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A vision for Barking and Dagenham

One borough;
ohe community;
London’s growth opportunity

The Council’s vision recognises that over the next twenty years the borough will undergo its biggest
transformation since it was first industrialised and urbanised, with regeneration and renewal creating

investment, jobs and housing.

The borough’s corporate priorities that support the vision are:

Encouraging civic pride

Enabling social responsibility

Growing the borough

* Build pride, respect and cohesion
across our borough

* Promote a welcoming, safe, and
resilient community

 Build civic responsibility and help
residents shape their quality of life

* Promote and protect our green and
public open spaces

* Narrow the gap in attainment
and realise high aspirations for
every child

e Support residents to take
responsibility for themselves, their
homes and their community

* Protect the most vulnerable, keeping
adults and children healthy and safe

* Ensure everyone can access good
quality healthcare when they need it

* Ensure children and young people
are well-educated and realise their
potential

* Fully integrate services for
vulnerable children, young people
and families

 Build high quality homes and a
sustainable community

» Develop a local, skilled workforce
and improve employment
opportunities

* Support investment in housing,
leisure, the creative industries and
public spaces to enhance our
environment

* Work with London partners to
deliver homes and jobs across our
growth hubs

* Enhance the borough’s image to
attract investment and business
growth

Cover picture: Community Food Enterprise providing freshly made fruit juices at the Eastbrookend Country Fair
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Welcome to the
Director of Public Health
Report 2015/16 which
coincides with Barking
and Dagenham’s 50th
anniversary of becoming
one borough. The next
50 years are going

to be defined by how
we use the Council’s
growth agenda and

the investment it

brings to release the
unmet potential in our
communities.

Over the next five years we will

need to radically redesign public
services to address the scale of the
financial savings to be made while
the borough’s population continues
to increase. Meanwhile National
Government is implementing reforms
that will have a major impact on
Council services, residents and local
businesses. Collectively they present
a profound challenge to many of the
prevailing policy approaches of the
Council and the services people are
accustomed to receiving.

Simply put we can no longer afford to
meet the rising needs of our population
by spending more money on the

kinds of services we currently provide.
Instead we need to re-focus what we
do so that we identify the root cause of
need and tackle it so that the individual

Focusing on what matters: Opportunities for improving health

Council Leader Councillor Darren Rodwell health assessment by Harmony Health Clinic

or family in question have a better
chance of living more independently
now and in the future. At the heart

of the Council’s Ambition 2020
transformation programme’ has to be
the opportunity to improve the health of
residents and future generations.

As Director of Public Health it's my
responsibility to describe and advocate
the need to improve health through a
lens that’s wider than care to the root
causes of our poorer Life Expectancy
relative to other London boroughs.

In my reports of 2013? and 20143, |
identified a number of opportunities
where collectively the partners could
use their resources to improve health.
Better Health for London* and the NHS
Five Year Forward View® acknowledge
that the future sustainability of the local
health and social care economy hinges

on a radical upgrade in prevention that
addresses the wider determinants of
health such as income and housing;
unless we take prevention and public
health seriously, this will adversely
affect the future health and wellbeing
of residents, particularly our young
residents, and the sustainability of the
public services.

How we radically transform the
relationship between our residents and
the Council as well as between patients
and the NHS will determine the delivery
approaches we take where the best
outcomes can be delivered at the right
cost. The Health and Wellbeing Board
recognises that whatever the solutions,
it is increasingly clear that the future
depends on much closer joint working
between our partners both locally and
at London level.

1 http://moderngov.barking-dagenham.gov.uk/documents/g8164/Public%20reports%20pack%20Tuesday%2019-Apr-2016%2019.00%20Cabinet.pdf?T=10
2 https://www.lbbd.gov.uk/wp-content/uploads/2015/02/DHP-Annual-Report-2013-14-WEB.pdf

3 https://www.lbbd.gov.uk/wp-content/uploads/2015/02/018583-BD-Annual-Health-Report-2014-WEB.pdf
4 http://www.londonhealthcommission.org.uk/wp-content/uploads/London-Health-Commission_Better-Health-for-London.pdf
5 https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf



My report gives a professional
perspective that informs this approach
based on sound epidemiological
evidence and objective interpretation
taken primarily from our Joint Strategic
Needs Assessment 2015°. | hope my
observations in the following chapters
act as a starting point for systematically
identifying ‘where to look’ before ‘what
to change’ and finally ‘how to change’.

