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Section 1  n Purpose     n Methods      n Measures
purpose 

and 
structure

Executive summary

 1Joint Strategic Needs Assessment (JSNA) describes a process that identifies current 
and future health and wellbeing needs in light of existing services, and informs 

future service planning taking into account the evidence of effectiveness. JSNA identifies 
“the big picture” in terms of the health and wellbeing needs and inequalities of a local 
population1. 

2The Statutory guidance on Sustainable Communities Strategies requires local 
authorities to take account of the JSNA when preparing the Sustainable Community 

Strategy (SCS) and subsequently the priorities and targets set by the Local Area 
Agreement (LAA) which is the delivery agreement for the SCS. The JSNA will inform the 
Children and Young People’s Plan of the local Children’s Trust. 

3The JSNA should identify priorities for commissioners, including practice based 
commissioners, help to specify desired outcomes, and help providers shape services 

to address needs. Commissioning decisions informed by the Joint Strategic Needs 
Assessment should lead to improved health and wellbeing and reduced inequalities at 
best value for all. It is a major element of world class commissioning and should provide 
a large contribution to identifying priorities for the Commissioning Strategic Plan of NHS 
Waltham Forest (the PCT).

4The ambition of the Borough is set out in Our Place in London and is to make the 
most of London’s opportunities and growing prosperity for all residents now and in 

the future. This will be seen in having made the most of the legacy of the Olympics; in 
people aspiring to live in the borough; all local children being happy and successful; no 
resident living in poverty; and vulnerable people getting what they need.

5Over the next five years NHS Waltham Forest will: 

            Raise the aspiration of the local NHS, its partners and the public to close the gap 
in  life expectancy by two years and improving health outcomes comparably to top 

performance for this and future generations by 2013.

6The JSNA Project Board, established in 2008/09, managed the work on the current 
versions of the JSNA. This Board, led by the Joint Director of Public Health, included 

the Director of Adult Social Services and the Director of Children’s Services. The JSNA 
Board reports to the NHS Waltham Forest Executive Management Committee, the 
London Borough Waltham Forest (LBWF) Leadership team, and the Local Strategic 
Partnership (LSP) Board.

  1Guidance on Joint Strategic Needs Assessment, Department of Health 2007



7The JSNA is a continual process which will be regularly updated as more detailed 
information about the local population becomes available. The national dataset 

proposes use of approximately 250 key indicators including 68 top level measures which 
can be used to compare the borough with other areas. Other sources of information are 
available nationally, e.g. through the Public Health Observatories, and locally from the 
Borough and PCT information departments. To complement the quantitative analysis, 
qualitative feedback was sought through a series of focus group interviews held in June 
2009. The Public Health Directorate at the PCT produced a comprehensive compilation of 
data with an emphasis on the social determinants of health & wellbeing and the impact 
as seen in local health inequalities. A shorter version has been derived to demonstrate the 
rationale for the outcome aspirations of the PCT and partners over the next five years.

Section 2  n Economy   n  Demography     
the place 

and 
the people

8Waltham Forest was formed in 1965. Its predecessors – Leyton, Walthamstow and 
Chingford – have long histories. During the 20th Century, the population in each 

of the towns, then the new borough of Waltham Forest, continued to grow up to 
218,000 at the 2001 Census. From the 1980s, the population became more and more 
like that for London as a whole, with increases in the numbers of 20 to 40 year olds and 
residents from ethnic minority backgrounds.

9Waltham Forest has a strong tradition of being a community where people from 
different backgrounds get on well and most residents view our cultural diversity 

positively. Many residents live in deprived communities and there are high numbers of 
people from different ethnic backgrounds. The fortunes of the town centres within the 
borough seem to have been linked with that of the residents. As unemployment rose in the 
centre and south of the borough, the quality of shops and the town centres also declined.

 10Waltham Forest has an estimated total population of 224,8002 . The population 
pyramid for Waltham Forest shows that its population is similar to London’s, but 

younger than the overall UK population.  The number of people aged over 50 is 57,900 
or 26% of the local population as of 2009.  By 2031 the population of Waltham Forest is 
expected to grow by as many as 21,000 people (about 9%). The demographic projections 
to 2031 project the highest growth in the age group 50+, increasing by 37% to 79,100. 
In comparison, the number of young people (under 24) is expected to grow only by 7.5% 
and the population aged 25-49 is projected to decrease by 6%. These figures must be 
treated with caution as the population projections don’t take into account short-term 
population movements, and the migration in of new minority groups.

