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A message from the Director of Public Health

Each year the Director of Public Health has a duty to produce an independent
report on the state of the public health in this area. This year’s report covers a
selection of current issues concerning the health and wellbeing of the people of
Harrow. The framework | have chosen to present these challenges is a 'life-
course' approach, age-group by age-group, cradle to grave. Throughout the
report, consideration is given to how health may be influenced by the inequalities
in our multicultural society.

People’s health and wellbeing depends not only on personal choice about their
lifestyles but much also on the environments in which they live, work and play,
and on wider determinants such as income, environment and housing. In other
words, the choices we make and our circumstances are influenced by
inequalities and must therefore be tackled on a broad front through effective
multi-agency partnerships. Health is not the job of the health services alone.

Harrow faces some difficult challenges in the years to come. The impact of
recession on the area is already being felt with increasing redundancies and this
will undoubtedly have an impact on people’s health for years to come. Although
many of our health indicators are above the national average, | will show
throughout this report that there are unacceptable inequalities across Harrow that
require action to be taken now. It isn’'t only the population of Harrow that faces
financial hardship; there will be less money for the health service over the coming
years as well a squeeze on the council budget. At times like these, history
suggests that public health budgets are under threat and it is my job, as joint
Director of Public Health to actively work with colleagues in health, local
government and in partner organisations to ensure that they all recognise that
public health is everyone’s business. Only by investment in prevention now, can
we safeguard the future health of the population of Harrow.

| would like to thank the many people who have helped to bring this report
together particularly Carole Furlong, the editor and Sarita Bahri, our public health
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analyst. And finally, thank you for reading it. |1 hope you get something useful
out of it and | would be very happy to receive any comments you might have.

Andrew Howe
Director of Public Health

November 2009
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Summary and Recommendations

This report shows that, although on many fronts Harrow has a healthy
population, there are unacceptable inequalities that must be addressed. The gap
in life expectancy across the borough, five and a half years in men and ten years
in women, indicates that the health experience of our population and the factors
influencing it need to be levelled up.

The report shows that focussing on prevention in paramount to addressing not
only the inequalities that are currently seen across Harrow but also to address
the potential time bomb of poor health in the future. In this report we show that
we need to focus on the key risk factors of smoking, obesity — both in terms of
physical activity and healthy eating, and alcohol. We have to address the needs
of the different groups that form the community in Harrow too ensure that culture
is not a barrier to health. Of course a healthier population will also mean that the
need for health and social care services will be reduced.

This cannot be achieved by the health service alone. It will be only by working in
partnership that we improve health and reduce health inequalities.

The recommendation from this report is that we need:
prevention that is facilitated by a healthy and health promoting
environment;
prevention focussed around helping people make healthy lifestyle choices
and have healthy behaviours;
preventive interventions delivered by health professionals and others; and
prevention that occurs through social actions, including political, policy,
economic, educational, and other group behaviours.
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1 Introduction

There are many definitions of Health. The one in Figure 1, by the World Health
Organisation, gives us a definition of health that encompasses all aspects and
does not define it merely in terms of illness.

Figure 1 The WHO definition of Health

Health... a state of complete physical, mental and social wellbeing, and
not merely the absence of disease or infirmity, is a fundamental human
right and that the attainment of the highest possible level of health is a

most important world-wide social goal whose realization requires the
action of many other social and economic sectors in addition to the
health sector.

Source: World Health Organisation, 1978*

A public health approach to health rejects the narrow confines of the medical
model that identifies illnesses and conditions that need to be treated and cured,
in favour of a broader approach. Public health does not simply focus on
healthcare, although maximising the benefit and outcomes of healthcare is
certainly one of the cornerstones. Instead, the public health approach also looks
at the changes that individuals can make to improve their health and the societal
and economic changes that need to take place to help them make these
changes, thereby reducing health inequalities.

This report both takes evidence from the current and provides evidence for the
future Joint Strategic Needs Assessments. It will also be used to inform the
forthcoming Health and Well Being Strategy of the Harrow Strategic Partnership.
It is not possible or desirable for this report to provide maps of all of the possible
determinants of health and we recommend that the Harrow Vitality Profiles are
used in conjunction with this report to provide a richer picture of Harrow’'s health
and inequalities.

1.1 The Determinants of Health

Health is not a factor determined by health services alone but needs a high level
of partnership from a wide range of partners who influence and empower at a
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range of levels. Beginning with the individual and moving to wider society, there

are a number of circles of influence.
Our age, gender and genetic make up are something we can’t get away
from. Some diseases are more common in one gender; some conditions
increase with age; some people are genetically predisposed to certain
diseases.
The decisions we take about our lifestyle will influence our health. Do we
eat healthily, take enough exercise, smoke, drink alcohol, use drugs,
sunbathe, have unprotected sex, or engage in high risk behaviours? All of
these and more will have an impact on our health and wellbeing
Our family and social networks and the way we interact with society
around us also have an impact on our health. Our health habits are
shaped as children and many of our health behaviours are influenced by
our peers. Socially isolated people are more likely to have poorer health —
and people with poorer health can become socially isolated.
Where we live, what job we do, how much we earn, the quality of our food,
our water, our natural and built environment and what services are
available to us can make us more or less healthy. Health services are
only a small part of this whole picture. They are important in responding
to ill health and in promoting good health.
Taxation policy, funding of public services, global warming, intra- or
international conflicts and economic recession are all issues that affect
health and wellbeing but which have to be dealt with at a national and
sometimes global level.
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Figure 2 The determinants of health

Influences
on Health

Source: Dahlgren and Whitehead, 19917

Inequalities in the determinants of health lead to inequalities in health outcomes.
Improving health requires a focus on preventing disease and ill health and
promoting healthy behaviours.

2 Harrow in Profile

Harrow Primary Care Trust is located in North West London and is one of the 31
Primary Care Trusts that comprise the London Strategic Health Authority. The
boundaries of Harrow PCT are coterminous with the boundaries of the London
Borough of Harrow. There are currently twenty-one wards in Harrow and where
possible in this report, we will present data to show any variations and
inequalities within Harrow as well as looking at how we compare to the rest of
London and England as a whole.

Harrow is a borough of contrasts. The majority of the borough is more affluent
than the England average, enjoying a comparatively high level of income,
standard of living, housing, skill base, educational achievement, employment,
satisfaction with their area, and health. However, there are pockets of deprivation
that are in the fifth most deprived in the country suffering stark social and health
inequalities.
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On most health indicators, Harrow is in line with, or doing better than, national
and London averages. However, we have concerns over certain health trends as
well as inequalities within the borough on the basis of ward, ethnicity and socio-
economic status. For some diseases, such as coronary heart disease, although
the mortality rate is improving year on year and remains lower than that of
London and England as a whole, the rate of improvement is less than that seen
regionally or nationally.

2.1 The Wider Determinants of Health

As we have mentioned, there are many factors that affect our health. In this
section, we will look at a few of the current issues facing Harrow.

2.1.1 Unemployment

Harrow has had lower unemployment compared to the rest of the country. In
January 2006, unemployment in Harrow was a little lower than that seen in
England and was around two thirds that seen in London as a whole.
Unemployment reduced across both London and in Harrow. It was at a low in
May 2008. With the economic recession, there has been a steep rise in
unemployment across the country in the past year and Harrow has been affected
although to a lesser extent. At 3.3%, unemployment in September 2009 was the
highest as it had been in Harrow in the last 3 years. In relative terms, for every
two people claiming unemployment benefit in January 2006, there are now three
people claiming it.
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Figure 3 Percentage of adults claiming unemployment benefit
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Source: Unemployment statistics

2.1.2 Housing and Homelessness

Housing has an impact on health in a number of ways. Poor insulation and lack
of heating can lead to damp problems which exacerbate respiratory conditions.
Unsafe stairs and lack of hand grips in essential areas can lead to accidents and
falls. In addition, poor quality housing can lead to stress and mental health

problems. Harrow council are developing a number of interlinked strategies to
address the housing needs of vulnerable groups.

Harrow residents who are homeless and require temporary accommodation has
fallen over the past five years. The majority of those in temporary

accommodation are people with dependent children and pregnant women
without other dependents.
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Figure 4 Households in temporary accommodation
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2.1.3 Crime

Crime rates in Harrow vary from those seen nationally and across the
Metropolitan Police area (Greater London excluding City of London). Violence
against the person, sexual offences and robbery offences are all lower than the
rates for London and only the rates for robbery exceed those for England and
Wales. Burglary from a dwelling is higher in Harrow than nationally but not as
high as the London average. Vehicle crime is similar to the national average but
lower than London. Between 2006/7 and 2007/8, all categories with the
exception of burglary from a dwelling fell. These domestic burglaries increased

in Harrow by 16% during this period. There is a generally a good correlation
between crime and deprivation in Harrow.
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Figure 5 Rate per 1,000 for selected crimes in 2007 /8 and percentage change from 2006/7
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Detection rates for crimes in Harrow are comparable to those seen across the
metropolitan police area and are generally lower than England.

Figure 6 Crime detection rates 2006/7 and 2007/8 in  Harrow, London and England & Wales
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Although crime rates are low and detection rates are similar to the national rates,
fear of crime in Harrow is high. The level of fear of crime depend on people’s
perceptions rather than the actual crime rates. Significant violent offences strike
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a chord with people and make them believe that violence is more common than it
actually is. People’s own behaviour and that of others and the environmental
conditions they witness also have a big impact. There have been reductions in
perceptions of crime over the last three years from a baseline of 49.9% seen in
the 2003-4 MORI survey to 33.1% in the recent residents survey. Fear of crime
is one of the priorities in the Community Safety Plan and further investment from
across the local strategic partnership has been agreed to support delivery.

