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Foreword
I am pleased to present to you the 2013 Director
of Public Health (DPH) annual report. This is the
first annual report following the transfer of
public health responsibilities from the NHS to
local government, as part of the Health and
Social Care Act 2012. It is also written during a
time of unprecedented public sector reform and
significant financial challenges for the town.
Public sector organisations are having to make
significant reductions to their budgets with a
direct impact on service provision. Combined
with these financial challenges are a number of
policy reforms that have significantly affected all
agencies: the council, NHS, police, probation,
fire and rescue, education and the voluntary and
community sector. The reforms have not only
affected large organisations, but have also
impacted directly and indirectly on individuals,
families and communities. For instance, welfare
reforms are having a disproportionate impact
on vulnerable individuals and families in
Middlesbrough with an estimated 14,000
directly affected. This has affected their ability
to get on in life, put food on the table and
provide a roof over their heads.
Within these challenges and resource limitations
are opportunities for greater collaborative
working, to ensure that prevention and early
intervention remains at the forefront of all our
efforts. This report outlines the key health and
wellbeing issues for Middlesbrough and how
most of these are amenable to prevention and
early intervention. The report makes a number
of recommendations to shift our focus from
reactive interventions to upstream prevention
and early intervention. This is the only way we
can mount an effective and sustainable
response to widening health inequalities, poor
outcomes for babies, children and young
people and the management of long-term
conditions. The report also summarises the
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impact of the welfare reforms on health and
wellbeing and concludes with an update on the
health promoting settings approach we are
taking in Middlesbrough.
As public health becomes more embedded into
the council, I am looking forward to improving
health and wellbeing by taking action further
upstream and tackling the underlying causes of
poor health. Moving upstream is the only way
we can improve outcomes, reduce health
inequalities and ensure the health and social
care system is prepared and equipped to cope
with rising demands. Let us work together to
shift the focus upstream to improve the health
and wellbeing of our local population.

Yours sincerely,

Edward Kunonga
Director of Public Health
Middlesbrough Council
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This transfer gives Middlesbrough Council an
opportunity to strengthen collaborative work
with other statutory agencies, voluntary sector,
private sector and local communities to address
the wider determinants of health such as
economic regeneration, raising educational
attainment, improving housing quality, tackling
unemployment, creating health promoting
environments and tackling crime. The public
health team has already established links with
other council departments to address a number

Public health is the science and art of
promoting and protecting health and
wellbeing, preventing ill-health and
prolonging life through the organised efforts
of society.1

g

This transfer is one of the few areas within the
Act that has been broadly welcomed. Although
public health in the NHS has contributed
significantly to a number of improvements in
health outcomes, such as significant reductions
in premature deaths from cardiovascular
disease, much more can be achieved through
the work of local authorities in addressing social
causes of poor health. The transfer of public
health into local authorities, if maximised, could
have a significant impact on health and
wellbeing as well as reducing health inequalities
by strengthening efforts to tackle the upstream
causes of poor health and wellbeing.

What is public health?

P

Public health has its roots in local authorities. In
the 19th century, local authorities used to
appoint ‘Medical Officers of Health’, (the
equivalent of directors of public health), to
respond to the challenges of infectious
diseases, clean water, sewerage, poor housing,
overcrowding and clearance of slums. Historic
public health achievements such as improved
sanitation and housing, which were critical to
reducing infectious diseases, have their roots in
local authorities. It was not until 1974 that
reorganisation transferred most public health
functions to the NHS. The Health and Social
Care Act 2012 led to a reorganisation of the
NHS and the return of public health to local
government.

of public health issues in Middlesbrough. An
example is the work carried out with the trading
standards department to tackle illicit tobacco in
the town which led to one of the largest raids on
a ‘tab house’ in Middlesbrough.

Hea
lth

Background

Health protection protecting the public from
infectious disease and other threats to health
such as chemicals, radiation, environmental
health hazards, emergencies and major
incidents.
Health improvement tackling health
inequalities, improving quality and length of
life through addressing social causes of poor
health, lifestyle risk factors and promoting
early interventions
Health service quality improvement
ensuring the commissioning and delivery of
high quality health services and reducing
inequity in access and outcomes.
1

Faculty of Public Health - www.fph.org.uk
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Health and wellbeing is highly influenced by,
and dependent upon the social and
environmental context. Sir Michael Marmot
referred to this as the daily conditions in which
people are ‘born, grow, live, work, and age’.
2
Marmot’s review ‘Fair Society, Healthy Lives’,
was commissioned by the Secretary of State for
Health in November 2008. The review confirmed
that health inequalities are not inevitable and
that they stem from avoidable societal
inequalities such as income, education,
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Operations Manager with tobacco haul from a property raid

Figure 1: The wider determinants of health
Social Model of Health – Dahlgren & Whitehead 1991

ks

Middlesbrough Council’s Trading Standards
team have targeted the illicit market,
regarding sales from private houses and
retail premises to reduce availability.
In 2013:
• 24 surveillance operations were carried
out
• 78,417 cigarettes were seized
• 12.65kg hand rolling tobacco was seized
• Test purchasing operations and routine
inspections were carried out at 49 retail
premises

employment and neighbourhood
circumstances. It is estimated that  up to 50% of
health and wellbeing is determined by social
factors also known as the wider determinants of
health i.e. socioeconomic, environmental,
cultural living and working conditions.

Agricult
ure
& food
product
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Tobacco Control – Reducing Availability
Middlesbrough has one of the highest
smoking prevalence rates in the country and
a high illegal tobacco market. The low
prices and ready availability of illicit tobacco
makes it easier for people to continue
smoking, and for children to start smoking.

Tackling health inequalities requires systematic,
targeted and joined up efforts ‘upstream’ to
address the ‘causes of the causes’ of poor
health and wellbeing. In order to reduce health
inequalities and improve population health and
wellbeing, universal action is needed, but with a
scale and intensity that reflects the level of
disadvantage.2
The Marmot review proposed the following
policy objectives tackling health inequalities
which provide the evidence base for the
Middlesbrough Health and Wellbeing strategy:
• Give every child the best start in life,
• Enable all children, young people and adults
to maximise their capabilities and have
control over their lives,
• Create fair employment and good work for
all,
• Ensure a healthy standard of living for all
• Create and develop healthy and sustainable
places and communities,
• Strengthen the role and impact of ill health
prevention.
2

Fair Society, Healthier Lives. The Marmot Review: www.instituteofhealthequity.org
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The Life-course approach
The Marmot review also advocated for a ‘life
course approach’ in efforts to improve health
and wellbeing and tackling health inequalities.
Disadvantage often starts before birth and
accumulates throughout life resulting in poor
health and wellbeing. In all the different ‘life
stages’, individuals are exposed to a range of
positive and negative factors that have a
cumulative impact on their health and wellbeing
later in life.
The life stages can be broadly divided into
prenatal, pre-school, school years, training,
working/adult life and retirement/old age. Each
life stage presents a number of challenges that
if not addressed, could impact on individual
health and wellbeing in the next stage. For
people from deprived wards and
neighbourhoods, their social and economic
circumstances make it very difficult to break out
of the intergenerational cycles of deprivation.
Figure 2: The Life Course Approach
Fair Society, Healthier Lives. The Marmot Review
www.instituteofhealthequity.org
AREAS OF ACTION
Sustainable communities and places
Healthy Standards of Living
Early Years

