
Health inequalities in Lambeth –

Primary Care Trust
Lambeth

needs and priorities
THE ANNUAL REPORT OF THE DIRECTOR OF PUBLIC HEALTH 2003



Acknowledgments: I would like to

thank all the contributors to this 

report for their work at various stages

of the report. Thanks too to the

editorial board members for their

support and comments on the report.

Special thanks to Hiten Dodhia for 

co-ordinating the production of this

report from start to completion. Thanks

to Jose Figueroa for going through the

final drafts of the report reviewing the

content and structure and to Margaret

Coit who started us off for this year’s

report and developed a database of

information and reference sources.

Ruth Wallis

Published by: Lambeth PCT Public Health Directorate

HEALTH INEQUALITIES IN LAMBETH – 

“needs and priorities”
Members of the 

Annual Public Health Report
(APHR) Editorial Board 

David Armstrong 
Fiona Campbell
Sonia Colwill**

Hiten Dodhia**

Joseph Edem-Hotah**

David Hart
Susannah Masters

Linden Rowley
Roger Slaughter
Ranji Thangiah**

Ruth Wallis**

Richard Williams

APHR Contributors/
Steering Group

Edna Alexis 
Helen Atkinson

Helen Best 
Simon Cathcart

Viv Cleary
Sonia Colwill**

Sarah Corlett 
James Crompton

Moira Dick
Hiten Dodhia**

Joseph Edem-Hotah**

Jamie Ferguson 
Sue Field

Rachel Heathcock 
Sukainah Jauhar

Jacqui Lindo
Ann Lorek

Hannah Rapport
Emma Robinson 

Sultan Salimee
Ranji Thangiah**

Ruth Wallis**

**Member of both groups 



Foreword 2

Executive Summary 3

Section 1: An overview of health inequalities 4
Introduction 4
Health inequalities, what does it mean? 5
Frameworks for tackling health inequalities 5
National context 5
Local context 7
Recommendations 9

Section 2: Breaking the cycle of inequalities 10
Introduction 10
What are the key inequality issues? 11
- Infant health in Lambeth 11
- Children’s health in Lambeth 12
What is known to work to reduce inequalities? 16
What are we doing? (examples of good practice) 17
What more can we do? 17
Recommendations 18

Section 3: Tackling major killers 19
Introduction 19
What are the key inequality issues? 20
- Life expectancy 20
- Major killers 20
- Risk factors 22
What is known to work to reduce inequalities? 26
What are we doing? (examples of good practice) 26
What more can we do? 26
Recommendations 27

Section 4: Strengthen disadvantaged communities 28
Introduction 28
What are the key inequality issues? 29
What is known to work to reduce inequalities? 31
What are we doing? (examples of good practice) 34
What more can we do? 34
Recommendations 35

Section 5: Improving access to good quality services 36
Introduction 36
What are the key inequality issues? 37
- Access to primary services 37
- Access to secondary care 37
What works to reduce inequalities? 38
What are we doing? (examples of good practice) 38
- Access to sickle cell services 38
- Reducing stigma and improving access to HIV services 39
What more can we do? 39
Recommendations 40

Section 6: Targeted interventions for 41
specific groups
Introduction 41
People with disability 42
- What are the key inequality issues? 42
- What is known to work to reduce inequalities? 42
- What are we doing? (examples of good practice) 42
- What more can we do? 42
Older people 43
- What are the key inequality issues? 43
- What is known to work to reduce inequalities? 43
- What are we doing? (examples of good practice) 43
- What more can we do? 43
Homeless people 44
- What are the key inequality issues? 44
- What is known to work to reduce inequalities? 44
- What are we doing? (examples of good practice) 44
- What more can we do? 44
Refugees and asylum seekers 45
- What are the key inequality issues? 45
- What is known to work to reduce inequalities? 45
- What are we doing? (examples of good practice) 46
- What more can we do? 46
Vulnerable people 46
- Prisoners 46
- Mental health 47
- Sexual health 48
- Drug misuse 50
Communicable diseases 51
- Tuberculosis 51
- Malaria 52
Recommendations 53

Section 7: Conclusions and summary of all 54
recommendations

Glossary of terms 61

List of abbreviations 63

List of figures and tables 64

References 66

Photo credit list 68

H E A LT H  I N E Q U A L I T I E S  I N  L A M B E T H : N E E D S  A N D  P R I O R I T I E S

1

S
E

C
T

IO
N

 1
S

E
C

T
IO

N
 2

S
E

C
T

IO
N

 3
S

E
C

T
IO

N
 4

S
E

C
T

IO
N

 5
S

E
C

T
IO

N
 6

S
E

C
T

IO
N

 7

contents



This is the first

Annual Public

Health Report for

Lambeth.

Lambeth Primary

Care Trust (PCT)

has embraced the

reduction of health inequalities as

one of its central purposes. The

PCT and the Local Authority share

the same boundaries and (mostly)

the same populations. The public

health team is now established. 

It has been very tempting to be

optimistic about the difference we

will all make to health inequalities

in Lambeth and to confuse desire

with delivery. This optimism has

been positively tempered by the

wisdom of the editorial board to

whom I am very grateful.

We hope we have produced a report that accurately
documents the extent of the major health inequalities in
Lambeth. The assessment of health inequalities has been
derived from different sources of information, particularly
from comparisons of death rates, as death certificates still
provide the most reliable and comprehensive source of
information. It is recognised, however, that this only
provides a limited perspective and does not measure
health, ill-health or disability. Its other major deficiency is
that death certificates do not include information on
ethnicity and therefore it is currently not possible to
analyse death rates by ethnicity. Lambeth PCT is
supporting the London Health Commission’s work to
ensure information on ethnicity is included when deaths
are registered. 

Other local estimates are based on what is known about
health inequalities at a national level applied to the local
population (e.g. the impact of low birth weight). For some
health issues, particularly communicable disease, there is
good local monitoring data (e.g tuberculosis). Information
is also available on the uptake of specific services known
to be of health benefit (e.g. immunisations, screening).
Local information about health and health care is too
limited to enable direct measurement of health
inequalities. This must improve to enable local services to
be accurately evaluated. 

From the information we have, it is clear that Lambeth
residents as a whole have some of the poorest health in
England, with death rates comparable to those in
Birmingham and Manchester. The rate of HIV infection is
one of the highest in the UK and still on the increase.
Deaths from pedestrian accidents are increasing. Within
the borough there are also inequalities, between and
within wards, and between and within population groups.
However, the major inequality is between Lambeth and
England as a whole.

This report uses the structure of the Government’s Cross-
Cutting Spending Review (CCSR) report into tackling
health inequalities to document health need and make
recommendations for further action. It aims to be realistic
and practical. There are clearly areas where we need to
have a better understanding of the issues, where we need
to make services more accessible, and to spend money
differently. We need to work with local communities to
ensure that we are addressing real issues in an effective
way. Please fill in the evaluation form and send in your
comments about this annual public health report so that
we can consider improvements to future reports. Also if
you want more information about the health of Lambeth
residents please visit the electronic health profile at
www.lambethpct.nhs.uk.

We need to recognise that a borough where poverty 
and deprivation are major issues much bigger changes 
are needed.
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Health inequalities refer to the differences in health
status within a population or community due to their
social or economic (dis)advantage. Health
inequalities can be present across genders, age
groups, geographical areas, ethnic, social and
economic groups. The causes and risk factors, as well
as their interaction with each other are complex and
fall across many dimensions. Individual lifestyle
choices interact with wider influences in the
immediate community, with access to services
(including the NHS) and the broader social, cultural
and economic environment.

There is evidence demonstrating the link between socio-
economic determinants and health and well-being. The
Government aims to reduce heath inequalities by tackling
the wider determinants of health. Co-ordinated actions
across different departments and organisations are
required; a national public service agreement (PSA) target,
to which all public bodies contribute and share, supports
this strategy. The Cross-Cutting Spending Review (CCSR,
published in 2002, was set up to assess the progress in
tackling health inequalities following Sir Donald Acheson’s
Independent Inquiry into Inequalities in Health (1998) and
to focus on achieving targets.

Health inequalities exist in Lambeth. This report identifies
major local issues and discusses the potential for reducing
health inequalities by working together with partner
agencies and the community. It follows the five themes
used in the Government’s CCSR of health inequalities.

BREAKING THE CYCLE OF INEQUALITIES: 
Evidence suggests health inequalities cross generations
creating an intergenerational cycle of inequalities.
Addressing early determinants of health could help to
break this cycle. Childhood poverty, mortality in infancy
and teenage pregnancy rates are higher in Lambeth than
in London and England and Wales (E&W). Lambeth has
one of the highest rates of children in care in the country.
Immunisation rates, particularly MMR, and the use of
dental services are among the lowest. However,
educational attainment at all levels is gradually improving
in Lambeth. 

TACKLING THE MAJOR KILLERS: 
Men and women living in Lambeth die prematurely with
the life expectancy in men well below the national
average. The rates of the major causes of death in adults
(circulatory disease, cancer, suicides and accidents) are
higher for Lambeth than for E&W. Risk factors such as
smoking, obesity, excess alcohol consumption and high
blood pressure are of particular concern.

STRENGTHENING DISADVANTAGED COMMUNITIES: 
The population of Lambeth is one of the most deprived 
of E&W; levels of deprivation vary between wards, some
Lambeth wards are within the 10% most deprived in the
country. Despite the Government’s regeneration policies,
unemployment, crime and other deprivation indicators
continue to remain a concern. We are currently
implementing regeneration initiatives within
Neighbourhood Renewal Strategies, Clapham Park New
Deal for Communities, Sure Start and Health Action 
Zones (HAZ).

IMPROVING ACCESS: 
Deprived communities are more likely to experience poorer
health and limited access to good quality services. The
Lambeth population is highly mobile and ethnically and
culturally diverse posing further challenges to improve
access to services. There is limited local data to allow the
assessment and monitoring of access to services by
different groups in Lambeth.

TARGETED INTERVENTIONS FOR SPECIFIC GROUPS: 
It is estimated that in Lambeth approximately 40,000
people have a disability and 25,000 people are over 65
years old. There is no accurate information on the
proportion of homeless people in Lambeth and the
numbers of refugees and asylum seekers continue to
increase. These groups, as well as prisoners, people with
mental illness, poor sexual health, and people who take
drugs and alcohol are more likely to experience poorer
health and require specific interventions. There are a series
of initiatives to target the health of these disadvantaged
groups including broadening user involvement in the
planning and delivery of services. However in spite of
these, Lambeth has the worst sexual health indicators of
E&W and the levels of TB continue to increase; drug
misuse and high levels of severe mental illness remain a
local concern. In addition, the health needs of the
homeless, asylum seekers and refugees are not being
adequately met.

This report will help to stimulate debate and influence the
development of the Local Delivery Plan (LDP). Local
Strategic Partnerships have a key role in tackling health
inequalities, particularly relating to the wider determinants
of health. Effective action needs to be supported by a
framework of plans, targets and milestones reflecting not
only national priorities but also those of the local
communities in Lambeth. Within this context, local
leadership and enterprise are of high importance.  
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“Inequalities in health exist, whether
measured in terms of mortality, life
expectancy or health status; whether
categorised by socio-economic measures or
by ethnic group or gender” (1)

Compared to other parts of the UK,

including inner city areas, Lambeth is

one of the most deprived boroughs.  

Its residents are more likely to

experience poor health and greater

need for health services. This, combined

with its very young, mobile, and

culturally and ethnically diverse

population provides us with unique

challenges to improve health and to

reduce heath inequalities. 

KEY POINTS

• Tackling health inequalities is a
national and a local priority.

• Interventions to reduce health
inequalities need to address social,
economic and environmental factors
at local, regional and national levels. 

• Concerted actions to tackle health
inequalities need to occur at
different levels, from the individual
through to voluntary and statutory
organisations and at community as
well as service (including health 
care) levels.

• The population of Lambeth is one 
of the most deprived in E&W with
high levels of poor health and 
health needs.

• Lambeth has a very young and
ethnically diverse population.

SECTION 1: 

an overview of 
health inequalities



Health inequalities, what does it mean?
Health inequalities refer to the differential health status
within a population or community due to social or
economic (dis)advantage (2). A clear understanding of
health inequalities is important, as it will determine the
actions that are required to make a difference. 

The causes and risk factors that lead to health inequalities
fall across many different dimensions and interact with
each other in a complex manner. Individual lifestyle
choices interact with wider influences in the immediate
community, with access to services (including the NHS)
and the broader social, cultural and economic
environment. Tackling health inequalities is a local,
regional and national priority (1, 3, 4). This first Lambeth
PCT Annual Public Health Report focuses on what local
individuals, communities and organisations can do
together to narrow the gap (reduce health inequalities), 
in Lambeth.

The inter-generational cycle of health
inequality: 
There is evidence that health inequalities not only affect
the life chances and quality of life of the present
population but their impact goes beyond generations and
can affect the life of their children and grandchildren,
preserving health inequalities. Health inequalities are
clustered in some areas (wards) and around individuals in
identifiable (high risk) groups.

Frameworks for tackling health inequalities
The socio-economic model of health developed through
work by Dahlgren and Whitehead (5) acknowledges the
influence of the wider cultural and socio-economic
environment on a person’s ability to maintain health
(figure 1). Individuals are first affected by factors such as
age, gender and genetic inheritance, which cannot be
changed. The most immediate layer of influence on health 

inequalities consists of lifestyle patterns of behaviour such
as diet, physical activity, smoking and drinking. These
factors can be altered directly by the individual but are
often affected by social position, economic resources and
the material environment.

In order to tackle health inequalities, actions at different
levels are required. At local level, actions to strengthen
individuals and families, to develop communities and
provide/improve access to good quality services are
needed. This cannot be done in isolation but requires
effective partnership working.

National context
Tackling health inequalities is a stated government priority.
In early 2001 the government set up an inter-departmental
review on ways to tackle health inequalities. The findings
published in 2002 (3) determined the overall aim and
strategy of the government’s agenda to tackle health
inequalities (figure 2).

Figure 2: 
Aim of the government’s strategy on 
health inequalities

To narrow the gap in health outcomes across
geographical areas, across socio-economic groups,
between men and women, across different Black
and Minority Ethnic groups, age groups, and
between the majority of the population and
vulnerable groups and those with special needs.
The government will do this by:

• Taking concerted action, through joined up
policy making and implementation across
Departmental boundaries.

• Working in partnership with other stakeholders
including front-line staff, voluntary, community
and business sectors and with service users.

Source: Adapted from reference (3).
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* This socio-economic model
has been used to guide
research; it also provides a
framework for interventions to
improve the health of
populations/communities and to
reduce health inequalities

Source: Adapted from 
Dahlgren G & Whitehead M (5)

Figure 1: 
Framework* for interventions to 
reduce health inequalities   
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The “Programme for Action”(4), published in July 2003,
sets out a three-year plan to carry forward the
recommendations of the CCSR on health inequalities. 
The government’s action plan on tackling health
inequalities identified five important principles to
implement action (figure 3). 

Figure 3: 
Principles to implement actions to tackle 
health inequalities

1. Prevent health inequalities getting worse by
reducing exposure to risks and addressing the
underlying causes of ill health.

2. Working through the mainstream by making
services more responsive to the needs of
disadvantaged populations.

3. Targeting specific interventions through new 
ways of meeting need, particularly in areas resistant
to change.

4. Supporting action from the centre by clear policies
effectively managed.

5. Delivering at local level and meeting national
standards through diversity of provision.

Source: Adapted from reference (4)

Actions to address health inequalities are cross-government
and must be sustained long-term. In order to monitor
progress on the implementation of the strategy the
Government developed key delivery targets (see figure 4).

Figure 4:
Key government delivery targets for the health
inequalities strategy 

• By 2010 to reduce inequalities in health outcomes
by 10% as measured by infant mortality and life
expectancy at birth.

This single target is supported by the following two
targets:

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

• Starting with Local Authorities, by 2010 to reduce
the gap by at least 10% between the fifth of areas
with the lowest life expectancy at birth and the
population as a whole.

A range of other targets, linked to major government
programmes, also support the delivery of the strategy,
particularly those on smoking in manual groups, fuel
poverty and neighbourhood renewal.

These targets are also complemented by a PSA target
on teenage pregnancy:

• Improve life chances for children, including by reducing
the under-18 conception rate by 50% by 2010.

Source: Adapted from reference (3).

Risk factors for ill health have a significantly different
impact on life expectancy and health status at different
stages of the life course. The government’s CCSR (3)
identified key areas for action where interventions are
likely to reduce health inequalities by having an impact in
reducing differences in life expectancy (figure 5) and in
infant mortality (figure 6). 

Figure 5: 
Interventions likely to have an impact on the life
expectancy target.

REDUCING SMOKING in manual social groups 
through extended cessation services, complementary
tobacco education campaigns and other 
supporting interventions.

PREVENTION AND EFFECTIVE MANAGEMENT OF
OTHER RISK FACTORS IN PRIMARY CARE (e.g.
through early identification and intervention on poor
diet, physical inactivity, obesity and hypertension
through lifestyle and therapeutic interventions).

ENVIRONMENTAL IMPROVEMENTS to improve
housing quality to tackle cold and dampness and
increase safety at home, and to prevent road accidents
among old and young road users.

TARGETING OVER 50’s where the greatest short-term
impact on life expectancy will be made.

Source: Adapted from reference (3).
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Figure 6:
Interventions likely to have an impact on the infant
mortality target and on early years of development. 

• BUILDING ON SURE START to improve early years
support in disadvantaged areas.

• Reducing SMOKING IN PREGNANCY.

• Preventing TEENAGE PREGNANCY, and tackling its
causes and effects.

• IMPROVEMENTS IN HOUSING CONDITIONS for
children in disadvantaged areas.

• OTHER FORMS OF EARLY INTERVENTION FOR THE
NHS, for example to increase immunisation rates and
breast feeding, improve diet, family support and
education about infant sleeping position.

Source: Adapted from reference (3).

Local context
One of the expected benefits of the recent NHS re-
organisation and the creation of PCTs is that it would
allow primary and community-care services to be planned
according to the health needs of the local population. In
order to generate an accurate picture of the health and
health needs in Lambeth, it has been necessary to gather 

different types of information from various national and
local sources and, in some cases, to develop new
approaches to the collection of local information. In
addition the perspectives and views of the local
community and of individuals/organisations that may be
involved in local services (both as users and/or providers)
are important and activities to assess them have been
developed.

Lambeth PCT recognises that the health experience of its
residents varies across a number of dimensions (e.g. socio-
economic class, geographical area, age, ethnicity, gender,
etc).  The 2001 census shows that Lambeth has a resident
population of 266,170 persons and that it is culturally rich
and diverse with well established Black and Irish
communities; and with a higher than average number of
young people between 20 and 40 years (figure 7).