2.1.4 Community cohesion

Community cohesion is the extent to which there is a common vision and sense
of belonging by all communities within society. Where there is a high level of
community cohesion, the diversity of people's backgrounds and circumstances is
appreciated and valued and similar life opportunities are available to all. In
Harrow, we have shown that there is a high proportion of people from black and
minority ethnic groups and a changing ethnic mix. Although in many parts of the
borough, people think race relations are the same or have improved, there are
concerns that a high proportion of people in some part of the borough think that
race relations have deteriorated. The rate varies across Harrow with almost half
of people from the Rayners Lane and Belmont wards thinking this compared to
only one in six in Headstone north and Canons wards.

Figure 7 Percentage of people who thought that loca | race relations had deteriorated
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2.2 The people of Harrow

Harrow is home to some 215,000 people. The borough is one of the most
ethnically diverse in England with over half of the population from a minority
ethnic group.

The population age structure of Harrow is more similar to the England average
than London (Figure 8). There is a lower proportion in the 20-40 age group in
males and 20-50 in females and a greater proportion in the over 50s, particularly
in females, compared to London. Unusually, Harrow does not see the “baby
boomer” peak in the 55-65 age group that is seen elsewhere.

Figure 8 Population of Harrow by age and gender
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Within Harrow, there are differences in the age make up of the population. In
Canons ward, more than one in five of the population are older people, compared
to less than one in ten in Roxbourne. Similarly, the under fives make up over 8%
of the population in West Harrow, Wealdstone and Roxbourne compared to
under 5% in Cannons.
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Figure 9 Variation in population composition within Harrow
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Harrow’s population, of around 215,000, is projected to grow over the next ten
years, with the greatest growth in the older age groups (45-59 and 60+). There is
also a predicted increase in numbers of children under 15 but a predicted
reduction in the 15-44 age group which is already under-represented compared
to London and England.

More than half of Harrow’s population are from Black and minority ethnic groups,
making Harrow one of the most ethnically diverse boroughs in the country. The

largest single group, after White, is Indian. There is variation within the borough
and electoral wards in the south-east of Harrow tend to have a higher proportion
of population from black and minority ethnic groups.

The composition of the population of Harrow is forecast to change over the next
10 years according to the GLA projections. All non-white ethnic groups are
forecast to increase: Asian by 18%, Black by 11% Chinese by 2% and all other
ethnicities by 37%. Over the same time period, the White population is forecast
to decrease by 17%.
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Figure 10 Ethnic composition of Harrow’s population
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Figure 11 Proportion of population classified as As ian or Asian British in the 2001 Census
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2.3 Deprivation

By and large, Harrow is an affluent area. However, there are wide variations in
deprivation: there is one small area that is within the 10% most deprived areas in
England while there are others that are in the 5% most affluent. In Figure 12, the
higher the index number and the darker the colour, the more deprived the area
is.

Figure 12 Index of multiple deprivations

Source: Department for Communities and Local Government

2.4 Life Expectancy

Life expectancy is the term used to describe how long a baby girl or boy born
today could expect to life if the local patterns of health continued throughout their
life. Life expectancy in Harrow is higher than both the London and the national
rates and is projected to continue to increase over the coming years. Life
expectancy for men in Harrow, although lower than that for women, is increasing
at a faster rate.
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Figure 13 Trends in life expectancy in Harrow, Lond  on and England
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On average men in Harrow can expect to live 78.7 years and women for 81.6
years. However, this pattern of high life expectancy is an average and it hides
some unacceptable inequalities across Harrow. Women in Pinner South can
expect to live more than 10 years longer than women in Wealdstone. Men in
West Harrow can expect to live for five and a half years longer than men in
Greenhill ward.

Figure 14 Male life expectancy in years (2003-7)

NHS Harrow Annual Public Health Report 2009-10




Source: LHO

Figure 15 Female life expectancy in years (2003-7)

Source: LHO

es and females by ward, 2003-7

Figure 16 Difference in Life expectancy between mal

L

auolspesp

Sied alowurls

Ll[ pleap\ MolieH
L:t JIIH 8y U0 MoLieH
Ll[ ybnoJoglrey
th ylexoy
I U1ION auo)SpesH
I MOITeH 1S9/
L|[ auINogxoy

‘ O Female m Male ‘

I pu3 yoreH
L|[ Aingsussngd
_|[ aue siaukey

uowag

|E suoue)

Ulnos suoispesH

_L[ 4Inos Jouly

90.0

T

T
o
o)
@

T T T

T T T
e 9 ©
o Lo o

I
T
o
o}
® ~ ~  ©

sreah ul Aoueloadxa a)1

Source: LHO

NHS Harrow Annual Public Health Report 2009-10




3 Children in Harrow

Children make up about a quarter of the Harrow population and are more
ethnically diverse than the population as a whole. Only 32% of the children in
Harrow are White British, 21% Indian, and 10.6% other Asian and 8% are Black
African.

3.1 Births

There are approximately 2,800 -3,000 births in Harrow each year almost all of
which occur in NHS hospitals. Nearly three quarters of births occur at North
West London Hospitals Trust. The most recent data shows that 2.9% of all births
were to mothers aged under 20 years and 4.4% to women aged 40 or over. The
ethnic diversity in Harrow is reflected in the place of birth of Harrow mothers
giving birth in 2007. Only 39% of mothers were born in the UK, with 23% from
Asia and 13% from Africa. Mothers born in new EU member states accounted
for 8% of all Harrow births.

Figure 17 Place of birth of mother for babies born in 2007
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Source: ONS

Between 2005 and 2007, there was an 8% increase in the number of births in
Harrow, slightly below the average increase across London. Over the next three
years the number of births is expected to rise only by around 0.3% per year.
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3.2 Low birth weight babies

Low birth weight is a major determinant of infant mortality and morbidity. In
addition, as it is associated with a variety of social and environmental factors, it is
often used as a health status indicator. Low birth weight may result from being
born too early (i.e. a preterm birth), from poor intrauterine growth (growth in the
womb) or from a combination of the two. A number of factors have been shown
to be associated with low birth weight and/or preterm births. These include
maternal smoking, maternal age (older and younger mothers are more likely to
have a low birth weight baby), deprivation, previous obstetric history, low pre-
pregnancy maternal weight, drug/alcohol use, hypertension and multiple births.
An increase in the proportion of babies born to older mothers (over 35) or
younger mothers (under 25 years) would tend to produce an increase in
proportion of low birth weight babies. However, a decrease in maternal smoking
would tend to produce a decrease in the proportion of low birth weight babies.

Figure 18 Percentage of low birth weight births 200  4-07
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Low birth weight is more prevalent in Harrow than in London and England. As
with other indicators, the proportion of low birth weight births varies across
Harrow. The highest rates are in the south east of the borough where the
proportion of births to Asian mothers is high.
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Figure 19 Percentage of low birth weight births by ward (pooled data 2004-6)

Source: LHO ward analyses

3.3 Infant Mortality

Infant deaths are those that occur during the first year of life. They are rare but
show significant inequalities across the country. One of the national inequalities
targets is to reduce infant mortality: ‘Starting with children under one year, by
2010 to reduce by at least 10% the gap in mortality between the routine and
manual group and the population as a whole’.

The measure used to assess progress is the relative gap between the infant
mortality rate in the routine and manual socio-economic group and the rate for
the population as a whole which is then compared with the baseline gap for
1997-99. Since 2002 the infant mortality rate has continued to fall in the UK.
Nationally, infant mortality is associated with deprivation, age of mother, low
infant birth weight and non-white ethnicity.

The rate of infant deaths in Harrow has fluctuated over the past ten years. In
Figure 20 confidence intervals have been included in the diagram. Confidence
intervals are an indication that although the local rates differ from the national
rates they can be considered to be broadly similar to the national rate if the
confidence intervals overlap but can be considered to show a real difference if
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they don’t. Between 2003 and 2006, the local infant mortality rate was higher
than the England rate. It currently shows a decreasing trend.

Figure 20 Infant mortality rates in Harrow and Engl  and 1999 - 2007
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3.4 Children and poverty

A third of Harrow households have dependent children. Child poverty is defined
as children living in a household that receives a means tested benefit. Child
poverty affects almost one in four children in Harrow compared to one in five
across England. There are a number of reasons for this. Six percent of
households with dependent children have lone parents. A high proportion of
these single parent households are of black ethnicity and are in poor housing.
There are around 4,000 children who are refugees or asylum seekers and almost
one in 20 households with dependent children has no adult in employment
compared to one in 16 across London. The disproportionate impact on the black
ethnic group is illustrated by the eligibility for free school meals. Significantly
more Black children are eligible for free school meals in Harrow than the national
average. Significantly fewer Asian children are eligible for free school meals than
the England average and than any other ethnic group in Harrow including the
White British group.
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Figure 21 Percentage of children eligible for free school meals by ethnic group
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3.5 Children and Crime

There is some indication that some types of youth crime are increasing, e.g.
mobile theft and school crime. This has links to healthy lifestyles, achievement
and employment opportunities. There were almost 90 young offenders reported
in the 3rd quarter of 2008 and of these, 25% were re offenders. This increase in
the reoffending rate, from 14% in 2005 (baseline) to 25% in 2008, is worrying
although it is still lower than the national and London averages. The Young
People and Safer Harrow Partnership is monitoring this national indicator and is
working towards reducing the reoffending rate.

3.6 Children’s lifestyle

Harrow children are less active than their counterparts across London and the
rest of England. Although the prevalence of childhood obesity at age 5 is, at 9%,
similar to the national average, there is an increase to 17.9% by the time children
are in year 6, aged 10-11 (2007-8 data). This is a major concern as overweight
and obese children have a tendency to grow up to become obese adults.

