levels of deprivation). From baseline year the life expectancy 

inequality gap has reduced by 41% in males and 9% for females.  The life expectancy 

gap is projected to reduce by 48% for men but worsen by 3% for women.  This may 

be because the life expectancy for females in Lambeth is already high and the gap is 

relatively smaller than for males. 
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Table: Health Inequality gap measure for life expectancy in Lambeth 
compared to England 
 

Year Life 
Expectancy 

Lambeth

Life 
Expectancy 

England 

Absolute gap 1 Relative gap 
(%) 2

1995-97 71.6 74.6 3.01 4.03
1996-98 72.0 74.8 2.84 3.79
1997-99 72.6 75.1 2.49 3.32
1998-00 72.6 75.4 2.78 3.69
1999-01 73.0 75.7 2.71 3.58
2000-02 73.1 76.0 2.90 3.82
2001-03 73.5 76.2 2.73 3.58
2002-04 74.1 76.5 2.43 3.18
2003-05 74.9 76.9 2.00 2.60
2004-06 75.1 77.3 2.22 2.87
2005-07 75.8 77.7 1.85 2.38

Year Life 
Expectancy 

Lambeth

Life 
Expectancy 

England 

Absolute gap 1 Relative gap 
(%) 2

1995-97 78.4 79.7 1.29 1.62
1996-98 79.0 79.8 0.84 1.05
1997-99 79.2 80.0 0.77 0.96
1998-00 79.1 80.2 1.09 1.36
1999-01 79.2 80.4 1.22 1.52
2000-02 79.4 80.7 1.26 1.56
2001-03 79.8 80.7 0.92 1.14
2002-04 80.0 80.9 0.91 1.12
2003-05 79.8 81.1 1.34 1.65
2004-06 80.1 81.6 1.45 1.78
2005-07 80.6 81.8 1.21 1.48

MALES

FEMALES

 
Notes:  
1. Difference in LE rates between England and Lambeth PCT.  
2. Difference in LE rates between England and Lambeth PCT as a percentage of the 

England rate. This is the target measure for the inequality aspect of the target.  
 
Table: Life expectancy by IMD quintile LSOA (source: LHO) 
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8. Infant mortality 

Table: Summary - Infant mortality profile 2005 - 2007 - per 1,000 life 
births  

 
 Stillbirths Perinatal deaths Neonatal Infant mortality 
  < 7 days <28 days < 1 year) 
  rate 95%CI rate 95% CI rate 95% CI 
England 5.3 2.6 2.5-2.7 3.4 3.3-3.5 4.9 4.8-5.0 
London 6.2 2.5 2.3-2.6 3.3 3.1-3.5 4.8 4.6-5.1 
Southwark 7.8 4.0 3.1-5.2 5.1 4.1-6.4 6.4 5.2-7.8 
Lambeth 6.5 3.3 2.5-4.4 3.9 3.0-5.0 5.7 4.6-7.0 
     Gap Lambeth-    
     London 1.2 0.7  0.5  0.8  

     % gap/ England 22.6% 26.9%  14.7%  16.3%  
 
 

9. Mortality and morbidity  

9.1 Standardised years of life lost 

Standardised years of life lost is a quantified measure of directly standardised 

mortality rate. SYLL expresses the year of life lost in individuals due to illness or 

morbidity. In Lambeth the SYLL in males is much higher in males than that of females 

and is also comparatively higher than the England value. 
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The years of life lost for top 10 causes of death per 10,000 European standard 

population for 2004-06 is presented in the graph below. It shows cancer, circulatory 



                                       

86 

disease to be major contributors to years of life lost in Lambeth. 

 

Years of Life Lost per 10.000 European Standard Population, 2004-06
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9.2 Cause of Death 2007 
 
Lambeth top 10 Causes of Death, 2007 

Mortality in Lambeth 2007, top ten causes

I70-I79 Diseases of the 
arteries & capillaries, 

2%

J12-J18 Pneumonia, 
4%

K70-K77 Diseases of 
the liver, 3%

J40-J47 Chronic lower 
respiratory disease, 

6%

C30-C39 Malignant 
Neoplasms of 
respiratory & 

intrathoric organs, 7%

C81-C96 Malignant 
neoplasms of 

lymphoid, 
haematopoietic and 
related tissues, 2%

C50 Malignant 
neoplasm of the 

breast, 2%

I60-I69 Cerebrovascular 
diseases, 7%

C15-C26 Malignant 
neoplasms of digestive 

organs, 8%

I20-I25 Ischaemic heart 
disease, 14%

Other Deaths, 44%

(Source: Primary Care Mortality Files, ONS, 2007) 
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Cause of Death No. Deaths % of total 
deaths 

I20-I25 Ischaemic heart disease 216 14% 
C15-C26 Malignant neoplasms of digestive organs 114 8% 
I60-I69 Cerebrovascular diseases 110 7% 
C30-C39 Malignant Neoplasms of respiratory & intrathoric 
organs 106 7% 