Skills Development

Employment and Work
Prevention

Building resilient communities –
taking an asset based approach
The traditional approach to addressing health
and wellbeing has concentrated on the needs
and problems that individuals and communities
have, whilst ignoring the assets and resources
within these communities.3 Every community
has a range of assets which if harnessed can
contribute significantly to improving health and
wellbeing. These assets range from individuals
with certain skills, capacity, passions and
knowledge, social networks and connections as
well as public, private and third sector resources
available to and within a community.
An asset-based approach views individuals and
communities as active partners and coproducers of health and wellbeing and not
merely consumers, service users or patients of
health and social care services. There are a
number of population groups who are
vulnerable to social isolation and loneliness,
(e.g. young carers, refugees and asylum seekers,
people with mental health problems and older
people). Older people have specific
vulnerabilities for social isolation and loneliness
owing to loss of friends and family, loss of
mobility or loss of income. More work needs to
be carried out in Middlesbrough to ensure the
range of assets within the town are harnessed to
improve health and wellbeing and tackle social
isolation and loneliness.
3 A Glass Half Full: How an asset approach can improve community health &
Wellbeing

Li
Prenatal

Pre-School

e

urs

o
fe C

School

Accumulation of positive
and negative effects on
health and wellbeing
Training

Employ

Retire

Family Building

Recommendation 1

The Marmot review recommendations and
the asset based approach need to be
embedded into local action to improve
health and wellbeing and tackle health
inequalities.
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What is an asset?
“A health asset is any factor or resource
which enhances the ability of individuals,
communities and populations to maintain
and sustain health and wellbeing and to
help to reduce health inequalities.4”
• individual assets: resilience, self-esteem
and sense of purpose, commitment to
learning
4 Morgan & Zigilio: Revitalising the evidence base for public health: and
asset model, 2007

• community assets: family and friendship or
supportive networks, intergenerational
solidarity, community cohesion, religious
tolerance and harmony
• Organisational assets: environmental
resources necessary for promoting
physical, mental and social health,
employment security and opportunity for
voluntary service, religious tolerance and
harmony, safe and pleasant housing,
political democracy and social justice

The new arrangements for the NHS
and public health
The Health and Social Care Act 2012 led to a number of
significant changes to the NHS architecture through the
abolishment of a number of NHS organisations and creation
of new ones.
Figure 3:

7

Summary of key
changes:
• Primary Care Trusts (PCTs)
and Strategic Health
Authorities (SHAs) were
abolished in April 2013
• Responsibility for strategic
planning and commissioning
of NHS services transferred
to NHS England and the
Clinical Commissioning
Groups (CCGs)
• Public Health England
created to provide national
leadership on public health
from April 2013
• Local Authorities assumed
statutory responsibility for
public health
• Local Healthwatch
organisations were formed
to strengthen the voice of
local communities
• Statutory Health and
Wellbeing Boards (HWBBs)
were formed with
responsibility for Joint
Strategic Needs
Assessments (JSNA),
Pharmaceuticals Needs
Assesments (PNA) and
development of a Health
and Wellbeing Strategy.
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The Middlesbrough Health
and Wellbeing Board

Risk of fragmentation in the
new NHS arrangements

Health and Wellbeing Boards were established
to provide local leadership for improving
population health and wellbeing as well as
strengthening local democratic legitimacy. The
Middlesbrough Health and Wellbeing Board
was formally established in April 2013.

The new NHS commissioning arrangements
combined with the creation of Public Health
England and the transfer of public health to
local authorities presents the risk of fragmented
commissioning and delivery of services. The
Health and Wellbeing Board needs to ensure
that there is clarity on roles and responsibilities
and strong relationships between
commissioning organisations to avoid
fragmentation and duplication of service
delivery.

The board, chaired by the Elected Mayor, is
responsible for promoting integration and
partnership working between the NHS, social
care, public health and other agencies,
overseeing the production of a joint strategic
needs assessment and developing and
implementing the health and wellbeing
strategy. In June 2013, following widespread
consultation, the board launched the 10-year
health and wellbeing strategy for
Middlesbrough which set out the road map for
improving health and wellbeing of the local
population.5 The health and wellbeing strategy
has the following four aims:

Recommendation 2
The Health and Wellbeing Board should
ensure that the JSNA and the Health and
Wellbeing Strategy priorities and principles
are directing the commissioning and
delivery of services for the local population.

• Tackle social causes of poor health and
wellbeing
• Ensure children and young people have the
best health and wellbeing
• Reduce preventable ill-health and early
deaths
• Ensure high quality, sustainable and joined
up health, social care and wellbeing services
The board will be working with a wide range of
agencies and organisations to ensure the
strategy is implemented.
Middlesbrough Joint Health and Wellbeing Strategy, 2013
5

Middlesbrough Health and Wellbeing Strategy, 2013
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Health and wellbeing in
Middlesbrough – a synopsis
Background
Health and wellbeing outcomes in
Middlesbrough continue to improve with more
people living healthier and longer lives
compared to previous years. Over the last 10-15
years, all age all-cause mortality rates have
continued to fall for both men and women.
However, the local rate of improvement needs
to be accelerated to reduce the gap that exists
both within the town and between the town and
the national averages. Life expectancy at birth
continues to improve across the town.
Life expectancy in Middlesbrough has improved
from 73.2 years to 76.1 years for men and 78.6
years to 80.2 years for females between 1999
and 2010 respectively. Despite the progress, life
expectancy for males and females in
Middlesbrough remains below the regional and
national averages. There are inequalities in life
expectancy at ward level in Middlesbrough
typified by the Ormesby Bank gradient below.

The latest figures (2006 – 2010) show that
despite the increases in life expectancy at birth,
the gap between deprived and affluent wards
within the town is increasing.
Borough level figures often mask the
differences that exist at ward level and for other
population subgroups. People living in deprived
wards in Middlesbrough continue to have
poorer health compared to those living in more
affluent areas. Further details on the health and
wellbeing indicators for Middlesbrough and
how they compare with the national picture is
outlined in the summary health profile on page
11. A more detailed description and analysis of
the health needs of the local population is
available in the joint strategic needs assessment
www.teesjsna.org.uk/middlesbrough

The Ormesby Bank Gradient:

Life Expectancy
Pallister

74

75

Park End

72

Male
Female

77

The gradient of
inequalities in health
Life expectancy reduces by 2 years
for every mile from suburb to
centre

Marton

79

86

Nunthorpe

82

84

Photo Mick Garratt
http://www.geograph.org.uk/photo/28896
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Contributors to health inequalities in
Middlesbrough
The inequalities in life expectancy in
Middlesbrough are a manifestation of the
inequalities in the social determinants of health
and wellbeing. The levels of long-term
unemployment, child poverty, number of
people on benefits and the number of people
caught in the intergenerational cycle of poverty
is a huge contributor to poor health and
wellbeing. Most of these social conditions are
associated with poor lifestyles, limited
engagement with preventative services and
reliance upon urgent care systems to address
health and social care issues. The complex
interaction of these factors contributes to poor
health outcomes and premature deaths.
In June 2013, Public Health England launched
Longer Lives mapping tool6 to show the
variation of premature deaths by local
authorities across England. The mapping tool
ranks local authorities by the rate of premature
deaths i.e. deaths in persons under 75 (based on
2009-2011 data) and also identifies the common
causes of premature deaths. The national
picture, which attracted national media
attention at the time, shows a north-south
divide in England with higher premature death
rates in the North East, Cumbria and the North
West regions. Middlesbrough ranks 145 out of
150 for premature deaths.
Figure 4: Longer lives mapping, public health England