Figure 22 Childhood Measurement Programme results 2 007-8 — Reception year

Underweight Healthy Overweight Obese Measured
weight
Harrow % || 2.1% I 77% | 115% || 9.4% I 92%
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| Number || 47 || 1713 || 256 || 209 || 2225 |
| London || 1.8% || 75.4% || 12% || 10.9% || 90% |
| England || 1.3% | 762% || 13% || 96% || 8% |

Source: NCMP
Figure 23 Childhood Measurement Programme results 2  007-8 — Year 6

Underweight Healthy Overweight Obese Measured
weight
| Harrow % || 3% |  637% || 154% || 17.9% || 90% |
| Number || 67 I 1423 I 344 I 400 I 2234 |
| London | 1.8% ||  61.9% || 14.7% || 21.6% || 87% |
| England I 1.4% I 66% | 143% || 183% || 87% |

Source: NCMP

Even though Harrow is within the national average for childhood obesity levels,
the local child measurement programme identified over 600 obese Harrow
children that would benefit from multifactorial interventions for obesity. To
address this problem, NHS Harrow provides two programmes, “MEND” (Mind,
Exercise, Nutrition, Do It!) and “Ready Steady Change!” to support overweight
children and their families.

MEND (Mind, Exercise, Nutrition, Do It!) is a healthy lifestyle programme for
children between 7-13 years old who are overweight or obese. MEND helps
children and parents to become fitter and healthier through learning about
healthy foods and doing more exercise. A supermarket tour, label reading and
the fabulous food fest are some of the sessions included at MEND. The
sessions run twice a week in the evenings. In autumn 2009, 28 children and
their families are taking part in the programme.

READY STEADY CHANGE! is a brand new healthy living programme for
overweight and obese children between 4-7 years old, and it includes diet and
exercise just like MEND. The first programme started in September 2009.

3.7 Children’s Mental Health

One in ten teenagers self-harm at some time. More than 24,000 teenagers are
admitted to UK hospitals each year after overdose and cutting. Only 12% of self-
harm cases are referred to hospitals, most incidents being treated at home. Girls
are much more likely to self-harm than boys.
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It is estimated that 3075 children in Harrow have some kind of mental health
problem. Children most affected are ‘looked after’ and asylum seeker children.

Figure 24 Estimated mental Health problems in child  ren in Harrow

| Mental disorder |Prevalence Number of children affec  ted in Harrow |
| Conduct disorder I 5.3% | 1567 |
| Emotional disorder I 4.3% I 1271 |
| Being hyperactive I 1.4% I 414 |
| Less common disorder || 1.3% I 384 |

Source: The mental health needs of children and young people in Harrow, HASCAS July 2006

3.8 Child deaths

Death in childhood has become less common in the last 50 years. In London in
2005, there were 312 deaths in children aged one to 19 years. On an average,
there are 25-30 child deaths every year in Harrow even though there have been
year to year variations. The Harrow Safeguarding Children Board (LSCB) has a
statutory responsibility of reviewing all child deaths (up to 18 years of age) in
Harrow since April 2008. The review is carried out by the Child Death Overview
Panel (CDOP) chaired by the DPH. The panel collects information on all child
deaths from the key service providers (GPs, hospitals, community health care
and social care services) and reviews the information to identify preventable
causes of death and learn lessons from those deaths. The panel is accountable
to the LSCB. The panel reviewed 12 deaths that occurred in 2008. However this
is likely to be only 45% of the total estimated 25-30 deaths that happen in Harrow
every year. Of the cases reviewed, 7 were in the first year of life. The most
common causes of death were prematurity similar to the national and regional
picture.

3.9 Teenagers and young adults

3.9.1 Teenage pregnhancy

Harrow has consistently had low rates of teenage pregnancy and currently has
the third lowest teenage pregnancy rate in London and the tenth lowest rate of
the 152 local authorities in England. The number of teenage pregnancies in the
borough continued to drop and the rate is now five per cent below the 1998 rate,
when the government set up the Teenage Pregnancy Unit. This is one of the
lowest percentage decreases from baseline in the country.
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The most recently available data for 2007 shows a reduction of 0.1% from 25.8 to
25.7 per 1,000 females aged 15-17 (actual conceptions: 107 in 2006 and 104 in
2007). Although this change is marginal, it was achieved despite the changing
population in Harrow, which shows an increase in income deprivation affecting
children and in overall multiple deprivation score.

Harrow's closest neighbours in terms of statistical relevance, based on socio-
economic and ethnic makeup are Ealing, Redbridge, Merton and Hounslow,
which have teenage pregnancy rates of 31.8, 31, 41.1 and 46.9 respectively.
Harrow's rate of 25.7 per 1000 females is comparatively low.

Figure 25 Teenage pregnancy rates 2001-07 and proje  ction to meet target
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Under 18 conception are not evenly spread across Harrow. They are most
common in the central parts of Harrow in the Wealdstone area and to a lesser
extent in the south west of the borough.

NHS Harrow Annual Public Health Report 2009-10




Figure 26 Rate of teenage pregnancy across Harrow 2 005-7.

Source: Teenage pregnancy unit data

3.9.2 Chlamydia screening

The national chlamydia screening programme started in Harrow in 2007. Only
10.3% of young people aged 15-24 in Harrow were screened in 2008-9
compared to the target of 17%. The targets for 2009-10 and 2010-11 are 25%
and 35% respectively. Asian young people are under-represented and Black
young people are over-represented in those accessing chlamydia screening
compared to what would be expected in Harrow.

Figure 27 Ethnic breakdown of young people from Har  row who had chlamydia screening
in 2008-9 compared to Harrow population
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Sexual Health and Relationship Education:  NHS Harrow-funded educational
sessions about sexual health and relationships are delivered for the 9-13 year
groups in 11 of the state high schools in Harrow. In addition pupils are
signposted to local sexual health services. The provision of information is an
important initiative to prevent teenage pregnancy and reduce the number of
sexually transmitted infections by raising awareness about sexual health issues
and the availability of local services to young people.

Emergency Hormonal Contraception (EHC): The provision of emergency
hormonal contraception by pharmacists is another example of the measures
being undertaking by the PCT to reduce the teenage conception rate in Harrow.
This approach ensures that young women can access EHC services outside the
mainstream of family planning clinics, combined with health promotion messages
about safe sex practice and information about Long Acting Reversible
Contraception (LARC) methods. LARC provision is an effective preventive
measure to reduce both overall conception rates among teenagers and the
number of repeated terminations.
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4 Adults

4.1 Lifestyle

A range of lifestyle estimates have been estimated by the NHS information
centre.® The estimates show that the proportion of people who smoke (14.5%) or
binge drink (9.7%) in Harrow is lower than that of London and England as a
whole. One of the reasons for the low rates is the high number of Asians in the
Harrow population where both the rates of smoking and drinking are low. A
higher proportion of people eat healthily (5 or more portions of fruit and
vegetables per day). Again, the Asian population is a significant factor as there
are a high proportion of vegetarians. However, a slightly lower proportion of
people take regular exercise.

Lifestyle indicators
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4.1.1 Smoking

At 14.5%, Harrow has an estimated smoking prevalence that is one of the lowest
in the country. In the routine and manual socio-economic group, smoking
prevalence is higher at 26%. Despite the low smoking prevalence, smoking kills
687 people in Harrow each year.

The pattern of smoking across Harrow shows that smoking rates are highest in
the Wealdstone area and in the south east of Harrow in Roxeth and Roxbourne
wards.
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Figure 28 Percentage of Adults who smoke (based on Health Survey for England model
2007)

Source: Neighbourhood statistics

The Harrow Stop Smoking Service is predominantly provided by 51 local
pharmacies who give one to one support to smokers over a five to six week
period. In 2008-9, the number of people referring themselves to the stop
smoking service dropped by over 250 compared to the previous year. There was
a corresponding drop in the number of quitters which meant that for the first year
since the service began, the target was not met. Some of the reason for this is
that due to the numbers successfully quitting previously, there remains a hard
core of heavily addicted smokers who are not yet motivated to quit.

In the past year, the PCT has developed the smoking cessation team with the
appointment of new Stop Smoking Advisors allowing additional group sessions to
be added to the local service to provide smokers with choice. Sessions have
been held in community venues such as the Wealdstone Centre, in health care
facilities such as general practices and the new Alexander Avenue Centre for
Health and Social Care, and a new hospital based service is starting at Northwick
Park Hospital.

Table 1 Referral and quitters in the Harrow Stop Sm  oking Service

No. of No. setting a No. of Target no. of
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referrals quit date quitters quitters

2007/08 2200 2042 1276 1256

2008/09 1950 1820 1076 1256

Source: NHS Harrow

Figure 29 Harrow Stop Smoking Service performance a  gainst Target
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The local data shows that men who attempt to stop smoking with the Harrow
Stop Smoking services are slightly more successful than women. The success
rate increases with age with people over 60 being the most likely to make a

successful quit attempt.
Figure 30 Quit Rates in the Harrow Stop Smoking Ser  vice 2008-9
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Workplace Stop Smoking Support

The Harrow Stop Smoking Service offers practical help to companies
who want to support their staff to stop smoking. Recognising the
difficulty in full time employees accessing the standard pharmacy
services or the evening clinics, the team now provide an outreach
service to companies. For information or to set up your workplace

scheme, contact the Stop Smoking Team on 020 8966 1008.

Metroline provide bus services around Harrow and have taken part in
one of the schemes. The stop smoking advisors set up sessions at
Wealdstone bus garage where drivers, engineers and office staff could
drop in for advice and support that matched their shift work.