J40-J47 Chronic lower respiratory disease 92 6% 
J12-J18 Pneumonia 68 4% 
K70-K77 Diseases of the liver 46 3% 
I70-I79 Diseases of the arteries & capillaries 33 2% 
C81-C96 Malignant neoplasms of lymphoid, haematopoietic 
and related tissues 33 2% 

C50 Malignant neoplasm of the breast 31 2% 
Other Deaths 665 44% 
Grand Total 1514 100% 

 
 

The data on cause of death is derived from the Primary Care Mortality Files which 

are provided by the ONS monthly (Open Exeter). The pie charts show the 

proportion of each cause of death. The top three causes of death in Lambeth are 

ischaemic heart disease, malignant neoplasms of digestive organs and cerebro-

vascular diseases, followed by malignant noplasms of respiratory & intrathoric organs 

and chronic lower respiratory disease. The following pie charts present the cause of 

death in North, Southeast and Southwest localities of Lambeth. 
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Lambeth Top 10 Causes of Death, North Locality 2007 

Mortality in North Locality 2007, top ten causes

Other Deaths, 44%

I20-I25 Ischaemic heart 
disease, 13%

C30-C39 Malignant 
Neoplasms of 
respiratory & 

intrathoric organs, 8%

C15-C26 Malignant 
neoplasms of digestive 

organs, 7%

J12-J18 Pneumonia, 
3%

K55-K63 Other 
diseases of the 
intestines, 3%

J40-J47 Chronic lower 
respiratory disease, 

6%

I60-I69 Cerebrovascular 
diseases, 6%

C81-C96 Malignant 
neoplasms of 

lymphoid, 
haematopoietic and 
related tissues, 3%

K70-K77 Diseases of 
the liver, 5%

U50 Unknown code, 
3%

 
(Source: Primary Care Mortality Files, ONS, 2007) 

 

Cause of Death No. 
Deaths 

% of total 
deaths 

I20-I25 Ischaemic heart disease 44 13% 
C30-C39 Malignant Neoplasms of respiratory & intrathoric 
organs 28 8% 

C15-C26 Malignant neoplasms of digestive organs 24 7% 
J40-J47 Chronic lower respiratory disease 21 6% 
I60-I69 Cerebrovascular diseases 21 6% 
K70-K77 Diseases of the liver 16 5% 
C81-C96 Malignant neoplasms of lymphoid, haematopoietic 
and related tissues 11 3% 

U50 Unknown code 9 3% 
K55-K63 Other diseases of the intestines 9 3% 
J12-J18 Pneumonia 9 3% 
Other Deaths 150 44% 
Grand Total 342 100% 

 
 
 
 
 
 



                                       

89 

Lambeth top 10 Causes of Death, South West Locality 2007 
 

Mortality in South West Locality 2007, top ten causes

Other deaths, 38%

A00-B99 Certain 
infectious and parasitic 

diseases, 3%

C30-C39 Malignant 
Neoplasms of 

respiratory & intrathoric 
organs, 5%

K55-K63 Other 
diseases of the 
intestines, 3%

J12-J18 Pneumonia, 
5%

J40-J47 Chronic lower 
respiratory disease, 

7%

C81-C96 Malignant 
neoplasms of 

lymphoid, 
haematopoietic and 
related tissues, 2%

F01-F03 Dementia, 2%

I60-I69 Cerebrovascular 
diseases, 8%

C15-C26 Malignant 
neoplasms of digestive 

organs, 9%

I20-I25 Ischaemic heart 
disease, 15%

C76-C80 Malignant 
neoplasms of ill 

defined, secondary and 
unspecified sites, 2%

 
 
(Source: Primary Care Mortality Files, ONS, 2007) 

 

Cause of Death No. 
Deaths 

% of total 
deaths 

I20-I25 Ischaemic heart disease 75 15% 
C15-C26 Malignant neoplasms of digestive organs 43 9% 
I60-I69 Cerebrovascular diseases 40 8% 
J40-J47 Chronic lower respiratory disease 33 7% 
J12-J18 Pneumonia 26 5% 
C30-C39 Malignant Neoplasms of respiratory & intrathoric 
organs 26 5% 
K55-K63 Other diseases of the intestines 14 3% 
A00-B99 Certain infectious and parasitic diseases 13 3% 
C81-C96 Malignant neoplasms of lymphoid, haematopoietic 
and related tissues 12 2% 
F01-F03 Dementia 11 2% 
C76-C80 Malignant neoplasms of ill defined, secondary and 
unspecified sites 11 2% 
Other deaths 186 38% 
Grand Total 490 100% 
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Lambeth Top 10 Causes of Death, South East Locality 2007 
 