Newer residents to the borough include a high proportion
of Portuguese and Latin American immigrants and there 
are also newly arrived refugees and asylum seekers mainly
from Eastern Europe, the Middle East and East Africa. 
These populations are transient and highly mobile 
posing challenges for the delivery of health care services.
Figure 8 shows at a broad level the ethnic diversity of
Lambeth residents.
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Figure 7: 
Lambeth population tree compared with England and Wales 2001,
(percentage by sex and 10 year age group) 

Source: Census 2001



This report describes health inequalities in Lambeth. It will
identify the current situation in relation to the national
targets and those on our local agenda. It will also consider
the interventions most likely to succeed in achieving
change and identify those expected to make some
difference at a local level. In order to generate local data
many different sources of information were used.

Data on causes of death analysed by age, gender, ward of
residence and increasingly by ethnic origin, provide an
overall view of the health needs of the population.
Mortality trends over time aids monitoring and evaluation
of interventions, helps target prevention and primary care
activities. Figures for attendance at outpatients and
admissions to hospital helps us understand both the
demand for specialist and emergency services and the
need for improved primary and prevention services.
Prescribing data gives information about the quantity and
type of drugs being prescribed by GPs, and where, but not
to how many patients or how many drugs per patient.
Community data sources provide information on
preventative and screening services. Data on childhood
and flu’ immunisation coverage can be mapped to local

areas such as wards; reports on notifiable communicable
diseases also give information on effectiveness of
immunisation programmes. Teenage pregnancies and
patterns of uptake for termination of pregnancy give some
idea as to how accessible services for young people are.
Likewise trends in sexually transmitted infections give
some guide to people’s access to health information,
condoms and treatment. Data from the last census (2001)
on socio-economic deprivation and information on long-
term illness helped to identify geographical areas likely to
have most health needs. 

This report follows the same themes of the 
government’s CCSR (3):
• Breaking the cycle of inequalities
• Tackling the major killers
• Improving access   
• Strengthening disadvantaged communities
• Supporting targeted interventions for specific groups

Access to more detailed information about Lambeth’s
health will be available on the PCT website:
www.lambethpct.nhs.uk.
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100%
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Figure 8: 
Ethnic diversity in Lambeth (by 10 year age bands)

Source: Census 2001
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RECOMMENDATIONS

Area Recommendation Action (by)
Health Profiling 1.1 Further develop the Lambeth To develop and complete the

electronic health profile that Lambeth health profile as part 
gives easier access to health of the new Lambeth PCT web-site:
surveillance data including health web-site: www.lambethpct.nhs.uk
inequalities data. (Public health).

Ward and locality 1.2 Analyse ward level demographic, To carry out an analysis of
level data mortality and morbidity data to census, mortality and morbidity 

inform the development of the data including ward and locality 
profile and assist development level where appropriate.
of models. (Public health).

Developing models 1.3 Develop models that better To consider the development of 
predict impacts of different  predictive models. (Public health
interventions to reduce health working collaboratively with
inequalities using different academic, primary care and
data sets. finance colleagues).

Equity audits 1.4 Develop a proposal to understand To develop proposals and
the methodology and priorities for potential programme. Equality
equity audits using the annual and Diversity Group to help
public health report as a baseline.  prioritise areas for audit. 
This work needs to be endorsed by (Public health with academic
the Lambeth Equality & support and, Equality and
Diversity Group. Diversity Group).
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“We recommend a high priority is given to
policies aimed at improving health and
reducing health inequalities in women of
childbearing age, expectant mothers and
young children” (1)

Babies born to poorer families are 

more likely to be born prematurely and

are at a higher risk of infant death. 

They also have a greater likelihood of

impaired development, chronic disease

and poverty in later life, establishing 

the inter-generational cycle of health

inequalities. Investments in early

interventions in infancy and childhood

can produce significant long and 

short-term benefits for children in 

terms of improved health, social and

emotional development and 

educational attainment (3).

KEY POINTS

• Infant mortality rates remain high 
in Lambeth (compared to E&W),
though the trend has improved in
the last decade.

• A high proportion of Lambeth’s
children are likely to live in poverty.

• The rate of children in care in the
borough is one of the highest in 
the country.

• Teenage pregnancy rates in Lambeth
are among the highest in E&W.

• Immunisation rates for Lambeth’s
children are among the lowest 
in E&W.

• The use of children’s dental 
services is lower locally than the
national average.

• Educational attainment for children
at all levels is improving.

SECTION 2: 

breaking the cycle
of inequalities
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What are the key inequality issues?
Infant health in Lambeth
Infant mortality (the death of children less than one year
old) shows long-standing differences between social
classes. Reducing this difference is a key national target for
tackling health inequality and in particular breaking the
inter-generational cycle of inequalities. Although infant
mortality rates have improved over time in Lambeth they
are consistently higher compared with London or E&W
(Figure 9). 

Figure 9: 
Trends* in infant mortality 

A variety of factors can influence infant health and death
rates (Figure 10). In Lambeth, the most important risk
factors include smoking during pregnancy, teenage
pregnancy and sole birth registrations (6). In addition,
there is evidence that the causes of death in early infancy
vary between the different ethnic groups (7), and this is
important locally.

Figure 10: 
Factors known to influence (increase) infant
mortality rates 

• Low birth weight.

• Smoking in pregnancy and maternal smoking.

• Paternal smoking.

• Maternal body build and nutritional status
before, and during pregnancy.

• Failure to breast feed.

• Maternal age (e.g. teenage pregnancy).

• Poor physical environment.

• Inadequate family and social environment.

• Poor quality of health care (e.g. uptake of
immunisation in infancy and early childhood).

Source: Adapted from the Governments CCSR 2002 (3).
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Teenage pregnancy rates in Lambeth are amongst the
highest nationally. Maternal age (teenage pregnancy) is a
recognised risk factor for infant mortality and interacts
with many other risk factors for infant death that are likely
to be increased in teenage mothers. For example, teenage
girls are 25% more likely than average to have a baby
weighing less then 2,500 grams and they are also more
likely to smoke during pregnancy. Maternal smoking
increases the risk of a wide range of adverse outcomes
including death from sudden infant death syndrome 
(SIDS) and infections in infancy. Smoking in pregnancy 
is four times more prevalent among women in households
in social class five (lowest) than those in social class 
one (highest).

Children’s health in Lambeth
POVERTY: 
Children in Lambeth are more likely to live in poverty
(Table 1, figure 11). When Lambeth wards were ranked
using the Child Poverty Index, 18 of 22 electoral wards fell
within the worst quartile (25%) in E&W and five of them
were within the worst 10%. 

Children’s eligibility for free school meals is often used as a
proxy indicator for poverty. The overall percentage of
eligible children in Lambeth is 38% (2002), this is the best
(lowest) we have achieved in ten years but it is still high
when compared with eligibility across England (17%) or in
London (26%) (2001 data). The highest (worst) eligibility
for free school meals in Lambeth is in Coldharbour ward
(52%) while the lowest is in Streatham South (26%). 

TABLE 1: CHILD POVERTY INDEX IN LAMBETH#

Ward Local Child Poverty Rank Rank 
Name Authority Index Score*(%) of ward description

Bidston Wirral 88.7 1 Worst ward nationally

ANGELL LAMBETH 60.0 431 WORST WARD (LAMBETH)**

Blakelaw Newcastle upon Tyne 51.8 842 Ward at 10 Centile

Abbey Wood Greenwich 37.4 2104 Ward at 25 Centile

THURLOW PARK LAMBETH 27.6 3348 BEST WARD (LAMBETH)**

North Molton North Devon 22.5 4207 Ward half-way between best
and worst wards (Median)

Heddon-on-the-Wall Castle Morpeth 13.2 6311 Ward at 75 Centile

The Canfields Uttlesford 8.4 7573 Ward at 90 Centile

Gerrards Cross North South Bucks 0.5 8414 Best ward nationally

# Worst and best wards in 2000 set in context with national data.

* Percent of children in each ward that live in families that claim means tested benefits 
(income support, job seekers allowance, family credit and disability working allowance.

** Based on old ward boundaries.

Source reference: Adapted from reference (8).
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Figure 11: 
Lambeth childhood poverty
index score by ward*  

Poor quality, temporary housing or homelessness can
impact on children’s health, for example through accidents
and infectious diseases (9). A child in social class five is
twice as likely to die before age 15 compared with a
child in the highest social class one (10). Accidental
deaths among children in the lowest social class are
five times more common than in the highest (9). The
proportion of dependent children (i.e. resident in
households, which were: non-earning, lone parent,

overcrowded, without central heating, lacking or
sharing basic amenities such as sole use of a

bath or shower) in Lambeth is more than
double that nationally. 

‘ALL CAUSE’ MORTALITY IN CHILDREN: 
The trend in ‘all cause’ mortality in boys

aged below 15 years increased
(worsened) between 1993 and 2001

(figure 12A) whereas the trend in girls
decreased over the same time period reaching the London
and E&W rates (figure 12B). 
It is uncertain why all cause mortality in boys is increasing
but part of the explanation could be an increase in the
trend of mortality rates due to injury. However, this
observation is based on a very small number of recorded
deaths from injury among boys.  
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* based on old ward boundaries

Source: Adapted from reference (8).
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Figure 12: 
Trends in all cause mortality* 
(<15 years, three-year rolling average) 

HEALTH-RELATED BEHAVIOURS: 
We have no specific data for Lambeth on certain health-
related behaviours in children but data from national
statistics suggest the following:

• Pupil surveys have estimated that up to 10% of children
between 11-15 years regularly smoke (11). The
proportion of 11 to 15 year old girls who smoke (11%)
is slightly higher than for same age boys (9%). Smoking
is more common among children whose parents smoke. 

• Trends in substance misuse amongst teenagers over the
past 30 years have shown substantial increases. 

• About one third of 15 to 16 year olds drink alcohol on
a weekly basis and 10% of teenagers are frequent
drinkers. Studies of alcohol and young people have
highlighted accidents (road traffic, occupational, home
and leisure), assault and vandalism as some immediate
adverse health consequences.

• Children in inner city areas may have fewer opportunities
for physical activity, both in and out of schools. The
proportions having no physical exercise were highest
among children from the lowest socio-economic groups. 

• There is much concern about the poor quality of
children’s nutritional intake. Diet-related ill health can
begin before birth (folate and vitamin D deficiency) and
during childhood, e.g. coronary heart disease, obesity
and dental decay. 

• The incidence of sexually transmitted infections,
including HIV, in teenagers is increasing and is of
particular concern in Lambeth.

IMMUNISATIONS: 
Childhood immunisation uptake rates in Lambeth are
amongst the lowest in the country (12). Uptake of primary
childhood immunisations at two years of age in Lambeth is
approximately 82% (88% in London and 94% in
England). For measles, mumps and rubella (MMR) vaccine
the figure in Lambeth is around 55% (quarter ending June
2003) compared with 67% in London and 78% in
England (13). 

In order to achieve protection at community level (‘herd
immunity’) we must achieve a target immunisation uptake
of approximately 95%. With the current low MMR uptake
rates there has been a re-emergence of measles and
mumps (during the second quarter of 2003, around 70
cases of measles were reported in Lambeth, Southwark
and Lewisham and of these over 40 were confirmed).

Audits undertaken both locally and in other areas of
London have shown that actual immunisation uptake rates
are considerably higher than published recorded rates. For
example a local audit of MMR uptake, undertaken
approximately three years ago as part of a London-wide
audit, showed that actual MMR uptake in Lambeth,
Southwark and Lewisham was around 14% higher than
that recorded (Unpublished data). Work to improve data
quality is already underway. Experiences in other areas, for
example in Croydon and Greenwich, have shown that
having a dedicated ‘immunisation facilitator post’ working
with individual practices and health professionals improves
the accuracy of recorded data and immunisation uptake,
but that once this post comes to an end uptake rates fall
again. A permanent immunisation facilitator post in
Lambeth PCT, perhaps working on both childhood and
adult immunisations is needed in order to improve uptakes
consistently and significantly.
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Deprivation has an adverse effect on immunisation uptake,
and it is likely to play a significant role in Lambeth. However
work looking at local uptake of MMR suggests that factors
such as concerns over the safety of MMR (arising from
unfounded media scares) are also important (14).

A high proportion of Lambeth’s population is highly
mobile making it more difficult to keep track of children 
to ensure vaccinations are given and to keep accurate
records. Other vulnerable groups within our population,
such as those not registered with a GP, homeless people 
or individuals living in temporary accommodation and
refugees and asylum seekers are also less likely to be 
fully immunised.

Tuberculosis (TB) is a re-emerging infection in Lambeth, in
both children and adults (see section 6). Routine
vaccination with Bacillus Calmette-Guerin Vaccine (BCG) in
at risk infants is an important intervention to prevent TB
meningitis. However, there have been problems with
vaccine supply and delivery of the service through current
arrangements and only approximately 20% of at risk
children in Lambeth have received neonatal BCG. A recent
analysis of TB cases in South East London (during 2002/03)
revealed that 70% of paediatric TB cases were in children
not born in the UK (Alison Rodger, Unpublished data).
Based on these figures and the evidence of the
effectiveness of BCG, if a universal neonatal BCG
programme were introduced, it is estimated that only one
case of TB would be prevented per year at a cost of
around £250,000. It is therefore recommended that efforts
locally be concentrated on improving coverage of the
selective neonatal BCG programme, through creation of a
senior clinical co-ordinator post to strengthen and lead the
current neonatal BCG team across Lambeth, Southwark
and Lewisham.

ORAL HEALTH: 
Despite local improvements in child oral health in recent
years, inequalities in oral health still persist in Lambeth and
are more marked in 5-year-old children, where the
majority of the dental disease remains untreated. School
dental inspections in Lambeth (2002/03) showed that
approximately one in three of Lambeth’s five-year-olds
(31%) had visual evidence of tooth decay (15).

The oral health of older children in Lambeth is getting
better following both London and National interventions
to improve oral health. There has been a steady decline in
the level of dental decay in the 12-year-old age group and
an increase in the proportion of children with no
experience of decay. However, school inspections revealed
that approximately 71% of children in this age group were
free of caries, and that the experience of disease for
2002/03 (represented by the number of decayed, missing
and filled teeth) involved only approximately 2 affected
permanent teeth (15).

The uptake of primary dental care services by children in
Lambeth PCT is low according to statistics compiled by the
Dental Practice Board (DPB). Assuming that local people
are utilising local services, only around 41% of Lambeth
PCT children are registered within the General Dental
Services (GDS); this level of service uptake is much lower
than the national average (62%) and is one of the lowest
rates in the country (source: DPB, March 2003). Only
about 11% of 0-2 year-olds are registered with a GDS
practice although the figure rises to 42% for 3-5 year olds
(source: DPB, Sept. 2002). The Community Dental Services
and Personal Dental Services provide further options for
children to access dental services (15).

EDUCATIONAL ATTAINMENT FOR ALL CHILDREN: 
Educational attainment empowers the individual to make
healthy choices, gain employment and achieve a good
standard of living. Education is therefore important for the
current and future well being of children and “Our
Healthier Nation”(16) cites schools as a key health setting.  

Educational attainment has improved at all key stage levels
in Lambeth following national trends, but Lambeth
children’s average attainment remains consistently below
the national average; at key stage 4 (14 - 17 years) the
proportion of pupils achieving 5+ A*-C grades is lower
than nationally. However, the gap is closing year on year
and in fact the proportion of Lambeth children achieving
1+ A*-G is better than the national figure.

Over two thirds (68%) of Lambeth resident secondary
school children attend schools outside Lambeth and in key
stages 3 and 4 the number of Lambeth resident children
attending Lambeth schools falls off dramatically. 

LOOKED AFTER CHILDREN: 
Lambeth has one of the highest rates of children in care in
the country. The rate of under 18-year-old children looked
after in Lambeth is between 125 to 137 per 10,000
children under 18 compared to a national average of 52 to
54 per 10,000 in England in the period 2000-2002 (17).
Children looked after are disadvantaged in many measures
of outcome – including education, life skills, health and
emotional well-being. Although the aim is to reduce the
number of looked after children, children must return
home when it is absolutely safe for them to do so. Work
with families to facilitate return home must be
accompanied by ongoing and continued support.

In addition, unnecessary delays in adoption processes
result from inadequate access to pre-adoption
assessments, particularly to tertiary assessments for
children with complex needs (e.g. with possible autism).

S
E

C
T

IO
N

 2



S
E

C
T

IO
N

 1
S

E
C

T
IO

N
 3

S
E

C
T

IO
N

 4
S

E
C

T
IO

N
 5

S
E

C
T

IO
N

 6
S

E
C

T
IO

N
 7

16

What is known to work to reduce inequalities? 
INFANT AND CHILD HEALTH: 
There is evidence that the interventions listed in figure 13
can result in improvements in infant and child health, and
reduce infant mortality.

Figure 13: 
Policies/programmes to improve the health 
of expectant mothers, infants, children and 
young families. 

Affordable day care should be available for all
children and pre-school education for all children
over 3 years.

Evidence of benefits:
• Improved short and long term educational

achievement and increased social skills.

• Reduced accidental injuries.

• Decreased family poverty.

• Increased educational achievement.

Appropriate programmes to help women give up
smoking before, during and after pregnancy
should be available.

Evidence of benefits: 
• Increase in birth weight in babies of mothers

who were formerly smokers.

• Decreased smoking related illness in mothers.

• Decrease in risk of Sudden Infant Death
Syndrome (SIDS) and infant mortality. 

Transport policies should encourage walking,
cycling and use of public transport.

Evidence of benefits:
• Decrease in child pedestrian injury.

• Increased levels of physical activity and reduced
childhood overweight and obesity.

• Reduced air pollution.

• Improved access to facilities and services.

Policies that encourage breast-feeding should  
be available.

Evidence of benefits:
• Reduced risk of infection (gastroenteritis,

respiratory infections).

• Reduced risk of Sudden Infant Death (cot death).

• Reduced risk of obesity in later childhood.

Policies that reduce teenage pregnancy should 
be available.

Evidence of benefits:
• Reduce the risk of poor social, health and

economic outcomes for both mother and child.

Source: Adapted from reference (18)

Interventions that will have an important impact in
Lambeth include:

• SMOKING CESSATION IN PREGNANCY: Smoking is the
most significant modifiable risk factor for the prevention
of low birth weight. Interventions for promoting
smoking cessation during pregnancy have been shown
to effectively reduce maternal smoking, reduce low birth
weight and increase birth weight. 

• TEENAGE PREGNANCY: Policies that support reduction in
teenage pregnancy and support teenage parents will
have an important impact in Lambeth. The CCSR
estimated that the effect of halving the number of
teenage births would by itself achieve an estimated 10%
of the target reduction in infant mortality rates (2). 

• BREAST-FEEDING: Human breast milk provides complete
nutrition for the first critical months of life and protects
against common childhood infections and diseases,
including gastro-enteritis and respiratory infection. Babies
who are breast fed for at least three to four months are
less likely to develop obesity in later childhood.