In 2010, the 2012 Olympic boroughs
agreed “that within 20 years the
communities who hosted the 2012
Games will have the same social
and economic chances as their
neighbours across London’. A key
outcome agreed was narrowing the
gap or difference in both female

and male Life Expectancy to the
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London level. Chapter 1 focuses

on our borough’s Life Expectancy
and Healthy Life Expectancy where
improvement is noted, however

the nature of the problem includes
persistent and widening inequalities
in health, the challenge of increasing
numbers of adults with multiple long
term conditions who account for a
high proportion of need and demand
for health and care services. There
are a number of known interventions
which are explored that have a strong
evidence-base and cost-effectiveness
in preventing and treating these
conditions.

| continue this theme in chapter 2,
where health status is for many
determined by where people live,

#makeachange

A young Barking and Dagenham resident pledging to eat an apple everyday as part of the #makeachange campaign

by their education, employment,

the homes they live in, the lifestyle
they choose and how they deal with
ill health once it has developed.

The Council established a Growth
Commission in 20158 to examine the
opportunities provided by becoming
London’s growth opportunity. | discuss
these in the context of how planners
can shape the borough in ways that
address health inequalities over the
next 15 to 20 years.

In chapter 3, | examine what health
outcomes could be considered for
health improvement in the context

of a rapidly changing and growing
borough population. Left unchecked,
and coupled with entrenched social
problems, demand for health and

6 https://www.lbbd.gov.uk/council/statistics-and-data/jsna/overview/ ?loggedin=true
7 http://www.gamesmonitor.org.uk/files/strategic-regeneration-framework-report.pdf
8 https://www.lbbd.gov.uk/business/growing-the-borough/our-strategy-for-growth/overview-2/



care services will soon become
unaffordable and unsustainable. This
means we need to be clear about what
does and doesn’t work so that we
increasingly focus our efforts on those
things that have the most pivotal impact
on Life Expectancy and Healthy Life
Expectancy.

Chapter 4 follows on neatly to explore
the opportunities provided by a
partnership-based Accountable Care
Organisation (ACO) method, using
devolved powers which would deliver
better outcomes for our residents. This
will require the creation of an ambitious
local blueprint for Barking and
Dagenham, Havering and Redbridge
health and social care system that is
place-based, underpinned by multi-year

plans that are built around the needs of
residents. Can the ACO method evolve
our thinking from purely an integrated
care focus for transforming care to one
that has concern for the broader health
of local populations and the impact of
the wider determinants of health?

In the final chapter, | discuss the scope
and scale of health protection work
by the Council and Public Health
England to prevent threats to health
emerging, or reducing their impact,
driven by the borough’s and London’s
health risks. Changes to the health
protection system are being planned
and this is discussed in respect of
our major programmes such as the
national immunisation programmes,
the provision of health services to

Community Games in Barking and Dagenham

diagnose and treat infectious diseases,
surveillance and response to incidents
and outbreaks.

| hope you find the 2015/16 Report

of the Director of Public Health for
Barking and Dagenham of interest and
value. Comments and feedback are
welcome, and should be emailed to

matthew.cole@lbbd.gov.uk

Matthew Cole
Director of Public Health
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The funding for local
government is set to fall
significantly over the next
five years. By 2020 the
cuts in funding mean
that the Council will have
roughly half the amount
of money that it had to
spend in 2010. Because
of the growing needs of

our residents, we estimate

that if we did nothing,
there would be a shortfall
in our budget of £63
million by 2020. Instead
of working out how to
make cuts, we have
concluded that we need
to decide how to best
spend what we still have
available to us each year.

This reduction in resources requires us
to think differently about the services
we provide and how we provide them.
It's a huge challenge, but one in which
tackling health inequalities is a key goal
within the Council’s Ambition 2020
transformation programme’. In short
with our partners we want to focus on
increasing Healthy Life Expectancy

to improve outcomes such as quality
of life and to reduce the demand on
health and social care services; in turn,
reducing the burden of disease in the
borough.

Diversity with the Olympic torch at the 2012 torch relay events in the borough

This means re-imagining health care
delivery and seeking a system that
opens up the definition of health

from clinical care to one that also
encompasses the wider determinants
such as income and educational
attainment. There is significant
evidence that where and how people
live, affects their health. Professor Sir
Michael Marmot suggests that 80% of
health outcomes are determined by
wider factors such as lifestyle choices,
the physical environment and family and
social networks?. | address the wider
determinants of health in chapter 2. In
this chapter | consider the impact of
primary and secondary prevention in the
context of disease and Life Expectancy.

There is no doubt that people are living
longer than they used to twenty years
ago®. The reality is that people are
often living longer with multiple health
needs and long term conditions such
as cardiovascular disease including
hypertension, chronic obstructive
pulmonary disease, diabetes and
mental health problems. As a society
our failure to prevent these conditions,
where they are preventable, has meant
that the demand on health and social
care services is increasing annually.
This trend is set to continue as our
ageing population increases; however,
it is clear that this state of affairs is not
sustainable.