Mortality in South East Locality 2007, top ten causes

I70-I79 Diseases of the 
arteries & capillaries, 

3%

J12-J18 Pneumonia, 
5%

K70-K77 Diseases of 
the liver, 4%

J40-J47 Chronic lower 
respiratory disease, 

6%

C15-C26 Malignant 
neoplasms of digestive 

organs, 7%

C50 Malignant 
neoplasm of the 

breast, 3%

C76-C80 Malignant 
neoplasms of ill 

defined, secondary and 
unspecified sites, 2%

I60-I69 Cerebrovascular 
diseases, 7%

C30-C39 Malignant 
Neoplasms of 

respiratory & intrathoric 
organs, 8%

I20-I25 Ischaemic heart 
disease, 14%

Other deaths, 42%

 
 
(Source: Public Health Mortality Files, ONS, 2007) 

 

Cause of Death No. 
Deaths 

% of total 
deaths 

I20-I25 Ischaemic heart disease 97 14% 
C30-C39 Malignant Neoplasms of respiratory & intrathoric 
organs 52 8% 
I60-I69 Cerebrovascular diseases 49 7% 
C15-C26 Malignant neoplasms of digestive organs 47 7% 
J40-J47 Chronic lower respiratory disease 38 6% 
J12-J18 Pneumonia 33 5% 
K70-K77 Diseases of the liver 24 4% 
I70-I79 Diseases of the arteries & capillaries 20 3% 
C50 Malignant neoplasm of the breast 20 3% 
C76-C80 Malignant neoplasms of ill defined, secondary and 
unspecified sites 16 2% 
Other deaths 286 42% 
Grand Total 682 100% 
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Changes in top causes of death 2006 – 2007 
 

  2006 2007   

Cause of death No. 
Deaths 

% of 
total 

deaths 

No. 
Deaths 

% of 
total 

deaths 
Change Change 

I20-I25 Ischaemic heart 
disease 232 14% 216 14% 16 

 

I60-I69 Cerebrovascular 
diseases 143 9% 110 7% 33 

 

C30-C39 Malignant 
Neoplasms of respiratory & 
intrathoric organs 122 7% 106 7% 16 

 

C15-C26 Malignant 
neoplasms of digestive 
organs 106 6% 114 8% -8 

 

J40-J47 Chronic lower 
respiratory disease 86 5% 92 6% -6 

 

J12-J18 Pneumonia 71 4% 68 4% 3  
K70-K77 Diseases of the 
liver 53 3% 46 3% 7 

 

C76-C80 Malignant 
neoplasms of ill defined, 
secondary and unspecified 
sites 42 3% 30 2% 12 

 

A00-B99 Certain infectious 
and parasitic diseases 37 2% 29 2% 8 

 

C60-C63 Malignant 
neoplasm of male genital 
organs 41 2% 24 2% 17 

 

Other Deaths 711 43% 679 45% 32  
Grand Total 1644 100% 1514 100% 130  

 
 
9.3 Mortality from all Cancers – 3 years rolling average 1993 – 2007 
 
 

Area 
1993-
1995 

1994-
1996 

1995-
1997 

1996-
1998 

1997-
1999 

1998-
2000 

1999-
2001 

2000-
2002 

2001-
2003 

2002-
2004 

2003-
2005 

2004-
2006 

2005-
2007 

England 
males 168 165 161 158 153 149 145 142 139 137 133 130 128 

England 
Females 129 127 125 122 119 117 115 113 110 108 107 105 104 

London 
Males 182 180 178 174 169 162 156 155 153 151 143 143 137 

London 
Females 133 129 128 129 124 119 118 117 115 108 106 103 104 

Lambeth 
Males 186 184 185 189 180 163 157 165 172 162 152 153 148 

Lambeth 
Females 131 134 141 132 123 113 115 114 113 110 114 110 114 
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There has been a relatively small change in the mortality rate from cancers in 

Lambeth residents in 2005-07 compared to the 2004-06 average. Females have 

increase slightly and males recorded a reduction which was seen across London and 

England. 

 

9.4 Mortality from all Circulatory Diseases 
 

Mortality from all circulatory diseases (ICD10 I00-I99), DSR / 100000, <75
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Mortality from all Circulatory Diseases Aged Under 75, 3 Year Rolling 
Average 1993 – 2006 
 

Area 
E&W 
Males 

E&W 
Females 

E&W 
Persons 

London 
Males 

London 
Females 

London 
Persons 

Lambeth 
Males 

Lambeth 
Females 

Lambeth 
Persons 

1993 -1995 217 97 154 246 113 176 236 121 176 

1994-1996 207 93 147 236 107 169 239 119 177 

1995-1997 198 90 141 235 106 168 240 116 175 

1996-1998 189 86 135 224 102 161 232 111 169 

1997-1999 179 82 129 219 100 157 212 110 159 

1997-2000 170 77 122 213 94 151 218 108 161 

1998-2001 160 72 115 203 89 144 210 101 153 

1999-2002 151 68 108 193 85 137 202 89 143 

2000-2003 144 65 103 180 82 129 179 79 127 

2001-2004 136 61 97 174 78 124 171 80 124 

2002-2004 127 56 90 163 73 116 165 78 119 

2003-2005 118 52 84 154 67 109 163 74 116 

2004-2006 111 49 79 144 63 102 147 65 104 

2005-2007 108 47 77 141 61 99 146 61 101 

 
 
There has been a minor reduction in the death rates in males and females from 

circulatory diseases in 2005-07 compared to 2004-06 three year rolling average. The 

target of 10% reduction in relative gap by 2010-11 from 1995-97 baseline is still 

challenging for both indicators. 