4.1.2 Obesity

What we eat greatly influences our health throughout life. Obesity is caused by
excessive calorie intake, which is not balanced out by sufficient energy
expenditure. A poor diet throughout our life can lead to diabetes, coronary heart
disease, stroke and some cancers. Around 58% of type-2 diabetes, 21% of heart
disease and between 8% and 42% of certain cancers (endometrial, breast, and
colon) are attributable to excess body fat. Obesity is responsible for 9,000
premature deaths each year in England, and reduces life expectancy by, on
average, 9 years. Obese people can experience stigmatisation and bullying,
which can lead to depression and low self-esteem.

Diet and nutrition is influenced by a number of cultural and socio-economic
circumstances, as well as availability and access to healthy foods. Since 1980
the prevalence of obesity has nearly trebled in the UK and is continuing to rise.
In recent years, the proportion of adults in England with a healthy BMI (18.5-
24.9) has decreased between 1993 and 2007 from 41% to 34% among men and
50% to 42% among women. Currently 24% of men and women (aged 16 years
and over) are obese. Obesity disproportionately affects low income families.
Nationally, 14% of men and women in social class 1 are obese compared to 28%
of women and 19% of men in social class 5*. In 2008, the Foresight project
predicted that nearly 60% of the UK adult population could be obese by 2050. In
January, 2008 the Government published 'Healthy Weight, Healthy Lives: A
Cross-Government Strategy for England' to tackle obesity in England.
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In Harrow, 19.1% of adults are estimated to be obese compared to the national
rate of 23.6% and London rate of 18.4%. Deaths due to obesity are not routinely
calculated. As with the national pattern, obesity rates are higher in the more
deprived parts of Harrow. However, the World Health Organisation in 2002
reported that 9.6% of male deaths and 11.5% of female deaths were related to
obesity in England. In 2007, in Harrow this would have equated to 156 deaths.

Figure 31 Percentage of adults who are obese

Source: Neighbourhood Statistics

Obesity has traditionally been defined using the Body Mass Index or BMI. It
involves comparing a person’s weight to their height by dividing the weight
measurement (expressed in kilograms) by the square of the height (expressed in
meters). Recent evidence shows that people who carry their excess weight more
around their waist are at a higher risk than those that carry their weight on their
hips. These “measures of central adiposity” or waist measurements have now
been added to the BMI to give a health risk category. Men who have a waist
measurement of over 94cm and women with a waist measurement of over 80cm
are in the high risk category. There is evidence that people of south Asian origin
are more prone to carrying excess weight around the waist and have a raised

obesity related risk at a lower BMI and a lower waist measurement.
Figure 32 Risk ratings for Obesity
Waist circumference (cm)
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Men — 90 - 102cm >102cm

BMI Women — 80 - 88cm >88cm
Underweight <18.5. No Increased Risk No Increased Risk
Normal 18.5-24.9 No Increased Risk Increased Risk
Overweight 25-29.9 Increased Risk High Risk
Obese 30 or more High Risk Very High Risk

Figures from Sport England’s second Active People Survey” indicate that present
physical activity levels in Harrow in 2007-2008 were low with only 13.3% of
adults achieving 30 minutes of moderate intensity physical activity three times
per week. This shows a considerable reduction from the 18.6% recorded in the
first Active People Survey in 2006-2007. The rates of physical activity in Harrow
are lower than the average for London (21.3%) and England (21.32%).

In the Health Survey for England, nationally 27% of men and 31% of women ate
at least five pieces of fruit and vegetables per day. The 16-34 age group were
the least likely to eat the recommended 5 a day (18% of males and 23% of
females). On average, men ate 3.6 and women ate 3.9 portions of fruit and
vegetables per day. Across Harrow, the lowest percentage of people eating 5 a
day is in central and south Harrow which corresponds with the areas with highest
rates of obesity and deprivations.

Figure 33 Percentage of adults eating at least 5 fr  uit and vegetables per day

Source: Neighbourhood Statistics
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StayWell is a 10 week programme that supports people with a BMI >30 in losing weight and
improving their fithess levels. At the start and the end of the programme, each person has a
physical assessment session where various measurements are taken. They are also assessed
as to their readiness to make behaviour changes and do a 7-day physical activity recall. For
weeks 2-8 each person has an hour on healthy eating with a dietician and an hour of physical
activity with an exercise instructor. All patients must have a referral from their GP. The
programme is being piloted in Kenton and currently has 21 people on the programme.

Walk your way to health is a range of 15 free walks across Harrow. They provide an
opportunity for Harrow residents to increase their physical activity easily in a group setting. The
walks are open to everyone over 18 and children and young people under 18 if accompanied by
parent/carer. Over 200 people currently participate in at least one walk a month.

Mental health user’s personal trainer project helps people with mental health problems to
increase their activity levels. Each person on the programme had an individual plan developed
for them by a personal trainer.

Exercise on Referral is an introductory exercise programme that helps to provide sedentary
individuals and individuals with long-term medical conditions with a positive introduction to being
physically active. The programme lasts for 12 weeks and is offered at a variety of leisure and
community facilities in Harrow. It costs the individual £20 and aims to help people to maintain a
physically active lifestyle, without dependence on the exercise professional in the longer term.
Around 350 people per year access this programme.

Green gyms offer an opportunity to anyone to exercise in a park setting. There are currently
two free outdoor gyms in Chandos Park, Edgware and Alexandra Avenue Park, South Harrow.

Although the first line treatment for obesity is a healthy balanced diet and
increasing energy expenditure through physical activity, if this fails to support
attempts at weight loss, currently two anti-obesity drugs are available: Orlistat
which binds to fat in the diet preventing it being absorbed and Sibutramine which
suppresses the appetite. In 2008-9, Harrow GPs prescribed Orlistat at a slightly
lower rate than the national average and they prescribed Sibutramine at around
60% of the national average. The last option available, when all other options for
weight loss are exhausted, is bariatric surgery or surgery to reduce the size of
the stomach through use of a gastric band or removal of part of the stomach.
Eleven people in Harrow had this surgery in 2008.

4.1.3 Alcohol

Harrow’'s population is estimated to have the lowest proportion of binge drinkers
in the population (9.7%) compared to both the national (18%) and London
(12.7%) averages. However there are more people who don’t drink at all and the
rates of hazardous or harmful drinking are similar to the England average.
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Figure 34 Percentage of the population binge drinki ng (based on Health Survey for
England Model 2007)

Source: Neighbourhood Statistics

The local alcohol profile for Harrow shows that on all indicators Harrow performs
significantly better than or at least similar to the England averages. There are
areas of concern however. The rate of alcohol-attributable admissions, although
still below the national average, shows a year on year increase in Harrow. The
number of calls to the London Ambulance service that are alcohol- related shows

a steady increase over the past nine years.

Figure 35 Monthly alcohol related calls in Harrow to London Ambulance Service from
April 2001 to March 2009
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Figure 36 Local Alcohol Profile for Harrow

Source: LAPE: NWPHO 2009

In 2008, a local focus group was held with young people®. Although the group
was not representative, having a significantly lower proportion of young Asians
than that of Harrow as a whole, it gives an interesting insight into patterns of
drinking in young people. Around half did not drink but, of those that did, they
most often drank spirits or beer/lager. One in five of the drinkers, reported
drinking more than 2 units per week and over 80% of them reported binge
drinking at least once per week with one in five binge drinking almost everyday.
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They mainly drank with friends their own age and the main reason they did was
“to have fun”. They recognised that alcohol increased the incidence of them
indulging in risky behaviour, in particular sexual activity. Violent behaviour was
also reported to increase. The majority believed it was important that education
about alcohol takes place through youth centres and other young people’s
services. However for advice about alcohol, as with most other sensitive issues,
young people will go to their friends before other services/ sources.

4.1.4 Substance Misuse

In 2008/2009, there were 521 adults and 116 young people in drug and alcohol
treatment. The number of problematic drug users treated in services was 438,
and less than 1% of people were under the age of 18. The waiting time for
people to have treatment in Harrow remains less than 2 weeks, and is within
national targets. The profile of those accessing treatment shows that they are
mainly British White males but there has been a small, steady increase in the
numbers in treatment from BME groups and A10* migrants over the last 3 years.

Just over half of the people in treatment have never injected and all those who
intravenously use drugs or have ever injected now have access to Hepatitis B &
C identification and treatment. Of those in treatment, 20% were recorded as
having mental health needs and were being treated separately to their misuse of
substances. However, the prevalence of co-existing mental health and
substance use problems (termed ‘dual diagnosis’) may affect between 30 and 70
per cent of those presenting to health and social care settings. To address this
potential under-identification, a specialist dual diagnosis coordinator is delivering
training across the borough. There is also an initiative for the screening,
identification and the referral for treatment of this cohort of clients.

Drug and alcohol use in Harrow remains lower than the London and National
average. The number of people admitted to hospital for alcohol related harm
also remains lower. Fewer young people report having ever drunk alcohol and
having ever used drugs in Harrow than the nationally reported figures of the
same age group in schools’. None-the-less there has been an increase in the
number of people applying for and having inpatient detoxification, and entering

A person from the A10 countries that joined the EU (European Union) in May 2004, including the
A8 countries plus Cyprus and Malta. The A10 includes: Cyprus, Czech Republic, Estonia,
Hungary, Latvia, Lithuania, Malta, Poland, Slovakia and Slovenia.

NHS Harrow Annual Public Health Report 2009-10




rehabilitation programs, especially for alcohol dependency. To meet this need
there has been a West London initiative to deliver an additional 20 units of
accommodation-based drug detoxification.

Housing needs amongst most of the clients is not urgent; as 83% of those in
treatment report no housing problems to their key workers; however
accommodation for our criminal justice client group remains a challenge. There
is now a national Bail Accommodation Support Scheme that will offer properties
to live in and structured support to people leaving prison. This supports the work
of the probation services and few of the clients supported by this scheme are
remanded in custody during their support programme.