1 Ambition 2020, Barking and Dagenham http://Ibbdstaff/Marketing/Pages/Ambition2020.aspx
2 http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review

3 Barking and Dagenham, Joint Strategic Needs Assessment 2015 https://www.lbbd.gov.uk/council/statistics-and-data/jsna/overview/



HOW. |Ong are people n Life Expectancy is a prediction of how long a baby born in this area

Barklng and Dagenham would live if current age and sex death rates apply throughout its life.

|iViﬂ gf) Life Expectancy for people has increased over the past 10 years in
Barking and Dagenham, in London and in England.

Both women and men in Barking and
Dagenham live shorter lives when
compared to London and England.
We also know that Life Expectancy in

Table 1:
Life Expectancy in women and men 2012-14.

the borough is lower than in any other Indicator Period England LO"‘.’O"' Barking and
London borough. Table 1 shows Life e[l Dagenham
Expectancy in Barking and Dagenham | | ife Expectancy | 2012-2014 | 79.5 80.3 776

and compares this with London and at birth (Male)

England, Figures 1a and b show the

increasing trend in Life Expectancy in Life Expectancy 2012-2014 | 83.2 84.2 821

the borough for women and men. at birth (Female)

Life Expectancy for females in the Source: PHOF

borgugh is increasing ge'nerallyl, but Figure 1a:

fell in 2012-14 from .the hlgh.pomt Female Life Expectancy from birth, Barking and Dagenham, London and
of 2011-13. Baby girls growing up England, 2002-2004 to 2012-2014.

locally are more likely to die around

13 months earlier than the ‘average’ 85

English girl. This gap has improved :: M o /

by approximately 6 months over the

last 10 years; however, compared with 82 _//_ /
81

the London average, the gap in Life
Expectancy of women has widened 80 e
by approximately 3 months in the last £

10 years. 78

77
For males, improvements in Life -

Expectancy at birth have not been 39& f&cg: 9,69 319“’« qs‘?% 169 mQ@ q§:~ ﬂfs\w qg:{b ﬂ,o"“
as fast as those seen nationally or in @& qg,e‘b’ qsp“ q$§§’ fb@' qsgi\ @d‘b’ q’@’ q,%"Q %Q-(\' q§3’
London, and the gap has widened

over the last ten years. Baby boys

living in Barking and Dagenham are Figure 1b:
likely to die 23 months earlier than Male Life Expectancy from birth, Barking and Dagenham, London and

Years

the ‘average’ English boy. The gap England, 2002-2004 to 2012-2014.

between local Life Expectancy and the &4

national rate has widened slightly in sl — = —
the last 10 years, with the gap being 4 79 || —tonden e

months wider than in 2002-04. This 76 — i

is mirrored when oc?mpared with .the g Lk g = i
London average, with the gap being 76 e
two months wider than ten years ago. 75 =

74

73

Source: HSCIC/PHOF
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HOW. |Ong are people n Healthy Life Expectancy (or disability—free Life Expectancy) is a
Barki ng and Dagen ham prediction of the length of time that an individual can expect to live free

”Ving heahhy ”V@S? from a limiting long-standing illness or disability.

Healthy Life Expectancy in Barking and
Dagenham for males is 4 years and for
females is almost 7 years lower than
the England average, and also is lower
than for the most similar statistical
neighbours in London (Greenwich Females

Figure 2:
Life Expectancy and Healthy Life Expectancy, Barking and Dagenham,
Greenwich, Lewisham and England, 2012-2014 (3 year average).

and Lewisham). This difference is S

associated with the number of years’ $0:0

people live with chronic health issues, i

and often is dependent on health @ —

and social care support. Figure 2 § 502

compares the Life Expectancy, Healthy ;.’1 i

Life Expectancy and years with chronic 20

health issues for males and females in .

Barking and Dagenham, Greenwich, T80

Lewisham and England in 2012-14 (3 oo Eg,ar;rsh:r: Greommich L ewisham ——
year average). " Life Expectancy 82.1 82.5 83.4 83.2
The difference between Life ® Healthy Life Expectancy 54.6 63.5 62.4 64.0
Expectancy and Healthy Life Local authority

Expectancy shows the years that
a person spends in poor health is
important because it highlights the Males
years where a person’s demands on oo

health and social care are greatest. sl

Our joint Health and Wellbeing Strategy e

priorities include reducing this gap S

between Healthy Life Expectancy and 041

Life Expectancy to improve quality =l

of life and reduced demands on the S0

health and care system. Barking e i i =1
and Dagenham has broadly similar a7 ' [

00 : :

Age (years)

figures to our statistical neighbours -0 i
9 . g BE;arkmghand Greenwich Lewisham England
and England for Life Expectancy, : I el ! |
but significantly | r Healthy Lif " Life Expectancy | 77.6 79.0 | 79.0 | 79.5
ut signiricantly lower Healthy . e ®Healthy Life Expectancy 59.5 60.0 64.0 63.4
Expectancy for all people, particularly Local authority

for females.