Premature mortaility outcomes
worst
worse than average
better than average
best

Figure 5: All premature deaths, aged under 75 years, 2009-2011

District

Death rate (per
100,000)

Category
in England

Darlington

298
94th out of 150

Worst

Hartlepool

336
131st out of 150

Worst

Middlesbrough

371
145th out of 150

Worst

Redcar & Cleveland

297
93rd out of 150

Worst

Stockton-on-Tees

301
102nd out of 150

Worst

The most common causes of premature deaths
in Middlesbrough are
•
cancer,
•
heart disease and stroke,
•
lung disease, and
•
liver disease.
Longer Lives also ranked premature deaths from
these common causes for the 150 local
authorities in England. Middlesbrough was
ranked in the worst 10 local authorities for
premature deaths from cancer, lung and liver
disease.
Figure 6: Cause of death, aged under 75 years, 2009-2011

Middlesbrough

Number
of deaths

Deaths per
100,000

National rank
(out of 150)

All premature deaths

1,564

371

145th worst

Cancer

638

149

149th worst

Heart disease & stroke

340

80

125th worst

Lung disease

188

43

145th worst

Liver disease

105

26

146th worst

The main contributors to these premature
deaths are smoking, diet and physical inactivity,
alcohol, high blood pressure and poverty. These
factors are discussed in more detail within this
report.
The following health profile summarises the
Middlesbrough position on a selection of
indicators against the national and regional
averages.

6

Public Health England, longerlives.phe.org.uk
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Health Summary for Middlesbrough
2013
England Average

Significantly worse than England average

England
Worst

Not significantly different from England average
Significantly better than England average

Life expectancy and
cause of death

Disease and poor
health

Adults’ health and
lifestyle

Children’s and young
people’s health

Our communities

Domain

Indicator

Local
No. Per
Year

Local
Value

Eng
Avg

Eng
Worst

25th
Percentile

England Range

75th
Percentile

England
Best

Eng
Best

1: Deprivation

74706

54.0

20.3

83.7

0.0

2: Proportion of children in poverty

9745

34.5

21.1

45.9

6.2

3: Statuatory Homeless

87

1.5

2.3

9.7

0.0

4: GCSE achieved (5A*-C inc. Eng & Maths)

712

47.6

59.0

31.9

81.0

5: Violent Crime

3031

21.3

13.6

32.7

4.2

6: Long term unemployment

2549

28.5

9.5

31.3

1.2

7: Smoking in pregnancy*

547

26.3

13.3

30.0

2.9

8: Starting breast feeding*

953

45.8

74.8

41.8

96.0

9: Obese children (Year 6)*

292

19.3

19.2

28.5

10.3

10: Alcohol specific hospital stays (under 18)

34

106.6

61.8

154.9

12.5

11: Teenage pregnancy (under 18)*

161

58.0

34.0

58.5

11.7

12: Adults smoking

n/a

24.7

20.0

29.4

8.2

13: Increasing and higher risk drinking

n/a

21.5

22.3

25.1

15.7

14: Healthy eating adults

n/a

19.5

28.7

19.3

47.8

15: Physically active adults

n/a

52.2

56.0

43.8

68.5

16: Obese adults

n/a

27.9

24.2

30.7

13.9

17: Incident of malignant melanoma

15

11.6

14.5

28.8

3.2

18: Hospital stays for self harm

739

542.4

207.9

542.4

51.2

19: Hospital stays for alcohol related harm*

4921

3214

1895

3276

910

20: Drug misuse

2392

26.3

8.6

26.3

0.8

21: People diagnosed with diabetes

6898

5.7

5.8

8.4

3.4

22: New case of tuberculosis

21

14.5

15.4

137.0

0.0

23: Acute sexually transmitted infections

1393

1007

804

3210

162

24: Hip fracture in 65s and over

159

562

457

621

327

25: Excess winter deaths*

93

21.5

19.1

35.3

-0.4

26: Life expectancy - male

n/a

75.8

78.9

73.8

83.0

27: Life expectancy - female

n/a

80.1

82.9

79.3

86.4

28: Infant deaths

10

5.1

4.3

8.0

1.1

29: Smoking related deaths

282

305

201

356

122

30: Early deaths: heart disease and stroke

110

77.8

60.9

113.3

29.2

31: Early deaths: cancer

213

150.1

108.1

153.2

77.7

32: Road injuries and deaths

32

23.0

41.9

125.1

13.1

* For comparison with PHOF Indicators, please go to the following link: www.healthprofiles.info/PHOF
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Lessons from premature CVD deaths

This progress cannot be attributed to a single
intervention and is the result of a combination
of factors which include additional investment in
circulatory disease programmes and public
health preventative interventions, improvements
in the identification, diagnosis and management
in primary care and improved access and quality
of secondary and tertiary care interventions. It is
important that lessons are learnt from the
reduction in deaths from circulatory diseases
and applied to reducing premature deaths from
cancer, lung disease and liver disease in
Middlesbrough.

Premature deaths from cardiovascular disease
(CVD) have been reducing faster in
Middlesbrough compared to the national
average. By 2014, it is predicted that early CVD
mortality rate in Middlesbrough for persons
under 75 years will have achieved a 10 year
decrease of 53.7% (from 2004). If this rate of
progress is sustained, Middlesbrough will
achieve the same rate as England within the
next three years.

Figure 7: All CVD mortality rates in persons under 75 yrs: 1995 to 2011 (predicted to 2014)
Middlesbrough LA

Northern England

England

DSR per 100,000

250
200
150
100
50
0
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09
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11

12

13

14

Source: Health and Social Care Information Centre, PHO annual deaths extract, ONS

Active Running, 2013
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Best Start in Life
Background
There is compelling evidence to show the
impact of exposures and events that occur
between conception and the first two years of
life on health and wellbeing in later life. There is
a direct relationship between these exposures
and poor physical health and mental health and
wellbeing later in life. Factors such as maternal
mental health, maternal stress, poor diet and
alcohol or drug misuse, domestic and sexual
violence during pregnancy, smoking, substance
misuse, dysfunctional and an unstable home
environment can place a child’s future
development at risk.
The early years are critical in creating solid
psychological and neurological foundations for
lifelong social, emotional and physical health
and educational and economic achievement.
Parental mental health (before and after birth) is
a key determinant in providing the best start in
foetal and child development. The economic
case for such investment prevention and early
intervention is strong with every £1 invested
between £1.37 and £9.20 is saved.7,8,9

The health and wellbeing of pregnant women,
babies and early childhood years remain a
significant challenge for Middlesbrough. There
is a disproportionate distribution of outcomes
with children in deprived areas having poorer
health and wellbeing. This chapter provides a
synopsis of the key challenges. A more detailed
analysis is available through the JSNA.

Pregnancy risk factors
Smoking during pregnancy
Smoking during pregnancy increases the risk of
miscarriages, premature births, low birth weight
and still births. In Middlesbrough, over one in
four (26.1%) pregnant women are recorded as
smoking at the time of delivery and this is
almost double the England average. Women
living in deprived areas and younger women are
more likely to smoke during pregnancy.