Although the Police recorded crime for 2008/2009 shows an increase in drugs
offences up 6% from the previous reported year, both drug and alcohol crime in
Harrow is lower than the London average.®

4.2 Mental Health

Mental health is a core component of psychological wellbeing, and hence
everyday life, and is as important as physical health. The two issues are
interlinked; poor physical health may increase the likelihood of developing poor
mental health, and poor mental health may increase risks of developing or not
recovering from serious physical health problems. Whilst good mental health is a
key factor in successful psychological and social functioning, poor mental health
has been associated with poor socio-economic status, poor education and poor
opportunities for employment, and a host of inequalities, some of which fall under
the umbrella term 'social exclusion'.

Nationally, one in six adults are likely to be experiencing a mental health
problem? that will require medical, psychiatric or other therapeutic intervention.
One percent of these will have a more severe psychiatric disorder such as
schizophrenia or bipolar disorder. For people with serious mental iliness it is
expected that most people should be known to primary care and/or social
services. Nearly one-third of GP consultations are related to common mental
health problems. The table below gives the London Health Observatory rates,
for Harrow, of the prevalence of mental iliness during the course of one week and
the number that would require intervention. Many of these illnesses could span
many weeks or years of a person’s life.
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Estimated prevalence of mental disorder in adults ( aged 16 — 64) in Harrow

Estimated people Number

experiencing requiring

symptoms in a week intervention

(50%)

Mixed anxiety and depressive 11,147 5,574
disorder

Generalised anxiety disorder 7,157 3,579

Depressive episode 4,726 2,363

All phobias 2,870 1,435

Obsessive compulsive disorder 2,034 1,017

Panic disorder 1,142 571

Any neurotic disorder 24,232 12,116

Source: LHO Mental Health Scorecard

The national EMPIRIC study found only small differences in prevalence of
common mental disorders between different ethnic groups in Britain. Irish and
Pakistani men, aged 35-54 years, and Indian and Pakistani women, aged 55-74
years, had higher rates of common mental disorders compared to White UK men
and women of a similar age. Bangladeshi women had lower prevalence of
common mental disorders than white women. There were no differences in the
prevalence of these disorders between Black Caribbean and White people.
National studies indicate a much higher incidence of self-harm among Asian
women. Research has shown that there is high level of mental health need in
the Somali population in London, but a relatively low level of service use.

People with mental health problems often experience high incidence of obesity
and diabetes. This can be due to the side effects of antipsychotic and anti-
depressant medication, but also due to associated lifestyle factors e.g. food
dependency, lack of motivation to look after oneself, and an unwillingness to go
out and exercise.

A local mental health needs assessment’® found that some BME communities
have a low awareness of the mental health services available, and they tend to
identify mental illness with admission to a mental health unit as opposed to
community-based care. BME groups need information, in their own language,
about mental health services to reduce levels of fear and to explain the models of
care available and the symptoms of mental health problems.
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An analysis of comparative data for the prevalence of mental health problems
suggests that Harrow should expect 12-25% less demand for inpatient mental
health services than the London average.

4.3 Cancer

4.3.1 Cancer incidence

The incidence rate (rate of newly diagnosed cancers) for all cancers in Harrow is
consistently lower than that of London and England. The trend shows a
decrease over the past 15 years at a faster rate than London or England.
Between 2004 and 2006, there were over 2350 new cancer cases diagnosed in
Harrow, of which 1480 were in people aged under 75. The most commonly
diagnosed cancer in Harrow in this period was breast cancer, which accounted
for 19% of all new cancer diagnoses. One of the reasons for this is because of
the breast screening programme which has been successful in picking up small
early cancers which would not otherwise have been diagnosed in many cases for
5 years or more.

Figure 37 Standardised Incidence rate per 100,000 p  opulation for all cancers all ages 1993-
2006
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Source: Compendium of Clinical and Health Indicators
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Figure 38 Newly diagnosed cancers 2004-2006 in Harr  ow by type of cancer
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4.3.2 Cancer deaths

The death (mortality) rates in Harrow are consistently lower than those of London
and England. Female death rates are lower than male death rates. The trend in
both men and women shows that cancer deaths in Harrow are decreasing at

around the same rate as England and London.
Figure 39 Cancer mortality rates 1993-07
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The most common cause of cancer deaths in men is lung cancer followed closely
by prostate cancer and then colorectal cancer. Together this group of cancers
account for 45% of cancer deaths in men in Harrow.

The most common cause of cancer death in women is breast cancer, followed by
lung cancer and colorectal cancer. Together this group of cancers account for
44% of cancer deaths in women in Harrow.

Figure 40 Cancer deaths in men in Harrow 2005-7
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Figure 41 Cancer deaths in women in Harrow 2005-7
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4.3.3 Cancer screening

There are three national adult cancer screening programmes in England: Bowel
cancer screening programme; breast cancer screening programme and cervical
cancer screening programme. In addition to these three, there is an informed
choice programme for prostate cancer where men can discuss the pros and cons
of the test with their family doctor and then if they wish, request a PSA test (a
screening test for prostate specific antigen, a marker for prostate cancer). There
are no routinely collected data on the extent to which men are being tested for
prostate cancer.

4.3.3.1 Bowel Cancer Screening

Across the UK, about one in twenty people will develop bowel (colorectal) cancer
in their lifetime. Research has shown that bowel cancer screening can cut the
risk of dying from bowel cancer by 16%. The death rates from bowel cancer in
Harrow are generally a little lower than those of London and England and show a
decreasing trend.
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Figure 42 Age standardised mortality rates from col orectal cancer 1993-2007 (persons, all
ages)
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The bowel cancer screening programme sends a faecal occult blood testing kit to
people aged 60-69 every two years. People aged 70 and over can request a
testing kit every two years. Brent, Harrow and Hillingdon PCTs are taking part in
a national pilot to determine the effectiveness of extending the age for invitations
for bowel screening. This is known as the age extension pilot.

Age standardised death rate per 1000,000

As well as looking at the number of people with cancer who were diagnosed from
screening, we also use other data to measure the performance of a screening
programme by looking at the response to an invitation (uptake) or the proportion
of people in the eligible population that have been screened over a given length
of time (coverage). For bowel screening, we use uptake as a measure.

The bowel screening programme in Harrow started in November 2006, although
a previous pilot had been undertaken as part of the national programme to look
at the clinical and cost effectiveness of offering flexible sigmoidoscopy (an
internal physical examination of the bowel) as a method of screening. The
results since screening started show an uptake of 45.9% (i.e. 45.9% of people in
the 60-69 age group in Harrow who were sent the kit, returned them) compared
to only 40.3% for London as a whole. In the six months between April and
September 2009, uptake rates have increased to 56% and 51% for Harrow and
London respectively. Harrow rates are similar to other screening hubs across the
country but the London average remains lower. Uptake rates for the age
extension are higher than for the 60-69 age group.

Figure 43 Bowel cancer screening programme results

| || Uptake - ||  Uptake || Positive
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| I || 3years || Apr09-Sept09 || rate |
[ Harrow || Aged 60-69 || 45.9% || 56% | 33% |
| London Hub ||Aged 60-69 | 403% || 51% Il 31% |
| Southern Hub ||Aged 60-69 | 57% || I |
| North East Hub ||Aged 60-69 | 548% || I |
| Midlands/ Northwest Hub  |Aged 60-69 | 524% || I |
| Eastern Hub ||Aged 60-69 | 57% || I |
Harrow Age extension - 59.8% 5.2%
pilot
BHH average Age extension - 58.7% 4.7%
pilot

Source: Local screening hub data

4.3.3.2 Breast Cancer Screening

Breast cancer is the most frequently diagnosed cancer in Harrow and the largest
cause of cancer deaths in women in Harrow. The death rate from breast cancer
in Harrow over the past 15 years is similar to that of London and England. The

mortality rate is decreasing but at a slower rate than that of London and England.

Figure 44 Age standardised mortality rate for breas  t cancer 1993-2007 (women all ages)
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Source: Compendium of Clinical and Health Indicators

The national breast cancer screening programme routinely invites women aged
50 to 70 for breast screening by mammography once every three years. By
2012, the age range for initiations will be increased to cover women aged 47 to
73. The aim of the programme is to identify breast cancer as early as possible
when treatment is most effective. Women in Harrow have been invited for breast
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cancer screening for over 10 years. Breast screening is measured by the
percentage of women in the age group who have been screened in the past 3
years. This is known as coverage. Generally, screening coverage rates in
Harrow have been good compared to the rest of London but are lower than the
national average. Harrow coverage rates exceed those of the neighbouring
boroughs that use the same screening service. In the last year, screening
coverage rates have dropped dramatically, except in Hillingdon, partly due to a
suspension of the local breast screening service.

Figure 45 Breast cancer screening coverage

90

80

70 |
o 60 - - | — e m England
< m London
5 90 - —
> Harrow
S 40 —
o m Barnet
S 30 - -

m Brent
20 1 = Hillingdon
10 + —
O _
2004-5 2005-6 2006-7 2007-8

Source: NHS Information Centre

4.3.3.3 Cervical Screening Programme

Cervical cancer is a rare disease. Nationally, numbers of deaths from cervical
cancer have shown a dramatic decrease over the past 15 years from 1371 in
1993 to 756 in 2007. The number of cervical deaths in Harrow each year is
below 5.

The cervical screening programme has been in operation for over 20 years. The
aim of the programme is to detect precancerous changes in the cervix which can
be treated, thus preventing the woman from developing cervical cancer.
Invitations for screening are sent to women aged 25 to 64, three yearly up to the
age of 50 and five yearly thereafter.