 

9.5 Seasonal Excess Deaths 

The average number of deaths over 12 months (for the period studied) was 1801 

and a third of these deaths occurred in the winter. 

The excess winter deaths varied between 55 to 100 deaths (11.2% to 22.3% excess 

compared to non winter deaths) which represent 3% to 5.5% of all deaths over 12 

months. On average there were 12.9% more deaths in winter than in the non winter 

period.  
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Excess w inter deaths by region 
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Trend over time appears different in Lambeth than in London and England. Care 

should be taken thus to generalise from England to Lambeth population.  

 
10. Vital Statistics 
 
  England Lambeth England Lambeth 
Indicator 2006 2006 2007 2007 
Deaths all ages 470326 1658 470721 1489 
All births                   639166 4937 658771 4858 
All births within marriage              364086 2509 370242 2560 
Live births                  635748 4908 655357 4822 
Live birth crude rate                   12.5 18.2 12.8 17.7 

Standardised fertility ratio 100 96 100 89 

General fertility rate       60.6 67.9 62.1 65.9 

Period fertility rate        1.87 1.94 1.91 1.88 

Proportion not in marriage   43 49 44 47 
Stillbirth rate              5.3 5.9 5.2 7.4 
All births proportion under 2500 
grams  7.9 8.8 7.5 8.4 

Crude death rate all ages                   9.3 6.2 9.2 5.5 

Standardised mortality ratio 100 113 99 102 

Infant mortality rate under 1 year       5 5.7 4.8 5.2 
Infant mortality rate under 4 weeks     3.5 4.7 3.3 2.9* 
Infant mortality rate under 1 week      2.7 3.9* 2.6 2.7* 

Perinatal mortality rate     8 9.7 7.7 10.1 
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11. Quality Outcome Framework – Prevalence by conditions (refers to cases detected and on specific disease registers)  
 

CONDITION Number 
of PCTs 

National 
mean 08-09 

Standard 
Deviation 

Min Max Lambeth 
mean 08-09 

Lambeth 
mean 06-

07 

Lambeth 
model 

Prevalence 
Coronary Heart Disease Prevalence 153 3.48 0.91 1.36 5.24 1.36 1.40 3.00 

Stroke or Transient Ischaemic 
Attacks (TIA) Prevalence 

153 1.64 0.42 0.76 2.41 0.81 0.78   

Hypertension Prevalence 153 13.09 1.94 7.98 16.49 8.57 8.38 19.90 
Diabetes Mellitus (Diabetes) 
Prevalence 

153 5.16 0.74 3.04 7.82 3.89 2.95 4.53 

Chronic Obstructive Pulmonary 
Disease Prevalence 

153 1.58 0.52 0.68 3.18 0.80 0.74   

Epilepsy Prevalence 153 0.77 0.14 0.42 1.07 0.49 0.41   
Hypothyroidism Prevalence 153 2.80 0.66 1.23 4.55 1.35 1.2   
Cancer Prevalence 153 1.22 0.25 0.53 1.97 0.76 0.55   
Mental Health Prevalence 153 0.77 0.18 0.48 1.44 1.10 1.03   
Asthma Prevalence 153 5.83 0.71 3.41 7 4.37 4.45   
Heart Failure Prevalence 153 0.73 0.17 0.31 1.12 0.37 0.39   
Heart Failure Due to LVD Prevalence 153 0.39 0.12 0.17 0.78 0.18     
Palliative Care Prevalence 153 0.10 0.04 0.04 0.34 0.07 0.05   
Dementia Prevalence 153 0.42 0.11 0.17 0.69 0.24 0.21   
Depression Prevalence 153 7.97 2.43 2.96 15.9 6.16     
Chronic Kidney Disease Prevalence 153 3.95 1.19 1.33 7.73 1.65 0.98   
Atrial Fibrillation Prevalence 153 1.31 0.36 0.47 2.21 0.53 0.55   

Obesity Prevalence 153 10.22 1.93 5.47 15.53 7.61 5.56 21 
Learning Disabilities Prevalence 153 0.38 0.10 0.15 0.62 0.25 0.16   
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12. Profile of Alcohol related Harm for Lambeth 

Profile of Alcohol Related Harm (source: 
http://www.nwph.net/alcohol/lape/pctProfile.aspx?reg=q36 