Figure 8: Maternal smoking at delivery by national deprivation
quintile, Middlesbrough, Apr 2010 to Mar 2013
35

32.9

n = number of births

7 Conception to Age 2 – The age of opportunity, Wave Trust – Tackling the roots of
disadvantage
8 Early Intervention: The Next Steps – An independent report to Her Majesty’s
Government, Graham Allen MP
9 Chief Medical Officer Report, 2012

Smokers (Percent)

30
25
20

17.8

15

12.2

10

8.0
5.3

5
0

n=3,774

n=478

Q1

Q2

Most deprived

n=401

n=603

Q3

Q4

Deprivation quintile

n=226
Q5
Least deprived
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Poor maternal mental health

Figure 9: Maternal smoking at delivery by age
group, Middlesbrough, Apr 2010 to Mar 2013
50
n = number of births

41.7

Smokers (Percent)

40

34.5

30
24.0
20

17.5

16.6

10
n=496
0

14-19

n=1,444

n=1,753

n=1,164

n=625

20-24

25-29

30-34

35+

Mother’s age at delivery (years)

Alcohol consumption and substance
misuse during pregnancy
Alcohol use in pregnancy increases the risk of
foetal alcohol syndrome as well as low to middle
level brain damage which can have an impact
on foetal and infant development. Further work
is required to fully understand the patterns and
levels of drug and alcohol consumption during
pregnancy in Middlesbrough as this information
is not readily available.

Depression and anxiety are the most common
mental health problems during pregnancy
affecting around one in ten pregnant women.
The problem is greater for women with preexisting mental health problems, victims of
domestic violence and women who are
misusing drugs and alcohol. Maternal mental
health requires the same level of attention as
physical health as it plays a huge role in early
years health and wellbeing outcomes.

Teenage pregnancy
Although the rates of teenage pregnancy have
shown a declining trend, they remain higher
than the North East and the national averages.  
Almost half of all teenage conceptions in
Middlesbrough are from East Middlesbrough,
Clairville and Beechwood wards.

Figure 11: Under 18 conceptions, Middlesbrough, 2009-2011
Teenage conception rate
(local average)
21.1%

East 84.7 (n=234)

Maternal obesity

North 77.2 (n=102)

In Middlesbrough there is an increasing trend
for maternal obesity with 21% of pregnant
women having a BMI greater than 30. A greater
proportion of these women are from deprived
wards.

48.3%

South 35.8 (n=71)
West 33.0 (n=77)

15.9%

14.7%

Figure 10: Maternal obesity at booking by national deprivation quintile,
Middlesbrough and Redcar & Cleveland, Apr 2010 to Mar 2013
25

n=7,013

n=1,637

n=1,307

n=1,225

n=717
BMI>40

20
Percent

BMI>35
15
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Domestic violence
It is estimated that 30% of domestic violence
starts or escalates during pregnancy. This can
lead to miscarriage, still birth and maternal
deaths. The local intelligence on domestic
violence during pregnancy in Middlesbrough is
limited. More work is required to determine the
scale of the problem and develop appropriate
interventions.
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The following summarises a number of early
year’s children’s health and wellbeing outcomes
in Middlesbrough.

Infant mortality
Infant mortality is an important indicator of the
health of pregnant women, infants and children
as it measures the number of deaths in children
under one year relative to the number of live
births. The infant mortality rate in
Middlesbrough continues to fall although it
remains higher than the England average. The
latest rates show that the gap between
Middlesbrough and England is closing.

Low birth weight (LBW)
LBW has serious consequences for child health
both in early years and later life. LBW babies are
more common in the following circumstances:
• Babies born to mothers under the age of 20
and over the age of 40
• Babies born to mothers living in deprived
areas or mothers with low socio-economic
status
• Babies born to lone mothers
• Babies born to mothers born outside the UK
– especially in some black and minority
ethnic groups

Middlesbrough’s proportion of LBW children
(10.1%) is higher than both the Tees Valley and
national averages. There is a higher distribution
of LBW children in poorer areas with an almost
10 fold variation between Nunthorpe and Park
End wards.   

Breast feeding
Breastfeeding initiation rates remain very low in
Middlesbrough with wide variations at ward
level that mirror the patterns of deprivation
across the town. Although there is a four-fold
difference in breastfeeding initiation between
Thorntree and Nunthorpe wards, no wards in
Middlesbrough achieve the England average.  
Breast feeding initiation rates increase with the
age of the mother, up to age 30, with only one
in five teenage mothers likely to breastfeed in
Middlesbrough. Mothers who smoke during
pregnancy are also least likely to breastfeed
which can have a compounding effect on the
health of the baby.

Figure 13: Breastfeeding initiation, Middlesbrough, 2004/05 to 2012/13 Q3
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Figure 12: Proportion of births under 2,500 grams, 1995-2009
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Childhood injuries
Of all the children admitted to hospital as a
result of an injury, under 5 and over 11-year-olds
represent the highest proportion. The rate of
under-5s admitted to hospital as a result of
injuries in Middlesbrough is almost double the
England average with the highest peak
occurring around age 2. There is another peak
during adolescent years with the highest
number occurring in 17 year old males.

Figure 15: Immunisation update for 1st birthday vaccinations in
Middlesbrough (2012)
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Figure 14: Number of Tees hospital admissions as a result
of injury (2007-2010)
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Uptake of screening and
immunisation programmes
Immunisation is one of the most effective, safe
and cost-efficient public health interventions.
Vaccination protects individuals and
communities from the risks of infectious
diseases. Recent data for 1st birthday
vaccination coverage shows that Middlesbrough
is below both regional and national averages for
diphtheria, tetanus, whooping cough, polio,
haemophilus influenza, meningitis C and
pneumococcal vaccines. The lower uptake of
childhood immunisations mirrors the pattern of
ward level deprivation across the town as shown
below.

Child poverty in Middlesbrough has recently
increased from 34% to 37% and there are
variations at ward level. There is a complex
interaction between poverty, poor health
outcomes, poor parental support, low school
readiness and social circumstances. The welfare
reforms are likely to exacerbate this situation for
Middlesbrough families as they
disproportionately affect more people from
deprived wards.

Language and cognitive development
Language and cognitive development is critical
for future communication skills, social
interactions, forming relationships, educational
attainment, life chances and opportunities. A
high proportion of children in Middlesbrough
are not ready for school by the age 5 with some
lagging behind by up to 18 months.
Unfortunately most of these children fail to
catch up resulting in poor educational
attainment, limited life chances and a
continuation of the cycle of poverty.
Exposure at an early age to language rich
environments and reading schemes has a
significant impact on language and cognitive
development. Low literacy for adults and

Director of Public Health Annual Report | 2013

Best start in life

children is an issue in Middlesbrough and this
has implications for social circumstances, life
chances and quality of life.
A literacy hub has been established to improve
partnership working increasing access to
literacy support. The National Literacy Trust
(NLT) is working in partnership with
Middlesbrough Council with funding from The
Booker Prize Foundation on the Middlesbrough
Reading Campaign, to increase reading across
the town.

Middlesbrough Reading Campaign

A celebratory event was held to recognise the
achievements of partners and the community in
the first year of the Hub. The NLT’s Patron HRH
the Duchess of Cornwall visited Middlesbrough
and attended a reception held at Mima, where
partners and funders gathered to hear about
some of the Hub’s success stories to date.
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early years. However, there is a need for an
integrated approach to address poor health
during pregnancy especially where a pregnant
woman has more than one risk factor.
Pregnant women who use opiate drugs are
more likely to smoke, have poor nutrition, have
mental health problems and least likely to
engage with antenatal services at the earliest
opportunity.10 Supporting women to achieve a
healthy pregnancy therefore requires an
approach that acknowledges the ‘clustering
together’ of risk factors as opposed to risk
factor specific programmes delivered in
isolation of each other.
To ensure more women achieve a healthy
pregnancy and babies have the best start in life
requires identifying risk factors in families as
early as possible, assessing young children’s
social, cognitive and emotional development,
and addressing these issues within the context
of the family. This should include supporting
parents’ emotional wellbeing and mental health,
parenting skills and addressing the underlying
social causes.
The Best Start Boro – (Big Lottery Fund Fulfilling
Lives: A Better Start programme), provides an
opportunity to develop a local approach to
prevention and early intervention in the early
years.  Regardless of the outcome of the bid,
the work and experience gained in the
application process should be used to inform
the local approach to a healthy pregnancy and
healthy early years.