Figure 3:

Fair society, healthy lives, more widely
known as ‘The Marmot Review’ after its
author Professor Sir Michael Marmot,
has been highly influential in debate on
health inequalities policy since its 2010
publication, especially among local
authorities and health and wellbeing
boards. One of the iconic charts in

the review, referred to below as ‘the

Marmot curve’, Figure 3, shows how 45
Life Expectancy and disability-free Life 0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100
Neighbourhood income deprivation (population percentiles)

Expectancy (that is, the number of

years that we live free from disease) are o e Life cy o mmm Disability free life cy
systematically and consistently related Source: Bernstein et al 2010
to differences in income deprivation
X Note: The original figure was first published in an independent review for government in early 2010,
across thousands of small areas in supported by the Fair society, healthy lives team.
England.

The impact of the factors that affect
Life Expectancy and Healthy Life

Expectancy on our residents is ;. E ! BRI s ot s o
significant. Barking and Dagenham 0 ' ' g i

is the 3rd most deprived borough in
London and the 12th most deprived
borough in England. This has
changed since 2010 when Barking
and Dagenham was ranked 7th most
deprived borough in London and 22nd
most deprived borough in England.

It's important to understand that this # You coulg

worsening in rank does not equatetoa |8 : mQheqch

worsening in deprivation, but rather is a % \ ” Qnge
result of a slower relative improvement N oingto [ gy ‘ )
in the borough than some other ' Mote Feruit anet |

London boroughs and local authorities. - \ \J@g&TABL E 5

Communities like Barking and
Dagenham, where residents have low
incomes tend to have more ill health
and lower Life Expectancy, with more \

people dying of preventable disease Young residents of Barking and Dagenham pledging to make a change
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before 75 years of age than in less Table 2:
deprived areas. Therefore, delivery Most common causes of ill health and premature death in
of Council plans to achieve priorities Barking and Dagenham.
will need to target resources to
Expectancy. 1 | Coronary heart disease Lung cancer
2 | Lung cancer Breast cancer
What are the 3 | COPD Coronary heart disease
COI’]dlI’[IOﬂS that are T Terore SorD
causing our poorer
. ,? 5 | Colorectal cancer Pneumonia
Life Expectancy”
6 Liver disease Colorectal cancer

More than half of the gap in Life
Expectancy and premature death are
caused by four conditions: chronic
obstructive pulmonary disease
(COPD), lung cancer, coronary heart Main Action 1
disease and pneumonia. Falls also
contribute to mortality in women

over 65 and diabetes is one of the
causes of coronary heart disease.
The commonest causes of premature
death (under 75 years old) in men
and women are detailed in Table 2 in
decreasing order.

The London Health Observatory model estimates that around 7,000
people would need to quit annually in Barking and Dagenham to

decrease the inequalities gap by around 32% in each sex over 10 years.
Of these, it is estimated that 71% (around 5,000 annually) will start
smoking again within a year so follow up is required and another quit
attempt encouraged.

How many deaths do ~ ™¥ _ ,
Risk percentage population attributable.
we need to prevent

to briﬂg Barkiﬂg and Number of Smoking Estimated number

Dagenham in line Condition  deathsin  onroutable e
: ercentage, attributable 1o

the London and the B&Din2014 o land 2013 smoking- 2014

national averages”?

COPD 96 85.3% 82
The common feature for all the Lung cancer 93 80.5% 75
conditions in Table 2 is that they are
caused by smoking and the numbers CHD 161 13.2% 21
of smokers in the borough (prevalence).
Nationally, 17.2% of people currently Pneumonia 69 17.9% 12
die of a condition directly caused by Total deaths 1266 17.99% 218
their smoking (Table 3). This proportion
will Change as the effects of historic Data source: PCMD and HSCIC - 2013 Statistics on Smoking

smoking prevalence rates work through
the life course. In 2014, 218 deaths in
Barking and Dagenham were directly
attributable to smoking.



In 2009, modelled smoking prevalence
in Barking and Dagenham was the
highest in London at 32%, and 8th
highest in England. By 2013 it was
estimated that local prevalence had
declined to 23%, still the highest in
London, almost 6% higher than the
London and 4.5% higher than the
national average. In 2014, it was
estimated that smoking prevalence had
further declined to 21.7% which puts
Barking and Dagenham as the fourth
highest in London. However, these
estimates are based on responses to a
national survey and should be treated
with caution, particularly in relation to
changes and trends. It is, however,
clear that smoking is the cause of
health problems for many residents in
the borough.

In addition, according to research, the
majority (two-thirds to three-quarters)
of quit attempts are performed without
any health service intervention. These
have a poorer quit rate than supervised
people but this will still be the largest
route of quitting in Barking and
Dagenham. This is an important route
with vaping now being the preferred
quit method for the majority of the
population in the UK. Modelling would
suggest that fewer than 1,000 people
quit permanently each year in the
borough. The stop smoking service
contribution to this would only have
been modest - between 140 and 360
people.

