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A person’s health experience is the result of many factors such as
genetic inheritance, their gender, ethnicity, socio-economic situation
and environment. These factors interact in a complex way producing
different effects and lead to inequalities in health across different
populations. Poor health and early death is strongly linked to low
levels of educational attainment, unemployment, poverty, and other
factors, including a person’s experience of discrimination, that
prevent them participating fully in society.
Last year’s Annual Public Health Report, Health inequalities in
Lambeth – needs and priorities, described the health inequalities and
some of the underlying reasons for the inequalities in the Lambeth
population. This year’s report looks at the social justice element of
health inequality; that much health inequality is unfair and avoidable,
and the role of Lambeth Primary Care Trust (PCT) in promoting
fairness or equity in health and health care.
In an equitable or fair situation a person receives health care
according to their needs. They also have the same opportunity to
benefit from health services as someone with a similar illness. To
achieve this health services need to take account of differences in
people’s circumstances so as to provide appropriate care for
individuals and populations. This approach helps to reduce health
inequalities and contributes towards a more fair and equitable
society.
Equitable health care means
■ Equal needs are treated equally
■ People in more need get more care in proportion to their need
■ Outcomes of care are equal across ethnic, gender, socio-economic

and other population groups

The NHS is free at the point of delivery so we might assume that
people use and receive health services according to their need.
Research shows that this is not always the case and different
population groups do not necessarily benefit to the same extent
either from medical advances or from organisational changes that are
supposed to improve access.
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Examples of the barriers to health care are:
■ Physical: distance from services, travelling time, ability to travel

(including car ownership, availability of public transport), physical
or other disability restricting ability to travel.

■ Financial: time lost from work, travel costs, costs of carers,
prescription charges, optical charges and, or dental charges.

■ Organisational: registering with a general practice is more
difficult for marginalised groups. Language support may be
lacking. Waiting lists and other delays restrict access to specialist
services.

■ Behavioural: health care staff may consciously or unconsciously
be affected by prejudice (stereotyping, racism and other forms of
discrimination) and this may lead to unequal treatment and care.

■ Knowledge and skills: some people are unfamiliar with their
entitlements to care and where to get help. They also find it
difficult to negotiate effectively with health care staff to get what
they need.

■ Personal: a person’s beliefs and behaviours about illness and use
of health services can affect access to care especially if there is
stigma attached to a certain illness.

The NHS needs to act to identify and reduce systematic bias against
equity. Health Equity Audit (HEA) is a way of studying how fairly
services or other resources are distributed across different
populations, identifying priorities, and designing and targeting
services that will reduce barriers to care and increase fairness. PCTs
are now required to use HEA to inform the way they plan and provide
services.
Figure 1.1 shows the cycle of a typical Health Equity Audit.

1.1 The Health Equity Audit cycle

1

identify partners & stakeholders
& agree priorities

6 2

review progress review equity and
and impact against targets identify inequity

5 3

make changes in investment identify effective local action 
or service delivery to reduce inequalities
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agree targets with planners,
partners & stakeholders
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1.1 Premature death in Lambeth: Inequalities

Life expectancy
■ A baby boy born in Lambeth today has a life expectancy of 73.5

years; his sister could expect to live 6.3 years longer, to an age of
79.8 years. Eleven years ago these figures were 71 and 77.8 years
respectively, so life expectancy at birth has risen and the life-years
gap between the sexes has narrowed slightly (1991-93 and
2001-03 data). See Figure 1.2.

■ The average life expectancy in England and Wales for males born
today is 76.1 years, and for females 80.7 years (2001-03 data).

1.2 Life expectancy at birth for men and women 1991-2003

Source: National Statistics, Compendium of Clinical and Health Indicators, 2004
Clinical and Health Outcomes Knowledge Base

Life expectancy: the average number of
years an individual of a given age is
expected to live

Premature deaths: all deaths before the
age of 75, and a measure of potential
life-years lost

Infant deaths: lives lost in the first year
of life

Standardised years of life lost (SYLL):
premature deaths, a rate per 10,000
population, adjusted for population
composition.
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Note: Excess of deaths in Lambeth,
over established rates within specific
age groups for England and Wales
(where differences in rates are greater
than 5)

Premature death by age group
Compared with average death rates across England and Wales death
rates for Lambeth men are slightly higher after the age of 35 years and
sharply higher between the ages of 65 to 74 years. In women the
differences are only apparent in the age range 65 to 74 years.

All cause death, ‘excess’ deaths per 100,000 residents

Age 0-4 5-14 15-34 35-64 65-74
Lambeth males + 9 – + 10 + 136 + 586
Lambeth females – – +6 – + 203

Source: National Statistics, Compendium of Clinical and Health Indicators, 2004
Clinical and Health Outcomes Knowledge Base

Premature death: years of life lost
Of the top 15 causes of premature death in men in Lambeth the
biggest killers are circulatory disease (mainly heart attack and stroke)
and cancers (particularly lung, colorectal and prostate). Together
circulatory diseases and cancers contribute to much of the ‘excess’
deaths in Lambeth compared with England and Wales. Deaths from
accidents, suicides (including injury undetermined whether due to
suicide or accident), infectious and parasitic diseases, chronic liver
disease, and pneumonia also contribute to the local totals.

1.3 Standardised years of life lost per 10,000 men 2000 to 2002

Source: National Statistics, Compendium of Clinical and Health Indicators, 2003 and 2004
Clinical and Health Outcomes Knowledge Base
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There are many fewer premature deaths in women compared to
men. Cancers (particularly breast and lung cancer) and circulatory
diseases (mostly heart attacks and strokes) are the main causes,
followed by deaths due to infectious and parasitic disease, accidents,
chronic liver disease and suicides. Compared to England and Wales,
heart attacks and strokes are the only significant local causes of
‘excess’ deaths and this to a far lesser extent than is the case in
men.

1.4 Standardised years of life lost per 10,000 women 2000 to 2002

Source: National Statistics, Compendium of Clinical and Health Indicators, 2003 and 2004
Clinical and Health Outcomes Knowledge Base

Figure 1.5 shows the significant inequalities in years of life lost
between men and women in Lambeth and between Lambeth and
national rates.

SYLL/standardised years of life lost (women)

all circulatory diseases

all cancers

all accidents

pneumonia

hypertensive disorders

epilepsy

diabetes

tuberculosis

chronic renal failure

bronchitis & emphysema

asthma

England and Wales

Lambeth

0 50 100 150 200 250 300

rate per 10,000, 2000/2002

suicides & injury
undetermined

infectious & parasitic
disease

chronic liver disease &
cirrhosis

gastric, duodenal &
peptic ulcers

  I health inequalities



6

In this figure values express a relative
difference between Lambeth and
England and Wales SYLLs for any
particular cause.
Positive values represent a greater loss
relative to England and Wales, such as
all cancers in men.
Negative values represent a better local
position relative to England and Wales,
such as all cancers in women.

1.5 Differences in standardised years of life lost per 10,000 men
and women 2000 to 2002.

Source: National Statistics, Compendium of Clinical and Health Indicators, 2003 and 2004
Clinical and Health Outcomes Knowledge Base

Trends in premature death
■ Deaths due to circulatory disease (Figure 1.6) have gone down in

both men and women over the last ten years but the reduction for
men in Lambeth has been slower than the England and Wales
average. This means inequality has increased between Lambeth
men and the male average for England and Wales.

■ All cancer death rates (Figure 1.7) have gone down for both men
and women over the last ten years. In Lambeth rates have
improved faster than England and Wales. However in the most
recent period for which we have data (comparing 1999-2001 and
2000-2002), cancer death rates for men have increased. This is
likely to be because of an increase in the death rate from lung
cancer in men (Figure 1.8).
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Note
codes ICD 10: 100-199, ICD9: 390-459,
adjusted;
● ‘cosmopolitan’ London boroughs
have similar population and deprivation

Note
codes ICD 10: C00-C97, ICD9: 140-208,
adjusted;
● ‘cosmopolitan’ London boroughs
have similar population and deprivation

1.6 Directly standardised death rates from all circulatory disease,
men and women under the age of 75 years, 1993 to 2002

Source: National Statistics, Compendium of Clinical and Health Indicators, 2003 and 2004
Clinical and Health Outcomes Knowledge Base  characteristics to Lambeth

1.7 Directly standardised death rates from all cancers, men and
women under the age of 75 years, 1993 to 2002

Source: National Statistics, Compendium of Clinical and Health Indicators, 2003 and 2004
Clinical and Health Outcomes Knowledge Base characteristics to Lambeth
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Note
codes ICD 10: C33-C34, ICD9: 162
● ‘cosmopolitan’ London boroughs
have similar population and deprivation

1.8 Directly standardised death rates from lung cancer, men and
women under the age of 75 years, 1993 to 2002

Source: National Statistics, Compendium of Clinical and Health Indicators, 2003 and 2004
Clinical and Health Outcomes Knowledge Base characteristics to Lambeth

Deaths in infancy
There are longstanding differences between socio-economic groups
in deaths of children less than one year old. Reducing this inequality
is a national government target. To achieve the target we need to
break the cycle that leads to deprivation and disadvantage that
persists across generations. Infant deaths have reduced over the
years but Lambeth rates remain consistently higher than rates for
London or England & Wales (Figure 1.9).
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1.9 Death rates in the first year of life in Lambeth, London and
England & Wales, 1990 to 2002

Source: National Statistics, London Health Observatory
Inner London data were not collected for 2002
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Priorities for action
■ The main contributors to inequalities in life expectancy between

the bottom fifth of all local authorities (including Lambeth) and the
national average are; heart disease, cancer (particularly of the
lung), respiratory disease and stroke.  Deaths in people over 50
years contribute 81% of the difference in women and 74% of the
difference in men. Reducing these differences is a national health
priority. About 40% of deaths in people over the age of 35 years in
Lambeth are smoking related.  Smoking is much higher in lower
income groups.
To reduce inequality and inequity action needs to concentrate on
what is most likely to support lower income groups to stop
smoking.

■ Lambeth also needs to concentrate on other diseases that
contribute to excess premature death and years-of-life-lost
compared to England and Wales including infectious diseases
(especially HIV and TB), and chronic liver disease and cirrhosis
(related to alcohol intake and viruses such as hepatitis B and C).
These diseases are also unequally distributed across the
population. Interventions need to target groups that are at higher
risk.

■ Infant deaths: two thirds of infant deaths occur in the first month
of life (the neonatal period). Three quarters of these deaths are
associated with ‘immaturity’ (pre-term and low birthweight) and
‘birth defects’. There is strong link between socio-economic status
and risk of immaturity and birth defects. Immaturity contributes to
42% of the difference between manual groups and the rest of the
population. Within this, cigarette smoking is the single most
important contributing factor.
To reduce inequality and inequity action needs to concentrate on
what is most likely to support pregnant women on low income to
stop smoking.

■ Post neonatal deaths (infants aged between one month and one
year). 44% of post neonatal deaths result from ‘congenital
abnormality’ and ‘signs symptoms and ill-defined conditions’
(mainly sudden infant death). A variety of other non infectious and
infectious diseases make up the balance.
All the main causes of post neonatal deaths show a marked and
fairly consistent socio-economic gradient. Sudden infant deaths
alone contribute about 18% of the gap in post neonatal deaths
between manual groups and the rest of the population. Deaths of
infants born to mothers who register as the sole parent (sole
registration) make a substantial contribution to this figure.
To reduce inequality and inequity action needs to concentrate on
interventions likely to be effective in disadvantaged groups
especially single mothers.