The cervical screening coverage rates in Harrow have not met the national target
of 80% since the programme started. However, Harrow has traditionally
performed well compared to the rest of London’s PCTs. In the past 4 years,
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screening rates in Harrow have dropped compared to other PCTs many of which
have increased their coverage rates over the same period.

Figure 46 Cervical screening coverage rates in Lond  on PCTs
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Within Harrow there are considerable variations in cervical screening coverage at
practice level. Only four practices have screened more than the national target
of 80% and seven practices are below 70% coverage.

Figure 47 Cervical screening coverage at GP practic e level

Source: Exeter system

The turnaround time from a test being taken to a result being received by a
patient has, in the past been unacceptably high across the country. A local
initiative by the North West London Hospital and across Harrow and Brent has
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seen the turnaround time for results meet the 2 week target a year earlier than
the national target date.

There is a new vaccination programme against HPV, the virus that causes many
cervical cancers. More information about this programme is given in the health
protection chapter.

4.4 Cardiovascular Disease

Cardiovascular disease includes coronary heart disease, stroke, diabetes and
kidney disease. Taken together they currently affect the lives of over 160,000
people in England. It causes 36% of deaths in Harrow and is responsible for a
fifth of all hospital admissions. It is also the largest single cause of long-term ill
health and disability, impairing the quality of life for many Harrow residents.
Cardiovascular disease accounts for the largest part of the health inequalities in
our society. The particular groups at more risk are men, increasing age, those
with a family history of vascular disease and certain ethnic groups.

Coronary heart disease is the UK's biggest killer, with one in every four men and
one in every six women dying from the disease. Across the UK, around 300,000
people have a heart attack each year. Angina affects about one in 50 people,
and in the UK there are an estimated 1.2 million people with the condition. It
affects men more than women and it increases with age. Coronary heart disease
is the term used to describe what happens when the heart's blood supply is
blocked or interrupted by a build-up of fatty substances in the coronary arteries.
Coronary arteries become narrow over time due to a build up of atheroma (fatty
deposits). When the blood supply to the heart is restricted, it can cause angina
(chest pains) and if blocked completely causes a heart attack or myocardial
infarction.

Cerebrovascular disease includes stroke and transient ischaemic attack (TIA).
There are two main types of stroke: Ischaemic, where the blood supply to part of
the brain is blocked; and Haemorrhagic, where a weakened blood vessel
supplying the brain bursts. Almost three quarters of stokes are ischaemic. TIA is
a sort of 'mini-stroke’, where the supply of blood to the brain is temporarily
interrupted. TIAs are often a warning sign that a full stroke is coming. Smoking,
obesity, poor diet and excessive alcohol consumption are the main risk factors
for stroke. Having other cardiovascular diseases such as diabetes or
hypertension (high blood pressure) increases a persons risk of someone having
stroke.
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Stroke can affect people of any age but they are most common in people over
the age of 65. People of Afro-Caribbean origin are at increased risk of having a
stroke due to a genetic predisposition (a natural tendency) to developing
hypertension and diabetes. The damage to the brain caused by stroke leads it to
be the largest cause of adult disability across the UK. The treatment for stroke
is a combination of surgery and medicine. However, many people will require a
long period of rehabilitation after a stroke, and not all will recover fully.

The major risk factors for these disease areas are smoking, hypertension,
obesity, high cholesterol (when combined with other risk factors), diabetes and
lack of physical activity. It is also clear that some ethnic groups have a higher
predisposition for some cardiovascular disease e.g. Black Caribbean’s are at
higher risk of stroke and south Asians are at higher risk of diabetes and heart
disease.

4.4.1 Cardiovascular disease prevalence

Prevalence is the proportion of people in a given population who have had a
diagnosis of the disease at a point in time. Disease prevalence rates for PCTs
are derived from the quality and outcomes framework (QOF) data from general
practices. National models to estimate prevalence have been produced by the
Association of Public Health Observatories. The results from these two sources
do not correspond and may indicate under-diagnosis for some conditions. The
QOF prevalence rates vary across North West London although they have not
changed significantly in each PCT since QOF was introduced. Harrow has a
higher rate of patients on QOF registers than other PCTs in the sector which
suggests high levels of disease detection and good data recording in primary
care. Although the QOF palliative care prevalence rate is the same as that of the
whole of the North West sector, this is thought to be an underestimate of those
with end of life care needs.

Figure 48 PCT level unadjusted prevalence rates for ~ vascular disease from QOF for 2007/8
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Stroke and TIA 0.9% 1.0%
Hypertension 10.7% 11.8%
Heart Failure 0.5% 0.5%
Atrial Fibrillation 0.6% 0.8%
Diabetes 48% 4.6%

Chronic Kidney Disease 1.5% 1.9%
Source: NHS Information Centre

Figure 49 Comparison of QOF recorded prevalence (20

estimates (2008) for Harrow PCT
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| I CHD || Hypertension || Stroke || Diabetes || COPD |
| QOF prevalence I 2.9% || 129 13% || 5.1% || 0.8% |
| Estimated prevalence I 4.5% || 27.0% || 2.1% || 6.2% || 3.0% |
| Potential undiagnosed I 2.4% || 14.1% || 0.8% || 1.1% || 2.2% |

Source: APHO

The APHO CHD prevalence model estimates that there are currently over 7,800

people living in Harrow who will have CHD, giving a prevalence of 4.5%. In
2007-08, 6,800 patients had been identified as having CHD on the general

practices’ QOF registers, giving a prevalence of 2.9%. This means that there are
potentially around 1,000 people with undiagnosed CHD. The projected
prevalence estimates suggest that there will be more people in Harrow with CHD

in years to come. Although the growth appears small, every 0.1% increase

means an additional 180 adults with CHD.

Figure 50 Projected increase in prevalence of coron

ary heart disease in Harrow
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4.4.2 Cardiovascular disease deaths

Deaths from cardiovascular disease are decreasing across Harrow as well as the
rest of the country. Death rates in the under 75 population in both men and
women have halved over the past 15 years. Premature cardiovascular mortality
in Harrow is lower than the national rate and the London rate in both men and
women but the trend in women shows that it is falling at a slower rate than the
national rate.

Figure 51 Directly standardised mortality rates for CVD per 100,000 population (under 75)
1993-2007
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There are differences in the mortality rates from cardiovascular disease across
Harrow. In Wealdstone, the all ages death rate is 21% more than the England
average and in Pinner South it is 32.5% lower than the England average. If we
look at this separately for men and women, Wealdstone again shows rates that
are higher than England averages with males having almost 25% higher rate and
females over 20% higher. The lowest rates are seen in men in Canons at almost
28% lower and in women in Pinner South at over 40% lower than the England
averages. These differences are even starker if we look at premature deaths
from cardiovascular disease (i.e. those under the age of 75). Wealdstone shows
a rate that is 37% above the national average whereas Pinner South shows a
rate that is 46% below the national average.

(Note: the map shows standardised mortality ratios or SMRs. The SMR compares the nhumber of deaths
seen in the area with the expected number based on the national average. The ratio is multiplied by 100 so
the national average is 100 and figures above 100 have more deaths than would be expected whilst those
below 100 have fewer deaths than would be expected.)
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Figure 52 premature Mortality for cardiovascular di sease (persons, under 75) 2005-7

Source: LHO

4.5 Diabetes

Diabetes is becoming a more common condition world-wide. It can affect people
of all ages in every population. Socially disadvantaged groups in affluent
societies and people from black and minority ethnic communities (especially
those of South Asian, African and African-Caribbean descent) are particularly
vulnerable. Diabetes can have a major impact on the physical, psychological
and material well-being of individuals and their families, and can lead to
complications such as heart disease, stroke, renal failure, amputation and
blindness.

Diabetes does not impact upon everyone in our society equally. Significant
inequalities exist in the risk of developing diabetes, in access to health services
and the quality of those services, and in health outcomes, particularly with regard
to people with Type 2 diabetes, the commonest form. Those who are
overweight, physically inactive or have a family history of diabetes are at
increased risk of developing diabetes. The risk of developing diabetes also
increases with age and deprivation. Compared with the white population, Type 2
diabetes is up to six times more common in people of South Asian descent and
up to three times more common in those of African and African-Caribbean
descent. It is also more common in people of Chinese descent and other non-
Caucasian groups. The average age at diagnosis is also comparatively younger
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in these groups. The risk of death from diabetes is between three and six times
higher, with these groups also being particularly susceptible to the cardiovascular
and renal complications of diabetes. The knowledge that people have about their
risk of getting diabetes or how to manage it once they have been diagnosed also
varies considerably. These risk factors are particularly important in Harrow
where more than half of the population is from a minority ethnic group. Looking
forward, the proportion of people in Harrow from minority ethnic groups is
projected to increase and so there is likely to be a further increase in the
numbers of people with diabetes.

4.5.1 Prevalence of Diabetes

The APHO PBS3 Diabetes model uses age sex profiles, ethnicity profiles and
deprivation to give estimated numbers of people with diabetes in a given
population. The estimates suggest that there are over 13,000 people with
diabetes in Harrow, giving a prevalence of 6.2%. The GP QOF registers
identified that there are 11,800 people with diabetes giving a prevalence of 5.1%.
There may currently be over 1,200 people in Harrow with undiagnosed diabetes.
Given the ages and ethnicity of Harrow, cases of diabetes are set to increase
with more than 500 new diagnoses of diabetes in Harrow expected each year.