• REDUCING CHILDHOOD POVERTY: This is one of the key
recommendations from the Acheson enquiry and a
national priority (1).

• ORAL HEALTH: There is evidence that supports the way
forward for reducing oral health inequalities. It is well
established that fluoride-containing toothpaste has had a
significant effect in reducing dental decay over the last
20 years (19, 20). There is encouraging preliminary
evidence for the “Brushing for Life” programmes
associated with Sure Start services to improve teeth
cleaning habits among young children
(http://www.doh.gov.uk/cdo/cdodigest3/brushing.htm.). 

• IMMUNISATION UPTAKE: A number of childhood
illnesses are easily prevented with improvements in
routine immunisations.
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What are we doing? 
(Examples of good practice)

• There are six Sure Start Programmes in Lambeth (Tulse
Hill; Myatts Field/Angell Town; Gipsy Hill; Larkhall;
Stockwell and Kennington). Sure Start is a government
programme aiming to deliver the best start in life for
every child by bringing together early education,
childcare, health and family support. Sure Start supports
families from pregnancy right through until children are
14, including those with special educational needs, and
up to age 16 for those with disabilities. 

• A three-stage project supported by the Health Action
Zone (HAZ) includes funding to develop Breakfast Clubs
at 24 schools and an evaluation component identifying
current provision, sustainability and resource
development. Breakfast clubs can improve children’s
health by providing a balanced meal; they can also
impact on childcare needs and educational attainment
by helping children feel well nourished and providing
them with a safe, supervised environment before school. 

• There are currently over 20 schools in Lambeth involved
in the National School Fruit Scheme providing free
fresh fruits to over 3500 school children every day. The
NHS Plan (21) recommends that all 4 to 6-year-olds be
entitled to a free piece of fruit each day. The Department
of Health introduced the National School Fruit Scheme,
alongside new nutritional standards for school meals and
various community projects around access to healthy
food. 

• “Grab 5” is a project that was set up in Lambeth to
promote fruit and vegetable consumption amongst 7-11
year olds, with a focus on low income families. It works
with HAZ and Education Action Zones.

• Work has been ongoing by a designated Looked After
Children Health Team to make assessments more
holistic, and to work with Social Services to improve data
and information flow. The uptake of assessments has
improved, and care planning is quality checked.

What more can we do?

• Smoking in pregnancy is a major preventable risk factor.
It is unclear from existing data how many pregnant
women smoke, the extent smokers are offered services
to stop smoking and the success rate for quitting.

• Teenage pregnancy rates remain a major concern 
in Lambeth.

• Childhood poverty remains an issue. The need to reduce
the income gap between the least and the most well-off
children is a key recommendation in the Acheson 
Report (1).

• Existing oral health promotion and dental health
education opportunities co-ordinated by the Community
Dental Service should be maintained. In addition, dental
services should develop partnerships (with key sectors for
primary care service provision) to maximise oral health
outcomes for both children and adults. 

• In order to attempt to improve some of the life chances
of looked after children there is a need to mainstream
the work that is currently dependent on short-term
contracts. In addition, following a local needs
assessment a school’s nurse post should be created to
work with the hard to reach and out of school children.
There are issues around data collection, administration
and use of professional time.
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RECOMMENDATIONS

Area Recommendation Action (by)
Smoking in pregnancy 2.1 Audit and evaluate the existing To develop an action plan in 

smoking cessation service. collaberation. (Smoking in
pregnancy co-ordinator, public 
health, health promotion and
audit facilitators).

Immunisations 2.2 The PCT should improve To create a new ‘immunisation
childhood and adult immunisation facilitator’ post to work with
uptake. individual practices, primary care

and community staff teams.
(Directorate of Primary Care
and Localities Development,
Directorate of Service 
Development: Client Groups).

2.3 The PCT should work with To appoint a senior clinical 
Southwark and Lewisham PCTs to co-ordinator for neonatal BCG.
improve coverage of the selective (Directorate of Primary Care
neonatal BCG programme and and Localities Development,
using evidence of good practice Directorate of Primary Care
from elsewhere. Development: Client Groups).

2.4 Ensure children newly arriving To review existing arrangements 
in the UK and at risk groups for and immunisation uptake in these
TB are identified and offered groups. (Directorate of Primary 
BCG vaccine. Care and Localities Development,

Directorate of Service
Development: Client Groups).

Health of school 2.5 Review the local needs To develop an action plan to
children  assessment of schools. implement findings from the  

needs assessment (School nurses
team in collaboration with
public health).

2.6 To improve the school To continue to build on the work
environment (e.g. school toilets). already started (Health Protection

Agency in collaboration with the
London Borough of Lambeth).

2.7 To improve childhood nutrition. To continue implementation of 
the schools fruit programme 
(Public Health, Health First and 
the London Borough of Lambeth).

Infant mortality and 2.8 Health promotion/education to To scope existing advice/services
early interventions work with Health Visitors/Midwives and develop action plan building

to promote breast feeding; improve on the work of Sure Start
maternal and infant nutritional  programmes. (Health First in
status; reduce smoking in pregnancy; collaboration with primary care
provide advice on infant sleep and public health).
position and family support.

Oral Health 2.9 To improve the oral health and To implement the recommedations
oral education of children of the evaluation of the
in Lambeth. Brushing for Life Scheme

associated with local Sure Starts
(Dental Public Heath team).
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“Policies that give people the skills,
information and support to make and
sustain healthy lifestyle choices are ...
important.” (3)

The CCSR identified strong social

gradients in the incidence of the major

killers and risk of injury, together with

significant differences between ethnic

groups. Looking at the gap in life

expectancy between the fifth of

geographical areas with the lowest life

expectancy and the national average, an

estimated 20% of the gap can be due

to cancer and approximately 40% to

circulatory diseases. Therefore, potential

improvement in overall life expectancy

would be greatest by tackling cancer

and circulatory diseases (3).

KEY POINTS

• Life expectancy in men in Lambeth 
is well below the national average.

• Virtually all the major causes of
death are higher in Lambeth than
national rates after adjustment 
for age.

• Trends in some major causes of death
have improved over time with cancer
death rates tending to reduce at a
faster rate but circulatory death rates
decreasing at a slower rate.

• Trends in deaths from accidents are
worsening.

• Risk factors such as smoking, alcohol
intake, over-weight and obesity, lack
of physical activity and high blood
pressure remain of particular concern
in Lambeth.

SECTION 3: 

tackling major killers

Smoking is the single most significant causal factor for the 

socio-economic differences in the incidence of cancer and heart

disease. Differences in physical activity and nutrition are also

important. An epidemic of heart disease is forecasted as a result of

current trends in inactivity, unhealthy diet and resulting obesity. 
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What are the key inequality issues?
Life expectancy 
Reducing the gap in life expectancy is a key target of the
Government’s initiative to tackle health inequalities. Life
expectancy for men and women in Lambeth is well below
the national average (within the worst 10% of areas), see
table 2. There is however considerable variation in life
expectancy within the different wards in Lambeth (further
information can be accessed at www.lambethpct.nhs.uk,
the Health Profile for Lambeth).

Major killers 
Lambeth residents tend to die prematurely (before
reaching the 75th birthday). Premature death can be
measured as the years of life lost (YLL) and it is calculated
as the number of years lost (e.g. 75 minus age at death)
expressed as a rate per 10,000. The main cause of YLL in
Lambeth relates to the big four major killers: circulatory
disease; cancer; suicides and undetermined injury and
accidents, accounting for just over half of the YLL (figure
14 A and B).

Death rates from virtually all major causes are higher in
Lambeth than national figures, after adjusting for age. The
age adjusted standardised years of life lost (SYLL) rates for
all major killers (circulatory disease, cancer, suicide and
undetermined injury and accidents) were higher for
Lambeth men in 1999-2001 than the national and London
averages. The SYLL rates for circulatory disease and
accidents were also higher in Lambeth women when
compared to London and national rates. 

Figure 14: 
Standardised years of life lost (SYLL)* 
for Lambeth 

A. Males

B. Females

* rate per 10,000, pooled data 1999-2001, stratified by sex and
major condition

Source: Compendium of Clinical and Outcome Indicators 2003.

TABLE 2: LIFE EXPECTANCY AT BIRTH FOR THE PERIOD 1998-2000

AREA                                MALES AREA                               FEMALE
Years Rank Years Rank

LAMBETH LB 73.5 Between the LAMBETH LB 80.4 Between 10 
worst and centile and 
10 centile median

Manchester MCD 70.5 Worst Manchester MCD 76.7 Worst

Halton UA 73.5 10th centile Cannock Chase CD 78.8 10th centile

Gravesham CD 76.0 Median Harrogate CD 80.6 Median

Wokingham UA 77.7 90th centile South Shropshire CD 82.2 90th centile

East Dorset CD 79.0 Best Westminster City LB 83.5 Best

MCD = Metropolitan County District       UA = Unitary Authority       CD = County District       LB = London Borough
Source: Compendium of Clinical and Outcome Indicators 2003.
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Trends in age adjusted death rates for all circulatory
diseases, all cancers, and suicides/injury of uncertain origin
have improved between the period 1993 and 2001.
However, the rate of improvement for all circulatory
diseases has been slower (figure 15). On the other hand,
age adjusted accident death rates have increased
(worsened) significantly in recent years (figure 16).
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Figure 16: 
Trends in directly standardised mortality rates from all accidents 
(men and women, three-year rolling average)

Figure 15: 
Trends in directly standardised mortality rates from all circulatory
diseases (men and women, three-year rolling average)

Source: Compendium of Clinical and Outcome Indicators 2003.
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Source: Compendium of Clinical and Outcome Indicators 2003.
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Risk factors
SMOKING: 
Age standardised smoking levels in the Lambeth,
Southwark and Lewisham PCT areas are significantly
higher than the national rates. Data from the Health
Survey for England (22) also shows higher self-reported
smoking prevalence in Black Caribbean (35%),
Bangladeshi (44%) and Irish (39%) men compared to men
in the general population (27%). Black and minority ethnic
(BME) women (except Irish women) tend to have a lower
self-reported prevalence of smoking compared to women
in the general population. 

Smoking not only adversely affects those who smoke but
people who may be exposed to it (second-hand smoke,
passive smoking, environmental tobacco smoke). This
exposure can increase the risk of smoking related diseases
such as cancer and heart disease. It places extra stress on
the heart and affects the body’s ability to take in and use
oxygen. It can trigger asthma attacks; increase the chances
of sudden infant death syndrome (SIDS); and harm
children and babies even more than adults.  

ALCOHOL: 
Alcohol misuse contributes to a wide range of health and
social problems, such as high blood pressure, cirrhosis of
the liver, accidents and anti-social behaviour (including
crime and domestic violence).  An increasing trend in
deaths from cirrhosis of the liver was described in the
2001 report of the Chief Medical Officer for England (23).
A plausible important explanation in the rising trend of
deaths from liver cirrhosis could be excessive alcohol
consumption particularly in young people.

In Lambeth, deaths from cirrhosis of the liver are also
showing an increasing trend in both sexes and the
observed number of deaths as well as the age
standardised mortality rates (SMR) are higher than
expected compared to national and London rates (figure
17). The increase is such that the burden of disease as
measured in terms of YLL is similar to suicides and injury
undetermined after adjustment for age.

The proportion of men and women drinking over the
recommended limits of alcohol is similar to national rates
after adjustment for age (table 4).

However a higher proportion of males drink in excess of
50 units compared to national rates (table 5).

Other important causes of liver cirrhosis are hepatitis B and
C, these are particularly important among injecting drug
users (see section 6).
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TABLE 3: 
CURRENT CIGARETTE, PIPE OR CIGAR SMOKERS* IN LAMBETH, SOUTHWARK AND LEWISHAM PCT AREAS 

AREA MALES FEMALES  
Standardised rate per 100 Standardised rate per 100 
Mean (95% Confidence Mean (95% Confidence

interval interval)

LAMBETH, Southwark 
& Lewisham PCTs 45.1 (38.7 - 51.6) 33.7 (29.3 - 38.2)

Inner London 41.4 (37.7 - 45.1) 30.4 (27.5 - 33.2)

All England 36.2 (35.5 - 36.9) 28.1 (27.5 - 28.7)

Source: Health Survey for England 1994-96
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TABLE 4: ALCOHOL INTAKE* IN MALES (OVER 21 UNITS/WEEK) AND 
FEMALES (OVER 14 UNITS/WEEK) BY COMPOSITE PCT AREA**

AREA MALES FEMALES  
Standardised rate per 100 Standardised rate per 100 
Mean (95% Confidence Mean (95% Confidence

interval interval)

LAMBETH, Southwark 
& Lewisham 24.5 (19.8 - 29.2) 15.3 (11.1 - 19.5)

Inner London 26.8 (23.8 - 29.9) 15.4 (12.9 - 18.0)

All England 29.9 (29.2 - 30.5) 15.1 (14.6 - 15.5)

* age standardised rate per 100 (95% confidence interval)  ** Lambeth, Southwark and Lewisham PCTs
Source: Health Survey for England 1994-96

TABLE 5: ALCOHOL INTAKE* IN MALES (OVER 50 UNITS/WEEK) AND 
FEMALES (OVER 35 UNITS/WEEK) BY COMPOSITE PCT AREA**

AREA MALES FEMALES  
Standardised rate per 100 Standardised rate per 100 
Mean (95% Confidence Mean (95% Confidence

interval interval)

LAMBETH, Southwark 
& Lewisham 10.5 (7.1 - 13.8) 2.2 (0.6 - 3.9)

Inner London 9.5 (7.5 - 11.5) 3.2 (1.9 - 4.4)

All England 7.4 (7.0 - 7.7) 2.2 (2.0 - 2.4)

* age standardised rate per 100 (95% confidence interval)  ** Lambeth, Southwark and Lewisham PCTs
Source: Health Survey for England 1994-96

Figure 17: 
Trends in standardised mortality ratios (SMR) from chronic liver disease
(men and women, three year rolling average)

Source: Compendium of Clinical and Outcome Indicators 2003.
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OVERWEIGHT AND OBESITY: 
Overweight and obesity levels are worsening in England
with levels tripling over the past two decades (23). The
Health Survey for England has identified social class
gradients and ethnic differences in overweight and obesity
levels. In men, age-adjusted risk ratios (RR) showed similar
levels of obesity [described as Body Mass Index (BMI) >30
kg/m2] for Black Caribbean (RR 1.02) and Irish men (RR
1.04) as for the general population (RR 1.00). In other
ethnic groups, RR were much lower (e.g. 0.74 for
Pakistani, 0.66 for Indian, 0.38 for Chinese and 0.32 for
Bangladeshi men). However, three of the groups of men
with low obesity prevalence had a relatively high
prevalence of raised waist to hip ratio (WHR): Indian
(1.48), Pakistani (1.54) and Bangladeshi (1.33). A raised
WHR is an independent risk factor for circulatory disease
and diabetes. Only Chinese men had levels of both 
obesity and raised WHR that were well below those of the
general population.

Obesity prevalence was high for Black Caribbean (RR 1.60)
and Pakistani women (1.61), and low only for Bangladeshi
(0.63) and Chinese women (0.20). Women's WHR in all six
minority ethnic groups were well above that of the general
population, RR ranging from 1.37 for Irish to 3.63 for
Bangladeshi women (22).

Comparative data show that the proportions of
overweight men and women and of obese men in
Lambeth are similar to national levels but that the
proportion of obese women is much higher (table 6). 
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TABLE 6: 
PROPORTION OVERWEIGHT* (BMI>25 TO 30) AND OBESE (BMI >30) BY COMPOSITE PCTS AREA**

OVERWEIGHT MALES FEMALES  
Standardised rate per 100 Standardised rate per 100 

AREA Mean (95% Confidence Mean (95% Confidence
interval interval)

LAMBETH, Southwark 
& Lewisham 36.6 (30.4 - 42.7) 28.9 (24.1 - 33.7)

Inner London 38.1 (34.4 - 41.8) 29.4 (26.3 - 32.5)

All England 44.0 (43.3 - 44.7) 31.9 (31.3 - 32.5)

OBESITY MALES FEMALES  
Standardised rate per 100 Standardised rate per 100 

AREA Mean (95% Confidence Mean (95% Confidence
interval interval)

LAMBETH, Southwark 
& Lewisham 16.0 (11.8 - 20.1) 27.0 (22.4 - 31.6)

Inner London 11.8 (9.4 - 14.1) 20.4 (17.6 - 23.2)

All England 15.4 (14.9 - 15.9) 17.7 (17.2 - 18.2)

* age standardised rate per 100 (95% confidence interval)  ** Lambeth, Southwark and Lewisham PCTs
Source: Health Survey for England 1994-96
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BLOOD PRESSURE: 
High blood pressure – hypertension – is a major cause of
illness, disability and premature death and a major
preventable risk factor for stroke, coronary heart disease
and other illnesses such as kidney disease and aortic
aneurysm. The current definition of high blood pressure
(systolic pressure higher than 140 mmHg and diastolic
higher than 90 mmHg) suggests that about a third of the
adult population (41% of men and 33% of women) have
hypertension (22). There are variations in rates of high
blood pressure by ethnic group: Black Caribbean and
Pakistani women are more likely to have high blood
pressure; whereas Bangladeshi and Chinese men, and Irish
women, are less likely to have high blood pressure than
the rest of the population (22).

Mortality data shows that Lambeth has a much higher
premature death from hypertensive diseases (about five
times higher for both men and women) as measured by
SYLL rate (Table 7).

The SMR from hypertensive disorders for Lambeth men
and women is higher than the rest of London and E&W
and the trend appears to be worsening (figure 18).

PHYSICAL ACTIVITY: 
Low physical activity is an important risk factor for
coronary heart disease, it also increases the risk for
developing obesity, type 2 diabetes, high blood pressure
(and stroke), osteoporosis, depression and some types of
cancer. There is evidence that a moderate increase in
physical activity can result in significant improvements in
blood pressure, reduce weight, improve blood sugar level
control in diabetic patients and improve mental well being.
However, there is very limited available data on physical
activity levels of the population of Lambeth.

CANCER SCREENING: 
Cancer screening programmes can significantly reduce 
the burden of disease by identifying pre-malignant
changes or early stages of disease. Evidence suggests 
there is a differential uptake of screening services with
reduced uptake in members of lower socio-economic
classes. The Breast cancer screening uptake in Lambeth
remains low at approximately 57% against a national
target of 70% (The best uptake is 68% in Thurlow Park
and the lowest is 51% in Ferndale). Cervical cancer
screening uptake in Lambeth is also low at 74% (national
target of 80%), with even lower rates in the younger age
groups. General practice list inflation is likely to adversely
affect local coverage rates. Reasons for low uptake for
breast screening in Lambeth could include deprivation,
high mobility of the local population (although not as
important as for cervical cancer screening) and the diverse
ethnic mix of our population. 
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TABLE 7: MORTALITY FROM HYPERTENSIVE
DISEASES* (ICD-10 I10-I15) 
AREA         Standardised years of 

life lost (SYLL)
MALES FEMALES PERSONS

LAMBETH LB 16.3 7.9 11.9

South East London SHA 6.1 5.6 5.8

LONDON 6.8 3.8 5.3

ENGLAND & WALES 3.3 1.5 2.4

* Directly standardised average annual years of life lost (SYLL) rate
per 10,000; 1999-01 pooled data.