To substantially decrease the gap
between Barking and Dagenham

and the national Life Expectancy rate
smoking must be seen as the highest
priority. The following are key actions:

i). Increase the stop smoking quitters
(at 4 weeks) to at least 2,000
people annually. This quit rate
has not been attainable over the
past three years in Barking and
Dagenham, and in part this is
due to the variation in approach
in independent practitioners in
primary care.

Table 4:
- 30,100
Barking and 21 to 23% i
Dagenham (28,700 to 31,500)
London 17% 23,200 6,900 (5,500 to 8,300)
England 18% 24,600 5,500 (4,100 to 6,900)

Source: PHOF and ONS Population Estimation

i)

Stop Smoking Service

We offer a whole range of
‘op smoking services and support,

Stop Smoking Service with Council Leader Councillor Darren Rodwell, Councillor
Saima Ashraf and Councillor Syed Ahammad for No Smoking Day

Catching potential smokers before
they start. Education interventions
to decrease new starters are
effective and the numbers of young
people smoking in the borough

is low in comparison to national
averages.

. Creating an environment that
makes smoking the hard choice.

. Strengthening tobacco
enforcement and general

education/advertising on how best
to quit alone as around 2/3rds of
future quitters will not seek any
assistance.

v). Training all front line staff to give
smoking advice to all smokers.

vi). Increase the extent and diversity of
front line staff who can give Level 2
stop smoking advice, so that almost
all facilities and staff groups have at
least one provider.
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Chronic obstructive
pulmonary disease
(COPD)

There are two main interventions that
increase Life Expectancy in COPD.
These are:

i). Stopping smoking.

ii). Domiciliary oxygen for those late in
the disease.

It is particularly important to identify
people with COPD at an early stage
in their disease in order to advise on
stop smoking techniques and referral
for management to give symptomatic
relief.

Coronary heart disease
(CHD)

CHAPTER

CHAPTER 2 m CHAPTER 3 | CHAPTER 4 | CHAPTER 5

Main Action 2

To eliminate the inequalities gap around 12,000 hypertensives
would need to be diagnosed and/or known hypertensives
have their blood pressure lowered into the target range

over 10 years. It is not just a question of improving blood
pressure control as there are only 4,000 people with

inadequately controlled blood pressure. Instead, at least 8,000
hypertensives will need to be diagnosed (mainly via the Health
Check programme) and the number excluded for not attending
or where medication cannot be prescribed, commonly known
as exception reported, (820) needs to be reduced substantially.

The rate of CHD in Barking and
Dagenham is only slightly higher

than the national and regional rates.
However, this slight elevation results in
11 male deaths and 7 female deaths
more than would be expected annually
if the local rate was the same as the
national rate. The London Health
Observatory has performed modelling
to show what interventions would have
the most effect in reducing cardio
vascular disease. These are:

i). Decreasing smoking prevalence:

* In the general population.

* In those at high risk of
cardiovascular disease (CVD) or
with evidence of the disease.
This is likely to include equipping
more primary care professionals
to deliver stop smoking advice.

Adequately, treating 1,200 hypertensive’s annually would
decrease the inequalities gap by around 10% over 10 years.

ii). Improving blood pressure control:

* Increasing diagnoses of
hypertension to raise the
prevalence nearer to the
expected level.

 Decreasing the number of
hypertensives who are excluded
from monitoring i.e. exception
reported in primary care.

* Improving drug and lifestyle
management of hypertension to
achieve adequate control.

iii). Controlling cholesterol in those at
risk of CVD:

* Assessing all hypertensives for
overall vascular risk and
commencing a moderate
proportion on statins.

* Roll out of the vascular risk
assessment project in order to
detect more hypertensives and
more people at high risk of CVD.

iv). Secondary prevention of CVD:

¢ This involves maximising the
use of drug treatments with a
good evidence base.

From a local perspective the work that
is required is:

* Detecting more people who have
undiagnosed CVD but have

not been placed on the primary
care registers.

Decreasing the number of
patients with disease who are
excluded from performance
monitoring i.e. exception
reporting in primary care.
Improving drug and lifestyle
management of CVD using well
known evidence based
approaches. This includes
increasing uptake of some of the
more ‘difficult’ treatments like
Warfarin in atrial fibrillation and
B-blockers in heart failure.