Figure 53 Growth in prevalence of diabetes

| || 2005 || 2010 || 2015 || 2020 || 2025
| Prevalence || 5.74% || 6.45% || 7.15% || 7.85% || 8.54%
\ Number H 12,291 H 13,935 H 15,727 H 17,618 H 19,529

Source: APHO PBS3 diabetes model

4.5.2 Mortality from Diabetes

Each year there are less than 30 deaths from diabetes in Harrow PCT. Mortality
from diabetes in Harrow is generally lower than the national and regional
average. However the results fluctuate and some years the rate has been
considerably higher. Rates of diabetes deaths have been falling at a similar rate
as that of London and England. However, these deaths are the ones that are
directly attributable to diabetes. Diabetes is a major contributing factor to many
more deaths including many of the deaths from heart disease, stroke and other
circulatory diseases.
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4.6 Chronic Obstructive Pulmonary Disease

Chronic Obstructive Pulmonary Disease or COPD is one of the most common
respiratory diseases in the UK. COPD is a debilitating respiratory illness, the
main symptom of which is an inability to breathe in and out properly. It includes
conditions such as emphysema and chronic bronchitis. It usually affects people
who are over 40 and affects more men than women but according to the British
Thoracic Society, the rate of COPD among women is increasing. The main
cause of COPD is smoking and the likelihood of developing COPD increases the
more you smoke and the longer you've been smoking, eventually resulting in
irreversible lung damage.

There is a lower rate of diagnosis (recorded prevalence) of COPD in Harrow than
in London as a whole but these rates are similar to other parts of West London.

If we compare the recorded prevalence with estimated rate of COPD, we see that
there is underestimation as seen in almost all London practices. The data
suggests that for every patient identified as having COPD in Harrow, a further
four patients are as yet not diagnosed. This may be because the estimated rate
identifies those with mild COPD who may not yet have presented to the GP.

Figure 54 Percentage of patients diagnosed with COP D on GP registers 2007-8
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People with COPD are at risk of frequent chest infections and it is a common
cause of hospital admission.
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5 Older Adults

5.1 Unscheduled admissions to hospital

As most chronic diseases increase with age, older people are more likely to be
admitted to hospital than any other group. Many of these admissions are
unplanned and are stressful for the patient and their families and carers. There
is a wide variation in the number of unscheduled admissions to hospital across
Harrow. By comparing the local data with the expected number based on the
London average, we get a standardised admission ratio (SAR). The SAR is
interpreted in the same way as an SMR. Wealdstone had 9% more admissions
that expected while Pinner South had 27% fewer than expected. We will be
exploring this in more detail within the coming year in partnership with the local
authority to ensure that both health and social care services support people and
provide anticipatory care to reduce the number of people being admitted to
hospital as emergency cases.

Figure 55 Standardised Admissions Ratio for emergen  cy admissions 2007-8

Source: LHO

5.2 Falls

As well as all emergency admissions, hospital admissions due to falls are also
more common in older people. Increasing frailty, loss of muscle tone and the
impact of other chronic diseases and the medication to treat them, all increase
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the likelihood of an older person having a fall. The pattern of admission for falls
across Harrow shows that in general, falls admissions are lower than the London
average. Only in Hatch end does it exceed the expected rate, and then only by

2%. In Headstone North, the rate is half that expected.
Figure 56 Standardised Admission Ratio for emergenc  y admissions due to falls 2007-8

Source : LHO

5.3 Dementia

Dementia is a term used to describe the effects of certain conditions and
diseases on a person’s mental ability, personality and behaviour. People with
dementia commonly experience problems with memory and the skills needed to
carry out everyday activities. Dementia is not a normal part of ageing. There are
many different causes of dementia but Alzheimer’s disease is the most common
cause and accounts for around half of all cases of dementia. Vascular dementia
and mixed dementia accounts for over a quarter of all cases and dementia with
Lewy bodies (DLB) affects 10-15% of people with dementia.

Dementia usually gets worse slowly, often over many years, and may mean that
the person affected can no longer live independently. This affects both people
who develop dementia and the people who care for them. It can shorten people’s
lives and is an important cause of disability. There are currently no treatments
that can cure or stop the progression of most forms of dementia. However, drugs
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and other treatments can improve symptoms in some people, and support is
available for people living with dementia and their families and carers.

About half a million people in England have dementia and although it can occur

at any age, it's more common in older people. Nationally about one in 20 people
over 65 has dementia. In Harrow, the prevalence of dementia is lower than the

national rate but is similar to other PCTs in North West London. The number of

people with dementia in Harrow is predicted to increase by around 10% over the
next 15 years.

Figure 57 Prevalence of dementia across North West ~ London 2007-8
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The risk factors for dementia are complex and vary according to the type of
dementia. The most significant risk factor is age. One in fourteen people over 65
have dementia increasing to one in six people over 80. Women are slightly more
likely to develop dementia than men. People who smoke, drink alcohol, eat
unhealthily, are obese or do little physical activity are more likely to develop
dementia. People who keep their mind active, for example by reading, playing
board games or playing a musical instrument, are less likely to get dementia.
People with learning difficulties are particularly at risk. It is estimated that at least
55 % of people with Down’s Syndrome aged 60 — 69 are affected by dementia.

5.4 End of life

The total number of deaths in Harrow has been decreasing year on year from
over 1,600 in 2004 to around 1,500 in 2007. The commonest causes of death are
CHD, cancer and pneumonia (a high proportion of which will be as a result of
COPD exacerbation).
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Figure 58 Number of deaths in Harrow 2004-7
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While surveys show that the majority of people would prefer to die at home,
people in Harrow, in common with the rest of the UK, more often die in hospital.
Achievement of this is reliant on many complex factors — the individual’s insight,
family insight, the speed and cause of final deterioration and of course whether
the person lives alone or with elderly or frail carers. Furthermore, a considerable
number of people in residential or nursing home care die in hospital. Hospital
admission is often distressing and painful for both the patient and their families.
Although the QOF palliative care prevalence rate in Harrow is, at 0.1%, the same
as that of the whole of the North West sector, this is thought to be an
underestimate of those with end of life care needs. In the last 5 years, the
proportion of deaths occurring in hospital

Figure 59 Place of death 2004-8
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End of Life Care: NHS Harrow together with local partners are
working to reduce the level of unplanned admissions to hospital for
people approaching the end of their life by increasing the numbers of
people who are able to be supported at home for EoLC through
provision of rapid response specialist palliative care and the “Hospice
@ Home” service and by improving the availability of anticipatory care
and giving patients a choice about their place of death. To support
this, many more health and social care professionals are being trained
and supported so they can help people at the end of their life, their
families and carers.

6 Health Protection

NHS Harrow works closely with the Health Protection Agency (HPA) and other
Category One responders (emergency services and frontline health care
providers) in order to identify and respond to health hazards and emergencies
caused by infectious disease, hazardous chemicals, poisons or radiation.

6.1 Influenza

6.1.1 Seasonal Influenza

Influenza or 'flu’ is a respiratory illness associated with infection by influenza
virus. Its symptoms frequently include headache, fever, cough, sore throat,
aching muscles and joints. There is a wide spectrum of severity of illness ranging
from minor symptoms through to pneumonia and death. In the UK Influenza
occurs most often in the winter months, and normally peaks between December
and March. Due to ‘Shift and Drift’ of the virus this changes every year therefore
a new vaccine is produced every year.

Uptake for Seasonal Flu Vaccine for the over 65s in 2007/08 was 74% for
England, 70%, for London and 72% for NHS Harrow. Due to the circulating HIN1
virus since April uptake for 2009/10 is expected to be higher.

6.2 H1N1 Pandemic Influenza

Pandemics arise when a new influenza virus emerges which is capable of
spreading in the worldwide population. Last century, there were flu pandemics in
1918, 1957 and 1968, when millions of people died across the world.
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Swine flu is the common name given to the most recent new strain of influenza
(flu). 1t is called swine flu because it is thought to have originated in pigs, but this
is not certain. This virus was first identified in Mexico in April 2009. It has spread
quickly because it is a new type of flu virus that few, if any, people have full
resistance to. In most cases the virus has proved relatively mild. However,
around the world hundreds of people have died and it is not yet clear how big a
risk the virus is. For this reason, and because all viruses can mutate to become
more potent (stronger), scientists are saying we need to be careful.

NHS Harrow has been preparing with other Category One responders for a
Pandemic. The Winter and Flu Resilience Policy demonstrates how NHS Harrow
and its partners NHS Brent, North West London Hospital will delivery health care
in the coming winter season with this additional Pandemic virus. NHS Harrow
has started a vaccination programme to deliver HLN1 vaccine to people at higher
risk of complication. In the first phase of this delivery the priority groups are;
People aged over six months and under 65 years in current seasonal flu
vaccine clinical at-risk groups
All pregnant women
Household contacts of people with compromised immune systems e.g.
people in regular close contact with patients on treatment for cancer
People aged 65 and over in the current seasonal flu vaccine clinical at-risk
groups. This does not include otherwise healthy over 65s, since they
appear to have some natural immunity to the virus.
Doctors, nurses and other frontline clinical staff at NHS Harrow are being urged
to get vaccinated against swine flu to protect themselves, their patients and staff
colleagues.

6.3 Tuberculosis

Tuberculosis or TB is an infectious disease caused by the bacteria
Mycobacterium tuberculosis.

Across London, the HPA report that TB services are diverse, fractional and
struggling to cope with the consistent high workload, even with the introduction of
National and Regional documents. A London-wide TB commissioning Support
Unit, funded by all 31 London PCTs, will be established to help achieve the
Millennium Development Goal for TB within London (by 2015 to halve the 1990
rate which would be 11.7 per 100,000, current rate is 45.2 per 100,000).
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In Harrow, TB rates increased in 2008. There were 129 new cases giving an
incidence of 60.1 per 100, 000 population (London TB enhanced surveillance
system). More than half of all cases were in people of Indian origin who were
born outside the UK. The majority of cases in men were in the 20-39 age group
and in women the 20-49 age group. Treatment completion rates in Harrow are
high with over 84% of people with TB successfully completing their treatment.