  I health inequalities
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Taking action: interventions and measuring progress
The 2003 report Needs and Priorities included an action plan to
improve health and reduce health inequalities. Progress is reported in
Appendix i.
To successfully improve health and reduce inequalities action must
focus on; strengthening individuals and families; strengthening and
developing communities; improving access to effective services and
facilities, and encouraging changes that will promote health across
the wider social, cultural and economic environment. Government
has identified interventions likely to have the biggest effect on
reducing the gap in life expectancy (see Box).

Action that will reduce inequalities in health and
premature deaths in adults
Reduce smoking: tobacco control policies that reduce the
opportunities for people to smoke including tobacco education,
stop smoking treatment services and other interventions that
target population groups that smoke more and find it more
difficult to stop.

Action in primary care
Target people over the age of 50 years where the greatest short-
term impact on life expectancy will be made.
Circulatory disease: offer interventions that promote exercise
and reduce tobacco consumption, and take action to identify
and treat high blood pressure and high serum cholesterol
targeting population groups at higher risk
Cancer: offer interventions that reduce tobacco consumption,
increase fruit and vegetable consumption, increase uptake of
screening and lead to wider and more prompt access to
treatment targeting populations at higher risk.

Environmental improvement
Act to reduce cold and dampness in houses and increase safety
in the home (such as installation of handrails, smoke alarms).
Act to prevent road accidents among children and older people.

A number of interventions are likely to have a significant effect on
infant deaths and on early years development (see box page 12).

  I health inequalities
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Action to reduce inequalities in health in young children
and in infant deaths
Reduce known risk factors
■ smoking and poor nutrition in women of childbearing age
■ smoking in pregnancy and after birth
■ teenage pregnancy (associated with high rates of infant

mortality)

Increase positive factors
■ uptake and duration of breastfeeding
■ early ante-natal booking
■ provision of effective antenatal care and measures to
ensure screening and immunisation

Improve quality of obstetric and neonatal services
■ effective education about ways to promote health,

immunisation, infant sleeping position etc.
■ provide high quality family support (through health visitors)

including efforts to address risks factors for sudden infant
death (parental smoking, sleeping position and adverse
social circumstances)

Our local plans and actions to improve health and equity must also
contribute to national targets. To achieve this targets we set should:
■ align with population need,
■ address local service gaps,
■ deliver equity,
■ be evidence-based,
■ offer value for money,
■ be developed in partnership with other local NHS bodies and local

government.

health inequality recommendations

Lambeth Primary Care Trust is recommended to take the following
action

1 Lambeth PCT commits to implementing national health policy in a

way that promotes equity and reduces health inequalities by

● Making health equity audit a routine part of the planning cycle

● Supporting health equity audit through employing a health

equity audit manager

  I health inequalities
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Smoking is the single most important avoidable contributor to long
term illness and premature death. The burden of ill health from
smoking falls disproportionately on poor and socially excluded
population groups. To see to what extent the Lambeth Stop Smoking
Service is accessible, effective and fair a health equity audit was
done in 2005. This is reported on in section 2.1. The lessons from
this HEA need to be applied to future HEAs in other areas of
Lambeth PCT’s activities.
This chapter also reports on other local initiatives to promote health and
to prevent ill health; action to tackle obesity (2.2), sexually transmitted
infections (2.3), hepatitis C (2.4), mental health and wellbeing (2.5). Some
of the reports are work in progress. Further investigation is needed to
increase understanding of how best to promote health and reduce
inequalities for disadvantaged populations.

Choosing Health
More extensive measures need to be taken to reduce the number of
people becoming ill if the NHS is to cope with the potential disease
burden in future years especially as people live longer and the
population of older people gets larger. The public health White Paper
Choosing Health – making healthy choices easier sets out three
principles to promote health and prevent illness:
■ informed choice for all,
■ support for the individual to make healthy choices, and
■ partnership working makes health everyone’s business.

This policy is an opportunity for Lambeth PCT, Lambeth Council and
their local partners, including from the voluntary and business sector,
to work together to promote health and prevent ill health. Chapter 2
of the Report describes how health is unequally and unfairly
distributed across the Lambeth population. People in socio-
economically deprived situations are exposed to more risk, use
preventive services less, have more chronic illness and die younger.
People in higher socio-economic groups are more receptive to health
messages, have more scope to change their behaviour and take
more advantage of preventive services. As a result their health
improves at a faster rate. This has happened with some
immunisation programmes, uptake of cervical screening and stop
smoking campaigns, and rates of breastfeeding. In working together
to promote health and reduce inequalities Lambeth PCT and its
partners must focus health promotion activities on people who need
most help otherwise disparities in health may increase. This means
that seeking to promote health equity has to be an essential part of
the way organisations work together.

2Promoting health
& wellbeing and preventing ill health

  2 promoting health
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Equity in preventive services and health promotion
Equity and the idea of access to health as part of social justice is an
established principle in health promotion. The Ottawa Charter for
Health Promotion in 1986 recognises that health promotion and
preventive services must respond to people with different needs in
different ways. For health promotion to be effective there must be a
combination of action directed at entire populations and programmes
targeted towards people who are at higher risk. This aim is that both
the average health status of the population improves and the health
gap between the most and the least healthy is reduced.

Whole population interventions involve action to change
individual behaviour, health services or the wider environment
for instance; campaigns to promote safer sex or provision of
free condoms, provision of emergency contraception, and
legislation such as restriction of tobacco sales to minors.

Targeted interventions address population groups at specific
risk and may emphasise economic, social and environmental
factors, and access to services, for example; staff who work
with particular communities in their own language, outreach
clinics held in a community centre, culturally relevant healthy
eating programmes, targeted stop smoking advice such as
during Ramadan.

Holistic interventions seek to promote health and wellbeing as
an integral part of social and economic regeneration of a
community building on the interests and enthusiasm of local
people to improve things like; educational and employment
opportunities and the physical environment, and to develop
social and cultural activities. This type of work evolves over
time and requires complex partnerships but with appropriate
medium to long term support can lead to sustainable
outcomes. Clapham Park New Deal for Communities is a good
local example.

  2 promoting health
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2.1 Smoking and tobacco control

Smoking: the bad news
In the five years to 2002, 237 deaths a day were caused by smoking
in England. In the same period 5000 people died from breathing
second hand smoke. A regular smoker more than doubles their risk
of dying before the age of 65 years from a smoking-related disease,
usually chronic obstructive lung disease, lung or other cancer.
Smoking in pregnancy is strongly associated with an increased risk of
miscarriage, low birth weight and perinatal death. Smoking after
pregnancy is thought to contribute to 50% of sudden infant deaths.

Smoking and inequalities
Nationally since 1998 smoking prevalence has fallen by 2% to 26%.
This is not an equitable decrease since:
■ disadvantaged adults still smoke well above the national average,
■ rates are increasing amongst poorer adults,
■ rates are sharply down amongst the more affluent.

People in deprived circumstances, men, young people and unskilled
and manual workers are more likely to smoke. There are large
differences between ethnic groups and between men and women in
different ethnic groups (even after adjusting for age structures). The
proportion of the population smoking declines with age because
people give up and smokers die.
A downward trend in adult smoking in the UK starting in 1972 led to
a decline in the number of smoking related deaths between 1995 and
2002. However adult smoking rates started to rise in 1996. Numbers
of young people smoking rose between 1988 and 1997.

Smoking in London
A number of studies have looked at smoking in different population
groups in London:
■ Over 80% of smokers take up the habit as teenagers,
■ Teenage girls smoke more than teenage boys,
■ 28% of men and 26% of women smoke cigarettes,
■ Smoking rates peak in the 20 to 34 age group,
■ 35% of men and 31% of women in manual occupations smoke

(compared with 21% and 18% in non manual occupations),
■ 45% of Bangladeshi, 37% of black Caribbean, 31% of white, 27%

of Indian and 19% of Chinese men are smokers.

Smoking claimed the lives of 10,500 Londoners in 2001.

  2 promoting health
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Smoking in Lambeth
About 35% of Lambeth adults smoke. This is one of the highest
rates in England and Wales. This is partly due to the other factors
associated with smoking that are high in Lambeth such as; socio-
economic deprivation, youthful population and ethnic diversity.
To indicate the extent of the problem the numbers and
characteristics of smokers in Lambeth were estimated from national
and, or London surveys.

Estimated numbers and characteristics of smokers in Lambeth
(from national or London surveys)

■ 75,300 smokers
■ 18,900 live in the 5 most deprived wards
■ 11,500 are aged 16 to 24 years
■ 1,500 are pregnant women
■ In 2003 there were 650 smoking-related deaths in persons

aged over 35

Smoking contributes to the health inequality between Lambeth and
elsewhere and to health inequality within Lambeth. Treatment of
diseases caused by smoking costs the NHS between £1.4 to £1.7
billion a year. A smoker may spend about £1,500 a year on cigarettes.
For people on low income cost has important implications for the
individual and their family (for instance about 55% of lone mothers
on income support smoke). Smuggled tobacco undermines the
deterrent effect of taxed cigarettes and tobacco and is a serious
challenge for public health, particularly because people selling
contraband cigarettes often target low income groups and thus
increase health inequality.
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Developing a Tobacco Control Strategy in Lambeth
Smoking Kills is the government tobacco control strategy published in
1998. It sets out the rationale for a two pronged approach to reducing
smoking; action to control access to tobacco and reduce
opportunities to smoke, and the development of local stop smoking
services. Choosing Health further emphasised the different ways to
reduce smoking.
Lambeth is developing a multidisciplinary multi-agency tobacco
control strategy to focus on four areas:
1 Preventing people, especially young people, from taking up

smoking, for example through work in schools.
2 Minimising harm from environmental tobacco smoke by making

enclosed public spaces and workplaces smoke free.
3 Curtailing sales to children, restricting advertising, and stopping

smuggling of tobacco products.
4 Encouraging abstinence through providing stop smoking services.

The potential effect of tobacco control measures on reducing smoking prevalence

Environmental tobacco Consumption reduction Preventing uptake Smoking cessation smoke
support

Up to 4% from smoke-free 0.3% reduction for a 2% for raising more Up to 1% from receiving
environments 1% price increase awareness of negative smoking cessation support

effects of smoking

0.5% for tobacco 2.5% for advertising
regulation (labelling) bans
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Health Equity Audit of the Lambeth Stop Smoking
Service
Of all the UK’s 4 million smokers between 3% and 6% successfully
quit each year without any outside help. However the most effective
way to quit, especially for highly addicted smokers who may have
failed to quit by other methods, is through combining behavioural
support (in a group or one-to-one) with drug treatment.

Expected behaviour outcomes

Expected changes in smoking behaviour as a result of those who:
■ attempt to quit on their own: 3% to 6% quit
■ take brief GP advice: 5% quit (for at least 6 months) (Level 1

intervention)
■ receive face to face behavioural support: 10% quit long term

(Level 2 intervention)
■ receive intensive behavioural support with drug treatment: 20%

quit long term (Level 3 intervention)

In response to Smoking Kills and along with other parts of the
country Lambeth set up its Stop Smoking Service in 1999. The
service concentrated on areas of high deprivation (see Figure 2.1).
To undertake the health equity audit data from 2000-04 were
reviewed. Smoking prevalence is estimated for Lambeth based on
national estimates. Ward levels of deprivation were used as a proxy
for socio-economic conditions but may underestimate differences
between populations in smaller geographical areas.