13
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Newborn and infant
mortality

There are only a small number of
deaths in the first year of life or in the
early years but each one causes a
disproportionately large decrease in the
overall Life Expectancy in the borough.
A large proportion of children who die
in infancy are born to mothers who
have some degree of socio-economic
deprivation. Worldwide, the level of
infant mortality is more dependent

on the educational and economic
positions of the mother than the nature
and extent of maternity and infant care.
Hence, the major inputs into infant
mortality include:

i). Collaborative work to increase the
wellbeing, education and
aspirations of young people,
especially women.

ii). Antenatal care aspects especially:

* Stopping smoking.

e Early booking (first trimester) so
that maternal or foetal problems
can be identified and ameliorated
at an early stage.

iii). Delivery and early postnatal care
including:

e Promotion and maintenance of
breastfeeding.

iv). Care at home including:

e Completion of vaccinations in
timely fashion.

» Continuation of breastfeeding to
6 months.

Taking action to
decrease newborn and
infant mortality

Preventing deaths around birth and in
the first year of life are highly effective
in decreasing the inequalities gap.
Interventions include:

Main Action 3

Each life saved in utero, in the newborn or in the first year of life
decreases the Life Expectancy inequalities gap by 0.5% in a single

year. Reducing the annual number of deaths to around 17 infants
(4.7 per 1,000 births over 3 years) will keep the infant mortality gap
to a minimum.

i). Collaborative work to increase the
wellbeing, education and
aspirations of young people,
especially women.

ii). Antenatal aspects especially:

* Stopping smoking.

e Early booking (first trimester) so
that maternal or foetal problems
can be identified and ameliorated
at an early stage.

¢ Delivery and early postnatal care.

e Promotion and maintenance of
breastfeeding.

iii). Care in the first year of life include:

e Completion of vaccinations in
timely fashion.

» Continuation of breastfeeding to
6 months.

* Decreasing second hand smoke
exposure.

There are very many socio-economic
inputs with big effects on infant
mortality. They are documented in the
next chapter of my report.

Cancer

My aim to improve cancer outcomes
demonstrates the need for a radical
prevention approach to improve

Life Expectancy and Healthy Life
Expectancy.

Why is Barking and
Dagenham an outlier?

Overall, Barking and Dagenham
has the lowest net survival amongst

London and West Essex clinical
commissioning groups (CCGs), ranking
33 (1 highest, 33 lowest). In part this is
due to:

e Low percentage of residents able to
recall a symptom of cancer.

* Breast cancer screening coverage
and uptake is consistently (over the
period 2012 -2014) lower than the
England average.

e There are 352 cancer deaths per
100,000 people each year. This is
higher than the England average.

* Low bowel screening uptake.

¢ Two-week wait conversion rate.
This is the number of referrals
from general practice against the
number of cancers detected.

e 25% of patients with cancer are
diagnosed via emergency care
services.

e Significantly lower Healthy Life
Expectancy.

In 2009/10, only 31% of residents
could recall a lump or swelling as a
sign of cancer (68% England, 57%
Havering and 50% Redbridge). This
meant that we were the 2nd lowest out
of 22 CCGs (Primary Care Trusts) in
London who were surveyed using the
Cancer Awareness Measure. Although
one-year net survival index for Barking
and Dagenham has increased steadily
with 63.9% of those with all newly
diagnosed cancers surviving one year
or more in 2012 (ONS), it is lower than
the London average of 69.7% and the
overall England figure of 69.3%.

4 http://www.cancerresearchuk.org/health-professional/prevention-and-awareness/the-cancer-awareness-measures-cam
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Table 5:

If we are to tackle
one-year survival rates,
we have to address

Barking and
Dagenham

Lowest Highest

England

Indicator

variation within general Two-week conversion rate | 8.6% 8.4% 0% 22%
practice. Breast screening 68.6% 77% 30% 821%
Table 5 shows the considerable Bowel screening 43.7% 58.8% 28.1% 52.3%

variation in early diagnosis within our
general practices. Caution should be
used when interpreting O as the bottom
of the range.

Screening has a huge part to play in
addressing one-year survival. About
one in 20 people in the UK will develop
bowel cancer during their lifetime. It

is the third most common cancer in
the UK, and the second leading cause
of cancer deaths, with over 16,000
people dying each year (Cancer
Research, 2013). Regular bowel
cancer screening has been shown to
reduce the risk of dying from bowel
cancer by 16% (Cochrane Database of
Systematic Reviews, 2006). Colorectal
cancer (using the faecal occult blood
test) screening programme’s target

is 60% of patients with a definitive
screening result, out of those invited.
Uptake in Barking and Dagenham is
below the England average and the
screening programme target.