 11 Poverty and deprivation has increased relatively in Waltham Forest since 2004. 
Almost a third of all the wards in Waltham Forest were ranked within the most 

deprived fifth of areas in England, and these wards were concentrated in the south 
of the borough. Of the 354 local authorities in England, Waltham Forest ranks 25th, 
a worsening of its position (47th) in the 2004 Index of Multiple Deprivation3.  39% of 
children in Waltham Forest are affected by deprivation. 

  2GLA 2008 Round Population Projections – Low scenario. Greater London Authority, 2009
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 12Waltham Forest is a home to a very diverse population. The Simpsons Diversity 
Index ranks areas according to the level of diversity. The index takes into account 

the number of different groups present in the population and the sizes of these 
different groups relative to each other.  Using the ONS 16 ethnic groups, the Simpson 
Diversity Index ranked Waltham Forest the 13th most diverse local authority in England 
and Wales in 2005.  Leyton, Lea Bridge and Cathall wards ranked in the top 50 most 
diverse wards in England and Wales.

 13The average annual number of live births has increased from 3527 in 1999–2001 
to 4042 births in 2004–2006. This represents a compound annual growth rate of 

2.4%. In 2007 Waltham Forest had a significantly higher rate of births (84.2 live births 
per 1000 women aged 15–44) than London (68.2) and England (62.0). Waltham Forest 
was one of the London boroughs to experience the most disproportionate increase in 
numbers of births from mothers from the European Accession (A8) countries. 

 14One impact of population growth is on school place planning. The most recent 
pupil population projections show a larger increase than the GLA projections for 

this age group:
 • A 27.3% increase at primary level from 2007/08 to 2014/15
 • An 8.4% increase at secondary level over the same period 
 • By 2017/18, the secondary school population is projected to rise by 18.7%.  

 15Life expectancy in 2006-08 in Waltham Forest was 76.5 for males and 81.2 for 
females, compared with 78.2 and 82.7 in London and 77.82 and 81.95 in England. 

Life expectancy at birth is associated with levels of socio-economic prosperity and ranges 
from 83.3 for females in Chingford Green to 72.4 for males in Markhouse. The PCT 
ambition is to increase life expectancy at time of birth by 2 years by 2013, and narrow the 
gap between the population groups across the different levels of deprivation.

 16The influences on health and wellbeing – often called the social determinants of 
health – are the conditions in which people are born, grow, live, work and age. 

These conditions combine to influence wellbeing and are dependent on the quality 
of housing, education, employment and, for example, a nurturing environment in 
childhood. The negative influences associated with poverty are twofold:
 • People living in poverty are more likely to be exposed to conditions that are   
  adverse to their health (crowded living conditions, unsafe neighbourhoods).
 • People living in poor circumstances are more likely to be negatively affected by  
  these adverse conditions. 
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  3Based on rank of average rank, in the English Indices of Deprivation 2007, 28 March 2008 http://www.communities.
gov.uk/communities/neighbourhoodrenewal/deprivation/deprivation07/ (23 October 2008)

Section 3  n Life expectancy   n Social determinants of health   

 n Models of cause and care   n Early years   n Education    

 n Improving health and social care

improving 
health and 
wellbeing
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 17Some of the indicators describing social determinants are described in the JSNA. 
Most are included as domains in the Index of Multiple Deprivation and nearly 

all indicators of health and wellbeing are predicted by this index. However income and 
educational attainment are also good predictors as single indicators. Figure 1 gives a 
clear view of the areas of the borough where worse outcomes for health and wellbeing 
can be expected.

Figure 1 Child 
poverty in 
Waltham Forest
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 18The JSNA is aimed at informing three linked models. The first is acting to 
influence the causes of the causes of poor health and wellbeing, the social 

determinants of health, which probably account for 80% of improvement in life 
expectancy. Many of these can be influenced locally, mainly through the Borough and 
the partners acting in partnership. 

 19The second model is based on lifecourse theory. There is very good evidence 
underpinning the importance and positive long-term outcomes of promoting 

early child development, through a range of services and interventions. The body of 
knowledge built up through longitudinal studies, and based on life course theory, 
should be the basis of commissioning for early years and school programmes. This 
reflected in a life stage approach to specific issues.