  2 promoting health
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2.1 Distribution of level 2 smoking cessation services in
Lambeth January 2005

The Stop Smoking service has grown since 1999 and today it is
delivered by 38 trained practice nurses in 30 general practices, and
by 15 community pharmacists. A community advisor works with
men and young people, and a counsellor for pregnant smokers has
recently joined the team. Leaflets and posters about the Stop
Smoking service are in various languages. People can dial a free-
phone number to refer themselves and, or to find out more. The
Stop Smoking service has also used other outlets, such as sporting
activities, to publicise itself to specific groups.

smoking cessation advisers
practice nurse
pharmacist
pregnancy
other
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In 2004 957 smokers used the Lambeth Stop Smoking Service (a
four fold increase over five years). Over time for specific groups of
smokers the increase in service uptake was higher for people:
■  under 25 years of age
■  of black African, Caribbean or black Other origin.

So far only about 4% of adult smokers in Lambeth have accessed the
service although a third of these successfully quit at four weeks and
quit rates appear to be improving.
Reasons for such limited service uptake may include language
barriers, ignorance of the service, inconvenient access, not enough
stop-smoking advisors and insufficient desire to quit.
The data suggest that people of different ages, ethnicity, gender and
level of deprivation access the service differently and experience
different levels of success in stopping smoking.
For the service to be equitable people need to be able to access it in
line with their needs and when they go through the service they
need to have the same chance of successfully quitting. The
differences in access and successful quitting mean that more effort
needs to be invested in some groups in order to deliver an equitable
service.

Use of stop smoking services in Lambeth

Determinant Service uptake in Lambeth Equality and, or equity?

Overall 4 in 100 smokers in Lambeth
used the service

Gender 6 in 100 women smokers unequal access for men
4 in 100 men smokers inequity for men
used the service as more men smoke

Ethnicity In all ethnic groups, women unequal access and
used the service more than men inequity for men as
except in the Asian groups more men smoke

3 in 100 black smokers used inequity for black groups
service compared to as more smoke
5 in 100 white smokers

Age Access increases with age: Inequality and inequity for
2 in 100 young, young people as
6 in 100 middle-aged men more of them smoke

Ward The more deprived the ward, Inequality and equity as
deprivation the greater the proportion of need is higher but access

smokers is also higher
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Out of an estimated total of 75,300 smokers in Lambeth 2,966 used
the Level 2 (behavioural support with drug treatment) Stop Smoking
services at least once between December 1999 and January 2005.
Need for support to stop smoking increases with deprivation. Use of
the Lambeth service does increase with deprivation, suggesting that
there is a level of equity in provision of local stop smoking services.
All smokers independent of gender, age, ethnicity or deprivation level
should have equal opportunity to quit when they use the service. On
average Lambeth men and women have similar quit rates (31% and
34% respectively) but black smokers were less likely to quit than
white. This may be because ethnic minority groups are more likely to
be socio-economically deprived and the chances of stopping smoking
decrease with increasing deprivation (Figure 2.2) or because there is
a need to tailor services more specifically to the needs of some
communities. Either way the findings suggest an unequal
opportunity to quit and an inequity in the effectiveness of the
service.

2.2 Proportion of smokers who use the stop smoking
service by ward level deprivation

percentage of stop smoking service users
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Quit rates in Lambeth at a glance

Determinant Situation in Lambeth Equity issues

Overall 3 in 10 smokers with a quit date,
had stopped smoking at 4
week visit

Gender Women and men quit equally Equality,
no inequity

Ethnicity Clients from black groups are Inequality &
less likely to quit than whites inequity

Age There is no association with
age until old age
Smokers over 55 years are more Inequality &
likely to quit than young smokers inequity

Ward As deprivation increases the Inequality &
deprivation quit rate decreases inequity

Differences in successful quitting are partly explained by the high
proportion of smokers who do not attend for 4 week follow up as
whether or not these people have quit is unknown.
All women smoking during pregnancy have the opportunity to access
smoking cessation services in Lambeth. From April 2002 to January
2005, 64 pregnant smokers used the service.

Making progress
Reducing smoking prevalence is a national government target.
Lambeth must reduce smoking prevalence from 35% to 30% of
adults by 2010.

Action and success needed from Lambeth Stop Smoking Service to
achieve national target

Estimated numbers of smokers in Lambeth 75,300
Number of smokers in 2010 64,500
Number of smokers who need to quit every year   2,200

To achieve this the Stop Smoking service would need to achieve a
quit rate of 50% and increase at least a further 5 fold (to about 4,300)
the number of the number of smokers accessing the service every
year for the first time.
This is a simplistic model and ignores a number of more complex
issues such as population growth or decline and the number of
people who relapse. Also it is fairly unrealistic as even though the
Stop Smoking service is expanding and becoming more effective it
will be difficult to expand to such an extent and unlikely to achieve
quit rates of 50%.
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Meeting the challenge
To reduce smoking prevalence by 5% by 2010 a much more
comprehensive approach is needed. The PCT must;
■  Work closely with partners; statutory, private and voluntary sector

including big employers. With training and supervision stop
smoking advice can be delivered by a variety of providers in
different settings

■  Integrate stop smoking services with action to promote smoke
free environments

■  Integrate stop smoking services with other services directed at
the same priority groups

Reduce inequity of access
■ Identify the barriers to access for young smokers and ethnic

minority groups and men
■  Use appropriate cultural and social settings to promote quitting
■  Use non-smokers and former smokers as peer educators

Improve service effectiveness and reduce inequity
■  Do local research to find out what stops people quitting
■  Use problem solving approaches to create a personal

management plan for individual smokers
■  Adapt the service (for instance times and places where services

are available) to meet the needs of smokers at high risk
■  Provide peer support and target the smoker’s social network; their

family and social groups where they smoke
■  Provide short term benefits to people wishing to quit such as free

child minding for a few hours a week, or free recreation centre
access for a year

Monitor progress and reduce inequalities
■ Use various sources of information to track progress on

prevalence, equity of access and successful quitting for different
population groups

Specifically aim to increase service uptake by people who either
smoke more and, or who find it more difficult to stop;
■  Pregnant women
■  Young people
■  Ethnic minority groups
■  People living in poverty
■  People with mental health problems
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smoking and tobacco control recommendations
As smoking is the biggest preventable cause of premature death and
health inequity in Lambeth

2 Lambeth PCT to lead the production of a comprehensive Lambeth

tobacco control policy by 2006, and lead its implementation across

all partners.
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2.2 Obesity

Obesity is the result of an accumulation of excess body fat
‘frequently resulting in a significant impairment of health and
longevity’, (Faculty of Public Health). Obesity is most commonly
defined by calculating a body mass index (BMI); weight in
kilogrammes, divided by the square of a person’s height, measured
in metres.
A desirable BMI is considered to be between 20 and 25. A BMI
between 25 and 30 is considered ‘overweight’, and over 30 as
‘obese’. A BMI over 40 is defined as ‘severely’ or ‘morbidly obese’.
BMI does not take account of fat distribution around the body.
Excess fat round the abdomen, so-called central obesity, is a known
risk factor for some long term conditions. Central obesity is assessed
by the waist-hip ratio (WHR). Using WHR, obesity is defined as WHR
greater than 0.95 in men and 0.85 or more in women. The World
Health Organisation also suggests that health risk is increased when
the waist circumference exceeds 94 cm for men and 80 cm for
women.
In children BMI changes substantially with age. The preferred
measure for obesity for children under 16 years in the UK is a
standard reference; the six countries reference growth curve. The
15% of children who are above this line are defined as overweight,
the heaviest 5% are defined as obese.
Weight gain always occurs if a person takes in more calories than
they expend in daily life and the larger the imbalance, the greater the
risk of obesity.
The health consequences of obesity range from non-fatal quality of
life complaints such as respiratory difficulties, joint problems, skin
problems and infertility, to increased risk of premature death because
of non-insulin dependent diabetes, gall bladder disease, heart
disease and some cancers. Obesity is an avoidable condition and
prevention and reduction in obesity would substantially reduce the
population risk of long term and potentially fatal conditions.

Prevalence of obesity
The number of obese adults in the UK has quadrupled in 20 years
and is described as a ‘health time bomb’ by the Chief Medical Officer
in his 2003 Annual Report. The Health Survey for England (2002)
revealed that 24% of women and 21% of men were obese. A further
47% of men and 33% women were overweight; a total of about 24
million obese or overweight adults. The health risks are very
substantial. Between the ages 25 to 35 years severely obese people
are 12 times more likely to die than lean individuals.
The number of obese children has doubled since 1982. In English
children aged 2 to 15 years a total of 22% boys and 28% of girls are
at least overweight. Within this 5.5% of boys and 7.2% of girls are
obese.
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In Lambeth, we do not have local information about levels of
overweight and obesity, nutritional state or the amount of exercise
taken. The figures used here are obtained by applying statistics from
national surveys to the Lambeth population.

Prevalence and forecast of obesity in Lambeth by age group and sex

Age group Children aged 0-15 Adults aged 16 and above
Year Boys Girls Males Females

2001 3,100 3,100 27,500 31,100
2010 11,600 11,100 50,000 47,300

Inequality in obesity in England and Wales
■ Obesity in the population increases with age.
■ The prevalence of obesity amongst school children appears to be

increasing. This poses major risks for the health of the future adult
population.

■ People in lower income groups, particularly women are at
increased risk of obesity.

■ There is a higher prevalence of obesity among certain ethnic
groups, in particular among black Caribbean and Pakistani women.

The two major contributors to obesity are eating too much and not
exercising enough. Smoking and alcohol consumption are additional
risk factors. Unskilled and socio-economically deprived populations
are more likely to have restricted access to a healthy diet and
adequate exercise and are at greater risk of obesity. The differential
between unskilled and professional groups is stark. Unskilled women
are twice as likely to be obese as their professional counterparts and
the difference is almost as great between men.
The Government recommends daily exercise equivalent to 30
minutes of brisk walking. On average only 37% of men and 25% of
women meet this standard, and for both men and women from
lower socio-economic groups the figures are even lower.
Diabetes and heart disease are two serious consequences of
obesity. Both diseases are increasingly common in younger people,
especially in Asian populations. Evidence suggests that death rates
from heart disease and cancer for Asian immigrants increase
progressively for each year they live in England. Although this is
partly because Asian populations are sensitive to even modest
increases in weight, it is also linked to the greater levels of
deprivation especially for Pakistani and Bangladeshi populations.
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Reducing obesity in Lambeth
National guidance on how to prevent and treat obesity is due in 2007.
Lambeth already has numerous projects to promote healthy eating
and physical activity for instance; breakfast clubs, the Healthy
Schools Scheme, the five-a-day fruit and vegetable programme, the
Education Health Link project, after school clubs that focus on
physical activity, cook and eat clubs, exercise referral schemes and a
healthy walks scheme.
Lambeth is working with partners across Lambeth and Southwark on
the Tackling Obesity in Lambeth and Southwark (TOILS) project to:
■ map obesity services,
■ survey obesity in schools,
■ establish a ‘schools database’ of height, weight, postcode and

lifestyle indicators,
■ develop a strategy to reduce obesity.