Source: Compendium of Clinical and Outcome Indicators 2003.
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Figure 18: 
Trends in standardised mortality ratios (SMR) from hypertensive
disorders (men and women, three year rolling average)

Source: Compendium of Clinical and Outcome Indicators 2003.
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What is known to work to reduce inequalities? 
The National Service Frameworks (NSF) set out the
strategies to tackle the major killer diseases. All NSFs
published so far emphasise prevention and health
promotion as important standards to implement at a 
local level both to improve health and to reduce health
inequalities. Evidence for specific interventions has 
been reviewed as part of the NSFs and through the work
of the Health Development Agency
(http://www.hda.nhs.uk/evidence/key.html). Reducing risk
factors can be achieved through interventions at two
complementary levels. The ‘population approach’ in 
which the aim is to lower the average level of a risk factor
in the whole population; and the targeted strategy, or
‘high risk approach’, in which people at greatest risk are
identified and offered appropriate advice and/or
treatment. Both these approaches are important to
improve health and reduce health inequalities, their
rationale and the level of evidence for each specific
intervention is outlined in the NSFs.

Smoking is one of the most important single risk factors
for cancer and CHD. In his report the Chief Medical 
Officer (CMO)(23) estimated that comprehensive
workplace smoking ban could reduce the estimated
prevalence of smoking from its present 27% to 23%
(achieving this effect by tax rises would mean doubling 
the price of cigarettes).

What are we doing? 
(Examples of good practice)
There is a large amount of local work going on to
implement the different NSFs.

• During the past few years work has been undertaken to
establish and evaluate local CHD disease registers.

• Up to two-thirds of practices in Lambeth regularly take
part in the Lambeth CHD audit. This has shown
widespread local variation both in the quality of data
recording and in the implementation of interventions to
control CHD risk factors.

• The Cancer Plan in Lambeth is implemented through 
the well established sector-based South East London
Cancer Network. Cancer Networks bring together
commissioners, providers and the voluntary sector. 
The Cancer Services Collaborative, the main
modernisation initiative for cancer, was launched in 
the autumn of 2000. It aims to streamline the patient
journey and improve the patient experience.

• A Health Promotion Action Group to improve local
uptake of breast cancer screening has been established,
and is funded through the Cancer Network. The action
group targets women who do not attend screening with
information flyers and invitations to participate in focus
group discussions.  

• An action research programme to improve breast cancer
screening targets GP practices with a lower than 60%
screening uptake. Women registered with these
practices, who are due to be called for screening in the
next six months, receive a pre-invitation letter and if they
do not attend, they receive a personal invitation from
their GP. 

• A number of initiatives are taking place to improve
cervical screening coverage. These include reducing the
“inadequate rate” (unsatisfactory smears or results); a
list validation exercise; a health promotion ‘Just say yes’
campaign targeted at 20-24 year old women; and a
twentieth birthday postcard initiative. 

What more can we do? 
ALL CIRCULATORY DISEASES: 
Despite significant work already undertaken in the primary
and secondary prevention of CHD, further work needs to
be done. Local data showed poor performance for smoking
cessation at four weeks as well as high emergency
admission rates (including heart failure). 

CANCERS PREVENTION: 
Lambeth PCT is not meeting the national targets for
smoking cessation, breast and cervical cancer screening
(included in the PCT star ratings) due to low uptake of
these services. Therefore efforts must be made to increase
the informed uptake of services by local people. A number
of initiatives are underway to try to achieve this but
reaching the government delivery targets in these areas
remains challenging.

ACCIDENTS: 
Further work is required to identify the reasons for the
increasing trend in mortality from accidents in Lambeth. 
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RECOMMENDATIONS

Area Recommendation Action (by)
Healthy living 3.1 There should be a population  To review implementation of

approach to the implementation  population focused prevention
of the prevention standards of  standards, identify gaps and
the NSFs. agree actions. (Lambeth PCT NSF

leads working with public health
Health First).

3.2 Develop a tobacco control To complete review. (Public health).
policy for Lambeth including
smoking cessation.

3.3 One Lower Marsh should be a  There should no longer be a 
smoke free environment. designated smoking room in 

Lower Marsh site. (Lambeth PCT,
Shared Services and Strategic
Health Authority senior
management teams to take 
forward).

Disease prevention 3.4 To continue developing accurate To assess the potential to improve
& chronic disease and complete disease registers disease registers with the 
management across primary care to better implementation of the new GP

monitor disease trends, identify contract, information management 
local needs and monitor treatment and technology strategies and 
outcomes/access including ethnicity NSF implementation.  
monitoring (include sickle cell). (Lambeth PCT).

3.5 To improve prevention and risk To review audit and other data in
factor reduction (high-risk the different NSF areas and 
approach: lifestyle factors such as develop further actions. (NSF and 
smoking, diet, physical activity Professional Executive leads to
and hypertension) targeting men work with public health and
between age 40 and 65. audit facilitators).

Cancer screening 3.6 To improve informed uptake   To identify interventions which
of cervical and breast cancer   improve uptake and implement
screening programmes. recommendations. (Public health

to work with the primary care
cancer lead and public health
screening lead).

Accidents 3.7 To review the reasons why To commission a local
there is an increase in mortality epidemiological review of
rates from accidents.  mortality data. (Public health

to commission).

3.8 To develop a local accident To review information from the 
prevention strategy. local epidemiological study and 

other data/information. (Public
health to work with the London 
Borough of Lambeth on 
prevention strategies).
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“A ‘healthy community’ contains or enables access to all the things that
make it possible for people to live a full life.  This includes gainful
employment, adequate shops and high quality public services (such as
schools, and medical and social care); and is where people like to be
because it is safe and environmentally sound and provides healthy
housing and good transport links” (24)

A wide range of economic, social and

environmental factors affect peoples’

health throughout their life. People who

are further down the social ladder are

twice as likely to suffer serious illness and

premature death than those near the

top. The Acheson report (1) highlighted

poverty, unemployment, education,

environment, mobility, transport,

pollution and nutrition as areas where

there was potential for major impact on

health inequality. Measures to tackle

health inequalities require actions at

various levels (see section 1) (5). 

KEY POINTS

• Lambeth has high levels of
deprivation.

• Although deprivation is widespread
in Lambeth, some wards are more
deprived than others.

• Lambeth has high proportions of
homes without central heating or
sole use of bath/shower and toilet.

• Lambeth households have high levels
of overcrowding.

SECTION 4: 

strengthen
disadvantaged
communities
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Vassall, Coldharbour and Gipsy Hill wards in Lambeth are
currently within the 10% most deprived wards in the UK
and have been specifically targeted using Neighbourhood
Renewal Funding. These wards share some major
characteristics with other wards and areas that have
received regeneration funding over the years.

• A high proportion of social/rented housing (large estates)

• High proportion of the population from BME groups

• High proportion of new immigrants in the population

• High proportion of young single people

• High levels of transience

• Poor accessibility and car ownership

The Government’s regeneration policy and programmes
are part of the drive to tackle the combination of 
local needs and priorities associated with poverty 
and deprivation. 

Regeneration spending strategies over the years have
included initiatives such as the Urban Programme, Estate
Action, City Challenge, Single Regeneration Budget and
New Deal for Communities. Despite this, unemployment,
crime and other deprivation indicators have remained at
the same level or worsened.

What are the key inequality issues? 
There are a variety of deprivation indices currently in
existence. In general, deprivation indices ‘measure the
proportion of households in a defined small geographical
unit with a combination of circumstances indicating low
living standards, a high need for services, or both’ (25). It
is important to note that, as for all ecological observations
(i.e. observations based on geographic areas, rather than
individual circumstances), not all individuals within the
area have the same risk factors. This means that ‘not all
deprived people live in deprived wards, just as not
everybody in a ward ranked as deprived are themselves
deprived’ (26, 27).

The Index of Multiple Deprivation (IMD 2000) (8) for
Lambeth are summarised in figures 19 and 20. The IMD
2000 takes into account a broad range of variables within
six "domains" including income; housing; education;
employment; geographical access to services and health
deprivation and disability. Each domain is made up of a
number of indicators covering aspects of deprivation as
comprehensively as possible; domains can be used
individually as a single deprivation measure or together as
the IMD. Wards are given an individual score and ranked
according to how deprived they are when compared to all
other wards in England. 

Figure 19: 
Deprivation scores for Lambeth

• The population weighted average of the
combined scores for all the wards in Lambeth
makes it the 42nd most deprived local authority
in England (7th within London). 

• The population average of all the combined
ranks for all the wards in Lambeth makes it the
21st most deprived local authority in England
(6th within London). 

• All 22 of the Lambeth wards fall within either
the most deprived quintile or the 2nd most
deprived quintile of wards in England.
Coldharbour, Gipsy Hill and Vassall fall into the
10% most deprived wards in England. 

Source: ONS
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Figure 20: 
Index of multiple deprivation in Lambeth* (2000)

* Based on old ward boundaries. 

Source: Adapted from reference (8).
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NATIONAL DEPRIVATION RELATED TARGETS 2002: 
A National Floor Target is a generic term used to describe
a minimum standard. Different National Floor targets for
tackling deprivation have been set by different
government departments (figure 21).

Figure 21: 
National deprivation floor targets

DEPARTMENT FOR EDUCATION AND SKILLS (DFES)
• Improvement in primary and secondary

education

• Increase qualifications gained

DEPARTMENT OF HEALTH (DH)
• Reduce conception rates in under 18s

• Increased life expectancy 

DEPARTMENT FOR TRANSPORT (DFT)
• Reduced deaths from road accidents

OFFICE OF THE DEPUTY PRIME MINISTER (ODPM)
• Raise levels of social inclusion

• Improve economic performance 

• Improve social housing 

HOME OFFICE (HO)
• Reduce crime and the fear of crime 

DEPARTMENT OF TRADE AND INDUSTRY (DTI)
• Build an enterprise society 

• Improve economic performance 

• Increase employment rates 

DEPARTMENT OF THE ENVIRONMENT, FOOD AND
RURAL AFFAIRS (DEFRA)
• Improve productivity 

DEPARTMENT FOR WORK AND PENSIONS (DWP)
• Increase employment rates 

HM TREASURY (HMT)
• Improve economic performance

What is known to work to reduce inequalities? 
The Acheson report (1) classified interventions into
upstream ones - those likely to have a wide range of
impacts, including health; and downstream ones - those
that focused on specific issues such as health behaviour.
The report included evidence for interventions to tackle
the broader determinants of health such as: 

POVERTY: 
The association between poor health with material
disadvantage has been demonstrated in many studies and
analyses. Taking steps to tackle childhood disadvantage is
known to be particularly important because childhood
experience and circumstances lay the foundations for 
later life.

UNEMPLOYMENT: 
The association between unemployment and ill health has
been described in multiple studies. Excluding the healthy
worker effect, people who are in work have better
physical and mental health outcomes than those out of
work. This association could primarily explain the link
between ill health and poverty (see above). However, 
other factors related to employment, such as 
self-esteem, increased physical and mental activity, could
have a positive effect on health. On the other hand,
employment in certain occupations can have an adverse
effect on health and well-being, particularly mental 
health for some employees due to work pressure, stress,
and lack of individual control of their own work load 
and environment.

Figure 22: 
Lambeth 
Unemployment 
Map 2001

Source: Census 2001
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EDUCATION: 
Low educational attainment is a predictor of lower life
expectancy. Access to appropriate education helps to
prepare children for life, by providing them with the
practical useful knowledge, the social and emotional skills
and attitudes to be able to take greater control of their
lives and achieve a full and healthy life. Education has an
important role in influencing inequalities in socio-economic
position as educational attainment influences income,
housing, etc. and provides a route out of poverty for
disadvantaged people (see section 2).

MOBILITY AND PHYSICAL EXERCISE: 
Physical activity plays a key preventative role in many 
areas of ill health. A sedentary lifestyle, lack of physical
activity or inactivity are associated with an increased risk 
of developing obesity, diabetes, heart disease, musculo-
skeletal disorders and certain cancers. There is clear data to
show that moderate, regular physical activity, participation
in sports or leading an active lifestyle helps to prevent, and
in some cases control, many of these diseases (see section
3). It also improves feelings of wellbeing.

TRANSPORT: 
Lack of transport can impact on many aspects of a
person’s life chances and therefore affect their health. Lack
of transport can restrict education and employment
opportunities and can restrict the development of social
networks. It also limits access to supermarket shopping
and health services. Alternatively, frequent use of private
transport could result in an increased risk of traffic
accidents and contributes to local air and noise pollution.

NUTRITION: 
Evidence linking diet to health inequalities shows that
nutrition-related diseases cluster in disadvantaged areas.
Dietary factors such as high fat, salt and sugar intake and
low fibre and anti-oxidants consumption (low fruit and
vegetables intake) can affect the risk of a whole range of
diseases including coronary heart disease, stroke, high
blood pressure, osteoporosis, diabetes mellitus and various
cancers. It is estimated that eating a healthy diet, taking
regular exercise and maintaining appropriate body weight
could prevent between 30% to 40% of all cases of cancer.
Similarly, approximately 30% of deaths from CHD can be
attributed to unhealthy diets.

HOUSING: 
The concentration of low income, benefit dependent
households in local authority and housing association
homes over the past twenty years has meant that health
care needs and housing services are increasingly delivered
to the same people. Consequently, housing providers have
a key role to play in improving the health of local
communities. Research into the links between housing and
health has either looked at the association between
residents’ current housing environment and their health or
taken a longitudinal approach (monitoring people
throughout their lives). There is clear evidence of a strong
association between residents’ current housing
environment and their health:

• Overcrowded conditions are associated with an increase
in the incidence of infections and respiratory disease
among residents.

• Indoor pollutants can worsen the symptoms of asthma.

• Cold and/or low temperatures have been found to
increase the risk or severity of respiratory infections,
bronchospasm, and heart disease, as well as
hypothermia.

• Homelessness increases susceptibility to a range of
physical ailments.

• ‘difficult to let’ homes, disrepair and overcrowding
impact on residents’ mental health.

• An association between overcrowded conditions in
childhood and long term ill health have been described,
e.g. a higher incidence of respiratory symptoms, and
stomach cancer.

• A lack of amenities during childhood, housing
deprivation and fear of crime have been linked with the
person’s long-term health.

Lambeth has a significantly higher proportion of
households without central heating and without access 
to sole use of a bathroom/toilet than London and E&W
(table 8).
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TABLE 8: AMENITIES (PROPORTION OF HOUSEHOLDS IN LAMBETH WITH AND WITHOUT CENTRAL
HEATING STRATIFIED BY ACCESS TO SOLE USE OF BATH/SHOWER AND TOILET)

AREA       All occupied % WITH CENTRAL HEATING % WITHOUT CENTRAL HEATING
household  With sole use  Without sole use With sole use Without sole use

space (number) of bath/shower  of bath/shower of bath/shower of bath/shower 
All and toilet and toilet All and toilet and toilet

LAMBETH 118,447 89.7 88.9 0.9 10.3 9.5 0.8

SE London 639,770 92.2 91.7 0.5 7.8 7.6 0.3

London 3,015,997 92.2 91.5 0.7 7.8 7.4 0.4

E&W 21,660,475 91.5 91.2 0.3 8.5 8.3 0.2

Source: 2001 Census
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Lambeth households also have higher overcrowding rates
(measured as occupancy ratings) than the London and
E&W averages (table 9). 

Lambeth has a lower proportion of owner occupied
households and higher proportions of households rented
from the council or housing associations than London and
E&W averages (table 10).  
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TABLE 9: OVERCROWDING IN LAMBETH (MEASURED AS HOUSEHOLD OCCUPANCY RATINGS)*

AREA ALL HOUSEHOLDS OCCUPANCY RATING (%) 
(number) ≥+2 +1 0 -1 ≤-2

LAMBETH 118,447 23.7 22.6 31.8 13.2 8.8

SE London 639,770 33.0 24.1 26.6 9.7 5.6

London 3,015,997 32.9 23.7 26.1 10.8 6.6

E&W 21,660,475 49.6 25.5 17.0 4.9 2.1

* Occupancy ratings relate the actual number of rooms to the number of rooms ‘required’ by the members of the household and 
provides a measure of under-occupancy and over-crowding. A value of -1 implies that there is one room too few and that there is
overcrowding in the household.

Source: 2001 Census

TABLE 10: HOUSEHOLD TENURE IN LAMBETH

AREA ALL OWNER OCCUPIED (%)             RENTED FROM (%)  
HOUSEHOLDS Housing Private

(number) Council association/ landlord or
Owns Mortgage Shared (local registered letting

outright or loan ownership* authority) social landlord** agency other***

LAMBETH 118,447 11.7 24.3 1.1 28.5 12.9 18.4 3.1

SE London 639,770 19.7 32.8 1.1 21.6 11.3 11.2 2.3

London 3,015,997 22.1 33.5 1.0 17.1 9.1 14.3 2.9

E&W 21,660,475 29.5 38.8 0.6 13.2 5.9 8.7 3.2

* Pays part rent and part mortgage.  ** Includes Housing Co-operative and Charitable Trust  
*** Includes employer of a household member and relative or friend of a household member and living rent free. 
Source: 2001 Census
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What are we doing?
(Examples of good practice)
Regeneration Initiatives in Lambeth include:

• NEIGHBOURHOOD RENEWAL (COMMUNITY
RENEWAL STRATEGY): This is the current National
Strategy for Regeneration Funding from central
government. Nationally the New Opportunities Funding
(NOF) has been allocated to boroughs that contain the
10% most deprived wards in the country. The aim of the
Community Renewal Strategy in Lambeth is to reduce
inequalities in the borough, but specifically in the most
deprived wards of Vassall and Coldharbour. The
Community Renewal Unit at the council developed the
strategy and decisions on how the money is spent are
made by the Local Strategic Partnership (LSP). The five
priority areas for intervention are reducing crime,
reducing worklessness, improving health, education,
housing and the environment. The PCT and partners
have successfully bid to fund seven health projects for the
financial year’s 2002/04. These are: -
- Working with African Communities on Maternal and

Child Health
- Confidential Enquiry into Premature Deaths

- Targeting diet and physical activity in BME diabetics

- Hepatitis A and B Immunisation of homeless people

- Smoking Cessation in BME Groups

- Needs Assessment of school excluded children

- Health Impact Assessment of the Community 
Renewal Strategy

• CLAPHAM PARK NEW DEAL FOR COMMUNITIES
(NDC): This is a ten year project (2001 – 2011) covering
the area between Streatham, Brixton and Clapham where
four electoral wards meet (Clapham Park, Thornton,
Town Hall and Streatham Hill). The project was awarded
£56 million in Regeneration Money from Government
Office for London (GOL); £8 million of this is for the
development of health and social care services.  The
project covers five broad themes, health, environment,
community safety, education and employment. Health
and Social Care projects funded or currently under
development include:-

- Health & Social Care Audit 

- Health Impact Assessment (HIA) of the 
Masterplanning Process

- Lifestyle opportunities for older people (LOOP)

- Community Health Outreach Worker (CHOW)

- Mental Health & Well being (Timebank)

- Healthy Living and Eating Programme

• SURE START: Through improving life chances from early
life Sure Start programmes aim at reducing inequalities
and strengthening disadvantaged communities.  There
are six Sure Start Programmes in Lambeth (see Section 2).