10

Chief Medical Officer Report, 2012

Recommendation 3
Literacy hub celebration event

Areas for improvement
There are a number of services in place locally
to support women during pregnancy and in the

An integrated multi-agency approach is
needed to ensure healthy pregnancies and
for all children in Middlesbrough to have the
best start in life

Director of Public Health Annual Report | 2013
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Prevention and early intervention for
long term conditions
Background
Long-term conditions (LTCs) are health
problems that cannot be cured but can be
controlled by medication and other therapies.
There is no definitive list for such conditions,
however they include diabetes, arthritis, chronic
obstructive pulmonary disease (COPD),
coronary heart disease and hypertension,
dementia, depression and neurological
conditions such as epilepsy and Parkinson’s
disease.
It is estimated that 85% of deaths in the UK are
from chronic diseases.11
Care of people with long-term conditions
accounts for:
50% of all GP appointments
64% of outpatient appointments
70% of all inpatient bed days
70% of total health and social care spend in
England
LTCs are the leading cause of death and
disability in Middlesbrough. These conditions
have a huge impact on health outcomes for the
individual, their quality of life and ability to
contribute fully to society. People with complex
conditions require long term support from the
NHS and from adult social care. These
conditions when not diagnosed early enough or
managed effectively, tend to require intensive
and expensive support such as urgent care and
complex care packages.
11 Department of Health: Long Term Conditions Compendium of Information, 2012
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NHS and social care services are under
increasing pressure to respond to rising
demand and reducing costs. Rising demand for
health and social care is driven by a complex
interaction of factors that include: an ageing
population; an increase in the number of people
living with LTCs; increase in case complexity
(co-morbidities); increase in lifestyle risk factors
such as obesity and physical inactivity; advances
in medical treatments and increased
expectations of service users.
In Middlesbrough, LTCs contribute significantly
to the inequalities in life expectancy and poor
quality of life between the deprived and affluent
wards. People with long term conditions are at
higher risk of developing mental health
problems and inversely people with mental
health problems are at a higher risk of
developing and dying prematurely from long
term conditions.
In 2011/12 approximately 32,000 people in
Middlesbrough had one or more long term
condition. This number is expected to increase
over the next 10 years, especially those with
three or more long term conditions. Tackling
LTCs requires a strategic shift from the current
emphasis on reactive provision of health and
social care towards prevention, early
intervention and integrated management.

Prevention of lifestyle risk factors in
Middlesbrough
There is a very strong link between lifestyle risk
factors and LTCs. For example, smoking and
obesity are the largest risk factors for chronic
obstructive pulmonary disease and diabetes
respectively.
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Smoking

adults in Middlesbrough are 27%. This is higher
than the national average (24.2%). The
childhood obesity rates double from 10% in six
year olds to 19.9% in 13 year olds in line with
national trends. This rise in obesity, if not
addressed, could result in significantly higher
levels of long term conditions, poor quality of
life and early deaths.

Smoking rates amongst adults are higher in
Middlesbrough than the North East and
national averages. The estimated percentage of
smokers in Middlesbrough is 25.6% and this
rises for deprived wards, unemployed and
people employed in routine and manual
occupations. Smoking is the single preventable
cause of premature deaths and accounts for
almost half of the life expectancy gap within the
town as well as between Middlesbrough and
England.

Figure 16: Obesity rates (BMI>95th centile) in 5 year olds (Y-R)
and 11 year olds (Y6), Middlesbrough, 2006/07 to 2011/12
25

The table below illustrates the number of
deaths and illnesses attributable to smoking in
Middlesbrough and how this is higher than the
England average for deaths from heart disease,
strokes, lung cancer, chronic obstructive
pulmonary disease and oral cancer.
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Obesity
Obesity increases the risk of developing
circulatory diseases, strokes, diabetes and
certain types of cancers. The obesity rates for
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Figure 17:

Deaths and illness attributable to smoking in Middlesbrough
Benchmark value

Better

Similar

Worse

Indicator

England
Worst

Not compared
Period

25th Percentile

Middlesbrough

Region

England

England

Count

Value

Value

Value

Worst

England Range

75th Percentile

England
Best

Best

Smoking attributable mortality

2008-10

889

313.0

272.8

210.6

371.8

125.2

Smoking attributed deaths from heart
disease

2008-10

108

42.5

37.0

30.3

58.4

14.6

Smoking attributed deaths from stroke

2008-10

40

15.3

11.7

9.8

19.2

4.5

Deaths from lung cancer

2009-11

338

63.0

53.4

37.2

70.3

20.9

Deaths from chronic obstructive
pulmonary disease

2009-11

275

45.8

34.7

25.3

51.6

12.1

Lung cancer registrations

2008-10

412

77.3

67.2

46.6

86.2

25.1

Oral cancer registrations

2008-10

53

11.6

10.8

9.5

16.6

3.4

Smoking attributable hospital admissions

2010/11

1,737

2,119

2,066

1,420

2,536

726

Cost per capita of smoking attributable
hospital admissions

2010/11

3,561,439

49.2

49.0

36.9

61.7

14.5

Smoking prevelance - routine & manual

2011/12 Q1
2011/12 Q4

-

27.9%

29.1%

30.3%

49.0%

7.5%

Smoking prevalence (IHS)

2011/12 Q1
2011/12 Q4

-

24.7%

21.2%

20.0%

29.4%

8.2%

Smoking status at time of delivery

2011/12

547

26.3%

20.7%

13.2%

29.7%

2.9%
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Source: Public Health England Tobacco profiles

Compared with benchmark:
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Alcohol
For many people, having a drink is an enjoyable
and sociable part of their lives. However, there
are an increasing number of people classed as
high risk drinkers. In Middlesbrough, 31% of the
adult population binge drinks and this is higher
than the regional and national averages.
Alcohol-related harm affects not only the
individual, but families, communities and wider
society through poor health, crime and disorder,
domestic violence, accidents, relationship
breakdown and poor parenting.
Middlesbrough has a higher number of alcohol
related and chronic liver disease deaths in males
and alcohol related emergency admissions for
males, females and under 18s compared to the
national average. It is estimated that alcohol
related issues cost the Middlesbrough economy
around £68.15 million in costs to the NHS,
alcohol-related crime and disorder, impact on
the workplace and economy and spending on
alcohol related social services. The estimated
cost per head is £492 in Middlesbrough which is
18% higher than the regional average and 23%
higher than the national average.

Drug misuse can result in a range of health
(physical and mental health) and social
problems for the individual, family and
community. Nationally illegal drugs are
responsible for between 1,300 and 1,600 deaths
a year and significant illness and suffering.
Using a combination of national and local data it
is possible to draw the following conclusions on
local trends:
• Opiate and crack use has remained
somewhat static- with small increases to the
number using heroin and small decreases to
the number using crack
• Findings from criminal justice drug testing
data show an increasing trend of clients
testing positive for cocaine but this is not
always reflected in treatment demand
• There is an increasing use of Z-drugs such as
Zopiclone, alongside the use of alcohol
Middlesbrough has one of the lowest
proportions of clients in treatment for over the
counter and prescription-only drugs despite
having higher prescribing levels than national
and regional averages.