The chart shows Lambeth's measure for each indicator, as well as the regional and England 
averages and range of all local authority values for comparison purposes. 
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13. Under 18 years conception rate per 1000 females aged 15-17 years  

 

Area 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 
% 

change 
in rate 

England and Wales 47.1 45.1 44 42.7 42.9 42.4 41.8 41.4 40.9 41.9 -11.2% 
England 46.6 44.8 44 42.5 42.7 42.2 41.6 41.3 40.6 41.7 -10.7% 
Lambeth LB 85.3 85.7 87 92.0 100.9 103.3 86.6 84.3 78.4 74.4 -12.8% 

 
(Source: Office for National Statistics and Teenage Pregnancy Unit, data for 2007 are 
provisional) 
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Appendix 4 
Table: Linking commissioning to Health Inequalities (HI) priorities 

 
WCC competency HI component within WCC Critical actions for NHS Lambeth  

for commissioning for health 
equity 

Link with NST 
recommendations 

2. Work collaboratively with 
community partners to 
commission services that 
optimise health gains & 
reduce health 
inequalities 

PCT  to consider the wider 
determinants of health and the 
role of other partners in 
improving the health outcomes of 
their local population & increase 
impact of services  on reducing 
health inequalities 

• Into partnership agreement include 
distribution of health outcome and 
wider determinants by socio-eco & 
equality dimensions into JSNA 

• Include wider determinant targets 
into LAA 

• Share across the local Community 
ambition to improve well-being and 
tackle inequalities 

• Set milestones with partners which  
include health inequalities reduction 
& wider determinants 

• Monitor Health gap as part of 
performance monitoring ; & equality 
dimensions of health outcomes 

• Strengthen HWB partnership 
board functions (joint delivery & 
performance, communication) 

• Involve PBC in partnership 
working 

• Strengthen 3rd sector capacity to 
contribute to partnership 

• Create local market of  3rd sector 
organisations 

 

3. Proactively build 
continuous and meaningful 
engagement with the public 
and patients to shape 
services and improve health 

• Proactively challenges and, 
through active dialogue, raises 
local health aspirations to 
address local health 
inequalities and promote 
social inclusion 

 

• Identify communities with worst 
health outcomes 

• Disaggregate feed back from users 
& public by equality dimensions 
including socioeconomic 

• Conduct systematically EEIAs of 
communication strategy and key 
interventions  to ensure 
communication with seldom heard 
groups 

• Develop  a coordinated approach  
& communication between 
partners 

• Strengthen partnership team in 
the LSP 

• Apply Behavioural skills training 
model developed by LBL to 
middle/senior management team 
in NHS Lambeth 

• Develop social capital in most 
deprived communities 
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• PCTs will be able to ensure 
that current and future 
commissioned services 
address and respond to the 
needs of the whole population, 
especially those whose 
needs are the greatest 

• The PCT analyses progress 
and any gaps (including 
health inequalities 

5. Manage knowledge and 
undertake robust and 
regular need assessments 
that establish a full 
understanding of current and 
future local health needs & 
requirements 

• The PCT has a view of 
unmet needs for 
disadvantaged subgroups, 
and identifies gaps in care and 
opportunities to improve 
services for these population 

• Conduct and share health equity 
audits 

• Make available analytical skills of 
health inequalities 

• Understand local population’s health 
& wellbeing needs, especially 
relating to relative inequalities in 
health outcomes 

• Include into modelling of impact , 
the impact on health inequalities 

• Benchmark Lambeth NHS against 
PCTs with similar level of health 
inequalities 

 
 

• Marketing information in user 
friendly way & ensuring it drives 
changes 

• Informing about contributors to 
the health inequalities gap 

• Develop joint information function 
to support joint work between LA 
& PCT 

• Develop multiagency informatics 
group to identify solutions to data 
collection 

 
 
 
 

6. Prioritise investment in 
line with different funding 
scenarios and according to 
local needs, service 
requirements and the values 
of the NHS 
 
 
 
 
 
 
 
 
 
 
 

• PCTs with their partners, will 
set strategic priorities and 
make investment decisions…. 
Which will include investment 
plans that address the areas of 
greatest health inequality 

• Impact on health 
inequalities as one of the 
criteria  for evaluating and 
prioritizing investment and 
disinvestment 

• Link decision on investment to 
areas of greatest health 
inequalities 

 
 
 
 

• Identify and tackle inequalities of 
health status, access and resource 
allocation 

• Include impact of intervention on 
inequalities as criteria for evaluating 
& prioritizing investment & 
disinvestment - Conduct EEIAs of 
investment / disinvestment 
proposals 

• Include impact on health inequalities 
as part of predictive modelling 

 
 
 
 
 
 

• Systematise and scale up the 
application of proposed 
interventions through the 
development of a Health Gain 
Schedule for all provider services, 
making at least tobacco, alcohol 
and weight management 
everybody’s business 