Some of the work will contribute to the national guidance being
developed. Results from the TOILS project will help to identify
neighbourhoods and population groups requiring particular focus and
provide a baseline against which progress can be assessed.
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Conclusion
Obesity is a factor in the development of several serious long
term conditions and particularly affects socio-economically
deprived population groups in Lambeth.
Obesity must be addressed in the context of the individual and
their family and society at large. Many organisations,
professionals and groups need to work together to achieve this.
Lambeth Council has a major role with the PCT, voluntary
organisations and communities, to develop and implement
action to prevent obesity in adults and children.
Action has to centre on increasing opportunities for exercise
such as providing and encouraging use of appropriate and safe
recreational facilities, and on healthy eating such as ensuring
accessible and affordable fruit and vegetables. To be fair and to
reduce health inequalities the focus must be on socio-
economically deprived groups (young and old), women, and
particular ethnic minorities.

obesity recommendation
obesity is a factor in the development of several serious long term
conditions and particularly affects deprived populations in Lambeth

3 Complete and start implementing the multi agency obesity

prevention strategy in Lambeth, led by the TOILS project, in a way

that targets population groups at increased risk and uses findings

from evaluation to help direct future action and investment
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2.3 Sexually transmitted infections
including HIV

Sexually transmitted infections (STIs) remain one of the most
important public health issues in Lambeth. Lambeth has the highest
rate of HIV infection in the UK. Over 1800 Lambeth residents were
known to be living with HIV in 2003, nearly seven cases in every
thousand people. A substantial number of people are unaware that
they are HIV positive so it is likely that the true prevalence is nearer
ten in every thousand residents.
Between 1996 and 2003, the prevalence of HIV more than doubled in
Lambeth. Increasing incidence of disease and continued survival, due
to the success of antiretroviral therapy, are the two most important
reasons for this. Both have dramatic implications for local services.
Other STIs also cause significant and increasing problems in
Lambeth. The borough has very high rates of gonorrhoea and
chlamydia infections and, since 2002, a substantial rise in cases of
syphilis. From 1998 to 2003, the number of cases of chlamydia seen
by the genito-urinary medicine (GUM) clinic at St Thomas’s Hospital
more than doubled and cases of gonorrhoea increased by 50%.

Measuring inequity
STIs disproportionately affect certain groups in Lambeth. For instance
sex between men continues to be the most common way of
acquiring HIV for Lambeth residents (57% of people living with HIV in
Lambeth in 2003). However heterosexual acquisition is increasingly
important in the spread of HIV in south east London residents,
especially for black African populations.
In 2003, over 25% of Lambeth residents with HIV were black
Africans. The numbers of black Caribbean people living with HIV is
relatively low but this group has high levels of other STIs such as
chlamydia and gonorrhoea, indicating high levels of unsafe sex.
Unsafe sex and the presence of another STI greatly increase the risk
of acquiring HIV, therefore levels could easily rise rapidly in this
population.
The burden of illness from HIV and other STIs is highly unequal in
Lambeth. Preventative action and treatment services must focus on
and be relevant to the groups at most risk; men who have sex with
men, black African and black Caribbean populations.
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2.3 Number of patients diagnosed with HIV in SE London from 1992
to 2003, by probable route of infection

2.4 Age of patients diagnosed with HIV in SE London from
1992 to 2003

Taking action
Much has already been achieved in Lambeth. Health promotion and
treatment and care services work hard to meet local needs and to
tailor programmes to the worst affected communities. Notable
successes include:
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■  Identifying about 95% of HIV infections in pregnant women
before delivery in SE London in 2002 and 2003. This is higher than
the government target of 80% and means that efforts to prevent
HIV infection in new born babies is likely to be highly effective.
This has been of particular benefit to the black African population.

■  Lambeth has implemented a chlamydia screening programme.
During the first six months, over 2,100 individuals were screened
in Lambeth, almost half from black communities. Again this is
likely to benefit groups at high risk.

Measuring progress
The impact of HIV on different populations is reported each year but it is
more difficult to document trends in other STIs because of longstanding
legally binding confidentiality protocols operated by GUM clinics. A
national programme to improve information has been started.
To inform plans for the coming year and help us to develop and target
the local chlamydia screening programme towards people at most
risk Lambeth PCT is evaluating the uptake of screening by different
ethnic groups and men and women in different age groups.
Further work is also being done by the PCT to ensure its free
condom provision schemes and HIV prevention activities are
accessible to people in most need.

Conclusions
The burden of illness from sexually transmitted infections and
HIV continues to increase and is a serious problem in Lambeth
especially for men who have sex with men, and black African
and black Caribbean populations. This results in much acute
and chronic ill health and high needs for health care. This
inequality is unfair and avoidable. Preventive and treatment and
care services must concentrate on people at most risk.
As well as the burden of disease, the financial implications of
the predicted increases in prevalence of HIV and STIs are very
substantial. Hard pressed local services will come under even
more pressure as more people with HIV require treatment and
care. Effective and targeted preventive activities are therefore
hugely important and prevention must remain the mainstay
response of the NHS and other organisations in Lambeth.

STI recommendation
as STIs and HIV are a serious problem in Lambeth

4 Use surveillance data and other information to improve and target

effective prevention work. Increase local access to testing for

sexually transmitted infections and HIV in primary and community

settings, especially for groups at more risk
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2.4 Hepatitis C virus

A national hepatitis C action plan was published in July 2004 to guide
implementation of the hepatitis C strategy published in 2002. Areas
for action include surveillance (monitoring disease trends), awareness
raising, diagnosis services and prevention, treatment and care.
Prevention, testing and treatment are the three priorities for London’s
NHS.

Hepatitis C virus
Hepatitis C virus (HCV) is blood-borne. People may remain symptom
free for many years after infection although the infection can be
detected by a specific test. About 20% of people with HCV
eventually develop liver cirrhosis and some develop liver cancer.
Other complications include fatigue, muscle aches and loss of
appetite. In the general population prevalence is 0.05% but almost
90% of UK HCV comes from sharing contaminated injecting
equipment associated with illicit drug use. Prevalence amongst
injecting drug users in London is thought to be about 50% but
Lambeth substance misuse agencies taking part in London studies
estimate that local rates may be even higher, in the range 70-80%.
The nature of HCV means that many people who experimented with
drugs in their youth only find out in their later years that they are
infected. HCV therefore affects some older people. Substance
misuse, and HCV prevalence, is generally associated with social
deprivation and social exclusion and thus represents a substantial and
preventable health inequality.

Lambeth priorities for Hepatitis C
Lambeth PCT is working with other organisations, including voluntary
organisations such as Mainliners, in a south east London network to
ensure equitable prevention, testing and treatment for HCV.

Improving surveillance
There is no reliable information about the number of people with HCV
infection in Lambeth although formal notifications, laboratory reports
and data from small studies are available. The South East London
Health Protection Unit is working with others to develop a more
accurate and comprehensive picture of the burden of HCV infection.

Treatment
The numbers needing treatment will rise as more people develop
symptoms and the PCT is working with others to assess the
potential costs and affordability of HCV treatment. There are no data
on whether services provided are equitable.
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Pilot testing service at Brixton Prison
HCV prevalence is higher amongst prisoners than the general
population because so many people entering prison have a history of
substance misuse.  A one year programme of HCV testing has been
started at Brixton Prison. If successful, further funding will be
needed.

Conclusions
There is huge inequality in risk of ill health due to HCV with the
risk concentrated in people who have a history of injecting drug
misuse often many years ago. Substance misuse and sharing
injection equipment is largely concentrated in socio-economically
deprived populations including people in the criminal justice
system. Lambeth PCT needs to take an active role in the south
east London HCV network to ensure surveillance, prevention
work and treatment and care services effectively focus on
groups at most risk.

hepatitis C recommendation
as hepatitis C is a particular problem in Lambeth

5 Take an active role in the recently set up local clinical network for

hepatitis and support health staff to develop best practice and

equity in prevention, testing, treatment and care
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2.5 Equity in mental health and wellbeing

Mental health is the emotional and spiritual resilience which enables
us to survive pain, disappointment and sadness. It is a fundamental
belief in one’s own and others’ dignity and worth.

Health Development Agency 1997

In June 2005 statutory and voluntary organisations in Lambeth
launched a strategy; Promoting Mental Health And Wellbeing In
Lambeth. The strategy sets out the ambitions of local organisations
to work together to create environments at school, at home, at work
and in the community that promote mental health and wellbeing, and
to take corrective action where mental health is at risk. This section
looks at the opportunities to promote mental health and equity in
mental health. It suggests areas for increased investment as well as
areas where there are opportunities to promote mental health by
doing things better. Local examples of targeted action, whole
population interventions and holistic interventions are given.

National policy on mental health promotion
Standard One of the Mental Health National Service Framework
(NSF) requires health and social services to:
■ promote mental health for all, working with individuals and

communities
■ combat discrimination against individuals and groups with mental

health problems, and promote their social inclusion.

Choosing Health restated the importance of promoting mental health
and a number of government policies for children emphasise the
scope for prevention of mental ill health especially during infancy and
the pre-school years.

Equity in mental health and wellbeing
Equity in mental health would mean that everyone would have:
■ equal chance of being mentally healthy (apart from things that

cannot be changed, such as inherited pre-disposition),
■ access to whatever promotes mental health according to their

need,
■ equal opportunity to benefit from action to promote mental health.

The unequal burden of mental ill health
In Lambeth there is considerable unfairness and injustice in mental
health. Mental wellbeing, mental illness and risk of mental ill health
are unevenly distributed across the population. Many people live in
circumstances or have experienced life events that undermine
mental health. Trying to access services or even the services
themselves may lead to more distress. Preventive action may not be
appropriate or effective for some population groups.
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And yet diagnosed mental illness, stress, anxiety and unhappiness are a
huge drain on individuals, their families and on society in general.
Estimates suggest that in Lambeth at least 37,000 people suffer from
anxiety and depression at any one time. Possibly 3,000 people will
experience severe mental illness (such as schizophrenia), but some
research estimates that local rates for severe mental illness may be
three times higher than this. Although figures are slowly improving, an
average of 28 Lambeth residents a year commit suicide.
Lambeth PCT spends at least £60m of its total budget of about
£400m a year on mental health services.

Risk of poor mental health in Lambeth
The table shows some of the important risk factors for mental ill
health such as experience of traumatic life events, social exclusion
and social isolation.

Risk factors for mental ill health

Adults Children

Unemployment Living in poverty

Severe life events Living in a family experiencing
(e.g. separation, bereavement) parental separation, divorce, or

bereavement

Long-term carers of highly With behavioural difficulties
dependent people

Women with a history of depression
in pregnancy

Research also shows that:
■ 30% of people seeking help for a mental health problem are

misusing drugs and
■ up to 40% of people with a long-term condition are depressed.