Figure 18: Middlesbrough Cost Breakdown
SOCIAL SERVICES
£7.76m
11.4%
22.9%

WORKPLACE
£17.38m
CRIME & LICENSING
£28.79m

25.5%

40.3%

NHS
£15.58m
TOTAL COST
£68.15m

Total cost excludes crime related healthcare costs. The crime minus
healthcare cost figure used for the indicated pie chart is £27.43m
Source: Balance North East

Drug misuse
Middlesbrough has high levels of estimated
drug misuse amongst the population: 25.13
opiate and crack users per 1000 population,
which is more than double both the regional
and national rates.
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Clustering of risk factors
A recent study estimated that unhealthy
behaviours such as smoking, excessive alcohol
use, poor diet, and low levels of physical activity
are more likely to cluster.12 The clustering of risk
factors is unevenly distributed with more people
from deprived communities having more than
two lifestyle risk factors.
Tackling lifestyle risk factors can help prevent
long term conditions in ‘at risk’ groups, improve
health outcomes and enhance effectiveness of
treatments. Patients with long term conditions
are at a higher risk of developing mental health
problems and it is important that their mental
health needs are identified and addressed at
the earliest opportunity.
12

The Kings Find
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Finding the Missing Thousands
In Middlesbrough not all people with long term
conditions (diabetes, high blood pressure, heart
and circulatory diseases, COPD) are known to
their GPs. There are thousands of people in
Middlesbrough who fall into this category also
referred to as ‘the missing thousands’. In
Middlesbrough it is estimated that :
5,200 people have undiagnosed COPD
2,200 people have undiagnosed diabetes
24,000 people have undiagnosed
		
hypertension
These missing thousands of patients are often
diagnosed late, when the disease has advanced,
and often as an emergency presentation to
urgent care settings rather than through
planned care arrangements.
There are not enough people accessing
preventative and early intervention services and
in most cases the uptake is lowest in groups
that would benefit the most from these services.
There are a number of early detection
programmes currently being delivered in
Middlesbrough. These include the NHS Health
Check programme, Cancer screening
programmes, New Life New You diabetes
prevention programme, Type 2 diabetes
prevention programme for BME communities
and the Chronic Obstructive Pulmonary disease
active case finding programmes. In all these
programmes more work is required to improve
uptake especially in people from deprived
wards, BME groups and other disadvantaged
groups.
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Preventing Type 2 Diabetes in BME
Communities
The New Life New You programme aimed at
preventing type 2 diabetes promotes
increased physical activity, healthy eating
and weight loss. The programme targets
adults at risk of future type 2 diabetes living
in deprived areas. Due to high diabetes
prevalence amongst the South Asian and
Black African population, a specialist NLNY
programme has been developed to meet
the needs of the BME communities in
Middlesbrough.
NLNY BME engages with target
communities offering screening sessions
within local community venues, it identifies
those at risk of developing diabetes and
offers access to ant 8-week lifestyle
programme of physical activity, healthy
eating and motivational support.
To date, 251 individuals have participated in
the programme. Positive developments for
the programme in 2014 include, engaging
employers for workplace screening sessions,
developing links with wider groups including
Hindu, African and Sri Lankan communities,
developing a healthy cooking course and
strengthening engagement with GP
practices to encourage referrals and ensure
high risk individuals are engaged.

New Life New You (NLNY) –

Organised bike ride
to raise awareness
of diabetes, 2013

Director of Public Health Annual Report | 2013

22

Prevention and early intervention

Effective management of long-term
conditions

Self-care, self-management and
secondary prevention for LTCs

Advances in medical treatment can allow most
LTCs to be managed effectively and for patients
to lead a normal life. A combination of optimal
clinical care, secondary prevention and
empowered patients (who take responsibility for
the management of their condition) can result in
better health outcomes and quality of life. There
are variations in the clinical management of long
term conditions between GP practices in
Middlesbrough. Results from the quality
outcomes framework (QOF) and national audits
highlight the variation in application of
evidence-based guidelines, clinical processes
and achievement of clinical outcomes for
patients with LTCs. An example is the findings
from the National Diabetes Audit (2011-2012)
which showed that in Middlesbrough, 54.4% of
diabetic patients (aged 12 years and above)
received all the recommended nine care
processes.13  At a GP practice level there is
variation in the percentage of patients that
receive all the recommended care processes.
The picture is the same for other long term
conditions. It is important that more work is
done to improve quality and reduce variation
and for patients with LTCs to receive consistent
and equitable high quality care.

Patient compliance with medication and
treatment plans is a critical component in the
management of long term conditions. It is
estimated nationally, that between 30% and
50% of the medication prescribed for long term
conditions is not taken as recommended. This
has a significant impact on clinical outcomes. It
is important that patient education programmes
are delivered consistently to ensure patients
and their carers are empowered to manage
their own conditions.
Access to pulmonary and cardiac rehabilitation
is limited for Middlesbrough patients and there
are opportunities to improve on the services
delivered by the council by aligning care
pathways. An example of this is the opportunity
to align the pulmonary and cardiac
rehabilitation pathways with the range of
physical activity programmes delivered by
Middlesbrough Council’s sports and leisure
team, Middlesbrough Environment City and
other organisations to support patients to
remain active.
Preventative programmes such as smoking
cessation, weight management, increasing
physical activity, flu immunisation and screening
for other LTCs and cancers are very important
for patients with LTCs.

13 National Diabetes Audit (2011/12), Health and Social Care Information Centre

Figure 19: Percentage of all patients with diabetes, from Middlesbrough receiving NICE recommended care processes by GP practice
National Average (54.3%)
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Good engagement with these programmes can
prevent conditions from deteriorating and lead
to longer and healthier lives. More work is
required to improve uptake of secondary
preventative interventions for patients with LTCs
in Middlesbrough. It is also important to
address the social factors for patients with LTCs
such as poor housing quality, fuel poverty, food
poverty, access to welfare advice and benefits
as this can have an impact on their condition.

Integration between public health,
NHS and social care
Although people with LTCs are the largest
consumers of health and social care services,
the care they receive is often fragmented and
disjointed . Co-ordinated care for these patients
can result in better outcomes, better quality of
life and more effective use of resources. Poor
co-ordination of care has implications for the
individual patient’s outcomes as well as an
impact on the intensity of services and care
packages required to support the patient.

23

National policy is promoting more integration
between public health, health and social care
and an increasing focus on personalisation,
choice and control and empowering
communities, families and individuals to take
responsibility for their own health and
wellbeing. It is important that before plans for
integration are developed, time is spent
understanding and defining the local problems
and challenges to ensure the integration plans
are fit for purpose and reflective of the local
context. An integrated and co-ordinated
approach requires strong partnership between
health and social care commissioners and
providers, voluntary and community sector,
community groups and patient/service user
groups.
There are promising examples emerging in
Middlesbrough such as IMPROVE (Improving
Care for Vulnerable and Elderly) and the work
being done to develop the Big Lottery Fund Ageing Better bid.

Recommendation 4
There is need for an integrated and
coordinated approach for prevention, early
intervention and effective management of
long term conditions in Middlesbrough.