 20This approach focuses on preventive interventions which reduce risk and 
promote protective factors in the child as well as their cultural contexts (family, 

classroom, school, peer groups, neighbourhood, etc). By improving competencies in 
both the child and these contexts many of these interventions promote resilience. 
“Resilience” may be defined as a phenomenon of children’s, adolescents’ or 
families’ positive adaptation despite various adverse life conditions and traumatic 
events. Resilience added to improving the social and economic environment for 
neighbourhoods will contribute significantly to the reduction of inequalities and 
improvement of life expectancy.

 21   The life course approach also emphasises the benefit of educational 
achievement. Completed education attainment influences an adult’s ability to 

provide for his/her family. Of the total population of the borough, 28.5% have no 
educational or skills qualification, while 41.5% have levels 1–3 qualifications, and a 
further 24% have a qualification of level 4/5. Current levels of academic achievement 
are slightly lower than those for England. Higher educational attainment is linked to 
many beneficial behaviours and good health outcomes. 

 23 The third model builds on the three Wanless reviews that recommended a shift 
to prevention, taking a pathway approach. This divides care into four main 

elements: prevention and early interventions, immediate care for acute conditions, 
ongoing care for long-term conditions, and end-of-life care.  The quality of care has 
become, rightly, the focus of NHS reform. It is recognised that variation in care and in 
outcomes is unacceptable. This may be seen locally in survival rates for cancer which 
are less than the best or different levels of compliance with evidence-based practice in 
primary care, in managing someone with heart disease, for example.

Section 4  n Prevention and early interventions   n Managing acute conditions

 n Managing long term conditions

children 
and young 

people

 24There is an upward trend in the numbers of deliveries, with some uncertainty on 
predicted numbers due to the migration into the borough of families from EU 

accession countries. The implication is that antenatal and maternity services will need to 
have capacity to cope safely with the demand.
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 25 The trend in the infant mortality rate over the past 10 years is downward, but 
it remains higher than the national rate. The rate for 2005-7 was 5.3/1000 live 

births. The strongly associated factors include deprivation, ethnicity, and maternal age 
(less than 18 years). 

 26The mental health of children and adolescents requires a comprehensive 
approach because the numbers of children at risk are relatively high. Rates are 

associated with deprivation. A good quality comprehensive CAMHS service is essential 
(see section 7). The prevalence of mental health disorders in CYP under 17 years is 
estimated to be:

           • Conduct disorders (5.3%)

       • Emotional disorders (4.3%)

       • Being hyperactive (1.4%)
 • Less common disorders (1.3%)

 2725.5% of children at reception and 33.2% of year 6 children are obese or 
overweight. Obesity levels declined from 2007 to 2008 for boys and girls aged 

4 -5 and for girls aged 10 -11.  The rate for boys aged 10 -11 increased. Although 
Waltham Forest children compare favourably with the English average for 30 minutes 
daily for up to five days of physical activity over the last week and in reported levels of 
ever smoking, there is a considerable challenge in terms of these risk factors. Obesity 
levels are a particular target for the PCT.

 28Teenage pregnancies (girls aged 15–17) have a major impact on the health and 
future life opportunities of young mothers and the health and well-being of 

their babies. Although the teenage conception rate increased from 48.4 to 53.0 per 
1,000 girls between 2006 and 2007, the overall rate declined from 1998 to 2007 while 
remaining above that for London and England. 

 29Estimating the numbers of CYP with long term conditions gives varied numbers 
depending on the source. The 2001 census reported 2,204 had a self-reported 

limiting long-term illness, about 4.7% of the total. Of the total children, 3.75% had a 
limiting long-term illness and said they were healthy, while approximately 1% reported 
that their health was not good. Asian children in Waltham Forest with a limiting illness 
reported slightly higher rates (1.41%) of poor health, followed by White children 
(0.92%). An estimate of the number of children and young people aged 0-19 years 
with autistic spectrum disorders and complex health care needs is 1326 (2.1%). The 
integration of services for these children and young people and their families based on 
the Common Assessment Framework is another priority.