Participants at a workshop held in mid 2004 to develop the mental
health promotion strategy listed the groups in Lambeth whom they
considered to be at high risk of poor mental health:
■ Socially excluded people and their children (e.g. single parents,

teenage parents, asylum seekers)
■ Children in care
■ Unemployed people
■ Ethnic minorities
■ Refugees, asylum seekers and people who have lost their appeals

for refugee status
■ People with substance misuse and, or alcohol problems
■ Homeless people
■ People with chronic diseases or physical or sensory disability

(including many socially isolated older people) or learning difficulty
■ Lesbian, gay, bisexual and transgendered people
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Workshop participants concluded that social exclusion not only prevents
access to environments, activities and services that promote mental
health, but also stops people benefiting equally when they do access
them. This inequality in risk is unfair, unjust and avoidable. Participants
also stated that mental wellbeing is something for which we are all
responsible and which can be improved by changes within society,
neighbourhood, school, workplace and family.

Opportunities to promote equity in mental health
In Lambeth, in comparison to the sums spent on services for mental
illness, investment in direct action to promote mental wellbeing,
prevent illness and tackle stigma and discrimination is relatively
small. However action to promote mental health is often a part of
other programmes or an indirect result of other mainstream work
done well. This does not necessarily cost more and may mean
resources are used to better effect.

Targeted action to promote mental health and tackle stigma
A good example of targeted work is The Mental Health Awareness
Service at South London & the Maudsley (SLaM) Mental Health
Trust. This small team provides training to voluntary organisations,
churches, Lambeth Police and education providers such as Lambeth
College. They aim to break down prejudice and ignorance about
mental illness and enable organisations to support members or
clients with mental health problems. A useful next step would be to
develop the capacity of this programme to deliver training to health
and social care staff of the PCT and Lambeth Council so they are
better equipped to promote mental health in their work. For instance
Health Visitors and staff of Sure Start programmes (that provide
support to parents living in more deprived areas) might find this
training particularly helpful.
As well as action to support parents, ensuring school is a positive
experience, and providing a protective community setting for children
is likely to have a substantial effect on a child’s mental health as well
as their mental health in adulthood. Organisations such as Health
Education Link and the Lambeth Southwark and Lewisham Healthy
Schools Programme support schools and teachers to provide health
and social education. Mental wellbeing is an element of the
programmes (for instance in topics such as bullying, homophobia and
assertiveness). There is scope within this work to raise the profile of
mental health and to develop consistency and best practice across
schools.

Action that promotes population mental health
Mainstream statutory services (such as health, policing, education)
can promote mental health where services are designed with this
aim in mind and where all clients, irrespective of socio-economic
group, age, sex, ethnicity, disability and so on can access services
according to their needs and experience high quality, effective and
efficient care from staff.
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A technique known as mental wellbeing impact assessment brings
planners, staff and the people intended to benefit from services
together to identify risks and opportunities to mental health in the
design and delivery of strategies and services. Risks can be averted
or minimised and opportunities to promote mental health can be
taken advantage of leading to better use of existing resources. This
has been done successfully at the Clapham Park New Deal
programme and in Lewisham.
Lambeth First is the local strategic partnership of voluntary,
community and statutory organisations and the business sector in
Lambeth. Undertaking mental wellbeing impact assessment in a
number of high priority areas of the Lambeth First partnership (such
as employment, community safety or the developments of Joint
Service Centres) with technical support from the PCT would be an
efficient method of promoting mental health for all Lambeth people.

Holistic interventions that promote mental health
Regeneration programmes work in deprived areas with socially
excluded groups to build on their strengths and involve them in
activities that may promote access to work or education, improve
health, and address social isolation. As friendship and relationships,
involvement in community and other activities that give a sense of
belonging and ‘being valued’ may account for about 40% of
differences in wellbeing, regeneration and other holistic programmes
have a large potential to promote mental health. Lambeth has a
number of regeneration programmes in places such as Clapham
Park, Vassall, Oval and Stockwell.
Lambeth Council’s five Town Centre Teams and the Area
Committees also aim to get local people involved in setting priorities
and improving their immediate area. Lambeth police have
programmes to tackle racist, homophobic and other hate crime.
Many voluntary organisations provide advice and help to tackle social
isolation and a number of churches and other religious groups in
Lambeth also offer strong support networks.
In all these areas of work mental wellbeing impact assessment might
prove a useful way to maximise opportunities to promote mental
health.

Defining and measuring mental health and wellbeing
As well as mental wellbeing impact assessment it would be useful to
try out ways of measuring stress or unhappiness and wellbeing and
satisfaction with life in Lambeth. Nottingham City Council measured
the mental wellbeing of young people and used findings to inform
their policies on crime, education and sport. Measuring mental
wellbeing would support effective targeting in areas such as
community safety, teenage pregnancy and local regeneration
programmes.

  2 promoting health



38

Conclusion
In 2004 the Commission for Social Care Inspection reviewed
Lambeth Council’s progress implementing the Mental Health
NSF. It said an improvement in ‘coherence and direction’ of
mental health promotion work was needed. A lot of work is
being done to promote mental wellbeing in Lambeth. However
to make progress; to promote mental wellbeing across the
whole population and to promote equity for people at most risk
in Lambeth, we need to know how effective we are. This
means
■ developing systematic measurement of mental wellbeing
so progress on equity can be documented
■ undertaking mental wellbeing impact assessment so as to
maximise opportunities to promote mental health for everyone
in Lambeth

Lambeth is one of 88 ‘spearhead areas’ to receive extra
Choosing Health resources to target deprivation and health
inequality. Whilst Neighbourhood Renewal monies have been
secured in the short term to take forward the Lambeth Mental
Health Promotion Strategy, a longer term approach is needed
to make progress. Allocating some of the Choosing Health
resources to mental health promotion will provide some initial
help.

mental health recommendation
as mental health and wellbeing affects everything we do

6 Support Lambeth First, the local strategic partnership of statutory

and voluntary organisations across Lambeth, to review the impact

of partnership work on the mental health and wellbeing of people

living and working in Lambeth especially with respect to people at

risk of poor mental health
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In the last two years there have been major changes in the provision
of primary care services across England. This section looks at the
changes and the implications and potential for health equity.
In particular this section considers the implications for long term
conditions, primary dental care, heart failure and tuberculosis.

3.1 Ensuring equity in primary care

National policy changes in primary care
New arrangements are intended to encourage high-quality service by
general practices to patients. Practices are paid according to factors
such as the number of patients on their list and their ages, and
achievement of quality standards for:
■ care of people with long-term conditions (coronary heart disease,

stroke, high blood pressure, diabetes, chronic obstructive lung
disease, epilepsy, thyroid deficiency, cancer, serious mental illness
and asthma),

■ offering longer consultation times,
■ fast access to appointments,
■ receiving patient feedback,
■ good organisation.

Practices can opt out of providing some services, such as out-of-
hours cover, child immunisation, maternity care, contraceptive
services and cervical screening. Where practices do opt out patients
are offered alternatives, such as SELDOC, that provides primary care
out of hours services across south east London.
The PCT also has flexibility to purchase care from organisations
including non NHS providers, or to provide services itself. Examples
of other types of primary care include Walk In Centres and NHS
Direct, which gives health advice over the telephone and by the
internet in a number of languages.
Future developments may see practices in a locality deciding what
secondary care they want for their patients (presently a PCT
responsibility). The PCT will retain the budget, but practices will be
able to re-invest savings to improve primary care services. The main
aims of this change are greater patient influence and the promotion
of choice about health services.
In June 2005 following her appointment as Secretary of State for
Health, Patricia Hewitt announced another major consultation for a
new white paper called Health Outside Hospitals. What this heralds is
unknown at present but it is likely that the future of primary care will
be one of continuing if not continuous change.

3Access to health care
& quality of health care
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Possible opportunities and risks for equity with the changes
New government health policies focus on the individual needs of
patients. This implies that treatment and care should take account of
factors such as gender, age, ethnicity, religion, disability, sexuality
and socio-economic position, and how they may affect a patient’s
ability to benefit from services. It means that staff must be mindful
of the potential for stereotyping and discrimination.
However equity is not specifically identified as a principle in the
policies although the need to listen to disadvantaged groups in
society is identified. Instead much of the focus is on increasing
patient choice, such as offering those awaiting surgery a choice of
hospital for their operation. Whilst agreeing that increasing choice is
positive, doctors, other staff and patients have expressed concern
that this could mean some getting more choice than others.
To help ensure these changes work for less advantaged groups it will
be helpful to concentrate effort and additional resources on:
■ general practices that have historically received less funding,
■ patients with a high burden of illness,
■ socially excluded patients, and those with factors known to be

associated with barriers to care such as; poor English, disability,
mental illness, lesbian or gay people, older people, ethnic
minorities, people who are unemployed or on low income.

For the PCT to promote equity as it implements government policy it
will be important to:
■ focus on minimising the risks and maximising opportunities for

health equity,
■ focus on reliable data, specifically a minimum data set for

patients. This needs to include factors that are known to put
patients at a disadvantage (such as ethnicity, language, disability).

Two projects are about to start in Lambeth that look at access to care
and quality of care for people with schizophrenia and heart disease.
The Lambeth PCT Datanet Project has developed an expanded
minimum data set (known as a patient profile) for primary care. Staff
are being trained and IT systems upgraded to use this. Thirty-one
practices are involved so far and more are joining. London’s NHS has
set itself a target of achieving high levels of ethnicity coding in
primary care and it is essential for the PCT to make progress on this
during 2005-2006.
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Conclusion
New government policies carry opportunities and risks for
promoting equity. Developing a programme of health equity
audit will help to ensure the PCT promotes equity as it
implements the policy changes. Health equity audit requires
accurate good quality data from primary care.

equity in primary care recommendations
as primary care is the ‘gateway’ to health care for our local population
and some people have better access than others

7 Agree a programme of health equity audit in primary and

community care for 2006-2007

8 Make a formal commitment to achieving 100% of general practices

involved in patient profiling through the Datanet project by mid

2006
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3.2 Long term conditions

National policy on prevention and management of LTCs
The NHS Improvement Plan (2004) identified long term conditions
(LTCs) as a national priority. Also in 2004 a literature review by the
King’s Fund (an independent research and policy organisation) gave
useful advice on how to manage LTCs.
Three other government publications also provided guidance.
■  A strategic framework for case management (2004)
■  Self care: a real choice (2005)
■  Liberating the talents of nurses who care for people with long-

term conditions (2005)

Lambeth PCT has made LTCs top priority. Areas for action in 2005-
2006 are; heart disease, stroke, diabetes, kidney disease, chronic
lung disease and ‘frail elderly’ people. Equity in LTCs would mean
■ Everyone has the lowest possible risk of developing a LTC.
■ A person with a LTC has access to services according to their

need.
■ Everyone with a LTC has equal opportunity to benefit from

services.
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Opportunities and risks for equity with the changes
Guidance emphasises that people with LTCs must have co-ordinated
and multidisciplinary care from early prevention to the end of life.
There are however a whole range of other health policies that may
affect how care is provided to people with LTCs for instance; Practice
Based Commissioning, Payment by Results, Choosing Health,
Connecting for Health, foundation trusts, new NHS staff contracts,
Patient led NHS, Choose and Book.

Conclusion
To ensure that promoting equity is at the heart of the changes
policies need to be reviewed collectively rather than in isolation
(an approach called ‘system reform’). This is because a change
in one service may indirectly affect another service area, leading
to greater inequity. This highlights that an important part of the
equity audit cycle is continued monitoring and review.