• Focus on short term and main 
killers 

• More ambitious 
• Focus on in borough health 

inequalities 
• Modelling impact of interventions 

to reduce health inequalities 
• Tobacco control, weight 

management & alcohol to be 
addressed by all service providers 
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  • Develop detailed delivery plan for 
each of the significant contributors 
to the life expectancy gap 

11. Efficiency and 
effectiveness of spend 

• PCT collects and analyses for 
its own region, ward and       
provider level: 

o  QALY per 
intervention 

o QALY per £ spent for 
each intervention 

• QALY per intervention & 
QALY per £ spent for each 
intervention is benchmarked 
against national and 
international best practice 

 
 
 

• Adopt a critical analysis of these 
QALY as the rational for 
distribution of health resources as it  
may well result in systematic 
discrimination against  grouped 
identified by ethnicity, gender, age 
or socioeconomic conditions just 
because  such groups may be 
vulnerable to conditions  that are 
not QALY efficient: health needs of 
vulnerable / disadvantaged groups 
may be more expensive to address 
because of the long term negative 
effect of wider determinants 

• Include reducing inequities in access 
and service outcomes as criteria for 
assessing effectiveness of 
intervention 
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Abbreviations 
AAACM All Age All Cause Mortality 
APS Anti-Phospholipid Syndrome 
ASSIST        A Stop Smoking in Schools Trail  
BME Black or Minority Ethnic persons or groups 
BNP        Brain Natriuretic Peptide 
CCSR Centre for Census and Survey Research 
CEMACH Confidential Enquiry into Maternal and Child Health 
CHD Coronary Heart Disease 
CI Confidence Interval 
CMD Common Mental Disorders 
COPD Chronic Obstructive Pulmonary Disease 
CPA Care Programme Approach 
CSP Commissioning Strategy Plan 
CVD Cardio Vascular Disease 
DH Department of Health (a government department) 
DNA Deoxyribonucleic Acid 
EWD Excess Winter Deaths 
EWDI Excess Winter Deaths Index 
GLA Greater London Authority 
GP General Practitioner 
HIV Human Immunodeficiency Virus 
HPA Health Protection Agency 
IM Infant Mortality 
IMR Infant Mortality Rate 
JSNA Joint Strategic Needs Assessment 
LA Local Authority 
LAA Local Area Agreement 
LB London Borough of Lambeth 
LE Life Expectancy 
LHO London Health Observatory 
LSL Lambeth Southwark and Lewisham 
LSMIG The Lambeth & Southwark Maternity Infancy Group 

LTC Long Term Conditions 
LUCADA        National Lung Cancer Audit 
MCADD Medium Chain Acyl-CoA Dehydrogenase Deficiency 
MDQ Most Deprived Quintile 
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MHIP Mental Health Improvement Programme 
MSM Men Who Have Sex With Men 
NHS National Health Service 
NICE National Institute for health and Clinical Excellence 
NSF National Service Framework 
NST National Support Team 
ONS        Office for National Statistics 
PBS Population Prevalence Model 
PCT Primary Care Trust 
PEC Professional Executive Committee 
PSA Public Service Agreement 
QMAS Quality Management Analysis System 
R&M Routine and Manual 
SCS Sustainable Community Strategy 
SIDS Sudden Infant Death Syndrome 
SLaM South London and the Maudsley NHS Foundation Trust 
SMI Severe Mental Illness 
SOA Super Output Area 
SOPHID Survey of Prevalent HIV Infections Diagnosed 
SUDI Sudden Unexpected Death in Infancy 
TP rate Teenage Pregnancy rate 
WCC World Class Commissioning 
WHO World Health Organisation 
WTE Whole Time Equivalent  

 



                                       

 103

 
 
 
 



                                       

 104

Bibliography 
Anonymous. (2009)  Strategic Review of Health inequalities in England post 2010 – Marmot Review: 
First phase report. June 2009 
 
Anonymous. (2009). Reducing health inequities through action on the social determinants of health. 
Sixty second world health assembly, Agenda item 12.5, 22 May 2009 
 
Anonymous (2009) BME Qualitative Research Report: “healthcare for All”. Prepared for Lambeth – Rich 
Visions LTD. March 2009 
 
Anonymous.(2008)  Closing the Gap in a Generation – health equity through action on the social 
determinants of Health – WHO- Commission on Social Determinants of Health. 
 
Anonymous (2009). Perinatal mortality 2007- Confidential Enquiry into Maternal and Child Deaths. June, 
United Kingdom Source :< http://www.cmace.org.uk/publications/CEMACH-publications/Maternal-and-
Perinatal-Health.aspx> 
 
Anonymous (2009). BME Qualitative research report: “Healthcare for All”. Prepared for Lambeth PCT. 
 