 30The percentage of young people aged 16–18 who are not in education, 
employment and training (NEET) in Waltham Forest was 5.4% in 2007, 

compared with London (6.4%) and England (6.7%). The four-year trend has been 
declining. There is considerable variation by ethnicity. Of the children and young people 
aged 16–18 with learning disabilities and difficulties, 15.8% are in the NEET category. 
This is one of the Every Child Matters outcome indicators.
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 31Synthetic estimates show that smoking prevalence in Waltham Forest was 
approximately 24%, the same as the prevalence for the UK in 2005. The high 

number of deaths attributable to smoking indicates the need to develop ways to 
prevent people from taking up smoking in the first place. Only 15.5% of Waltham 
Forest residents aged 16 years+ participate in 3 x 30 minutes of moderate intensity 
sport per week, the level for London is 16.5%. According to synthetic estimates, 26.5% 
of Waltham Forest residents consumed five portions of fruit and vegetable the previous 
day, compared with approximately 29% for England.  All these rates need to be 
addressed as part of primary prevention.

 32The profile of alcohol-related harm for Waltham Forest rates the borough red for 
alcohol-attributable hospital admissions and alcohol-related crimes. The number 

of alcohol-attributable hospital admissions for both males and females is increasing.

 33Mortality from causes considered amenable to healthcare describes deaths from 
certain causes that should not occur in the presence of timely and effective 

healthcare. Among some 35 causes are infectious diseases, some cancers (colon, skin, 
breast, cervical, testis), diabetes mellitus, cardiovascular disease, all respiratory diseases, 
influenza, pneumonia, asthma and maternal deaths. In Waltham Forest mortality from 
causes amenable to healthcare has declined from 173.32 per 100,000 in 2000 to 
128.89 in 2007 but remains above the rates for London and England.  

 34The Mental Health Needs Index (MINI) is calculated by taking rates of hospital 
admission and the proportion of people rated as having a mental health problem 

in general population surveys and correlating that  with a range of population 

 35The standardised death rates from cardiovascular disease (CVD) have fallen over 
the last ten years but remain above London and England. Whites have higher 

levels of coronary heart disease (CHD) in all areas of Waltham Forest, with the exception 
of the Leyton and Whipps Cross area, where Asians have similar levels of disease. Asians 
and Blacks have higher levels of diabetes. Mortality rates from stroke for males aged less 
than 65 is higher in Waltham Forest than in London. Among London PCTs, Waltham 
Forest has the 8th highest percentage (14.6%) of deaths attributable to diabetes, one 
of the causes of mortality amenable to healthcare. 

 36Cancers overall contribute around 24% of causes of death.  In Waltham Forest 
there are lower rates of 1 year survival after treatment, particularly for breast, 

lung and colorectal cancers, than in other areas. Survival is affected by late presentation 
and late detection.  

younger 
adults
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Section 5  n Prevention and early interventions   n Managing acute conditions

 n Managing long term conditions



Section 5  n Increasing life expectancy   n Health economic considerations

 n JSNA priorities

priorities 
for 

investment

 37The same risk factors identified for younger adults need to be addressed, in 
addition case finding (e.g. checking patients as they attend primary care for high 

blood pressure) is required to identify secondary prevention opportunities.

 38 Waltham Forest is ranked 2nd in London for emergency hospital admissions due 
to fractures. In 2007 the indirectly standardised rate per 100,000 in Waltham 

Forest was 114.84, compared with 92.76 for London as a whole. The total numbers of 
people aged 65+ predicted to attend hospital A&E departments as a result of falls in 
2010 is 1465, of whom some 18% would be admitted.

 39The numbers of people aged 65+ predicted to have depression is between 
2400 and 3500. The local authority estimated in 2006 that about 7.5% of the 

population (1,803 people) over 65 suffered from dementia, much higher than the actual 
registrations. Early diagnosis and early intervention are important aspect of quality of 
care for these conditions. 

 40Approximately 13% of Waltham Forest residents aged over 16 have a moderate 
disability and 5% have a severe disability. The level of disability is about the same 

for males (17.9%) and females (18 %.) The prevalence increases with age.

 41It is estimated that 2,600 people aged 65+ years are living with severe disability 
and will need a high level of care. Transforming social care policy will lead to 

increasing numbers of these adults receiving direct payments to plan their own care.