• HEALTH ACTION ZONE (HAZ): Lambeth Southwark and
Lewisham (LSL) became a HAZ in 1998.   LSL had a
population of just over 750,000 people and it was the
third most deprived health authority in the country.  The
LSL HAZ has invested over £15 million and supported
over 130 initiatives that focus on the health and well
being of children and young people and enable System
change. HAZ functions have now been incorporated into
individual PCTs. This process started last year with HAZ
monies being allocated to the Lambeth HIMP Board to
support the voluntary and community sector.

• STRENGTHENING COMMUNITIES – COMMUNITY
DEVELOPMENT: This is an effective approach for
reaching socially excluded groups.  LSL HAZ worked
across the PCGs (and now PCTs) to provide two
dedicated community development posts and resources.
Their role is to work with communities to reduce social
exclusion, increase social capital and improve links, thus
enabling increased participation of communities and
service users in local decision making. 

What more can we do? 
Despite all these efforts and investments Lambeth remains
one of the most deprived boroughs in E&W, and there are
different levels of deprivation within different Lambeth
wards.  It is therefore important to continue our efforts to
strengthen local disadvantaged communities.  We need to
explore new avenues such as working in partnership with
the private sector to target disadvantaged parts of the
borough by generating employment opportunities,
developing communities and improving life chances.
Deprived neighbourhoods tend to have high levels of
graffiti, poor housing and access to services, high pollution
and levels of insecurity all of which have a negative effect
on the health of its residents. Efforts to improve housing
and to develop more green areas are needed.

34

S E C T I O N  4 : S T R E N G T H E N  D I S A D VA N TA G E D  C O M M U N I T I E S

S
E

C
T

IO
N

 4



S
E

C
T

IO
N

 2
S

E
C

T
IO

N
 3

S
E

C
T

IO
N

 5
S

E
C

T
IO

N
 6

S
E

C
T

IO
N

 7
S E C T I O N  4 : S T R E N G T H E N  D I S A D VA N TA G E D  C O M M U N I T I E S

S
E

C
T

IO
N

 1

35

RECOMMENDATIONS

Area Recommendation Action (By)
Poverty and 4.1 To review and evaluate uptake To commission work to review 
welfare benefits of welfare benefits in adults and uptake of benefits in Lambeth

children in Lambeth. and produce recommendations
based on findings to improve
uptake. (Local Strategic
Partnership).

Neighbourhood 4.2 To assess the health impact of To lead on and co-ordinate the
Renewal Funding (NRF) all neighbourhood renewal funded health impact assessment of

programmes in the local population. neighbourhood renewal funded 
programmes. (Public health).

Voluntary sector 4.3 To develop a clear plan to  To work with the health and
support the voluntary sector  social care partnership board,
participation to improve to support voluntary sector 
local health. participation. (Local Strategic

Partnership Lambeth PCT and
public health).

Health Protection 4.4 To establish Health Protection To agree shared funding for a 
partnership Partnership to ensure the  Lambeth Health Protection

appropriate health protection Partnership co-ordinator post.
function (e.g. food safety; accident (Lambeth PCT, Health Protection
prevention; environmental  Agency and London Borough
improvement in schools) in of Lambeth to agree).
the borough.

Partnership Working 4.5 Develop partnership working To assess the health
with other agencies, the public,   improvement potential of a
private and voluntary sectors.   wide range of policies to

improve health (Lambeth PCT,
London Borough of Lambeth,
voluntary and community sector
and business).

Healthy Living 4.6 To increase and improve access To develop a strategy to bring
to local services for health and well together the current healthy 
being, including smoking cessation, living work streams – see section
healthy eating, exercise and other 3 (Lambeth PCT and Lambeth
specific targeted outreach services Borough Council).
to socially excluded groups.
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“Across the whole of the life course there is
a need to ensure that access to, and
provision of, services relates to need” (3)

There is evidence of differential use of

health services according to social class.

People of lower social status often

experience reduced access to and

utilisation of good quality services; this

has been referred to as the ‘inverse care

law’. Multiple reasons could contribute

to this differential uptake including: 

• unawareness of services; 

• poor public transport provision; 

• high indirect costs to users (such as

losing a day’s salary); 

• religious, cultural or language barriers

and lack of cultural sensitivity of

health care staff; 

• previous inadequate experiences with

the service; 

• inadequate access for people with

physical and learning disabilities.

KEY POINTS

• Those in greatest need of health care
often have the poorest access and
consequently the lowest levels of use.

• Lambeth has one of the most
deprived populations in E&W.

• Lambeth population is culturally and
ethnically diverse with many non-
English speakers.

• Currently there is no good
information to assess inequalities in
access to services.

SECTION 5: 

improving access to
good quality services
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A key theme across all dimensions of health inequalities is
the importance of improving access to public services
(including health services), as well as education,
employment, leisure and social care services. The social
class dimension of health inequalities, and the social
gradient, indicates the need to address health inequalities
not only in the most disadvantaged groups but also across
quite a wide range of the population. When developing
interventions we need to understand how best to organise
services so that everyone who would benefit could use
them. Service evaluation should also assess whether the
service is properly targeted and whether it is reaching
those in greatest need.  

What are the key inequality issues?
Some of the factors affecting access to services include:

• Inadequate provision: Poor affordability of services in
disadvantaged areas.

• Low quality: Services in disadvantaged areas may be of
lower quality (the ‘Inverse Care Law’).

• Poor transport to services: Particularly for those
without use of a car or with special needs, such as the
elderly or disabled. The Social Exclusion Unit has
demonstrated that poor access to services is a
contributory factor to health inequalities. For example
27% of people with no access to a car face difficulties
travelling to hospital compared to 15% of the general
population. The proportion of households in Lambeth
who do not have access to a car is 51% compared to
27% for E&W.

• Locational disadvantage: Dispersed populations
including isolated communities, are more likely to
experience fear of crime, poor quality public transport;
low availability of shops and services in the area resulting
in poor access to affordable healthy food alternatives,
areas for safe physical exercise and other services.

• Discrimination: For example on grounds of race, age,
sexual identity, disability and long-term illness (section 6).

• Lack of cultural sensitivity of services: When staff or
services do not meet the cultural, language or religious
needs of all parts of the population served. This is
particularly relevant in a highly diverse population like that
in Lambeth.

• Gender bias: There is evidence of gender differences in
accessing services, in some cases this could be related to
the way the service is delivered.

• Poor knowledge and access to information:For
example lack of recognition or knowledge about the
importance of symptoms and their meaning, or about
the availability of services.

• Complex problems: Services are often unable to
respond to the complex and multiple needs of some parts
of the population, e.g. a person with a combination of
physical heath needs, substance misuse problems,
housing problems and mental health problems.

Access to primary care
There has been increasing evidence that social deprivation
and exclusion contribute to ill health and premature death.
Furthermore, primary care services do not always redress
this balance effectively. Vulnerable people such as the
homeless, mentally ill, refugees and asylum seekers, those
who do not speak English or have limited confidence or lack
the knowledge to find their way through “the system”, can
find it more difficult to register with a GP and to get the
care they need. Whilst everyone is entitled to register with a
GP, in reality some people may be turned away.

There is a lack of readily available data on local access to
primary care services. Indirect measures can be used as
indicators for access to primary care; for example: data 
on childhood and flu’ immunisation coverage can be
mapped to ward level and reports on vaccine preventable
notifiable diseases (such as flu or measles) give an indirect
idea of immunisation programmes’ uptake. Similarly,
Lambeth has one of the highest rates of teenage
pregnancy in E&W. Teenage pregnancies and patterns of
take up of services for termination of pregnancy are used
as an indicator as to how accessible services are for young
people. In addition, figures for sexually transmitted
infections give some guide to people’s access to safe sex
information, condoms and treatment. 

Access to secondary care
The government’s recommendation is to tackle access to
secondary care issues by matching need with high quality
services and by monitoring and improving uptake of
services in areas with high levels of illness but low referral
rates (3).

Primary Care Trusts are expected to deliver a number of
targets for secondary care access such as:

• Maximum 4 hour waits in Accident and Emergency
Departments, 90% by April 2003 and 100% by
April 2004.

• Maximum 17 week wait for an outpatient appointment
by April 2004. 

• Maximum 9 month wait for inpatient treatment by 
April 2004.

There are national ‘access to secondary care’ targets for
the management of all the major causes of death. These
include: cancers (maximum two week wait from urgent 
GP referral to outpatients and two month from referral to
treatment); and CHD (setting a two week wait standard
for rapid access chest pain clinics and a three month
maximum wait for angiography and revascularisation 
by 2005).

Currently no routine data is collected to identify
inequalities in access to secondary services. Collecting data
on ethnicity has been given a high priority locally;
however, data collection has been patchy. Although almost
87% of patients are coded, a large percentage are in the
‘not known’ category rendering the information unreliable.
Analysis of cancer and CHD data on waiting times by sex,
age and postcode would provide some information.
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What works to reduce inequalities? 
The development of different options for the provision of
general practice has led to improvements in access. For
instance: Personal Medical Services (PMS) arrangements
allow the PCT and the general practices to redesign local
services specifically targeting disadvantaged groups in their
local communities such as, refugees or people with mental
health problems.

There is evidence to suggest that greater involvement of
patients and the public in the planning and provision of
services may influence key access determinants such as
practice opening times, cultural sensitivity and
discrimination against certain groups.

What are we doing? 
(Examples of good practice)

• The Local Improvement Finance Trust (LIFT) programme
in Lambeth PCT aims to improve access to primary care
services in disadvantaged local communities by investing
in the development of local general practices. This
should attract more general practitioners to the area
leading to increased and improved services. There are
three LIFT projects in Lambeth: Myatts Field, Streatham
and Streatham Hill Health Centres.

• The PCT has developed a system that assists the public in
registering with a GP. One of the roles of the new
Patient Advisory Liaison Service (PALS) is to assist people
in finding a GP and anyone experiencing problems
should call them for advice.

• Local communities belonging to specific groups such as
the Portuguese speaking community have been involved
in a needs assessment exercise to identify what their
needs are and how Lambeth PCT could improve the
quality and availability of the services provided.

• The PCT is developing a method to extract (anonymous)
data from practice records to analyse trends in illness
patterns and measure progress across the PCT. Although
local practices increasingly keep better computer records,
currently the PCT has limited access to information on
what is actually happening in primary care, e.g. how
many people with diabetes are being seen by GPs, 
what treatment they receive and how successful
interventions are. 

• The PCT has a number of access targets to meet, e.g.
proportion of people able to get a same day GP
appointment. However, the system currently used to
collect this information is artificial (a PCT member of
staff rings the GP to ask what appointments are
available) and it does not document the characteristics of
people who find access difficult. These access targets
can be of limited use; it will be important to evaluate the
system to see if people’s experiences really do improve. 

• General practices submit an annual development plan 
to the PCT and document the staff they employ, their
skills and the services they provide. At present this is 
not computerised so it is not easy to analyse the data 
to see if we are concentrating our efforts in areas of
most need. 

• The new contract for GPs means that GPs will have to
submit more detailed information about their work and
the PCT will be looking at how these data may be used
to assess health needs and plan care across Lambeth.  

Access to Sickle Cell services
The burden of sickle cell disease in Lambeth, Southwark
and Lewisham is the highest in the UK with approximately
1000 children and over 2500 adults; approximately a third
of them living in Lambeth. Lambeth PCT is responsible for
the Three Boroughs sickle cell and thalassaemia service as
part of the Specialist Commissioning arrangements. This
service provides specialist nursing and counselling for sickle
cell patients and their families.

The NHS plan is committed to antenatal screening for
haemoglobinopathies - the NHS Sickle Cell and
Thalassaemia programme has set a target to identify 50%
of couples by 12 weeks of pregnancy; currently in South
London only 7-18% of women are booking (and therefore
being screened) before 12 weeks.  Evidence shows that
couples are unlikely to take up pre-natal diagnosis prior to
conception or in the first three months of pregnancy
unless they know their haemoglobin status.  Pregnant
women and their partners are not being tested in time to
make an informed choice about the outcome of the
pregnancy.  Despite a universal antenatal screening policy,
there is only 80-90% coverage suggesting that GPs and
midwives are making subjective decisions on who should
be screened.  

The report “Beyond Crisis Management-Living with Sickle
Cell in SouthEast London” was published in 1999. It
highlighted the need to modify local services, changing
from the traditional hospital based service to primary
care/community support service. It recognised that people
living with sickle cell are often disadvantaged in education
and employment and also experience poverty, poor
housing and diet which impact on their condition.

38

S E C T I O N  5 : I M P R O V I N G  A C C E S S  T O  G O O D  Q U A L I T Y  S E R V I C E S

S
E

C
T

IO
N

 5



S
E

C
T

IO
N

 2
S

E
C

T
IO

N
 3

S
E

C
T

IO
N

 4
S

E
C

T
IO

N
 6

S
E

C
T

IO
N

 7
S E C T I O N  5 : I M P R O V I N G  A C C E S S  T O  G O O D  Q U A L I T Y  S E R V I C E S

S
E

C
T

IO
N

 1

A Sickle Cell “Action Plan” was produced to oversee
significant developments in Sickle Cell Services. This
included the recruitment of Community Clinical Nurse
Specialists, Specialist Social Workers, and training for GPs.
A number of joint clinics at St Thomas’ and King’s College
Hospitals, the development of shared care protocols for
the treatment of people living with sickle cell, and the
introduction of universal antenatal screening were started.
Screening has to be carried out within primary care, with
all people of reproductive age (15-45 years) being offered
screening at the time of registration with a general
practice or at the start of pregnancy if not already done.
A multi-disciplinary Sickle Cell Working Group has been
convened to look at outstanding issues. Further work is in
progress and planned for 2003/4, including:

• the development of a whole system service improvement
plan using a ‘modernisation’ approach; 

• clarifying current experiences across sickle cell services,
from a user perspective; 

• a review of social work support for sickle cell patients; 

• the development of a multi-agency training and
information programme; 

• a HAZ bid to improve service user involvement
mechanisms; 

• the development of a Pan LSL database.

Reducing stigma and improving access to HIV services
People living with HIV experience high levels of actual and
perceived discrimination in many areas of their life. Black
Africans living with HIV are three times more likely than
white British people living with HIV to have experienced
marginalisation and social exclusion (28). 

The benefits of combination therapy on quality of life have
come with new issues such as the risks of side effects and
treatment failure. The problems associated with living with
HIV, such as-poverty, disability, isolation, discrimination,
anxiety and loss, remain as challenging as ever (29).
Supporting people to deal with these issues is important.
Some of the initiatives we are currently pursuing are:

• The South London HIV Partnership (the voluntary sector,
health and local authorities) which provides: advice and
information (legal, welfare benefits and housing advice);
counselling and culturally appropriate support;
transportation; peer support and skills development
group work.

• Specialised support and advice services for African
people, Women and Children, and families living with
HIV; Peer Support Groups including targeted groups for
African People, Women and Gay men; African
community awareness and involvement work. 

• The PCT is involved in the Pan London Campaigns aimed
at reducing stigma and discrimination against People
Living with HIV and the South London HIV Service user
involvement project.

What more can we do? 
Further activities needed in this area include: promotion of
training and education for primary care staff; addressing
other access issues e.g. increase awareness of ‘friendly’
services; improve integration between health and social care
services through networks and increase user involvement.
We need to bring together the various types and sources
of information available. This will enable us to build a clear
picture of the local health needs of the primary and
community care services available. This will facilitate the
development of services in relation to need. The intention
is to do this at locality level and take a topic at a time so
that localities can take action and the PCT and local
people can assess progress.

The PCT plans to increase the involvement of patients and
the public, not only in their own health care but also in
the organisation of services. At the moment there are
some patient groups and new projects like the “expert
patient” programme. However, work in this area is still
patchy so the PCT is working towards getting more 
people involved as part of our patient and public
involvement strategy.

A needs assessment of the Spanish speaking community
living in Lambeth has been planned and resources have
been identified.

In April 2004 GPs and their practices will have new
contractual arrangements with the PCT. Public Health
could provide information on the local health needs of the
population to enable the PCT to identify and provide
adequate local services. 
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RECOMMENDATIONS

Area Recommendation Action (by)
Equality and Diversity 5.1 Lambeth PCT to establish a To support the establishment

non-executive director lead group of a non-executive-director
on inequalities. lead group with a remit to 

consider health inequality
informed by equity audit. 
(Lambeth PCT and public health).

Access data 5.2 To develop systems to improve  To work with primary and
data collection and analysis at  secondary care to develop a
primary and secondary levels. better understanding of

inequalities in access to services.
(Public health, primary care and 
secondary care).

Deprived 5.3 To contribute to needs  To identify funding possibilities
neighbourhoods assessment at an estate level to and to explore ways of

identify service and health issues. increasing resources to improve
health care in deprived estates 
in Lambeth. (Public health).

Reducing Stigma in HIV 5.4 Develop user friendly services To identify ways to achieve this. 
through training, integration and (Lambeth Sexual Health
user involvement Implementation Group and the

Modernisation Initiative).

Secondary care 5.5 Priority should be given to  Acute services need to consider
improve coding by ethnic group to training initiatives that improve
reduce the proportion in the ‘not ethnic coding. (Guys and
known’ category. Thomas’, Kings and Lewisham 

NHS Trusts).

5.6 Consideration should be given  To identify appropriate routine
to develop routine monitoring of indicators. (Public health to
access targets to identify review and collaborate with the
any inequalities. performance management team).
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“It is clear that individuals in certain
groups and at certain stages of the life
course suffer exceptionally poor health
outcomes and may need specific targeted
interventions” (3)

The CCSR (3) identified that certain

groups suffer exceptionally poor health

and require specific targeted

interventions. Such groups in Lambeth

include people with disability, older

people, the homeless, refugees and

asylum seekers, the prison population

and specific groups with higher levels of

mental illness, poorer sexual health and

those who misuse drugs and alcohol. 