LTC recommendations
as long term conditions are the main cause of premature death in
Lambeth they are one of Lambeth PCT’s top two priority areas

9 Undertake health equity audit on areas highlighted in the PCT

Business Plan so as to identify and reduce the barriers to and

inequities in accessing health care

10 Work with Lambeth Council and other partners to understand

better the health and care needs of people with long term

conditions and how to promote self care and maintain

independence, especially for disadvantaged sections of the

population
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3.3 Access to primary dental care

Primary dental care in Lambeth
About 120 dentists provide dental care from 50 sites (high street and
health centre locations) in Lambeth. Facilities include:
■ King’s Community Dental Service operates in health centres to

provide care for special groups, including domiciliary care,
■ The Dental Institute where dental student offer supervised dental

care,
■ King’s College Hospital provides an out of hours service staffed by

local dentists.

Access to dental care therefore might appear comprehensive.
However, if Lambeth residents made as much use of dental services
as elsewhere in England local capacity would be insufficient.

Dental registration and age
About 40% of Lambeth residents are registered for NHS dental care;
less than the national figure of 49%. Only 21% of children aged five
years or under are registered but this rises to 51% for people aged
between 6 and 18 years. Only three in ten people aged 65 years and
over are registered. Between the ages of 6 to 65 females are more
likely to be registered than males. At all other ages registration rates
are lower although they are similar levels for both sexes.

Dental registration and poverty
Use of dentists is not consistent across Lambeth wards, for instance
the proportion of the population registered with a dentist in Brixton
Hill is double the rate in Bishops or Clapham Town wards.
The relationship between deprivation and the proportion of children
registered for dental care is marked in south east London across all
age groups. Children living in more deprived wards, and Lambeth as a
whole, are significantly less likely to register with a dentist than their
more affluent counterparts. Amongst adults the picture is more
complex as patient charges are more influential. For adults aged 16-
64 years it appears that a slightly higher proportion of the population
register in wards with high levels of deprivation compared with
where levels of deprivation are moderate. This may be because the
most deprived are exempt from all dental charges, whereas cost may
be a very real barrier for people on a low income who are ineligible
for exemptions.
There are low levels of service uptake in people aged over 65 years
in all wards. Older people pay 80% towards charges unless they are
eligible for exemption on other grounds. This is likely to be a major
barrier for older people living on a low income.
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Barriers to dental care
A survey of people not using NHS dental services revealed that
Lambeth adults were less likely to think they needed care (28%).
About 14% were more likely to use private dental care, 9% were
concerned about costs and a similar number were uncertain about
their eligibility for NHS treatment.

Improving the uptake of primary dental care
Local commissioning of all primary dental care, the result of the
Health and Social Care Act, provides an opportunity to reduce barriers
to uptake of dental care in Lambeth. A recent survey of local
residents highlighted two issues; the need for more local NHS dental
services, and the cost of dental treatment. They also want more
information on where dental services are available, who is eligible to
receive NHS dental care, and what dental care will cost. More
preventive dental care will improve oral health, a particularly
important issue for children, older people and for others on low
income.
Work with residents who have a learning disability and their carers in
Lambeth, Southwark and Lewisham, found that check ups provided
at day centres were important. Homeless people have significant oral
health needs and are unlikely to access mainstream services without
support. Providing outreach at hostels and shelters achieved high
completion rates for care and helped people to access mainstream
services.
Risk of dental disease risk increases significantly in older people, an
expanding section of Lambeth’s population. Improving oral health of
older people means improving access and providing care that meets
the clinical and perceived needs. With 65% of Lambeth’s older
residents not registered, and unlikely to be using private dentistry
services, there is a need to direct dental services towards these
groups.

dental care recommendations
as there is marked inequity in dental health and dental service uptake

11 Use findings from the review of access to dental care by older

people to plan future investment in primary dental care

12 Identify long term investment in oral health promotion work which

encourages registration with and regular attendance at a dentist,

especially with socio-economically deprived sections of the

population, for instance working with Sure Start programmes

13 Identify opportunities to maximise health equity in the

implementation of the new dental contract
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3.4 Heart failure and equity

Heart failure is a chronic, progressive condition characterised by
general weakness and a build-up of fluid, leading to shortness of
breath, swelling of the ankles and legs and an enlarged liver. As it
worsens many other organs, such as the kidneys, also stop working
properly. This section reviews access to services for people with
heart failure.
The most common causes of heart failure are heart disease (including
after a heart attack), high blood pressure, longstanding alcohol
misuse, and heart valve disorders. The distribution of heart failure in
populations is therefore related to the prevalence of these diseases
which in turn is associated with ethnicity, deprivation, age and
gender. When a person develops heart failure, they should have
access to services according to their needs otherwise the service
risks perpetuating or even worsening the original inequity.
Research into heart disease shows that older patients and women
were less likely to receive appropriate up to date drug treatment
(statins). Also, general practices in the most deprived areas, with
more heart disease, were less likely to prescribe statins than
practices in the least deprived areas.
A more recent study showed a correlation between new cases of
heart failure seen in general practice and patient affluence (most
affluent 1.8 cases; most deprived 2.6 cases, per 1000 population).
Researchers found that socio-economically deprived patients were
44% more likely to develop heart failure and (although prescribed
treatment did not differ) 23% less likely to see their GP for regular
follow-up.
A literature review found that although hospitalisation for heart failure
increased with social deprivation, people from lower socio-economic
groups were more severely ill on admission and were less likely to be
placed on a waiting list for transplantation. However more research
into equity of care for heart failure is needed to draw firm
conclusions.
A review across Lambeth, Lewisham and Southwark was done to try
to understand equity of provision of care for heart failure, and
particularly whether patient gender, age, ethnicity or deprivation
made a difference to a person’s experience of care.
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General practice populations tend to be
larger than those measured
by census because there is a delay
processing the records of patients who
move GP or die. List sizes were
adjusted for this. Data were applied only
to patients aged over 45.
Data were analysed by lower Super
Output area; a geographical sub group
population (of about 1500 people) within
2001 Census ward boundaries.  A
deprivation score was calculated for
each population

Measuring heart failure inequity in general practice
■ 21 Lambeth general practices (40% of 53) provided data about

numbers of patients with heart failure (2003).
■ A major study on population heart failure in the West Midlands

was used to establish an estimate of the expected number of
cases (adjusted for age and sex). A ratio of observed to expected
cases of heart failure was calculated for participating practices.

West Midlands data suggested that there would be about 1005
patients with heart failure diagnosed by participating practices in
Lambeth. Actual reports were 492, suggesting considerable under
diagnosis in Lambeth.
Of the 21 practices studied, two thirds reported less than half the
predicted heart failure cases. The remaining practices were all within
35% of the predicted levels, three being within 5%. This suggested
that there were significant under-diagnosis of heart failure.
Data were tested for association between degree of heart failure
under-diagnosis and socio-economic deprivation (applying the Index
of Multiple Deprivation score appropriate for the practice postcode).
No statistically significant link was found but this could be the result
of a poor fit between deprivation score for the practice location and
the level of deprivation of the patients registered. Further work is
now in hand to record ethnicity and socio-economic status to assess
whether there is any inequity on these dimensions.

Measuring heart failure inequity in secondary care
Hospital Episode Statistics about admissions and re-admissions of
south east London residents for heart failure (April 2001 to March
2003) were analysed. No statistically significant relationship could be
found between deprivation and admission rates.
An analysis of emergency admissions and emergency re-admissions
(both possible indicators of less than optimal care) also found no
significant relationship between these and deprivation. Further
analysis is under way using four years’ data.

Gaps in data
Although there are obvious gaps in the heart failure numerical data,
especially about primary care, perhaps the most important need is to
get better information about the views of patients and carers. These
will give us an idea of people’s experience of care and help health
service staff treat people more fairly.
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Taking action and measuring progress
■ The data suggest under diagnosis of heart failure in primary care

and the extent of this may be underestimated given that
participation in the original audit was voluntary.

■ Under diagnosis could arise from several barriers to detection in
general practice, or lack of capacity in acute care to provide
definitive diagnoses, or a combination of these.

■ Barriers to detection of heart failure in general practice may be due
to difficulties patients have in accessing primary care or because a
diagnosis may not be suspected.

■ Hospital admissions may increase with greater deprivation but
further work is needed to clarify if this is the case.

■ New data from primary care may help to clarify the extent of
possible under diagnosis and if there are differences in access to
care for different population groups. With this information further
enquiries can be made to find out what the problems are.

heart failure recommendation
as heart failure may well be underdiagnosed in our population

14 Introduce use of B-type natriuretic peptide to screen for heart failure

so as to identify need for treatment at an earlier stage of disease
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3.5 Tuberculosis

Tuberculosis (TB) is an important international public health issue,
and is strongly associated with poverty, deprivation and densely
populated urban areas. A national TB Action Plan was published in
2004. This sets out priorities for the local NHS and partners, with the
overall aim of reducing the numbers of cases of TB.
Rates of TB in Lambeth are well above those seen in London and
across England and Wales. Most recent figures suggest that local
rates are still rising.

TB reports and rates selected populations, 2002 and 2003

2002 2003
cases rate/100,000 cases rate/100,000

London-wide * 1681 38.6 1646 37.2
SE London Sector 462 26.9 464 24.3
Lambeth 136 51.1 151 56.7

Source: Notifications of TB. Health Protection Agency Centre for Infections
(http://www.hpa.org.uk/infections/topics_az/tb/epidemiology)

Measuring inequity and taking action
Given the poor living conditions in Lambeth, it is not surprising that
Lambeth has the highest TB rates in south east London. In Lambeth
the largest proportion of newly presenting patients with TB during
2003 were from black African and white groups.
This unequal distribution of ill health may be made worse by poor
access to care. It is essential that TB is diagnosed early and treated
promptly but this may not happen for some population groups. In
Lambeth there are a number of possible barriers to getting treatment
quickly:
■ people may not be registered with a GP,
■ they may be in temporary accommodation or homeless,
■ TB carries a strong stigma in some groups so people may hide

their illness,
■ some people may fear deportation.

Even when TB is suspected, there may be delays in making a firm
diagnosis, or starting treatment. Some people on treatment may
move away or simply not continue. People in this group are a risk to
others and may develop a strain of drug resistant TB.
The London TB Register is used for surveillance of TB and data
already held on this file may help in looking at inequities in more
detail.
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TB notifications 2003
15 cases or more
10 to 14 cases
5 to 9 cases
less than 5

3.1 TB notifications by Lambeth ward, 2003

3.2 New notifications by ethnic group in Lambeth, 2003
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77 Black African
  8 Black Caribbean
  6 Black Other
  2 Chinese
  9 Indian
18 Other
  3 Bangladeshi
26 White
  2 Pakistani

TB aquisition ethnicity
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A recent local audit of the interval between first contact with a health
professional and diagnosis of TB showed that only 31% of patients
were referred within two weeks (one of the London TB targets).
54% were referred within one month. It is not clear from the data
whether some population groups were more likely to experience a
delay. More work is being done into the causes of delays and to find
solutions.
It remains important to continue and further develop TB-specific
health education campaigns for communities, so that people are
aware of the signs and symptoms and are able to access health
services promptly, and to ensure front-line health care staff
understand what to do about a suspected case of TB.
Many people with TB have highly complex social needs. Because of
this St Thomas’ Hospital arranged a benefits rights worker to attend
the weekly chest clinic to provide benefits advice and other support
from October 2002 until March 2004. This project found that:
■ Some patients do need benefits advice and this extends to

patients outside Lambeth living in similar deprived social
circumstances.