 42The percentage of residents in Waltham Forest dying in acute hospital setting is 
70% with only 14.67% dying at home. The performance for the indicator (NI 

129/VSC 15) on last nationally available data (2007 published in December 2008) gave 
Waltham Forest a score of 15.1% - a ranking of 30 out of 33 London boroughs. End 
of Life Care in WF is not fully compliant with IOG and NICE guidelines e.g. out of hours 
specialist advice for palliative care.

 43This section looks at specific interventions for the above topics including those 
related to the aspirational outcomes identified by NHS Waltham Forest. For 

each condition the baseline level of the relevant indicator is recorded with the trend 
where known. The associated factors are described along with a summary of effective 
interventions. Proposed areas for investment are included with outcome measures to 
monitor the impact of the interventions.

Section 5  n Prevention and early interventions   n Managing acute conditions

 n Managing long term conditions   n End-of-life care
older 
adults
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 44One model for influences on health proposes that outcomes for health are 
determined by a combination of genetic predisposition interacting with 

environmental influences and individual lifestyle behaviours, which is then mediated by 
healthcare services to restore good health where required. PCT investment is largely but 
not totally in health and social care. See figure 7.1 (attached).

 45The care pathway starts with health promotion and prevention. The effect of 
lifestyle behaviours on health outcomes and other prevention measures can 

be substantial; for example, men who smoke and are obese lose 13.7 years of life 
expectancy, while females lose 13.3 years4  (see Table 7.1). The years of life expectancy 
lost in years are calculated in comparison with normal weight non-smoker, 40 years old.

 47The totals of excess premature deaths (in those aged 75 or less)) compared to 
London are 47 for men and 28 for women. The totals for all ages are 133 for 

men and 79 for women.

 48Programme budgeting is a tool to examine expenditures by groups of health 
issues and outcomes.  The 2007-08 summary for Waltham Forest shows that 

for CVD and cancer, which are the biggest killers and contributors to health inequalities, 
outcomes are poor and expenditures are low.

 49The priorities for investment in line with the aspirational outcomes of the PCT  
are assessed for the economic impact. Issues highlighted for the Borough and 

strategic partners are recapped. 

  4Goals for the Common Good: Exploring the Impact of Education. 2009. A joint publication of the American Human 
Development Project and United Way
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1.1	 Purpose

The ambitions of the two major partners who commission health and social care are 
closely linked. The Borough seeks to make the most of the opportunities to increase 
wellbeing by creating prosperity and reduce inequality; NHS Waltham Forest (the PCT) 
seeks to improve health outcomes and increase life expectancy.

Over the next five years NHS Waltham Forest will: 

Raise the aspiration of the local NHS, its partners and 

the public to close the gap in life expectancy by two 

years and improving health outcomes comparably to top 

performance for this and future generations by 2013

The Joint Strategic Needs Assessment (JSNA) is intended to lead to stronger partnership 
between communities, local government and the NHS locally, and provide a firm 
foundation for the commissioning of services that improve health and social care 
provision and reduce inequalities, taking into account evidence of effectiveness in terms 
of available interventions.

1.2	 What	is	a	JSNA?

The Commissioning Framework for Health and Wellbeing first introduced the concept 
of a Joint Strategic Needs Assessment. The Local Government and Public Involvement 
in Health Act 2007 subsequently required local authorities and primary care trusts, from 
the 1st April 2008, to work together to produce a JSNA, focusing on the health and 
wellbeing of their local community. It is defined as:

Joint Strategic Needs Assessment describes a process that identifies current and future 

The ambition of the Borough is set out in Our Place in London and is to 
make the most of London’s opportunities and growing prosperity for all 
residents now and in the future. This will be seen in having made the most 
of the legacy of the Olympics; in people aspiring to live in the borough; all 
local children being happy and successful; no resident living in poverty; and 
vulnerable people getting what they need.

purpose 
& 

structure

the place 
&

the people

Improving 
health & 
wellbeing

children 
& young 
people

younger 
adult 
health

priorities 
for 

investment

older adult 
health
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health and wellbeing needs in light of existing services, and informs future service 
planning taking into account the evidence of effectiveness. JSNA identifies “the 
big picture” in terms of the health and wellbeing needs and inequalities of a local 
population.1

The Statutory guidance on Sustainable Communities Strategies requires local authorities 
to take account of the JSNA when preparing the Sustainable Community Strategy (SCS) 
and subsequently the priorities and targets set by the Local Area Agreement (LAA) 
which is the delivery agreement for the SCS. The JSNA should inform the Children and 
Young People’s Plan of the local Children’s Trust. 