Routes to diagnosis
have a significant
impact on survival
rates in Barking and
Dagenham:

Table 6 identifies all malignant tumours
newly diagnosed between 2006 and
2013 as well as selected benign and
in-situ tumours. The methodology

is consistent with previous work on

the routes to diagnosis of cancers.
Improved linkage to Hospital Episode
Statistics data has helped to reduce

Table6:

Routes to diagnosis - 2006 to 2013. All tumours (excluding C44)
Death

Two

Screen  week | GP Other Inpatient Emergency  certificate Number

detected  wait referral outpatient = elective  presentation  only Unknown | of cases
2006 | 3% 20% [27% | 11% 2% 32% 0% 5% 793
2007 | 1% 26% [30% | 11% 2% 26% 0% 4% 771
2008 | 8% 24% | 30% | 9% 2% 26% 0% 2% 852
2009 | 4% 26% |34% | 10% 1% 24% 0% 2% 875
2010 | 2% 29% | 32% | 10% 1% 24% 0% 2% 781
2011 | 8% 28% [27% | 11% 1% 22% 0% 3% 809
2012 | 3% 34% |27% | 11% 1% 22% 1% 2% 842
2013 | 1% 32% [ 28% | 13% 1% 23% 1% 2% 818

Table 7:

Lung Route to Diagnosis - % for those diagnosed between 2006 and 2010, England.

Emer-
Two Other gency
Week GP Outpa- Inpatient = Presenta-
All routes  Wait referral tient Elective tion Unknown
Route - 24% 21% 10% 2% 38% 3%
1-year survival 29% 42% 38% 42% 32% 11% 23%

Table 8:
Breast Route to Diagnosis - % for those diagnosed between 2006 and 2010, England.

Emer-
Two Other gency
Screen Week GP Outpa- Inpatient  Presenta-
All routes detected = Wait referral tient Elective tion Unknown
Route - 28% 43% 16% 3% 0% 5% 5%
1-yearsurvival | 96% 100% 98% 96% 91% 85% 50% 95%

the proportion of tumours with an
unknown route and provided a better
understanding of how other routes
originated.

If we examine further the routes of
diagnosis and compare against 1-year
survival rates in Tables 7 and 8 clear
inequalities can be seen.
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The guidance describes Ambition
2020 for cancer in respect of the
Government’s mandate to NHS
England 2016/17. Overall the 2020
goal is to deliver the recommendations
of the Independent Cancer Taskforce®,
including:

¢ Significantly improving one-year
survival to achieve 75% by 2020
for all cancers combined (up from
69% currently); and

e patients given definitive cancer
diagnosis, or all clear, within 28 days
of being referred by a GP.

The clear priority and deliverables for
2016-17 include:

¢ Adult smoking rates should fall to
13%.

e 57% of patients should be surviving
for 10 years or more.

e 1 year survival should reach 75% for
all cancers.

* 95% with a definitive cancer
diagnosis within 4 weeks or cancer
excluded 50% within 2 weeks.

e 75% bowel screening uptake.

¢ Achievement of cancer waiting time
standards of 2 weeks, 31 days and
62 days.

The Health and Wellbeing Board in
its system leadership role will need to
focus on the following, if we are going
to deliver the 2020 cancer goals:

e Supporting a radical prevention
approach to improve recall of signs
and symptoms.

e Ensuring an active smoking control
planis in place.

e Supporting primary care to reduce
variation, improve early diagnosis
and 1 year survival.

* Increasing the uptake of effective
screening programmes €.g. cervical
cancer screening, bowel cancer
screening.

* Encouraging the population to
present and improving access to
primary care.

* As at the end of 2010, around 3,600
people in the borough were living
with and beyond cancer up to 20
years after diagnosis. This could
rise to an estimated 7,000 by 2030.

* Endorsing a move towards cancer
being viewed as a long term
condition.

e Encouraging improved, standardised
Cancer Care Reviews in primary care.

* Lifestyle schemes are commissioned
but currently underutilised.

Equally as important as physical health
is mental health and although | have
not reviewed the evidence base in this
chapter mental health also impacts

on Life Expectancy’. It's long been
known that people with mental health
problems tend to live shorter, less
healthy lives, than people who are
more resilient. In part this is due to
the drug and alcohol dependency that
people with mental health problems
experience, and also due to the impact
of drugs used to treat mental health
problems.

5 https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-guid-16-17-20-21.pdf
6 http://www.cancerresearchuk.org/about-us/cancertaskforce
7 Lawrence, D (2011) Life Expectancy Gap Widens Between Those with Mental lliness and General Population. British Medical Journal. 21 May 2013.

There is a very large gap in Life
Expectancy between people with
mental health problems and the
general population. A woman born

in 2009 is likely to die twelve years
early and a man is likely to die sixteen
years early. Although suicide has
some impact on the Life Expectancy of
people with mental health problems, at
most 20% of all early deaths are as a
result of suicide, all other early deaths
are as a result of medical conditions.
This is not an acceptable position to be
in and the borough has in place plans
to improve both adult and children’s
mental health.

We need to address variation in care
offered across the life course. In the
cancer example we want to be able

to say that our patients are diagnosed
faster, have a better chance of survival,
a better experience of care and are
better informed and supported. The
development of new models of care
has to reduce variations in care from
the front door, primary care providers,
through to our hospital and community
services.