Anonymous. Mental Capital and Wellbeing: Making the most of ourselves in the 21st century.  
Government Office for Science 2008. 
http://www.foresight.gov.uk/OurWork/ActiveProjects/Mental%20Capital/ProjectOutputs.asp 
 
Anonymous. Unemployment in Lambeth 2004-5.London Borough of Lambeth 
(http://www.lambeth.gov.uk/Services/CouncilDemocracy/StatisticsCensusInformation/CensusEconomic.h
tm) 
 
Blackman, T, Byrne, D, Wistow J (2009). Variations between spearhead areas in progress with tackling 
health inequalities in England.  Durham University Wolfson Research Institute 
 
Brock A (2009). HIV epidemiology in South East London 2007. South East London Protection Unit.  
Health Protection Agency 
 
CSIP / North West Development Centre (2007) Mental Well-being Impact Assessment: A Toolkit 'A 
living and working document' 
 
Commission on the Social Determinants of Health. A Conceptual Framework for Action on the Social 
Determinants of Health. Draft discussion paper, April 2007 
 
Community engagement to improve health, National Institute for Health and Clinical Excellence, Feb 
2008 
 
Communities in control: real people, real power, Ministry of Communities and Local Government, July 
2008 
 
Confidential Enquiry into Maternal and child health – Perinatal mortality report – 2007 -Feedback 
report. Lambeth Primary Care Trust 
 
CSDH (2008). Closing the gap in a generation: health equity through action on the social determinants 
of health. Final Report of the Commission on Social Determinants of Health. Geneva, WHO 



                                       

 105

Data Management and Analysis Group (2009). ONS Short term migrant flows: Mid 2007. GLA 
demography Update. 
 
Department of Health (2009). Understanding what matters: a guide to using patient feedback to 
transform services, May 2009 
 
Department of Health. Mortality target monitoring (Life expectancy and All-Age-All Cause mortality, 
overall and inequalities) Update to include data for 2007 
 
Department of Health. Tackling Health Inequalities: 10 years on. A review of developments in tackling 
health inequalities in England over the last 10 years 
 
Department of Health (2009) Flourishing People, Connected Communities: A framework for developing 
well-being, London 
 
Department of Health. Health inequalities (2008). Progress and next steps. 
 
Department of Health. Equality Impact Assessment (2008) – Health Inequalities: 
Progress and Next Steps 
 
Department of Health (2008) Excellence in Tobacco control 10 High Impact Changes to achieve 
tobacco control 
 
Department of Health (2008) A dialogue of equals: the pacesetters programme community engagement 
guide. 
 
Department of Health (2007) Implementation plan for reducing health inequalities in infant mortality: a 
good practice guide. 
 
Department of Health (2007). Review of the health inequalities Infant Mortality PSA target. 
 
Dodhia, H, Phillipps, K, (2008). Measuring the burden of disease in two inner London boroughs using 
Disability Adjusted Life years 
 
Friedli & Parsonage (2007) Mental Health promotion: building an economic case, Northern Ireland 
Association for Mental Health 
 
Foresight (2008) Mental Capital and Wellbeing: Making the most of ourselves in the 21st century, The 
Government Office for Science, London 
 
Fryers, P, Fitzpatrick (2009). World Class Commissioning Assurance framework. Recommendations for 
a health inequalities indicator. London Health Observatory, East Midlands Public Heatlh Observatory, 
Assocaition of Public Health < http://www.sepho.org.uk/viewResource.aspx?id=13211 [Accessed 
10/10/09] 
 
Fuller, E, Clemens, S, Jogtangia, D,Lynch, S, Nicholason, S and Pigott, S. (2008) Drug use, smoking and 
drinking among young people in England in 2007, The Information Centre for Health and Social Care. 
 
Gray, R,Hollowell, J, (undated) Strengthening the evidence base – Reducing inequalities in infant 
mortality: emerging findings National Perinatal Epidemiology Unit) 



                                       

 106

 
Gregory, I.N. (2009). Comparisons between geographies of mortality and deprivation from the 1900s 
and 2001: spatial analysis of census and mortality statistics. BMJ 2009; 339:b3454 
 
Health protection Agency; HIV in the United Kingdom: 2008 report 
 
Hollis, J, (2009). Migration and Mobility. Greater London Authority 
 
House of Commons Health Committee- Health Inequalities Third Report of Session 2008 – 09 Volume I. 
Report, together with formal minutes, Ordered by the House of Commonsto be printed 26 February 2009 
 
Huppert, FA, (2009) A New Approach to Reducing Disorder and Improving Well-Being, Perspectives on 
Psychological Science, 4 (1), 108 - 111(4) 
 
Kelly, C.  and McCreadie, R, (2000) Cigarette smoking and schizophrenia Advances in Psychiatric 
Treatment (2000) 6: 327 - 331 
 
Lambeth First (2008). All together better. The state of the borough report June 2008. Research material 
to support the Lambeth sustainable community strategy 
 
Local consultation on the Healthcare for London proposals to reorganise stroke and major trauma 
services in London, Feb until May 2009. To see the final report go to 
http://www.healthcareforlondon.nhs.uk/consultation-on-developing-new-high-quality-major-trauma-and-
stroke-services-in-london 
 
Local Health Observatory (2008) - Health inequalities: intervention tool: view your gap  - Local 
authority Lambeth. 
 