KEY POINTS

• Drug misuse is high in Lambeth.

• High levels of severe mental illness
remain an important issue.

• Levels of tuberculosis are of
increasing concern.

• The health needs of the homeless,
refugees and asylum seekers remain
an important issue in Lambeth. 

• Lambeth has a worsening sexual
health profile.

SECTION 6: 

targeted 
interventions for
specific groups
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People with disability
What are the key inequality issues?
More than one person in seven in the UK has a disability
or impairment of some sort that impedes or prevents
ordinary daily living activities. There are many types of
disability: mobility problems, mental ill health, sensory
impairment, brain injury, learning disability, and long term
disabling illness, to name a few. 

It is estimated that approximately 40,000 Lambeth residents
have a disability. People with a disability may be excluded
from the job market and from other avenues that can lead
to a healthier life. They are more likely to experience poorer
health and could be at a major disadvantage in trying to
improve their own health and well-being.

A major difficulty when working on addressing the
inequalities arising from disabilities is how to quantify
needs and how to measure the loss or reduction of 
quality of life resulting from disability. It is important to
remember this because health and social care services 
tend to concentrate on the direct impact of illness and
dependency (and the costs of addressing this), rather 
than on designing and providing holistic services to
improve the quality of life. 

What is known to work to reduce inequalities? 
Overall, work to improve educational attainment and skill
development of people living with a disability, and to
reduce unemployment and improve income, is most likely
to have a positive impact in addressing health inequalities
for this disadvantaged group. Primary prevention
interventions at population level aimed at reducing
smoking, preventing coronary heart disease and cancers,
and reducing accidental injury, will also help to prevent
chronic conditions and reduce the prevalence of disabilities
closing the life expectancy gap.

What are we doing? 
(Examples of good practice)
Lambeth’s Neighbourhood Renewal Strategy and
Community Plan, with its focus on inter-related areas
including housing, education, training, employment and
health, offers the chance to develop interventions and
approaches to tackle the root causes of inequalities.
Specific issues related to persons living with disabilities are:

• Local Strategic Partnership (LSP): The emergence of
new bodies like the LSP, generated new opportunities for
improved joint working between local communities and
service providers to build up the network of support and
health promotion required to tackle health and other
inequalities. New arrangements for community
participation in decision making about the design of
local NHS services may help to ensure that people with
disabilities contribute to planning and development of
more appropriate services.

• Direct Payments: Initiatives such as Direct Payments to
people with disabilities will enable them to choose and
purchase services that meet their needs and should also
help to maximise independence and promote improved
health and well-being.

• Part IV of the Disability Discrimination Act (DDA):
The implementation of the DDA in 2004 will help to break
down barriers for people with disabilities in accessing a
very wide range of goods and services in Lambeth.

Provided that they are developed and implemented with
full participation and sensitivity, all these areas of progress
offer very positive opportunities to address the inequalities
experienced by people living with disability in Lambeth. 

What more can we do? 
• Develop a programme of community engagement

ensuring full participation of disabled people to inform
service planning.

• Co-ordinate the implementation of DDA Part IV to
ensure equal access of people living with disability to the
full range of NHS services.

• Develop and maintain co-ordinated programmes to
ensure access to training and employment opportunities
for people with disability in Lambeth (working with the
London Borough of Lambeth (LBL), Lambeth College,
and NHS bodies).

• Commission/provide prevention and health promotion
initiatives to include particular consideration to the needs
of people with disabilities (e.g. through joint working
with Leisure Services, Healthier Lifestyles, etc).
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Older people 
What are the key inequality issues?
According to the 2001 Census, 24,609 Lambeth residents
are over 65 years old; 10,132 of them are over 75 and
2,712 over 85. Furthermore, 24% of this group are from
black and ethnic minority groups and this proportion is
expected to increase over the next ten years. Older people
make up 12% of Lambeth’s population; this is lower than
the E&W average. Although most older people rate their
health as good, the proportion of chronic illness or disability
increases with age, including problems with eyesight and
hearing, as well as longstanding problems such as arthritis
or high blood pressure. Many older persons are carers (4%
in Lambeth), particularly for children and people with
disabilities. The prevalence of depression increases in
people over age 65 by approximately 15%, but it tends to
be under diagnosed and inappropriately treated.

What is known to work to reduce inequalities? 
The Acheson report (1) made a number of
recommendations to improve health and reduce inequality;
with reference to older people. These included increased
income and improved housing quality, particularly heating
systems and insulation. In comparison with E&W, Lambeth
pensioners are more likely to be living on low incomes.

Older peoples health and well being is influenced by:
• Socio-economic factors such as income, housing and

community involvement, or isolation

• Nutrition and physical exercise

• Not smoking or stopping smoking, moderate alcohol
consumption, uptake of screening services

• Easy access to high quality primary and specialist care,
particularly specialist care of the elderly physicians

Ensuring access to local services (see section 5) is
particularly important in enabling older people to use
health and other services. Older people are less likely to be
able to use public transport due to disabilities such as
blindness, impaired vision or difficulties with mobility
(common in this group), fear of crime and feelings of
insecurity. Older people make less use of telephone advice
lines such as NHS Direct and are more likely to have
chronic health problems.

There is evidence to support different strategies for fall
prevention such as exercise programmes and balance
training or environmental hazard assessment and home
modifications; these interventions have been shown to
reduce hip fractures in older people allowing them to lead
a more independent life. 

Housing conditions affect the quality of life and health of
older people. A recent study showed that adults re-housed
on medical grounds showed significant improvements in
their mental health and mobility (30). 

What are we doing? 
(Examples of good practice)
• Guidelines have been produced in primary care for

assessment and management of depression in older
people. Lambeth PCT aims to improve diagnosis of
depression in older people in order to ensure adequate
management and to reduce the symptoms of
depression, improve and maintain social functioning,
allow independent living and eliminate the risk of suicide
in this client group.

• The Lambeth Older People Medicines Management
Strategy aims to improve the use of medicines by the
Lambeth older population following the standard two of
the Older People NSF (To treat older people as individuals
and enable them to make choices about their own care).

• There are agreements between Lambeth PCT and
Lambeth Social Services for the provision of 
domiciliary care for fully funded NHS continuing care.
This will provide good quality home care to older 
people in Lambeth.

• The London Older People Collaborative Program aims to
involve older people and their carers in decision and
planning processes to develop services for vulnerable
older people in Lambeth. The PCT currently gathering
the views of older people and their carers using semi-
structured interviews with older people and in-depth
interviews with carers.

What more can we do? 
Lambeth PCT is committed to achieving the Older People
NSF targets. Some of the activities planned are to:

• develop community pharmacists; 

• provide co-ordinated and integrated medicines
management services; 

• improve the involvement of older people and their carers
in the planning of services; 

• pilot the referral from social workers to pharmacist in
medicines project.
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Homeless People 
What are the key inequality issues?
The term homeless people generally refers to those
persons who are:
- Living in hostels for single homeless people

- Sleeping out (rough sleepers)

- Living in emergency or crisis accommodation

- Living in circumstances where their housing status leads
to difficulties gaining access to mainstream health care

Homelessness can lead to poor mental and physical health.
There is an increased risk of infections and multiple health
needs. Access to services may be difficult and could lead
to some individuals being moved between services due to
confusion as to the primary diagnosis (31). Improving
access to primary and acute services for homeless people is
an important issue.

What is known to work to reduce inequalities? 
There is evidence (32) that the following initiatives can
improve the health of homeless people:

• Nurse led clinics

• Identified GPs attached to areas with a recognised high
concentration of homeless people

• IT computer linkages between health care sites to reflect
the transience of the population and to enable
continuity of care

• Close partnership working between the voluntary sector
and statutory agencies 

• A holistic social and medical model of care carried out 
in tandem to meet the multiple needs of this client group 

What are we doing? 
(Examples of good practice)
A pan Lambeth, Southwark and Lewisham Strategic
Forum has been set up to develop an action plan to
address the needs of this client group: 

• The Thames Reach User Involvement Project to
ensure a process for user involvement in the
commissioning process.

• The development of the Homeless Hepatitis Project via
Neighbourhood Renewal Funding. 

• The development of the Streatham Common
Homeless Families Project aiming to use an innovative
skill mix including an occupational therapist, play co-
ordinator and the Spires Voluntary Day Centre staff to
improve engagement, assessment, empowerment and
skill building of homeless people. Health visitors will
oversee this project.

• Two new nursing clinics have commenced to address the
multiple needs of homeless people. 

• The launch of the Three Boroughs Primary Health Care
web site. www.threeboroughs.nhs.uk detailing all
services targeted at homeless people.

• Increased joint working between targeted services i.e.
START and the Three Boroughs Homeless Team.

• Partnership working with Lambeth Housing, and
participation within the Lambeth Homeless Review 
and Strategy.

What more can we do? 
• Ensure that funding for effective interventions is

mainstreamed.

• Further IT linkages between nursing clinics and GP
surgeries to enable transfer of medical notes.

• The continuation of the need to address ‘multiple’
needs, which in tandem do not ‘fit’ neatly into existing
single health care interventions.

• A need to investigate hospital discharge planning in
partnership with Lambeth Housing and the voluntary
sector.

• We need to investigate health in relation to tenancy
sustainment.

• We need to review intermediate care facilities for
homeless people to ensure equity of access.
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What are the key inequality issues?
The term ‘refugee’ is someone whose claim for protection
has been recognised as satisfying the criteria laid down in
the 1951 UN convention. An ‘asylum seeker’ is used to
refer to someone who has applied to the Home Office for
refugee status and is awaiting a decision. ‘Refugee’ is also
used to refer to those who have been given Indefinite
Leave to Remain, or are deemed to need ‘humanitarian
protection’.

Refugees and asylum seekers are not a homogeneous
group and it is difficult to make generalisations across a
wide range of ethnic groups, ages, social backgrounds and
histories. The needs of refugees also change over time. In
general on arrival their main concerns are for safety, food
and shelter followed by income, employment and a sense
of community. For many refugees, concerns about long-
term health will be secondary to these basic necessities of
life. In fact, many significant health problems may not
present to health services for some time.

What is known to work to reduce inequalities? 
There is limited research in the UK on the health problems
of refugees and even less on the effectiveness of refugee-
specific services. Nevertheless, there is some consensus on
a number of points:

• Many of the health problems of refugees are not
necessarily specific to refugee status, but overlap with
health problems of deprived or excluded groups, ethnic
minorities, or new entrants to the country. 

• The few health needs analyses in London suggest that
the average physical health status of refugees on arrival
is not especially poor; most refugees are young and
physically fit. In fact, there is some evidence to suggest
that the health status of new entrants may become
relatively worse in the first years after entry to the UK. 

Although the average measures of health status are
reasonably good, there are significant numbers of 
refugees who exhibit particular health problems. The
health problems that are specific to and characteristic of
refugees are:

• Physical after-effects of war torture displacement and
journey to the UK. 

• Communicable diseases, of which the most important
from the Lambeth public health perspective is
tuberculosis. 

• Mental health problems following trauma can be
significant for some groups and individuals. In addition,
there are also more widespread social and psychological
problems arising from coping with a new culture,
separation from family, loss of status etc. Problems can
also result from the uncertainty around the process of
claiming asylum in the UK. 

• Difficulties accessing primary health care (33)(Local
Modernisation Review, LMR, 2002) and mental health
services (LMR, 2002). 

Some of the initiatives used to reduce health inequalities in
refugees and asylum seekers are shown on table 11.

Refugee children are often as vulnerable as adults in
relation to past and current experiences of themselves and
their families. There are 250 unaccompanied refugee
children in Lambeth, (i.e. no adult carer). They are covered
by section 17 of the Children Act (i.e. no resident carer or
named social worker), but have some social services
support with accommodation. Processes are set up for
assessing the needs of these children (mainly out of the
borough and placed by Lambeth social services). These
assessments show high levels of deprivation and mental ill
health. The specific needs of these children include:

• Getting school placements (an important factor in
improving their emotional and mental well being).

• Child protection issues such as sexual assaults.

• Low levels of primary immunisations.

• Mental health and mental well being of these children.

Work to address these needs is ongoing with social
services; however, there are huge financial constraints 
for social services not to provide support with statutory
safeguards for this needy and vulnerable group 
of children.
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TABLE 11: INTERVENTIONS TO IMPROVE THE
HEALTH OF REFUGEES AND ASYLUM SEEKERS

LEVEL INTERVENTION

Primary care access Nurse led clinics (34)

Hand held records (35) 

Schemes such as the Minor
Ailments Project (LMR, 2002)

Personal Medical Services
practices targeting needs (34),
LMR, 2002)

Case management of complex
clients ensuring access to 
services (34)

Close partnership working
between agencies (34)

Mental health Effective partnership working 
between agencies (34)

Training of Refugee Community
Organisations in mental
health issues (34)

Strengthening The Three Boroughs Refugee
refugee communities Health Team (LSL) model of 

empowering refugee 
community organisations to 
give health advice. 
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What are we doing?
(Examples of good practice)
The Lambeth Refugee and Asylum Seeker strategic
group: This group with stakeholders from the Local
Authority, primary, secondary, and mental health care,
aims to improve access to all health care services. It will
draw up an action plan to begin to meet the priority
health needs of this population. 

Other initiatives include: 

• Reconfiguration and merger of the Refugee Clinical
and Health Teams to ensure a more seamless service.

• The drafting of Eligibility to Health Care Criteria
approved by the Local Medical Committee this was sent
to all GPs in Lambeth to assist clarification and to
improve access to health care services.

• Obtaining funding via the LMR to employ a Service
Integration Officer to distribute information as to
refugee and asylum seeker needs.

• The drafting of the National Asylum Seeker Support
Service (NASS) Notification Policy. This will ensure all
asylum seekers moving into the borough are contacted
and receive information as to how to access the services. 

• A forum has been convened with key stakeholders to
identify future action plans to meet the mental health
needs of this group.

• LMR funding has been obtained to identify user
involvement options to ensure there is a mechanism for
user participation in the commissioning and planning of
health care services.

What more can we do? 
The PCT needs to do further work with the Lambeth
Refugee and Asylum seeker Strategic Group to address a
variety of issues:

• To meet the interpreting needs of this client group in
primary care. 

• To encourage continued partnership working and
support, notably around the increasing asylum seeker
homelessness issue after implementation of the new
Nationality, Immigration and Asylum Act 2002.

• Further liaison with NASS to ensure HC2 certificates are
given to asylum seekers to ensure access to medication.

• Assessing the mental health needs of the refugee
population is an important ongoing priority; further
work in this area is needed.

• To ensure mainstreaming of good practice from the
Health Action Zone (HAZ) Young Refugee Project.

Vulnerable People

PRISONERS
What are the key inequality issues?
In 1996 Her Majesty’s Chief Inspector of Prisons published a
report highlighting the disparity between NHS and prison
healthcare (36). A working party was established and in
1999, they recommended the establishment of a national
Prison Health Task Force to work closely with the prison
health policy unit to develop the Prison/NHS Partnership (37).
This aimed to provide NHS standards of health care in prison
health services and to allow the transfer of the commissioning
of prison health services to the NHS. 

What is known to work to reduce inequalities? 
There is little evidence on the effectiveness of the
healthcare interventions specific to prisoners. However,
there is a great deal of evidence on the effectiveness of
interventions in other settings, some of which could be
relevant to the prison population:

• The DOH Guidelines for GPs on standard management
of drugs and alcohol misuse (38). 

• Health promotion in prisons should be delivered through
strategic, comprehensive and co-ordinated approaches
within a supportive environment. Co-ordination with outside
agencies avoids duplication of efforts and dissemination of
contradictory health messages to the prisoners. (39). 

• Nicotine replacement therapy (NRT) for smoking
cessation and providing smoking free areas should be
available to all prisoners and particularly to those with
mental health problems (40).

• Structured management of chronic disease, for example,
for patients with asthma, diabetes and hypertension
improves outcomes (39-41). 

• Antidepressants, anti-psychotics, cognitive-behavioural
therapy (CBT), relaxation techniques and anger
management should be available to prisoners with
mental health problems (41).

• Clear procedures on infection control and the use of
Hepatitis B vaccine can be effective in reducing
communicable diseases (42). 

• Appropriate training and continuing professional
development for all health care staff can ensure better
delivery of services (43).
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What are we doing? 
(Examples of good practice)
There has been joint working between Brixton prison and
the local health service for several years: 

• A Prison Health steering group co-ordinated a health
needs assessment in 2000. 

• In 2002 a health improvement plan was developed in
order to continue the process of developing the health
provision in the prison. 

• The prison population has changed over the last two
years to mainly remand, with the loss of the lifer’s wing.
Therefore the prison health needs assessment has been
repeated to identify the current health needs of the
prison population. The recommendations have been
incorporated into a local prison health delivery plan.

What more can we do? 
Although there have been a number of important
improvements in health care provision in Brixton prison,
there are still areas where further work is needed: 

• The introduction of a primary care setting comparable to
that in the community, including a practice manager,
practice nurses and a computer system. This will enable
the development of services such as nurse led clinics and
chronic disease registers.

• There is a need for a whole prison approach to health
promotion, involving all staff and considering health in
all aspects of the prison routine e.g. smoking cessation,
condom distribution, availability of disinfecting tablets,
diet and exercise.

• There is a need for a more co-ordinated approach to
clinical governance in the prison, including regular staff
education and training, performance appraisal and
professional development, regular clinical audit and
mechanisms for dealing with poor performance.

• It is important to further develop and increase capacity
of substance misuse services, taking into account new
guidelines on management of drug dependence and
drug detoxification in the prison setting.

MENTAL HEALTH
What are the key inequality issues?
Severe mental illness is affected by a variety of factors
particularly relevant to the Lambeth population:

• Lambeth has a young population (68.4% aged between
16 to 59 years compared with 59% for E&W), psychotic
illness tends to present before the age of 45 years. 

• There are high crime rates in Lambeth (recorded violence
against the person in Lambeth is 29 per 1000 compared
with 11.4 per 1000 for E&W; rates of recorded robberies
are nearly ten times the national average).

• Young Lambeth residents exhibit a high consumption of
drugs and alcohol (9 out of 1000 Lambeth residents
aged 15-44 are in drug treatment programmes).

• Lambeth has a socially deprived population with a
disproportionately high numbers of ethnic minority
groups (some experiencing discrimination and stigma). 

• Lambeth has a substantial number of refugees and
asylum seekers  who are displaced from their country of
origin and some of whom may have experienced torture.