Participants of New Life, New You programme
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Impact of the Welfare Reforms
Background
Individuals and families need a certain level of
income to maintain health and wellbeing as well
as being able to participate fully in society.
When financial resources are limited individuals
and families are forced to make difficult choices
which have a significant impact on their
wellbeing as well as their physical and mental
health. The welfare reforms are expected to
take at least £8millon out of the Middlesbrough
economy each year and affect around 14,000
people, many of whom are in employment. This
is against a backdrop of high levels of
unemployment and significant levels of personal
debt. The local Citizens Advice Bureau has
estimated the level of personal debt in
Middlesbrough to be over £10 million.

The Key Welfare Reforms
Benefit

Even before the reforms and the austerity,
Middlesbrough had high levels of deprivation,
significant levels of unemployment and poor
health. Whilst progress has been made in recent
years to address these issues, there are
concerns that this could be halted if not
reversed by the combined impact of these two
challenges.

Middlesbrough Partnership Welfare Reform Group

Change

Impact in Middlesbrough

Local Housing
Allowance

Removal of £15 excess payment where claimant’s
contractual rent becomes lower than their allowance.

Will affect around 1150 claimants. Total
annual reduction £0.5m

Under Occupancy
(‘bedroom tax’)

Should a tenant have one spare bedroom there will be
a 14% reduction in benefit rising to 25% for two spare
rooms.

Just under 2,500 people could be affected.
Total annual reduction £1.3m.

Housing Benefit
-Non Dependant
Deductions

Those in shared accommodation paid shared rate of
housing benefit rather than the higher self-contained
rate. Means benefit reduction for single claimants
between 25-34 in private rented accommodation.

Over 400 customers affected with
approximate reduction in benefit of £25 per
week. Total annul reduction £0.5m.

Welfare Benefits
Cap

Cap on household benefit up to  26,000 per year
(£350 for a single person and £500 for lone parent/
couple with or without children).

200 households affected with average
income loss is £65. Total annual reduction  
£1m.

Universal Credit

Single monthly payment replacing a number of
allowances

Might require new budget management
skills and access to IT as accounts to be
managed on line.

Council Tax Benefit

Now abolished and replaced by Council Tax support.
Council grant cut by 10%

Over 13,800 people affected and many
paying for first time. Collection rates
expected to drop. Reduction on budget of
£1.9m

Local Housing
Allowance (Private
Landlords ) Rent

To meet reductions in housing benefit expenditure,
the Allowance was reduced

In Middlesbrough average reduction was £8
per week. Overall annual reduction of £2m.

Disability Living
Allowance (DLA)

Replacement of DLA by Personal Independence
Payments (PIP). Include more stringent/frequent
medical tests. New scheme 20% cheaper

Will require re-assessment of over 6,000
people and estimated 20% will lose out. A
annual loss of £0.5m is expected
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Impact of the welfare reforms on
health and wellbeing
A number of studies have been carried out in
the UK to examine the impact of the economic
downturn, drawing lessons from previous
recessions.14,15,16 These studies conclude that the
reforms and the economic recession will have
the following effects on health and wellbeing:
• Worse mental health and general wellbeing
due to anxiety and financial insecurity
• High risk of self-harm and suicide
• Increased cardiovascular and respiratory
illness
• Increases in obesity-related illnesses
• Increases in avoidable winter mortality linked
to fuel poverty and poor housing quality
(damp, mould and poor heating)
• Increased smoking, substance misuse,
alcohol and problem gambling as more
people seek coping mechanisms
• Increased alcohol and drug related harm
– crime and disorder, domestic violence, fear
and anxiety
• Increased unprotected sex and associated
rises in sexually transmitted infections
• Widening health inequalities
The impact of the welfare reforms is
disproportionate with the following groups
being adversely affected compared to the
general population:
• Those who are of working age (and their
children and families)
• Children in low income families
• People from black and minority ethnic
groups
• Those who have disabilities
• Those not working due to disability or mental
health concerns
• Those living in deprived neighbourhoods
and communities
14 Making a bad situation worse? The impact of welfare reform and the economic
recession on health and health inequalities in Scotland (baseline report). Scottish
Public Health Observatory
15 The Impact of the Economic Downturn and Policy Changes on Health Inequalities in London. UCL Institute of Health Equity 2012.
16 Hitting the poorest places hardest. The local and regional impact of welfare
reform. Sheffield Hallam University, April 2013
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In Middlesbrough these high risk groups are
more concentrated in the most deprived areas.
Given this disproportionate impact, health
inequalities are likely to widen. There is a
significant concern on the impact of the limited
financial resources on food poverty, financial
exclusion, door step lending, ‘loan sharks’,
payday loans and fuel poverty especially as
energy prices continue to rise. Locally, this has
become more evident with the increase in the
number of food banks being established to
support individuals and families who are
experiencing food poverty.

Impact on health and social care
services
The immediate impact of the reforms on health
services are more likely to be observed in
primary care. There is likely to be an increase in
the number of patients presenting to their GPs
with deteriorating mental and physical health.17
GP consultations are more likely to include
social issues such as housing, benefits,
employment related issues, fuel and food
poverty in addition to medical needs. The
increase in primary care consultations will
increase demand for diagnostic testing, hospital
referrals and treatment.
There are also significant implications for GP
practices regarding the changes in medical
assessments. The report ‘Welfare reform: pain
but no gain’ describes the impact of uncertain
and stricter medical assessments on GP case
loads.18 The frequency of appeals to welfare
benefit decisions is expected to increase, and
patients will require additional GP appointments
to provide medical evidence as well as further
support for patients due to the increasing levels
of stress and anxiety caused by the appeal
process. Further evidence suggests that the
increased demand from the impacts of the
welfare reforms is also likely to impact on
17
18

GPs in the deep end study . Glasgow University 2013.
Welfare reform: Pain but no gain. British Medical Association (BMA 2012).
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community nursing, community psychiatry,
primary mental health, health visiting, social
care and learning disability teams.
The urgent care system (ambulance service,
accident and emergency departments, medical
assessment units, integrated care facilities,
in-patient psychiatric care, acute and liaison
psychiatry) could have significant pressures
especially in the winter months as more
vulnerable people are likely to attend with
winter related illnesses. The reforms are also
likely to have a significant impact on individual
rate and speed of recovery from health
conditions. This could have an impact on the
entire health and social care system in
Middlesbrough. It is therefore vital for a multiagency plan to monitor and put mitigating
actions against the reforms.
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The multi-agency plan should:
• Ensure prevention and early intervention is
put in place for individuals and families
affected by the reforms
• Ensure the health and social care system is
able to plan for the increased demand and
mobilises the capacity required to respond
• Ensure health and social care professionals
increase their awareness of the welfare
reforms and advice services as they will be
expected to have a role in supporting
patients and carers.

Recommendation 5
There is need for more multi-agency
working with involvement from all agencies,
in the welfare reform action plan and
Middlesbrough’s welfare reform group.

Developing health promoting settings
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Developing health promoting
settings
Background
There are several settings across the town that
provide opportunities for improving health and
wellbeing with high population coverage. The
health-promoting settings approach mobilises
and provides organisations with support to
enable them to create an environment for their
staff, customers/clients, service users and the
community to achieve better health and
wellbeing19. A setting is defined as a social and
or organisational system, in which people live,
work, learn, love and play20.
These settings include healthcare providers
such as local hospitals, community pharmacies,
general practices, dental practices, opticians;
education providers such as universities,
colleges, schools and preschools and large,
medium and small employers. As part of
delivering the Middlesbrough Health and
Wellbeing Strategy, the public health team have
been working in partnership with a number of
organisations to develop a local framework
based on the World Health Organisation to
monitor and implement the settings-based
approach.