Mackenbach, J, Meerding, W, J, Kunst, A, (2007). Economic implications of socioeconomic inequalities in 
health in the European Union. Health & Consumer Protection Directorate General, European 
Commission 
http://www.healtheurope.org/index.php?option=com_content&view=article&id=98:the-economic-costs-
of-inequalities-in-health-in-europe&catid=42:hot-topics&Itemid=61 
 
New Economics Foundation (2007) Measuring Wellbeing in Lambeth: A Handbook, London, see 
http://www.lambethwellbeing.co.uk/Lambeth%20well-being%20handbook.pdf 
 
NICE. (2008) Reducing the rate of premature cardio vascular diseases and other smoking related 
diseases: finding and supporting those most at risk and improving access to services. Public Health 
Guidance 15 
 
NOMIS (2009). Official Labour market statistics – Labour market profile Lambeth. 
www.nomisweb.co.uk [Accessed 11/11/2009] 
 
Office for National Statistics (2004) Focus on Social Inequalities 2004 Edition 
 
Office for national Statistics (2009). Research Report on Local Authority level Short-term Migration 
Estimates October 2009 
 
Place Survey - http://www.communities.gov.uk/publications/corporate/statistics/placesurvey2008 



                                       

 107

 
Reaching out: community engagement and health, Improvement and Development Agency, 2008 
 
Estimating the prevalence of men who have sex with men in London 

Ruf, M, Chadborn, T, Delpech, V, et al (2009). A novel approach based on SOPHID; in submission 
 
TNS (2008) Lambeth Residents’ Survey 2007/08, TNS UK Ltd 
 
Toolkit for community engagement, Lambeth First, 2009 
 
Vieu, M, & Hill, S, (2009) The Stop Smoking Service Equity Audit 2007. Lambeth PCT. 
 
Wilkinson R G, Pickett K E (2006) Income Inequality and Health: a review and explanation of the 
evidence. Social Science & Medicine, 62(7), 1768 - 1784 
 
Wilis, N, Coghan and Chambers (2009) NHS Stop Smoking Services- Service and Monitoring Guidance 
2007/08. NHS Tobacco Programme, Crown. 
 
Web based Resources: 
 
Equality Trust: www.equalitytrust.org.uk 
 
Feedback from the mental health and wellbeing consultation is on 
http://www.lambethpct.nhs.uk/you_and_your_health/mental_health_improvement_programme/wellbein
g_and_happiness_in_lambeth 
 
Global Health Equity Group: http://www.ucl.ac.uk/gheg/marmotreview 
 
Health Poverty Index : 
<http://www.hpi.org.uk/indicator_SA1.php?mainarea=00AY&mainyear=2001&refyear=2005&data_type=
1&cmptype=1 [Accessed 23/10/2009] 
 
WHO Commission on Social Determinants of health 
http://www.who.int/social_determinants/ 
 
 
 
 
 
 
 
 
 
 
 
 



                                       

 108

Acknowledgements 
 
This report was put together by Dr Marie Noelle-Vieu, Public Health Specialist – Health 
Inequalities and Dr Madeleine Barnett. The APHR Project Team: Dr Ruth Wallis, Dr Chantal 
Ferguson, Dr Ash More, Ruth Sheridan, Dr Hiten Dodhia, Katie Summers, and Karen Attridge. 
Special thanks to Felicity Howden for proof reading and for helpful suggestions and Sean Truran 
for editing and formatting. 
 
Many thanks to all who made contributions to this report: 
 

 
Chantal Ferguson 
Marie-Noelle Vieu  

Karen Attridge 
Ash More 

Hiten Dodhia 
 

 
James Crompton 

Jill Demilew 
Nick Fairclough 
Jamie Ferguson 
Sarah Corlett 

Murad Ruf 
Lucy Smith  

 
Bimpe Oki 

Ruth Sheridan 
Katie Summers 

Teresa Salami-Adeti 
Ruth Wallis 

 
 
The information within the statistical update is derived from various sources. While every 
precaution is taken to ensure that the information is accurate, interpretation of information 
from certain data sources should be treated with caution. For example, mortality rates and 
prevalence rates from GP practice registers (QMAS) [as these are case detected prevalence 
rates and do not reflect the true prevalence]. 
 
These are only examples; if you have any queries please contact the Lambeth Public Health 
Intelligence Department: 
 
Dr Ash More 
Public Health Information Specialist 
NHS Lambeth 
1 Lower Marsh 
Waterloo 
London, SE1 7NT 
Email: ash.more@lambethpct.nhs.uk  
Tel: (+44) 020 3049 4236 
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to us at: APHR@lambethpct.nhs.uk 
 

 

 