Nationally schizophrenia and other psychoses affect about
10 in every 1000 people between 16-74 years (44). Rates
vary from 6 per 1000 Bangladeshi men and women to 16
per 1000 black Caribbean men and women. These rates
could translate into an estimated number of over 2000
people in Lambeth. “Common mental illness” (CMI),
mixed anxiety and depression, phobias, obsessive-
compulsive disorders and panic disorders, is much more
common affecting about one in 6 adults (17.7%) in E&W.
In London this figure is at least 4% higher in men and
16% higher in women. In Lambeth it is estimated that
over 37 000 people may present CMI; CMI therefore has a
large impact in Lambeth because of the numbers of
people affected. 

Given the socio-economic conditions of the Lambeth
population, a higher prevalence of mental health problems
(greater than national surveys) is expected. This is
confirmed by local GPs and our local mental health trust,
South London and the Maudsley (SL&M) but more work is
needed to find out how much worse Lambeth residents
are when compared to the national picture.

What is known to work to reduce inequalities? 
The Mental Health NSF covers adults of working age up to
65 years. There are seven standard areas covering; mental
health promotion, care of people with mental health
problems in primary and secondary care, support for
carers, and reducing suicide rates. Within these areas 
there are a number of specific requirements. The emphasis
is on ensuring all organisations and individuals work
together and communicate so that the patient and their
carers are supported and have access to the best possible
treatment and care. There is also an emphasis on
promoting well-being in the community, at home and at
work and reducing the stigma associated with mental
health problems.
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The following interventions have been found to be effective:

• Prevention: Active civic engagement, a sense of
belonging and control over local decision making.
Freedom from crime and fear of crime, decent standards
of housing; being employed in a skilled job; access to
“escape facilities” (such as parks, recreational facilities)
promote mental well-being and help relieve the stress of
high density living (45).

• During illness: Access to “someone to talk to” in a crisis;
mobile crisis support; availability of short stay
accommodation in a crisis; “drop in” support and
telephone help lines (46)

What are we doing? 
(Examples of good practice)
• Home treatment to cover most of Lambeth by 

December 2003. 

• More beds in Lambeth Women’s Centre by November
2003 for women in crisis.

• 24 hour services for people in crisis in south London.

• Telephone support available for patients at 
St Thomas’ Hospital.

• A new sitting-in service, holidays and respite for carers.

• A carers group offering information and support.

• Mental health awareness training (997 people from 25
organisations in Lambeth). 

• Increasing assertive outreach services by December 2003
for people who find it difficult to engage with mental
health services.

The following are under development:

• A directory of mental health services. 

• An audit by South London and Maudesley NHS Trust of
services for carers. 

• A Mental Health Promotion steering group will 
take forward a locally agreed mental health 
promotion strategy.

What more can we do? 
• Increase the involvement of voluntary organisations,

users and carers in the development of mental health
services in Lambeth.

• Improve support for homeless people with mental 
health problems. 

• Improve joint working across primary care, secondary care
and social care and links with housing and benefits advice.

• Complete and implement carers’ strategy by 2004.

• Develop a suicide prevention strategy.

• Widen action to promote mental health across Lambeth
e.g. greater community participation, promoting
acceptance of diversity and equal citizenship, reducing
stigma, crime and fear of crime.

• Implement government strategies to assist specific
groups e.g. women and ethnic minority groups

• Provide a comprehensive 24-hour crisis resolution
services by 2005.

SEXUAL HEALTH
What are the key inequality issues?
Lambeth has some of the worst sexual health indicators in
the UK. This section details some of the targets and
evidence for interventions as stated by the National Sexual
Health Strategy. For a more detailed local epidemiological
picture go to (http://www.lambethpct.nhs.uk). National
targets in sexual heath are to reduce the transmission of
HIV and STIs, to reduce the prevalence of undiagnosed HIV
and STIs and to reduce unintended pregnancy rates.

Lambeth has the largest number of HIV positive residents
of any borough in the United Kingdom, 1,605 in 2002.
The prevalence has increased dramatically compared to
that in England and Wales (figure 23).

In Lambeth, 133 residents were newly diagnosed (incident
cases) HIV positive in 2001 (see table 12). The number of
new cases has fallen over the last few years. The reasons
for this fall are not yet apparent and it is not clear whether
this fall will be sustained. However there have been rises in
newly diagnosed HIV infections both amongst Black-
Africans and Black-Caribbean’s. Amongst Black-African
residents, the number of new HIV diagnoses in the last six
months of 2002 was two and a half times that over the
same period in 1998. One in every 130 women attending
local antenatal clinics tested HIV antibody positive. In 2000,
55 HIV positive children lived in the borough, this number
having risen more than four-fold from the 12 resident in
Lambeth in 1996. 

Source: Health Protection Agency, South East London.

Since 1997, the yearly diagnoses of gonorrhea reported
from GUM clinics in LSL (PCTs) have represented one in
four of all diagnoses of gonorrhea reported in London
(figure 24). Over one in five of all diagnoses of gonorrhea
identified in Lambeth residents seen locally in 1998 were in
Black-Caribbean people between the ages of 15 and 24.

The local GUM clinics have already reached between 50%
and 60% uptake of HIV testing in new attendees and
high-risk attendees. This target has been monitored
through audit but there may be a need to develop existing
monitoring systems to provide this data routinely.

Lambeth has the highest rate of under 18 conceptions in
England with 375 recorded conceptions in 2001 at 90.8
per 1000 girls aged 15-17. Some wards within Lambeth
have a teenage pregnancy rate that is nearly five times
that of the national level.

48

TABLE 12: NUMBER OF LAMBETH RESIDENTS
NEWLY DIAGNOSED WITH HIV INFECTION IN
TREATMENT CENTRES IN LONDON OR EAST
SUSSEX, BRIGHTON & HOVE (47)

YEAR 1998 1999 2000 2001

Lambeth residents 154 192 137 133
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Figure 24:
New diagnoses of gonorrhea (1997 to 2002) reported from GUM
clinics in LSL
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Prevalent Diagnosed HIV Infection (SOPHID)
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Population denominator: Office for National
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Figure 23: 
Prevalence (rate per 100,000) of diagnosed HIV infection amongst
Lambeth residents compared to England and Wales (1996 - 2002)
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What is known to work to reduce inequalities? 
The literature points to a number of effective interventions
for the primary prevention of STIs and HIV (figure 25).

Figure 25: 
Interventions to reduce the transmission of HIV 
and STIs.

• Delivering sexual health services through a
strategic framework, the development of
networks can improve the co-ordination and
consistency of sexual health services.

• Partner notification, to detect and treat
undiagnosed STIs has been shown to prevent
further transmission.

• Primary prevention programmes for HIV and STIs
and school-based programmes for adolescents
and young people can reduce sexual risk
behaviours and so protect against STIs and HIV.

• HIV prevention interventions based on skills base,
using role-play and interviewing have been
shown to reduce HIV risk behaviour.

• HIV prevention interventions are most effective
when delivered through tailored and targeted
interventions at the small group and community
level of those most at risk.

• Needle exchange programmes reduce risky
injecting behaviours and reduce the prevalence
of blood borne viruses.

• Universal antenatal HIV testing has reduced 
the number of transmissions of HIV from mother
to child.

Source: Adapted from reference (48).

Some interventions have been shown to be effective in
reducing the prevalence of undiagnosed HIV; evidence has
shown that a positive diagnosis influences sexual
behaviour in some individuals in many target groups
except men who have sex with men (MSM) and
commercial sex workers (CSWs). HIV counselling and
testing provides an effective means of secondary
prevention for HIV positive individuals, therefore HIV
counselling is justified for secondary prevention (49).

A factor strongly associated with deferring pregnancy is a
good general education. School-based sex education can
be effective in reducing teenage pregnancy especially
when linked to access to contraceptive services (50).  The
most reliable evidence shows that sex education does not
increase sexual activity or pregnancy rates. Increasing the
availability of contraception clinic services for young
people is also associated with reduced pregnancy rates.

What are we doing? 
(Examples of good practice)
As a result of the high levels of sexual ill health, there are
many service initiatives being developed in Lambeth:

• Introduction of national chlamydia (and gonorrhea)
screening programmes. 

• Three-year Modernisation initiative to modernise sexual
health services.

• Community based testing and treatment for STIs. 

• Additional Department of Health funding to improve
service access. 

• Sexual Health Training and Development Facilitator to
work with primary care.

• Targeted HIV prevention interventions for people at 
high risk.

• Sex education in local schools via the Healthier Schools
Partnership. 

• Universal HIV testing as part of routine antenatal care
(uptake rates >90%).

• A multi-agency teenage pregnancy group co-ordinates a
number of local initiatives.

• Emergency Hormonal Contraception Project with
Lewisham & Southwark PCTs. 

What more can we do? 
• Increase capacity in GUM, CRASH and Primary Care

Services

• Maintain and develop sex education in and out of
schools for young people 

• Increase targeted prevention work in high risk groups

• Further develop a strategic and co-ordinated approach to
sexual health service delivery

• Develop/improve STI surveillance systems

• Consider offering testing in a variety of settings in order
to capture those at risk

• Develop contraceptive services for young people

DRUG MISUSE
What are the key inequality issues?
While the number of people with serious drug problems
may be small, drug misuse affects us all. It wrecks the lives
of users, their families and friends. It contributes to crime,
economic and social decline in some of the most deprived
communities. Drug misuse causes around 1350 premature
deaths each year in England. Risky injecting behaviour
spreads the transmission of HIV and hepatitus (National
Treatment Agency website: www.nta.nhs.uk).

50

S
E

C
T

IO
N

 6



S
E

C
T

IO
N

 2
S

E
C

T
IO

N
 3

S
E

C
T

IO
N

 4
S

E
C

T
IO

N
 5

S
E

C
T

IO
N

 7
S E C T I O N  6 : TA R G E T E D  I N T E R V E N T I O N S  F O R  S P E C I F I C  G R O U P S

S
E

C
T

IO
N

 1

What is known to work to reduce inequalities? 
The National Treatment Agency (NTA) sets policy for drug
services in England. The following are the NTA’s strategy
objectives:
1. Increase the participation of problem drug misusers,

including prisoners, in drug treatment programmes
which have a positive impact on health and crime

2. Increase the proportion of problem drug misusers in
contact with treatment services

3. Reduce the proportion of drug misusers who inject, and
the proportion of those sharing injecting equipment
over previous three months

4. Reduce the numbers of drug-related deaths

5. Reduce the number of drug misusers being denied
immediate access to appropriate treatment.

These objectives are delivered through national standards
and on four tiers. The national standards are evidence-
based and derived from authoritative documents (51).

The national Hepatitis C strategy recommends a variety of
actions to prevent the transmission of blood-borne viruses.
For example, adequate and appropriate needle exchange
services provision and offer of hepatitis C testing in drug 
treatment services.

What are we doing? 
(Examples of good practice)
All four tiers of service delivery are available locally.
Current initiatives include:

• Developing a system of treatment in line with models 
of care. 

• Development of a health care team to meet the physical
health care needs of injecting drug users. 

• Criminal Justice Intervention Programmes.

• Development of services for specific groups e.g.
Portuguese, women, and crack users.

• Custody Drug Testing – to increase the numbers of
people within the criminal justice system going into
treatment, e.g. Drug Testing Treatment Orders or Drug
Abstinence Orders.

• Harm minimisation remains a local priority. Local needle
exchange service delivery is constantly being reviewed,
particularly in light of the recent change in law around
paraphernalia. Hepatitis immunisation is offered by some
local drug services.

What more can we do? 
Local stakeholders have identified the following as gaps in
local service provision:

• Locally all the tiers are being addressed. A recent mapping
study has shown a lack of integration of service delivery
and the need to develop integrated care pathways.

• Development of links with and services in primary care
(tier 1). Plan to map and give guidance to these services.

• Services targeted at ethnic minority groups e.g. Somali.

• Identification of gaps in working women’s health 
service provision.

• Need for increased capacity at most local prevention and
treatment services. 

• Increase local needle exchange provision and consider
paraphernalia distribution.

• Develop local services to enable hepatitis immunisation
and hepatitis C testing.

Communicable Diseases
TUBERCULOSIS (TB)
What are the key inequality issues?
• Rates for TB in Lambeth are the highest for all the South

East London PCTs. The last four years have seen year on
year increases (see figure 26).

• Of the 135 cases notified in 2002 in Lambeth 41% were
in women and 59% in men. Just over half the cases
occurred in people whose ethnic origin was described as
Black African and almost 80% of all the cases were born
outside the UK..

What is known to work to reduce inequalities? 
TB is a disease associated with deprivation and much of the
work already in hand on deprivation should in the long
term be reflected in reductions in TB prevalence. Action to
control TB is well described in the British Thoracic Society
guidelines (BTS) and these guidelines are followed locally.

What are we doing? 
(Examples of good practice)
Patients with TB in Lambeth are generally treated at either
Guy’s and St Thomas’ or Kings College Hospitals.
Community TB nurses are attached to each acute trust and
actively follow up all patients with TB. Additionally the
Homeless Team and the Refugee Health and Clinical team
work closely to follow-up patients who might have TB or
are at risk of having TB. In the last year the Community TB
team have piloted a project at St. Thomas’ with a welfare
rights worker attached to the TB clinic who is helping
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patients deal with issues such as access to benefits and
other welfare issues. Initial reports show that most of the
cases seen are male and were born abroad. A piece of
work was done three years ago with the local Somali
community to educate them on TB. 

What more can we do? 
Early identification of cases is important to ensure prompt
treatment. London Regional Office has published a target
stating that all patients with TB should be diagnosed
within two weeks of seeing a healthcare worker. A piece
of work is about to start across the sector looking at the
reasons for delays in starting treatment. 

MALARIA
What are the key inequality issues?
Malaria is a notifiable disease, however current
notifications underestimate the true burden of disease,
with less than 20% of laboratory confirmed cases being
formally notified. Around 2000 cases are reported each
year in E&W. Through a locally implemented enhanced
malaria surveillance system, 124 laboratory confirmed
cases of malaria were recorded in Lambeth residents in
2000. The majority of cases were Plasmodium falciparum
infection acquired in Nigeria and Ghana, with cases of
malaria occurring predominantly in men of African descent
between the ages of 25 and 39 years. The most important
residents for targeted health interventions are members of
ethnic minority groups born in endemic areas travelling to
their countries of origin to visit family or friends.

What is known to work to reduce inequalities?
Evidence of effective measures (52) for malaria prevention
in travellers is summarised below.

• Awareness (raising awareness with the community
affected).

• Mosquito bite avoidance (using appropriate methods
e.g. buzzers not effective.

• Compliance/chemoprophylaxis – ensuring the correct
medication is prescribed for the country visited.

What are we doing? 
(Examples of good practice)

• The Malaria Working Group meets regularly to review
and plan services locally.

• Enhanced surveillance system.

• Continue supporting prescribing and dispensing of anti-
malarials on the NHS.

• Health Promotion campaign targeting at risk
communities through local pharmacists in 2002.

• Focus groups with the community affected.

• Education and training of health professionals including
Lambeth PCT (practice forum) practice nurses, GPS 
and pharmacists.

What more can we do? 
• Health promotion at the community level working with

Health First to ensure the community affected is aware
of the problem and disseminate the message 

• Currently health professionals are trained and ready 
to give advice. Focus groups have identified that the
affected community do not realise they were at risk. 
A wider awareness raising campaign needs to be in
place through a sustainable health promotion campaign.
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Figure 26: 
Rates of TB in Lambeth and Southeast London PCTs.
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RECOMMENDATIONS

Area Recommendation Action (by)
People with disability 6.1 Ensure compliance with the Lambeth PCT will work with its

Disability and Discrimination Act. partner organisations to ensure
co-ordinated implementation 
and monitoring of the Disability
and Discrimination Act. 
(Lambeth PCT and partner 
organisations).

Homeless People 6.2 Evaluate existing initiatives and To continue developing the 
ensure that successful interventions current action plan to improve
are mainstreamed. access and delivery of services 

and implement findings from 
the evaluation. (Pan LSL 
Homeless Steering Group with 
public health support).

Refugees & 6.3 Evaluate existing initiatives and To continue developing the action
Asylum Seekers ensure that successful interventions plan and to implement the 

are mainstreamed. findings from the evaluation.
(Lambeth Refugee and Asylum 
seeker strategy group).

Prison Health 6.4 Ensure that the Prison Health  To implement recommendations
Needs Assessment recommendations of the current needs assessment.
are implemented. (Prison Health Steering Group).

Mental Health 6.5 Continue developing strategic To update the mental health
approach to mental health promotion. promotion strategy and action

plan for 2004-5. (NSF leads in
collaboration with Health First).

6.6 Need for suicide audit and To set up suicide audit and review
review process across the PCT. process. (Public health, Directorate

of Primary Care and Localities 
and Directorate of Service 
Development: Client Groups).

6.7 Support further data quality To agree criteria and standards 
work on management of mental for data quality in line with new
health in primary care including on GMS and local requirements
prescribing, physical health checks and conduct an audit. (Primary
for people with serious mental and care and public health).
supporting carers. 

Sexual Health 6.8 Additional resource needs to To identify and prioritise  
be dedicated to HIV prevention resource requirements within
targeting African-Caribbean existing budget constraints.
communities. (Directorate of Service 

Development: Clients Groups
Lambeth PCT).

6.9 Sexual health should be To take forward through a
developed as an ongoing high Lambeth focused sexual health
priority for the PCT and taken. group. (Public health to work 

with the Lambeth Sexual Health
Group and Modernisation
Initiative).

6.10 Develop Sexual Health  To review public health network  
Surveillance across the network. resources and develop action

plan. (South East London Public
Health Network).

Communicable Disease 6.11 Commission a ‘malaria raising To carry on from the previous
Malaria awareness’ programme for the work and develop an action plan.

community (PCT). (Health Protection Agency to 
work with Lambeth PCT).
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This first annual public health report 

for Lambeth describes in as succinct a

way as possible the nature of health

inequalities in Lambeth. Although the

sources of information to describe

health inequalities in Lambeth is far

from complete the information that 

we do have shows Lambeth residents 

as a whole have some of the worst

determinants of health as well as 

some of the poorest health outcomes 

in the UK. 

SECTION 7: 

conclusions and
summary of all
recommendations

This applies across the whole life course from
birth to old age. As better information 
becomes available we will build this onto the
Lambeth PCTs electronic health profile
(http://www.lambethpct.nhs.uk ). This report also
highlights some of the evidence that will help in
reducing health inequalities. However this is a
complex area and the evidence on how to reduce
inequalities is either not complete or unavailable
in a number of areas. We also highlight some
areas of good practice in Lambeth and where we
think more can be done. We have tried to make
our recommendations practical and achievable.
We will review these next year to see what
progress has been made with implementation.
We will also evaluate the process for producing
this report and try and improve on this next year. 