The evidence base for what works and
impacts on Healthy Life Expectancy
and Life Expectancy is vast. This is
best represented by Figure 4. In a
very simple way this diagram shows
that social determinants of health,
such as housing, can take up to 15
years to impact on health, lifestyle
interventions take up to 10 years and
clinical interventions take up to 5 years
to impact. Itis important that all three
approaches (A-C) are taken as shown
in Figure 4. | examine this in chapter 2.
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While there are a number of known Figure 4:
interventions that have a strong
evidence-base and cost-effectiveness
in preventing and treating the health
conditions that lead to pre-mature
death and ill health in respect of
intervention design there is no one-size

fits all solution that works across all A

_

/Fo/rexa'mple intervening to reduce iisk of mortality in
people with established dlseaSe such as CVD,
cancer diabetes

community groups. For this reason,
insight into our resident’s needs and
into the evidence-base is critical to the
delivery of successful programmes to

|

m intervening through Ilféstyle §nd behavioural
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achieve good outcomes. B

Implementation of the Council’s
Ambition 2020 programme and

The Five Year Forward View both
provide the opportunity to integrate
approaches to commissioning and take

repeated harm and weight mapagement to reduce
mértality in the medium term |
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more radical action on prevention. It is C
essential that we engage communities

mortality in the long term

For example interveni the social determinants
" such as worklessness, poor housing,

in developing all our plans and also to
implement a combination of individual
and societal interventions. These
interventions can be universally applied
and also targeted to reach those with
the greatest need to improve the health
of the poorest fastest.
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Raising awareness of the impact of domestic violence on individuals, families, communities and services. Supporters included
Councillor Maureen Worby, Cabinet Member for Adult Social Care and Health, and Chair of the borough’s Health and Wellbeing Board
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Source: Health Inequalities National Support Team (2009)
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Barking Riverside new housing opposite lake
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In 2015, the Council asked
a team of independent
experts to form a Barking
and Dagenham Growth
Commission’, to review our
ambition to be London’s
growth opportunity and
recommend how to

maximise the contribution of

the borough to the London

economy; generating growth

in Barking and Dagenham
in a way that benefits all
residents. Their report was
published on 24 February
2016 and included 109
recommendations.

The growth agenda gives us a chance
to shape the whole borough very
differently in the longer term with up
to 35,000 new homes and 10,000
additional jobs over the next 20 years.
It also brings challenges, in particular
maximising the opportunities for
improving health and tackling the
inequalities. The challenge continuing
on from chapter 1 is narrowing the gap
in Healthy Life Expectancy in Barking
and Dagenham compared to London.
The outcome is defined in our joint
Health and Wellbeing Strategy?.

There is substantial scope for
improvement in both Life Expectancy
and Healthy Life Expectancy. Both aim
to narrow the gap between those with
poor health status and the population
as a whole, a gap that is generally
widening. Achievement of narrowing

CHAPTER 1

s
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CHAPTER 5

2

Councillor Evelyn Carpenter Member of the Health and Wellbeing Board and children from Northbury Primary
school planting apple and pear trees in Barking Park to encourage healthier eating

the gap is not only about saving lives
overall, but is about ensuring that a
higher proportion of the gains are made
by those in poorer circumstances. It
focuses attention on the distribution

of health benefit, rather than simply

on overall health outcomes from the
provision of programmes and services.
Improvements in Life Expectancy will
be achieved through the wide range
of actions recommended by the
Commission.

The latest official Life Expectancy data
for 2012-14 shows that Healthy Life
Expectancy in Barking and Dagenham

is lower than that for London as a
whole with Healthy Life Expectancy in
the borough being 4.5 years less for
males and 9.5 years less for females.
Over the next 15 years we need to
increase the Healthy Life Expectancy
trajectory to achieve the London rate.
For illustrative purposes in Tables 1
and 2 the values are based on a linear
regression line generated from the three
year rolling data based on 2009-11 to
2012-14. Table 1 predicts the current
trend in both London and Barking and
Dagenham over the next 15 years.

1 https://www.lbbd.gov.uk/business/growing-the-borough/our-strategy-for-growth/overview-2/
2 https://www.lbbd.gov.uk/council/priorities-and-strategies/corporate-plans-and-key-strategies/health-and-wellbeing-strategy/overview/ ?loggedin=true



Table 2 examines the increased
Healthy Life Expectancy trajectory to
the London rate. In order for Barking
and Dagenham to reduce the Healthy
Life Expectancy gap with London and
match Healthy Life Expectancy for
males and females in 15 years time
(2030) there will need to be a 2.4 year
improvement in the next five years for
males and 10.6 year improvement for
females as described below.

This chapter draws on the evidence
from the expert Growth Commission
and elsewhere. |