■ Benefits advice requires specialist skills and highlights the need
for TB teams to be multidisciplinary.

Two caseworkers are now permanently employed by the Three
Boroughs Community TB team (at St Thomas’s Hospital and King’s
College Hospital).

TB in prisons
Prisoners are often transferred or released at short notice, making
rapid diagnosis and good follow up essential for appropriate TB
treatment and care. There is scope for inequity for people in prison
when compared to people living outside prison. To prevent this HMP
Brixton and local TB services have now set up good links.
Follow-up and contact tracing of former prisoners with TB is also
vital. HMP Brixton has participated in the London TB Register (LTBR)
since late 2002.

TB recommendations
there is marked inequity in who is at risk of TB in Lambeth and in
access to effective treatment

15 Work with others to design and implement action to raise

awareness of tuberculosis and how to access care promptly in

population groups at higher risk or who may find accessing

services more difficult

16 Sign up to the national TB action plan and provide leadership and

support to primary care for instance by a programme of learning

and development for staff
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The next few years will see a lot of change in the organisation of care
for children and young people (CYP). The Change for Children
programme aims to raise standards and improve outcomes for all
children and young people. All CYP services for an area are to be
brought together as Children’s Trusts which are required to focus on
improving outcomes for all. Created by The Children Act (2004),
Children’s Trusts will co-coordinate and integrate planning,
commissioning and delivery of health, social care and education
services. They are also to develop better information sharing
arrangements, a common assessment framework, and common
training for workforces.
Evidence-based national standards for young people’s health and
social care have been set for the first time within the National Service
Framework for Children Young People and Maternity Services (2004).
The standards shift the focus of services so that they are designed
and delivered around the needs of the whole child rather than just an
illness or ‘the problem’.
The NSF is linked to the Every Child Matters (2004) framework that
highlights five outcome areas.
■ Be healthy: healthy lifestyles.
■ Stay safe: from accidental injury and death.
■ Enjoy and achieve: educational standards at school.
■ Make a positive contribution: engaging in decision making and

supporting the community.
■ Achieve economic well being: live in a decent home and

sustainable community.

Each area encompasses support for parents, carers and families. The
PCT and Lambeth Council (particularly education and social services)
will need to work together and with other agencies to achieve the
Change for Children recommendations.

Equity for children and young people
Children and young people are at particular risk of unfairness and
inequity as they may lack representation, and have less control over
their lives and environment than do adults. The needs of young
people change as they mature into adulthood so support and care
needs to be age appropriate. Accessing treatment and care may be
more difficult for some for instance; looked after children, children
with a learning disability or from an ethnic minority group. Services

4 Children & young people

  4 CYP
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may not be aware of the particular needs of children and some
children may be exposed to factors that increase their risk of ill
health.
The Change for Children programme focus on the whole child is
welcome and is likely to support equity and fairness. However some
factors that influence equity may be more difficult for the PCT, for
instance the effects of deprivation on child health, or providing care
to children who experience barriers to access such as asylum
seekers.

CYP recommendation
as Lambeth has a comparatively young population who experience
substantial inequities in health risk, children and young people are the
other top priority area for Lambeth PCT

17 As part of the implementation of the Children’s Strategy and

focusing on the priority areas in the Strategy and on immunisation,

undertake health equity audit to see the extent to which children

and young people use services in a way that matches their health
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4.1 Teenage pregnancy

Local rates
Lambeth has the highest teenage conception rate (number of
conceptions per thousand females aged 15 to 17) in the UK, and the
rate appears to be rising. The conception rate is calculated annually
and is derived from birth registrations, abortions and mid-year
population estimates.
Some conceptions are intended, but teenage conceptions are more
likely to be unwanted and end in abortion. Teenage pregnancies (TP)
are associated with poor sexual health. Between a third and a half of
sexually active teenagers in the UK do not use contraception at first
intercourse, and many continue not to do so. Having unprotected
sexual intercourse greatly increases the risk of sexually transmitted
infection (STIs). Teenage parents are more likely:
■ to have worse health in pregnancy than older women,
■ deliver babies that weigh less,
■ experience more deaths in infancy.

They have a higher chance of being poor, unemployed and less well
educated, than their peers. Children born to teenage mothers are
more likely to experience childhood poverty, be in a lower social
class, and have lower educational attainment. Whilst some teenage
girls may choose to become pregnant, the adverse circumstances
and consequences of most teenage conceptions suggest that a
teenage conception indicates restricted life choices, and inequality of
opportunity.
Some factors increase the risk of teenage pregnancy. Individuals with
experience of several factors are at increased risk of conception.

Some of the factors associated with teenage pregnancy

individual lack of knowledge, low self-esteem, poor interpersonal
skills particularly negotiation

family child of a teen parent, poor parent-child communication

educational low academic attainment, school exclusion, inadequate
school sex and relationships education

community cultural influences, media & peer influences, experience
of abuse in childhood

socio-economic deprivation, poor employment prospects

health services lack of awareness about availability, lack of access to
services (contraception, abortion)

Source: SEU (1999), HDA (2003)
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Measuring TP inequalities: the health equity audit process
In 2003 there were 101.5 conceptions in Lambeth for every 1000
girls aged 15 to 17 in the borough (415 conceptions). For inner
London the rate was 63.2, nationally 42.1. Over five years, ending
2003, the rate in Lambeth rose by 19%, whilst for England the rate
fell by 9.8%. The inner London rate also fell by 4.7%. Teenage
conception rates vary across Lambeth; for instance, the rate in
Coldharbour ward is three times that for Streatham South. More
deprived wards tend to have higher conception rates.

4.1 Conception rates in women between age 15 to 17, selected
areas

4.2 Conception rates in women between age 15 to 17, by
ward (2000-02 average)
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Fifty eight per cent of conceptions in girls under 18 years of age in
Lambeth are terminated. This is similar to inner London but higher
than the England rate (46%). Later stage abortions in teenagers are
much more likely in Lambeth; 26% are carried out after 13 weeks.
This is nearly double the national average of 14%.

Across England teenage pregnancy rates vary. Higher rates are
associated with:
■ Caribbean, Pakistani or Bangladeshi ethnicity,
■ lower socio-economic status,
■ substance and alcohol problems,
■ homelessness,
■ exclusion from school, or under performing,
■ being the daughter of a teenage mother,
■ being in the care of the local authority.

Lambeth teenage mothers are more likely to be of black Caribbean or
mixed (black Caribbean/white) origin. There are relatively more
teenage mothers from these groups than would be expected given
the size of their local populations. Levels of educational attainment
are also worse, and more are lone parents (2001 census).

Characteristics of teenage mothers, percentages

lone married cohabiting no level 1
parent couple qualification qualification

England 61.4 7.5 29.8 37.4 29.0

Lambeth 78.0 8.4 13.7 32.6 24.3

Note No qualification: without academic, vocational or professional qualification,
Level 1: 1 to 4 GCSE (any grade), NVQ level 1 Foundation

As well as published data the PCT asked local people about services
and what more is needed. Several organisations working with young
people in Lambeth report that more sexual health services are
needed, particularly in south west Lambeth. Parents wanted more
support to talk about sex, and related issues, with their children
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Lambeth Youth Council
is a forum for young people, the group
aims to highlight their concerns,
influence policies that affect them, set
up projects and train young people to
make a positive contribution to their
community.

4.3 The ethnicity of teenage mothers in Lambeth

Source: Teenage Pregnancy Unit data, 2005

Lambeth Youth Council ran a series of discussion groups about
attitudes around, and reasons for, teenage pregnancy. Many young
people thought that for girls lack of self esteem was a factor; that
girls want a baby to love and to be loved by, that having a baby can
help give more security, result in more help with housing, and access
to childcare benefits. Some thought that drugs and alcohol were
more likely to lead to unsafe sex. Others said that family culture was
changing, and teenage pregnancy now carried less stigma.

What is being done about measuring the use of services?
The National Strategy to tackle teenage pregnancy aims to halve the
number of under 18 conceptions by 2010, and increase the
participation of teenage mothers in education, employment and
training, to 60% by 2010, so reducing the risk of long-term social
exclusion.
Choosing Health has prioritised sexual health. It includes a national
sex education media campaign.
A conference for young people about teenage pregnancy is held
annually in Lambeth; the theme for November 2004 was the whole
teenager. Discussions covered; teenage pregnancy and drugs and
alcohol; the influence of preventative education; the education of
young parents; the role of culture; how to support young parents,
and health inequalities. The conference and a local needs
assessment both highlighted the need for closer working between
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everyone involved in preventing and managing teenage pregnancy.
Local partners renewed their commitment to improve
communication, and inter agency referral.
Providing Sex and Relationships Education (SRE) in schools is an
important part of preventing teenage pregnancy. Map 4.4 shows
schools that offer SRE, along with ward conception rates.

4.4 Healthy Schools in Lambeth

conception rates in under 18s/1000
females average 2000-02

above Lambeth average
Lambeth average
inner London average
London average
England & Wales average

secondary and special schools
& pupil referral units in Lambeth

accredited as healthy school
not accredited, or working towards
healthy school status

Healthy Schools
provide for the health and well being of
pupils and staff. Its curriculum includes
sex and relationships education, and
reducing drug and alcohol use.
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Lambeth Teenage
Pregnancy and Parenthood
Partnership
includes Lambeth PCT, Lambeth
Council, many statutory and non-
statutory organisations, and the
community and voluntary sector as
partners. The Partnership leads local
implementation of the national strategy,
and works with the Guys and St.
Thomas’s Charity Modernisation
Initiative to update, and widen access
to sexual health services in Lambeth
and Southwark. The Partnership also
develops local media campaigns,
prevention work to support teenage
parents, and aims to get young people,
parents, local communities, and service
providers more involved in working
together to monitor and evaluate
progress.

Sex and relationship education (SRE) in Lambeth
Lambeth Education co-ordinates SRE to ensure all
organisations (whether working in or out of school) have the
same goals, and deliver consistent age appropriate messages
to young people. The intention is that all schools, including
Pupil Referral Units, will be part of this programme.
Neighbourhood Renewal has helped fund this whole school
approach.
The Healthier Schools Partnership (comprising the Lambeth
Education and PCT) oversees implementation of the national
standards on young peoples’ health and wellbeing and supports
schools to achieve standards of work across personal, social,
and health education, including SRE. Most schools in Lambeth
are working towards these standards; about 30% have
achieved it.
The Health Education Link service works in 40 Lambeth
schools including nursery, primary and special schools. The
Sexual Health and Relationships Education Service (SHARES)
focuses on SRE for secondary schools using specialist outreach
nurses, health promotion and education outreach workers. This
service works with teachers to improve their practice and raise
awareness of local sexual health services.
The Peer Education Project uses young people trained in SRE
to challenge attitudes and behaviours of young people.
The Family Planning Association has been commissioned to
work in Lambeth to deliver a ‘Speakeasy’ programme to
support parents and carers, so as to gain knowledge, and
confidence, to talk positively with their children about sex and
relationships.