Figure 60 Tuberculosis rates across Harrow 2008

Source: HPA — London TB register

Figure 61 New TB cases in 2008 by age and sex
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6.4 Childhood Immunisation

Each newborn baby has ‘passive immunity' to a number of diseases. This
immunity that protects them from disease early in life comes from the antibodies
that are passed on from their mothers. However, 'passive immunity' only lasts for
a few months, so immunisation gives the child 'active immunity’ meaning that will
produce their own antibodies to diseases and so will be protected against them
for life. Childhood immunisation protects all children from potentially dangerous
diseases. All of the diseases that babies and children are vaccinated against
have the potential to cause serious disabilities and some can be fatal.

A vaccine contains a small dose of the inactive disease that the child is being
immunised against. Because it is inactive, the child cannot get the disease from
the vaccine. The child's body then begins to make antibodies, or immune cells
(white blood cells), against that particular disease. These antibodies or immune
cells will attack the bacteria or virus that causes that particular disease if it gets
into the body in the future.

Immunisation, in addition to protecting an individual child, will also reduce the
potential spread of diseases in the community. If enough people in a community
are immunised against certain diseases, then it is more difficult for that disease
to get passed between those who aren't immunised. This is known as herd
immunity and it is important because it protects those children and adults who
are unable to be vaccinated due to having conditions or treatments that make
them immune suppressed. Herd immunity only applies to diseases passed on
from person to person, e.g. measles, mumps and rubella but not for diseases
that are picked up from the environment like tetanus which can only be caught
from spores in the ground.

Childhood immunisation has had a dramatic effect on improving the health of the
population in the UK and worldwide.
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Figure 62 Diseases that childhood immunisation can

prevent

Tetanus An infection found in the soil that causes severe muscle contractions and
breathing difficulties.

Polio A virus that first attacks the gut (bowel) but then travels to the nervous

(short for system. Polio can cause paralysis (when you can't move your limbs) in one

poliomyelitis)

or more parts of your body.

Pneumococcal These can affect anyone, but young children are at an increased risk of

infections developing serious complications such as meningitis.

Diphtheria A highly contagious disease caused by a bacterium called
Corynebacterium diphtheriae. It causes a serious throat and chest infection.

Meningitis C Caused by the meningococcus group ¢ bacterium. In rare cases it can lead
to blood poisoning and serious types of meningitis.

Hib A bacterium that can cause pneumonia and meningitis.

(Haemophilus
influenzae type b)

Whooping cough
(pertussis)

Causes prolonged coughing that can be very distressing. In children,
complications can include brain damage.

Measles Caused by the measles virus and can result in a serious fever and rash. In
severe cases, measles can be fatal.

Mumps Caused by the mumps virus. Mumps usually leads to inflammation and
swelling of the salivary glands (the glands located just below the ears). In
severe cases this can cause deafness.

Rubella Caused by the rubella virus and can lead to a mild illness and rash. In later

(German measles)

life rubella can be serious to an unborn child as it can potentially lead to
several birth defects.

The human
papillomavirus
(HPV)

The human papillomavirus (HPV) is a virus that is spread during sexual
contact. HPV can cause genital warts and, in a small number of cases, it
can trigger the development of cervical cancer many years after the initial
infection. As the HPV vaccine provides protection against cervical cancer,
and it is only given to girls. The vaccine does not provide protection against
genital warts.

Source: www.Immunisation.nhs.uk
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Figure 63 Recommended timetable for childhood immun

isations

Who and when ||Which vaccine

Children at two

Diphtheria, tetanus, pertussis (whooping cough), polio and Hib

months old (DTaP/IPV/Hib) all in one injection.
Pneumococcal conjugate vaccine (PCV) in a separate injection.
Children at Diphtheria, tetanus, pertussis (whooping cough), polio and Hib

three months
old

(DTaP/IPV/Hib) all in one injection.
Meningitis C (MenC) in a separate injection.

Children at four
months old

Diphtheria, tetanus, pertussis (whooping cough), polio and Hib
(DTaP/IPV/Hib) all in one injection.

Meningitis C in a separate injection.

Pneumococcal conjugate vaccine (PCV) in a separate injection.

Children at 12

Hib and meningitis C (Hib/MenC) booster dose in a combined injection.

months old

Children at Measles, mumps and rubella (MMR) all in one injection.

around 13 Pneumococcal conjugate vaccine (PCV) in a separate injection.

months old

Children at Diphtheria, tetanus, pertussis (whooping cough) and polio (DTaP/IPV) all in

three years, four
months to five
years old (pre-
school)

on injection.
Measles, mumps and rubella (MMR) in a separate injection.

Children at 13 to
18 years old

Diphtheria, tetanus and polio (Td/IPV) in a combined injection.

Teenage girls at
12 to 13 years
old

Human papillomavirus (HPV) - three injections given over a six month
period.

Source: www.Immunisation.nhs.uk

In addition to the routine vaccinations offered to all children, some children with
long term medical conditions may also be offered other vaccinations e.g. against
seasonal or pandemic influenza. Travel vaccinations may also be recommended
dependent on the destination of travel.

6.4.1 Childhood Immunisations in Harrow

The National target for childhood immunisation varies for each immunisation. The
optimum level would be too achieve 95% uptake as is recommended by the
WHO. In NHS Harrow, rates for immunisation are generally lower than the rest of
the country especially for the MMR booster and pre-school booster.
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In 2008/09 NHS Harrow achieved higher uptake of immunisation then England
and London in all but 1 immunisation target. This was not high enough to achieve
the National target.

Figure 64 percentage of children immunised against various diseases 2008-9

Percentage immunised
England London Harrow
Children aged 1 who Diphtheria, Tetanus, Polio, 92 83 95
have been immunised Pertussis, Haemophilus influenza
against: type b (Hib) - (DTaP/IPV/Hib)
Pneumococcal infection (PCV) - 81 67 83
Child d 2 wh (PCY)
rcren aged = who Haemophilus influenza type b (Hib), 85 70 87
have been immunised ingitis C (MenC) - (Hib/MenC
against: meningitis C (MenC) - (Hib/MenC)
Measles, mumps and rubella - 85 76 85
(MMR)
Diphtheria, Tetanus, Polio, Pertussis 80 o8 81
Children aged 5 who - (DTaP/IPV)
have been immunised
against: Measles, mumps and rubella - 8 63 &
(MMR)
Human papilloma virus (HPV) 87 80 66
Dose 1
Age 12-13 (Year 8) Human papilloma virus (HPV) 84 76 65
Dose 2
Human papilloma virus (HPV) 70 63 44
3rd dose

Source : HPA - COVER stats

6.4.2 Human Papilloma Virus

There are more than 100 types of HPV, including 40 which can infect the genital
tract and are sexually acquired. Some of them are known to cause cervical
cancer, while others are harmless or cause genital warts. Genital HPV infections
are frequently asymptomatic and resolve without causing disease. However,
HPV 16 and 18 are present in over 70% of cervical cancer and by vaccinating
against these types of HPV, we can reduce the number of cases of cervical
cancer. The Department of Health has initiated a vaccination programme for
young women to protect them against these two types of HPV. The vaccine
chosen is called Cervarix. From the beginning the 2008/09 school year, Human
Papilloma Virus (HPV) was included in the routine childhood immunisation
schedule. Girls in year 8 (aged 13 or 13 years old) are offered the vaccine
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routinely at school and the older girls will be offered the vaccine as part of a
catch up campaign. In Harrow, the catch up campaign started in autumn 2009.

6.5 Infection Control

Infection control is concerned with preventing the spread of infections within a
health-care setting. It includes both prevention (hand hygiene/hand washing,
cleaning/disinfection/sterilisation, vaccination, surveillance) and investigation and
management of demonstrated or suspected spread of infection within a particular
health-care setting (e.g. outbreak investigation).

The responsibility for this function lies with a Director of Infection Prevention and
Control (DIPC). In April 2009, the DIPC role for NHS Harrow passed from the
Director of Services & Nursing to the Director of Public Health. This reflects the
Commissioning focus of NHS Harrow and the Autonomous Provider Organisation
status of the PCT’s community provider arm (Ealing & Harrow Community
Service), which has appointed its own DIPC.

In June 2008, Harrow PCT was subject to a random inspection of its 2007/8
declaration of compliance for infection control. The Health Care Commission
reported that our training rates were lower than deemed acceptable. During
2008/9 training coverage was increased significantly and 93% of clinical staff and
83% of non clinical staff are now trained in infection control. This enabled the
provider part of the PCT to declare compliance in April 2009.

From April 2009, NHS provider trusts were required instead to register with the
Care Quality Commission (CQC) with respect to infection control. Details of the
submission for registration were presented to the NHS Harrow board in February
2009 and Registration was awarded by the CQC without conditions.

6.6 Healthcare Associated Infections (HAI)

Healthcare associated infections are those that are acquired in hospitals or as a
result of healthcare interventions. There are a number of factors that can
increase the risk of acquiring an infection, but high standards of infection control
practice can minimise the risk of occurrence. There are two HAI targets: one for
MRSA and another for Clostridium difficile (C dif).
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North West London Hospital Trust (NWLHT) achieved both key HAI targets
during 2008/09 with only 28 MRSA cases and 107 C dif cases. The 2009/10
targets are equally challenging: NWLH must achieve no more than 26 MRSA
cases and 170 C dif cases. As this nationally set target is higher than the
number of cases that occurred last year, NHS Harrow has agreed a local stretch
target of 99 cases with the Trust. A Joint Clinical Investigation was undertaken
during the 2009 to explore opportunities for improving infection control practice
for the future and helping the Trust meet these challenging targets.
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