Reducing health inequalities is a long-term aim
and requires co-ordinated actions at different
levels by a range of statutory and voluntary
organisations as well as local communities and
business. Regional and national bodies will also
play a role. There are no easy, short-term
solutions. However we will achieve a lot if as
providers or commissioners of services, we make
these services more responsive to the needs of
disadvantaged populations and plan the 
provision accordingly. 
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RECOMMENDATIONS

Area Recommendation Action (by)
Health Profiling 1.1 Further develop the Lambeth To develop and complete the

electronic health profile that Lambeth health profile as part 
gives easier access to health of the new Lambeth PCT web-site:
surveillance data including health web-site: www.lambethpct.nhs.uk
inequalities data. (Public health).

Ward and locality 1.2 Analyse ward level demographic, To carry out an analysis of
level data mortality and morbidity data to census, mortality and morbidity 

inform the development of the data including ward and locality 
profile and assist development level where appropriate.
of models. (Public health).

Developing models 1.3 Develop models that better To consider the development of 
predict impacts of different  predictive models. (Public health
interventions to reduce health working collaboratively with
inequalities using different academic, primary care and
data sets. finance colleagues).

Equity audits 1.4 Develop a proposal to understand To develop proposals and
the methodology and priorities for potential programme. Equality
equity audits using the annual and Diversity Group to help
public health report as a baseline.  prioritise areas for audit. 
This work needs to be endorsed by (Public health with academic
the Lambeth Equality & support and, Equality and
Diversity Group. Diversity Group).
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RECOMMENDATIONS

Area Recommendation Action (by)
Smoking in pregnancy 2.1 Audit and evaluate the existing To develop an action plan in 

smoking cessation service. collaberation. (Smoking in
pregnancy co-ordinator, public 
health, health promotion and
audit facilitators).

Immunisations 2.2 The PCT should improve To create a new ‘immunisation
childhood and adult immunisation facilitator’ post to work with
uptake. individual practices, primary care

and community staff teams.
(Directorate of Primary Care
and Localities Development,
Directorate of Service 
Development: Client Groups).

2.3 The PCT should work with To appoint a senior clinical 
Southwark and Lewisham PCTs to co-ordinator for neonatal BCG.
improve coverage of the selective (Directorate of Primary Care
neonatal BCG programme and and Localities Development,
using evidence of good practice Directorate of Primary Care
from elsewhere. Development: Client Groups).

2.4 Ensure children newly arriving To review existing arrangements 
in the UK and at risk groups for and immunisation uptake in these
TB are identified and offered groups. (Directorate of Primary 
BCG vaccine. Care and Localities Development,

Directorate of Service
Development: Client Groups).

Health of school 2.5 Review the local needs To develop an action plan to
children  assessment of schools. implement findings from the  

needs assessment (School nurses
team in collaboration with
public health).

2.6 To improve the school To continue to build on the work
environment (e.g. school toilets). already started (Health Protection

Agency in collaboration with the
London Borough of Lambeth).

2.7 To improve childhood nutrition. To continue implementation of 
the schools fruit programme 
(Public Health, Health First and 
the London Borough of Lambeth).

Infant mortality and 2.8 Health promotion/education to To scope existing advice/services
early interventions work with Health Visitors/Midwives and develop action plan building

to promote breast feeding; improve on the work of Sure Start
maternal and infant nutritional  programmes. (Health First in
status; reduce smoking in pregnancy; collaboration with primary care
provide advice on infant sleep and public health).
position and family support.

Oral Health 2.9 To improve the oral health and To implement the recommedations
oral education of children of the evaluation of the
in Lambeth. Brushing for Life Scheme

associated with local Sure Starts
(Dental Public Heath team).
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RECOMMENDATIONS

Area Recommendation Action (by)
Healthy living 3.1 There should be a population  To review implementation of

approach to the implementation  population focused prevention
of the prevention standards of  standards, identify gaps and
the NSFs. agree actions. (Lambeth PCT NSF

leads working with public health
Health First).

3.2 Develop a tobacco control To complete review. (Public health).
policy for Lambeth including
smoking cessation.

3.3 One Lower Marsh should be a  There should no longer be a 
smoke free environment. designated smoking room in 

Lower Marsh site. (Lambeth PCT,
Shared Services and Strategic
Health Authority senior
management teams to take 
forward).

Disease prevention 3.4 To continue developing accurate To assess the potential to improve
& chronic disease and complete disease registers disease registers with the 
management across primary care to better implementation of the new GP

monitor disease trends, identify contract, information management 
local needs and monitor treatment and technology strategies and 
outcomes/access including ethnicity NSF implementation.  
monitoring (include sickle cell). (Lambeth PCT).

3.5 To improve prevention and risk To review audit and other data in
factor reduction (high-risk the different NSF areas and 
approach: lifestyle factors such as develop further actions. (NSF and 
smoking, diet, physical activity Professional Executive leads to
and hypertension) targeting men work with public health and
between age 40 and 65. audit facilitators).

Cancer screening 3.6 To improve informed uptake   To identify interventions which
of cervical and breast cancer   improve uptake and implement
screening programmes. recommendations. (Public Health

to work with the primary care
cancer lead and public health
screening lead).

Accidents 3.7 To review the reasons why To commission a local
there is an increase in mortality epidemiological review of
rates from accidents.  mortality data. (Public health

to commission).

3.8 To develop a local accident To review information from the 
prevention strategy. local epidemiological study and 

other data/information. (Public
health to work with the London 
Borough of Lambeth on 
prevention strategies).
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RECOMMENDATIONS

Area Recommendation Action (By)
Poverty and 4.1 To review and evaluate uptake To commission work to review 
welfare benefits of welfare benefits in adults and uptake of benefits in Lambeth

children in Lambeth. and produce recommendations
based on findings to improve
uptake. (Local Strategic
Partnership).

Neighbourhood 4.2 To assess the health impact of To lead on and co-ordinate the
Renewal Funding (NRF) all neighbourhood renewal funded health impact assessment of

programmes in the local population. neighbourhood renewal funded 
programmes. (Public health).

Voluntary sector 4.3 To develop a clear plan to  To work with the health and
support the voluntary sector  social care partnership board,
participation to improve to support voluntary sector 
local health. participation. (Local Strategic

Partnership Lambeth PCT and
public health).

Health Protection 4.4 To establish Health Protection To agree shared funding for a 
partnership Partnership to ensure the  Lambeth Health Protection

appropriate health protection Partnership co-ordinator post.
function (e.g. food safety; accident (Lambeth PCT, Health Protection
prevention; environmental  Agency and London Borough
improvement in schools) in of Lambeth to agree).
the borough.

Partnership Working 4.5 Develop partnership working To assess the health
with other agencies, the public,   improvement potential of a
private and voluntary sectors.   wide range of policies to

improve health (Lambeth PCT,
London Borough of Lambeth,
voluntary and community sector
and business).

Healthy Living 4.6 To increase and improve access To develop a strategy to bring
to local services for health and well together the current healthy 
being, including smoking cessation, living work streams – see section
healthy eating, exercise and other 3 (Lambeth PCT and Lambeth
specific targeted outreach services Borough Council).
to socially excluded groups.



RECOMMENDATIONS

Area Recommendation Action (by)
Equality and Diversity 5.1 Lambeth PCT to establish a To support the establishment

non-executive director lead group of a non-executive-director
on inequalities. lead group with a remit to 

consider health inequality
informed by equity audit. 
(Lambeth PCT and public health).

Access data 5.2 To develop systems to improve  To work with primary and
data collection and analysis at  secondary care to develop a
primary and secondary levels. better understanding of

inequalities in access to services.
(Public health, primary care and 
secondary care).

Deprived 5.3 To contribute to needs  To identify funding possibilities
neighbourhoods assessment at an estate level to and to explore ways of

identify service and health issues. increasing resources to improve
health care in deprived estates 
in Lambeth. (Public health).

Reducing Stigma in HIV 5.4 Develop user friendly services To identify ways to achieve this. 
through training, integration and (Lambeth Sexual Health
user involvement Implementation Group and the

Modernisation Initiative).

Secondary care 5.5 Priority should be given to  Acute services need to consider
improve coding by ethnic group to training initiatives that improve
reduce the proportion in the ‘not ethnic coding. (Guys and
known’ category. Thomas’, Kings and Lewisham 

NHS Trusts).

5.6 Consideration should be given  To identify appropriate routine
to develop routine monitoring of indicators. (Public health to
access targets to identify review and collaborate with the
any inequalities. performance management team).
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RECOMMENDATIONS

Area Recommendation Action (by)
People with disability 6.1 Ensure compliance with the Lambeth PCT will work with its

Disability and Discrimination Act. partner organisations to ensure
co-ordinated implementation 
and monitoring of the Disability
and Discrimination Act. 
(Lambeth PCT and partner 
organisations).

Homeless People 6.2 Evaluate existing initiatives and To continue developing the 
ensure that successful interventions current action plan to improve
are mainstreamed. access and delivery of services 

and implement findings from 
the evaluation. (Pan LSL 
Homeless Steering Group with 
public health support).

Refugees & 6.3 Evaluate existing initiatives and To continue developing the action
Asylum Seekers ensure that successful interventions plan and to implement the 

are mainstreamed. findings from the evaluation.
(Lambeth Refugee and Asylum 
seeker strategy group).

Prison Health 6.4 Ensure that the Prison Health  To implement recommendations
Needs Assessment recommendations of the current needs assessment.
are implemented. (Prison Health Steering Group).

Mental Health 6.5 Continue developing strategic To update the mental health
approach to mental health promotion. promotion strategy and action

plan for 2004-5. (NSF leads in
collaboration with Health First).

6.6 Need for suicide audit and To set up suicide audit and review
review process across the PCT. process. (Public health, Directorate

of Primary Care and Localities 
and Directorate of Service 
Development: Client Groups).

6.7 Support further data quality To agree criteria and standards 
work on management of mental for data quality in line with new
health in primary care including on GMS and local requirements
prescribing, physical health checks and conduct an audit. (Primary
for people with serious mental and care and public health).
supporting carers. 

Sexual Health 6.8 Additional resource needs to To identify and prioritise  
be dedicated to HIV prevention resource requirements within
targeting African-Caribbean existing budget constraints.
communities. (Directorate of Service 

Development: Clients Groups
Lambeth PCT).

6.9 Sexual health should be To take forward through a
developed as an ongoing high Lambeth focused sexual health
priority for the PCT and taken. group. (Public health to work 

with the Lambeth Sexual Health
Group and Modernisation
Initiative).

6.10 Develop Sexual Health  To review public health network  
Surveillance across the network. resources and develop action

plan. (South East London Public
Health Network).

Communicable Disease 6.11 Commission a ‘malaria raising To carry on from the previous
Malaria awareness’ programme for the work and develop an action plan.

community (PCT). (Health Protection Agency to 
work with Lambeth PCT).
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Term Explanation

Asylum seeker A person who has applied to the
Home Office for refugee status and is
awaiting a decision.

Body Mass Index A formula relating body weight to
height, calculated by dividing weight
in kilograms by height in metres
squared.

BCG vaccine Bacillus Calmette-Guérin Vaccine -  
a vaccine that reduces the risk of
developing tuberculosis  

Child Poverty A summary measure of children living
Index Score in poverty as measured by Percent of

children in each ward that live in
families that claim means tested
benefits (income support, job seekers
allowance, family credit and disability
working allowance.

Chronic Disease Disease that can affect a person for a
long time including a life time (e.g.
diabetes mellitus).

Circulatory disease Disease affecting the circulation of
the blood in the heart, arteries,
capillaries or veins.

Cirrhosis A chronic disease affecting the liver.

Community Health NHS services provided outside a 
Services hospital. This includes district nurses, 

health visitors, community midwives, 
district dieticians, chiropodists, and 
community psychiatric nurses. 

Coronary heart Disease of the heart that occurs 
disease when the walls of the coronary 

arteries become narrowed by a 
gradual build-up of fatty material 
(atheroma). This can lead to heart 
attack and angina (central chest pain).

Deprivation A measure of the extent of poverty in
a geographical location.

Disability Temporary or long term reduction 
of a person’s capacity to function 
in society.

Genito-Urinary Clinics providing testing, treatment 
Medicine (GUNM) for sexually transmitted infections 
Clinics and HIV.

Haemoglobino- Diseases of blood cells such as Sickle
pathies Cell or Thalasseamia

Term Explanation

Health Action Zone A national initiative to target specific 
health issues in deprived areas with a 
view to bring together organisations 
within and beyond the NHS to 
develop and implement a locally 
agreed strategy for improving the 
health of local people.

Health inequalities Differences in health status within a
population or community due to their
social or economic (dis)advantage.

Health needs A method to assess the ability to 
assessment benefit from a specific health or 

health care intervention in a defined 
disease or population group.

Human A virus that causes the Acquired
Immunodeficiency Immune Deficiency Syndrome (AIDS)
Virus

Homeless Refers to people who may be living in
hostels, in crisis accommodation,
sleeping rough. 

Hypertension Blood pressure greater than or equal
to 140/90mmHg.

Hypertensive Diseases such as stroke, or renal
diseases failure that can be caused to a large

extent by chronically raised blood
pressure.

Infant mortality The number of deaths under the age
of one year per thousand babies born
alive at specified periods of time. 

Life expectancy The number of years of life, from 
at birth birth, that can be expected on 

average in a given population.

Local Improvement NHS LIFT is a major initiative of the
Finance Trust (LIFT) Department of Health. The

Department has formed a national
joint venture - Partnerships for Health
- with Partnerships UK plc (PUK), to
develop and encourage a new market
for investment in primary care and
community based facilities and
services.

Looked After Children taken into care in care 
Children homes or by foster parents.

Low birth weight Weight at birth less than 2500g

Morbidity The frequency of disease in a 
population.

Mortality The incidence of death from disease 
in a population

61
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Term Explanation

MMR The measles, mumps and rubella
vaccine

National Service Standards for services that are
Frameworks evidence based and developed at a

national level 

Neighbourhood A national strategy to strengthen
renewal disadvantaged communities by

working with Local Strategic
Partnerships.

Obesity Description of individual with Body
Mass Index of equal to or greater
than 30.

Overcrowding Measured by the “occupancy rating”
that relates the actual number of
rooms to the number of rooms
‘required’ by the members of the
household and provides a measure of
under-occupancy and over-crowding. 

Overweight Description of individual with Body
Mass Index between 25 and 30.

Primary care Essential health care accessible to
individuals and families in the
community. The first level of contact
with people taking action to improve
health in a community including all
initial (non-emergency) 
Consultations with doctors, nurses or
other health staff.

Refugee A person whose claim for protection
has been recognised as satisfying the
criteria laid down in the 1951 UN
convention.

Risk factors Factors which play a part in the
causation of disease.

Risk ratio The ratio of two risks e.g. between 
two different groups (> 1 implies 
increased risk and < 1 reduced 
risk).Schizophrenia

Screening A process for detecting disease
before symptoms have occurred by
applying tests, examinations or other
procedures rapidly.

Secondary care Specialised ambulatory medical
services and commonplace hospital
care (outpatient and inpatient
services). Access is often via referral
from primary health care services

Sickle Cell disease An inherited disease of the red blood
cell that causes these cells to become
deformed into a sickle shape.

Term Explanation

Social exclusion Left out of society, or prevented from
entering into it, or alienated.

Standardised The ratio of the number of events 
Mortality Ratio (deaths) observed in a population to 

the number that would be expected 
if the population had the same 
structure as a standard or reference 
population (less than 100 implies 
lower than expected number of 
deaths and greater than 100 a higher
than expected number of deaths). 

Tuberculosis Is a general name for a group of 
diseases associated with the presence
of the Mycobacterium tuberculosis.

Waist to hip ratio This is a measure of obesity around
the waist and is calculated by dividing
the circumference around the waist
by the circumference around the hips.
Ratios greater than one increases the
risk of certain diseases such as heart
disease and type 2 diabetes.

Years of Life Lost Measure of the years of life lost due
to premature death, calculated by
measuring the gap between age at
death and a specified age limit (often
70 or 75 years).  This can be
calculated as a rate and standardised
for age.
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list of abbreviations
BCG Bacillus Calmette-Guérin Vaccine (Anti -

Tuberculosis vaccine)
BME Black and Minority Ethnic groups
BMI Body Mass Index
BTS British Thoracic Society
CBT Cognitive Behavioural Therapy
CCSR Cross Cutting Spending Review
CHD Coronary Heart Disease
CHI Commission for Health Improvement
CMI Common Mental Illness
CMO Chief Medical Officer
DEFRA Department of the Environment Food and 

Rural Affairs
DETR Department of the Environment Transport 

and the Region
DfES Department for Education and Skills
DfT Department for Transport
DoH Department of Health
DPB Dental Practice Board 
DTI Department of Trade and Industry
DWP Department of Work and Pensions
E&W England and Wales
GDS General Dental Services
GOL Government Office for London
GUM Genito Urinary Medicine
HAZ Health Action Zone
HIA Health Impact Assessment
HIV Human Immunodeficiency Virus
HMT Her Majesty’s Treasury 
HO Home Office
HV Health Visitors
ICD International Classification of Diseases

IMD Index of Multiple Deprivation
LBL London Borough of Lambeth
LDP Local Delivery Plan
LIFT Local Improvement Finance Trust
LMR Local Modernisation Review
LSL Lambeth Southwark and Lewisham
LSP Local Strategic Partnerships
MMR Measles Mumps and Rubella vaccine
MW Midwives
NASS National Asylum Seeker Support Service
NDC New Deal for Communities
NHS National Health Service
NOF New Opportunities Funding
NRT Nicotine Replacement Therapy
NSF National Service Framework
NTA National Treatment Agency
ODPM Office of the Deputy Prime Minister
ONS Office of National Statistics
PALS Patient Advisory Liaison Services
PCT Primary Care Trust
PCG Primary Care Group
PEC Professional Executive Committee
PSA Public Service Agreement
RR Relative Risk or Risk Ratio
SEN Special Education Needs
SIDS Sudden Infant Death Syndrome
SL&M South London and Maudsley NHS Trust
SMR Standardised Mortality Rates
SYLL Standardised Years of Life Lost
TB Tuberculosis
WHR Waist to Hip Ratio
YLL Years of Life Lost
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Overcrowding in Lambeth (measured as household 33
occupancy ratings)*

Table 10: 
Household tenure in Lambeth 33

Table 11: 
Interventions to improve the health of refugees and 45
asylum seekers

Table 12: 
Number of Lambeth residents newly diagnosed with 48
HIV infection in treatment centres in London or 
East Sussex, Brighton & Hove (47).
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Breast Cancer Campaign

Brook, the national voluntary sector provider of free and 
confidential sexual health advice and services specifically 
for young people under 25.

Clapham Park New Deal

Lambeth Council

Lambeth Southwark and Lewisham Health Action Zone

Mind, the mental health charity in England and Wales
A range of mental health adive literature can be obtained from 

Mind publications line 0844 448 4448.

Stop Smoking Day campaign

Sure Start, the Government programme which aims to 
achieve better outcomes for children, parents 
and communities

World Aids Day campaign

Photography by Helen Stone 020 8293 3155
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