The distribution of sexual health services compared to ward
conception rates (CR) is shown in map 4.5.
Young people can get some sexual health services from their GP.
A recent review found some Lambeth GPs have adopted a set of
‘young people friendly’ standards to improve service access.
To book an abortion the woman, or someone such as her GP,
telephones a central booking number. Since 2004 these
conversations can be in languages other than English.
Dedicated teenage pregnancy midwifery teams provide specialist
support at King’s College Hospital and Guy’s and St Thomas’
Hospital. A Sure Start Plus (SSP) programme works across Lambeth
to reduce the risk of long-term social exclusion resulting from young
parenthood.
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4.5 Sexual health services available to young people in Lambeth

conception rates in under 18s/1000
females average 2000-02

above Lambeth average
Lambeth average
inner London average
London average
England & Wales average

pharmacy offering free emergency
hormonal contraception
GUM clinic
acute maternity/antenatal services
community reproductive/sexual
health clinics

Funding for Sure Start Plus stops in March 2006 but the general Sure
Start programmes do not cover some of the areas where teenage
pregnancy is high such as Princes, Streatham Wells and parts of
Ferndale ward.
A case study (box opposite) illustrates the work undertaken within
the Sure Start Plus programme.
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Sure Start Plus: a client case study
B is a young woman of 18 years old who now works part time
having completed training courses at college. Her child attends
nursery and is developing well. They live in permanent local
authority accommodation. She has ended a physically and
emotionally abusive relationship. She is ambitious and hopeful
for the future.
Her health visitor first referred her to SSP as she was caring for
her young baby without support, not claiming benefits, and was
facing homelessness.
SSP found out what she needed and referred her to appropriate
services and provided regular personal support. She was able to
make use of Job Centre Plus (Income Support); the Homeless
Persons Unit (rehousing); SSP Support Group (to reduce
feelings of isolation and depression, gain parenting skills, meet
other young parents, and find out about other local support) and
Connexions (to return to education, employment training).
Within a short time she was receiving benefits and living in
temporary accommodation, and receiving regular professional
and peer support through her group.
She has been involved with SSP for over 2 years and her
confidence, her self-esteem, and her social situation have
improved dramatically. B feels she has benefited a great deal
from the support of SSP and the relationships she has built up
as a result.

What is missing and how important is this gap?
There is a lot of general evidence about the factors underlying
teenage pregnancy but it is not immediately clear why teenage
pregnancy rates in Lambeth are not falling as they are elsewhere in
England. The Lambeth picture is complex, and more specific
information is needed. This could include the pattern of service use
by high at-risk groups for instance conception and abortion rates
amongst refugees, looked-after children, and other marginalised
groups; the proportion of conceptions in existing teenage mothers,
and the proportion of pregnancies that are intended. Lambeth’s
population is very mobile and this affects services, for example some
pregnant teenagers may move to access Lambeth services. More
needs to be known about the extent to which local young people find
local sexual health services and SRE acceptable and accessible, and
what to improve.
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The views and experiences of young fathers and teenage boys are
important. There are a number of local beliefs and anecdotes about
the reasons for high teenage pregnancy rates such as ‘older men
from outside the borough are fathers’ and in some ethnic groups
‘teenage pregnancies are more likely to be planned’. These views
need more thorough investigation and comparison with wider
experience across the country, both to determine any inequities and
to better target services.

What are the inequities and how to address them?
Teenage motherhood is overlain with widely differing attitudes and
expectations depending on individual background, culture, religion, and
other factors, so it is important not to make general assumptions.
However, the disadvantaged social situation of many pregnant
teenagers means it is much more likely that they have low expectations
of, and more restricted opportunities in, education and employment, and
therefore perhaps fewer reasons to see pregnancy as undesirable. The
availability of SRE in schools is also variable, as is the geographical
availability of, and access to, contraception and other sexual health
services. These are likely to affect a young person’s ability to make and
carry through a decision to avoid pregnancy.
The PCT and Lambeth Council plan to work with women from some
ethnic minority groups to deliver culturally appropriate sexual health
education. The PCT is also working with GPs to make surgeries more
welcoming to young people. A survey has been commissioned to
examine young people’s knowledge of sexual health services, and
attitudes and experience of SRE. All this will help to design more
effective future services for young people.
Lambeth schools are teaching different levels of SRE. Both SRE
coverage and the level taught needs to improve. More needs to be
done in high incidence areas, in primary schools and in out-of-school
settings.
The PCT intends to improve access to sexual health services for
instance around Streatham Wells, a high-incidence area.
By improving referral pathways to abortion services and raising
awareness of them with young people, the PCT intends to give women
a greater chance of early abortion should they choose this option.
Support of teenage parents needs to improve. This could be done by:
■ extending Sure Start to cover at least all the high incidence

teenage pregnancy areas,
■ continuing Sure Start Plus funding beyond March 2006.

Lambeth has secured some short term (Neighbourhood Renewal)
funding to develop and implement training for staff in various
organisations; to help parents; to extend provision of targeted sexual
health services for young people; to provide more sex and
relationships education in and out of schools, and to improve data
collection, analysis and evaluation.
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What evidence is there that our efforts will be successful?
There is good evidence that SRE is effective in reducing teenage
pregnancy, especially if it addresses broader issues such as self-
esteem, vocational development, and is linked to provision of sexual
health services. The most positive programmes tend to be long
term, sustained across school years, age appropriate and are started
before children become sexually active. SRE in school does not
increase sexual activity, or pregnancy rates, and in some instances
delays sexual activity. There is less evidence on what works with
young men and some high risk groups, such as socially excluded
children and those misusing drugs.
For young people wishing to continue a pregnancy, good antenatal
care improves health outcomes for mother and child and is cost
effective as are home visits and parental and psychological support
after delivery. This care may also prevent unintended repeat
pregnancy. Helping young parents to continue their education
improves their employment opportunities, and benefits the long
term welfare of the child. Parenting education improves aspects like
maternal self confidence and language development of the child.

Inequalities and potential inequities in Lambeth

Needs Inequalities Service use (access) Potential inequity
indicator measured

conception rates ward CRs vary emergency contraception geographic and deprivation
(under 18s) (rates are lower in provision varies across inequities, mismatch between

England) Lambeth needs and availability of
emergency contraception

deprivation percentage of Lambeth
(high CRs in more abortions similar to
deprived wards) England, but fewer before

10 weeks

Teenage ethnicity Sure Start geographic and ethnicity inequity
as parenthood (over representation Sure Start Plus Sure Start is not Lambeth-wide

by some ethnic minority yet teenage mothers are
groups)

low educational SRE coverage tends to be geographic and educational
attainment more comprehensive in inequity as mismatch between

English schools greater need for SRE in Lambeth,
(Lambeth provision varies, and variable school provision
as does level of provision)

Source: Census 2001 data TPU 2005
Key: CR: conception rates, SRE: sex and relationships education
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Measuring progress
It will be essential to demonstrate progress in order to secure
mainstream funding beyond March 2006. The action plan for 2005 to
2006 is within the Every Child Matters outcomes framework and will
integrate teenage pregnancy into development of Children’s Trusts
and the Change for Children programme.
Aspects that can be measured and reported on include:
■ Improved communication and partnership working across

organisations.
■ Continued efforts to gather views and increase the involvement of

young people through the Youth Council and other forums.
■ The extent of staff training and training of parents in sexual health

and ways of speaking to young people on sensitive issues.
■ Prevention work in schools including achieving higher levels of

SRE.
■ Improved provision of sexual health services in high incidence

areas including access to emergency hormonal contraception.
■ Ensuring all young parents are seen by the specialist midwifery

services and are referred to Sure Start plus and other agencies
appropriately.

■ For women seeking abortion increasing the proportion of abortions
in the first 10 weeks of pregnancy.

■ Finally, a decline in the conception rates in Lambeth and
particularly in specific wards would be a measure of progress
towards the goals of the teenage pregnancy strategy.

teenage pregnancy recommendations
as teenage pregnancy in Lambeth is the highest in England

18 Lambeth PCT and Lambeth council to commit to longer term

investment to reduce teenage pregnancies beyond March 2006

including

● Coordination and leadership of the entire teenage pregnancy
agenda

● Sure Start Plus

● Support to ensure all Lambeth schools achieve Healthy School
status for Sex and Relationships Education by March 2006

● Prevention work targeted at population groups  at increased risk

● Improved local provision of sexual health services in areas of high
need

  4 CYP



65   4 CYP

4.2 Immunisation
Immunisation is a safe and effective preventive measure that
prevents millions of cases of infectious disease and death world-
wide. A recent government document highlighted the potential for
inequalities in immunisation.
Uptake of immunisation in Lambeth and south east London has been
low for many years. This means people are at increased risk of
vaccine preventable diseases. Over the last three years, low and
falling MMR vaccine coverage (combined measles, mumps and
rubella), has resulted in outbreaks of measles in Lambeth and
neighbouring boroughs.

Measuring inequity

4.6 Uptake of first dose MMR vaccine in 2 year olds, 2001 to 2004

Source HPA COVER data, June 2001 – December 2004

Note numbers are percentages of the children that are within age band

A number of factors affect immunisation uptake. A large number of
residents arrive, move within, or leave Lambeth every year, which
makes contact follow-up and record keeping more difficult.
Accessing immunisation may be more difficult for children in care,
those in larger families, who are from particular ethnic minority
groups, have a physical or learning disability, or who are from families
with a chronically ill child.
Problems in the immunisation system also contribute to gaps in
coverage, for instance, poor quality records, how well the
appointment and recall system works, and how easy it is to find out
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Ju
n

e
 0

1

S
e

p
t 

0
1

D
e

c 
0

1

M
a

r 
0

2

Ju
n

e
 0

2

S
e

p
t 

0
2

D
e

c 
0

2

M
a

r 
0

3

Ju
n

e
 0

3

S
e

p
t 

0
3

D
e

c 
0

3

M
a

r 
0

4

Ju
n

e
 0

4

S
e

p
t 

0
4

D
e

c 
0

4

England & Wales

London

Lambeth

100

80

60

40

20

0



66

about the service or make an appointment. In combination these
factors contribute to low immunisation rates in Lambeth, but the size
of the effect of any one factor is unknown. Certain groups in the local
population may be worse affected but there are few data available to
confirm this.
In 2000 a review of 108 asylum seeking children in Lambeth found
that only 11 had a record of tetanus and polio immunisation, and
only13 records mentioned a TB (Heaf) test. This could be partly
because it is difficult to find information in the records, but may also
show that this group is less likely to be immunised. It is perhaps
obvious that particular care is needed to ensure asylum seeker
children are offered immunisation.
Another study showed that some white, older and better educated
parents, had decided not to have their children immunised against
MMR. However, this study also showed that some of these parents
were unaware their child needed MMR, and had not been invited to
make an appointment.

What is being done?
Lambeth PCT has appointed a person to work with health
professionals and parents to improve vaccine uptake, in particular for
marginalised groups where present coverage is low.

Conclusion
Immunisation uptake is reported quarterly, but measuring
differences in uptake between different population groups needs
to improve and requires a joint approach across the NHS and
Lambeth Council.

immunisation recommendation
as levels of immunisation are presently too low

19 Lambeth PCT to work with partners to undertake a health equity

audit to identify and address barriers to immunisation uptake
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