The public health team are working closely with
schools to apply the lessons learnt from the
national healthy schools programme to
strengthen the health and wellbeing offer within
local schools. This also aligns with the work
currently underway to re-commission the school
nursing service, development of the early help
strategy, the planning and implementation of
the Special Education Needs and Disability
(SEND) reforms and the Big Lottery Fund
investment programmes (Head Start and Best
Start in Life).

The management of the Measles
Outbreak
A measles outbreak occurred in the north
east between September 2012 and
September 2013. Middlesbrough had the
highest number of cases reaching 180 in
total at the peak of the incident. The
majority of cases were among unvaccinated
school children aged between 10 and 16
years.

Health promoting schools
Schools play a central role in the health and
wellbeing of children. There are approximately
20,000 children enrolled in Middlesbrough
schools. This offers an opportunity to use the
school as a setting where health and wellbeing
of the children can be improved as well as
engaging with parents, carers and guardians.
The two case studies on the measles outbreak
and the improving dental health in children
demonstrate the role schools play in the health
and wellbeing of young people.

The outbreak was largely attributed to the
discredited and unwarranted scares of the
safety of the measles, mumps and rubella
(MMR) vaccines in the late 1990s. MMR is a
very safe and effective vaccine which

19 Whitelaw S, 2001, Settings based Health Promotion, A review
20 World Health Organisation - Healthy Settings
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Figure 20: The Measles Outbreak 2012
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provides protection against measles, mumps
and rubella. Measles is a highly infectious
disease which can have very serious
complications. Children who have not had
the MMR vaccine are highly likely to catch
measles if exposed and can pass this on to
other children.
In Teesside, a school based catch up
campaign was established in May 2013. This
campaign involved close collaborative
working between the schools, school
nursing teams, NHS England and Public
Health England. Through the campaign, 816
children and 117 adults were immunised in
Middlesbrough. Children who did not
receive their vaccinations at schools were
offered the MMR vaccine through GP
practices. The campaign was highlighted as
an example of good practice both regionally
and nationally.

Improving dental health through
schools
School Fluoride Varnish Programme
• Aimed at children from Nursery to Year 4
• Topical application of fluoride varnish has
been shown to decrease decay rates by
46%
• 20 schools across Middlesbrough and
Redcar & Cleveland taking part
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• Fluoride varnish applied twice a year by a
dental practice in school setting
• Schools with highest decay rates given
priority
Daily School Tooth Brushing Programme
• To ensure all children were brushing at
least once a day by providing
toothbrushes, toothpaste and toothbrush
racks to schools
• 19 schools are taking part
• Aimed at Nursery and Reception children
Fissure Sealant Programme
• Fissure sealants are a protective plastic
coating that is applied to the biting
surfaces of back teeth to reduce decay.
Dental decay can decrease by 50%
• 16 schools are taking part
• Aimed at Year 3 Children
• Treatment is in a mobile dental van
Smile Sack
• A dental educational resource to support
the development of good oral health
behaviour in children, through play
• A game and activity pack targeted
nursery and reception classes across
Teesside
• 100% of teachers said the games
improved pupil awareness of teeth
brushing

Developing health promoting settings
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Health promoting hospitals (HPH)
The NHS is the largest employer in the country,
and one of the largest employers in
Middlesbrough is James Cook University
Hospital. Despite being a provider of
healthcare, NHS hospitals have been criticised
for providing ‘an illness service’ with limited
focus on prevention . As well as offering
treatment, hospitals are in a good position to
prevent illness among its staff and patients as
well as the thousands of people that visit the
hospital each year as visitors or care givers.
Hospitals can also contribute to reducing health
inequalities as some of their staff and a greater
proportion of their patients will be from
deprived areas.
The benefits of HPH are a healthier, happier and
informed workforce as well as a quality service
for patients that empowers and achieves better
health outcomes. The HPH hospital framework
will also enable the hospital to bring together a
number of disparate health improvement
programmes that are already being delivered
within the hospital.

Health promoting college
Middlesbrough College is the largest provider
of post-16 education and training in the Tees
Valley with about 13,600 students and 890 staff.
In August 2008, the College relocated from four
sites to a new campus close to the
Middlesbrough town centre. Although the
college caters for students from all five Tees
Valley districts, the largest percentage of the
students are from Middlesbrough. This presents
an opportunity to improve health and wellbeing
for young people and ensure the support is
co-ordinated to address the health and
wellbeing issues for this age group. The
framework will enable the college to pull
together a number of different health
promotion and public health programmes into a
single framework ensuring the health needs of
the students are addressed in a holistic,
integrated and coordinated way.

Healthy living pharmacy (HLP)

Health promoting university (HPU)
Teesside University has about 20,000 students
and 2,300 staff. The main campus is located in
one of the most deprived wards in
Middlesbrough with poor health and wellbeing.
The university has signed up to become a HPU
with the vision of improving the health and
wellbeing of their students, staff and the
surrounding community. The university will also
be providing academic support to the public
health team to review the literature on health
promoting settings ensuring the local model is
evidence based.

The concept of the Healthy Living Pharmacy
represents a commissioning framework that is
designed to achieve a consistently high
standard of delivery for key public health
services within the community pharmacy
setting21. According to the evaluation of the
national pathfinder scheme, the concept of the
HLP builds upon the role of community
pharmacies and attempts to establish them as a
key element within public health services. It
aims to do this through the delivery of high
quality services, advice and intervention as well
as regular health promotion activities.
21

National Pharmaceutical Association, 2013
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Given the nature and convenience of the
community pharmacy service, it is not surprising
that their potential to engage with, and deliver a
wider range of public health services is being
recognised. The HLP project framework
supports pharmacies to adapt to become
‘healthy living centres’ that operate to proactively promote health and wellbeing within
their community. The ultimate goal of the HLP is
to engage the entire pharmacy team with the
healthy living ‘ethos’ and turn every customer
encounter into a health promoting interaction.

Recommendation 6
Lessons from implementing the health
promoting settings framework at the
hospital, university, college and community
pharmacy should be applied to other
settings to ‘Make Every Contact Count.

A Healthy Living Pharmacy:
• Consistently delivers a broad range of
commissioned NHS services to high
quality
• Promotes healthy living & wellbeing as a
core activity
• Has a proactive team approach to
supporting health & wellbeing, with the
community’s needs at the centre
• The identified pharmacist lead who
manages the pharmacy team has
enhanced skills in leadership and the
management of change; which was
shown to be a critical element in previous
pilot‘s.
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Summary of Recommendations

1

Public health returns home /
NHS reforms

1. The Marmot review recommendations and the asset
based approach need to be embedded into local
action to improve health and wellbeing and tackle
health inequalities.

2

Health & Wellbeing in
Middlesbrough

2. The health and wellbeing board should ensure that
the JSNA and the Health and Wellbeing Strategy
priorities and principles are directing the
commissioning and delivery of services for the local
population.

3

Best start in life

3. An integrated multi-agency approach is needed to
ensure healthy pregnancies and for all children in
Middlesbrough to have the best start in life.

4

Prevention and early
intervention for long term
conditions

4. There is need for an integrated and coordinated
approach for prevention, early intervention and
effective management of long term conditions in
Middlesbrough.

5

Impact of welfare
reforms

5. There is a need for more multi-agency working in
developing and implementing the welfare reform
mitigation plan for Middlesbrough.

6

Creating health promoting
environments and settings

6. Lessons from implementing the health promoting
settings framework at the hospital, university,
schools, college and community pharmacy should be
applied to other settings to ‘Make Every Contact
Count’.
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