It is a major element of world class commissioning and should provide a strategic 
contribution to the Commissioning Strategic Plan of the PCT. The JSNA should identify 
priorities for commissioners, including practice based commissioners, help to specify 
desired outcomes, and help providers shape services to address needs. Commissioning 
decisions informed by the Joint Strategic Needs Assessment should lead to improved 
health and wellbeing and reduced inequalities at best value for all.

Community engagement is an essential element of undertaking a JSNA, and the 
process can, in itself, have a positive impact on health and wellbeing. Engaging 
with communities includes understanding whether services have delivered what was 
expected, and whether service users have had their needs met.

1.3	 Methods		

The JSNA Project Board, established in 2008/09, met and agreed that the work would 
continue to be led by the Joint Director of Public Health, Director of Adult Social 
Services and the Director of Children’s Services as suggested in the JSNA guidance. 
The Director of Public Health, a joint appointment between the local council and NHS 
Waltham Forest, chaired the meetings. The JSNA Board reports to the NHS Waltham 
Forest Executive Management Committee, the London Borough Waltham Forest (LBWF) 
Leadership team, Local Strategic Partnership (LSP) Board, LSP Healthier Communities 
Board, NHS Waltham Forest Board and Joint Partnership Board.
The JSNA is a continual process which will be regularly updated as more detailed
information about the local population becomes available. Much of the information 
provided in a JSNA is quantitative. For example the national dataset proposes use of 
approximately 250 key indicators including 68 top level measures which can be used to 
compare the borough with other areas.

To complement the quantitative analysis, qualitative feedback was sought through a 
series of focus group interviews held in June 2009. The qualitative research was carried 
out by GfK NOP Social Research to inform and develop the priorities and key actions 
developed through the JSNA. The research included a wide range of residents to reflect 
the demographic make-up of the borough and explore the views of particular resident 
groups identified from the 2008 Residents’ Panel Survey. In total, 19 focus groups and 
25 face-to-face in depth interviews were conducted between 11 May and 8 June 2009. 
A total of 143 residents, 74 women and 69 men, participated in the research. They lived 

1 Guidance on Joint Strategic Needs Assessment, Department of Health 2007
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in a range of locations across Waltham Forest and the research was designed to ensure 
all areas of the borough were covered. People aged from 14 to 79 years old and across 
the socio-economic groups were included. Key conclusions from these focus groups are 
included in this report. 

A further series of focus groups is planned with the Children and Young People’s 
directorate at LBWF to gather input from that age group for the Children and Young 
People’s Needs Assessment and Plan. 

The Public Health Directorate at the PCT produced a comprehensive compilation of data 
with an emphasis on the social determinants of health & wellbeing and the impact as 
seen in local health inequalities. This shorter version has been derived to demonstrate the 
rationale for the outcome aspirations of the PCT and partners over the next five years. 

1.4	 Measures

The Department of Health published a JSNA Core Data Set in 2008 to aid local 
authorities and primary care trusts in the process. The core dataset provides an 
indicative list of indicators to assist partnerships in preparing their JSNA in several 
domains. Further information on each indicator is provided either within the guidance 
or in the official ‘Handbook of Definitions’ for the National Indicator Set. This was 
updated in April 2009 (see www.yhpho.org.uk) and the Core Dataset now contains 
additional National Indicators and Vital Signs (the NHS equivalent).

The domains and sub-domains in the dataset are not official categories. The 
‘Demography’ domain underpins the JSNA, both by setting local context, and as an 
essential component in producing projections and breakdowns of need. The remaining 
domains, sub-domains and sub-sub-domains contain indicators which either measure 
need or are a proxy for it. Some of them relate to a particular age-group. Many are 
related to factors such as housing and employment; on the other hand, some are 
disease specific.

The JSNA should focus upon the inequalities in the local area, and identify those 
groups who are getting a ‘raw deal’. Demographic indicators which could provide 
a useful breakdown for the study of inequality in other indicators are marked in the 
dataset. For instance, a particular need may be higher or lower in certain age-groups 
or ethnic groups, among disabled people, or in deprived areas. Methods of analysing 
and expressing inequalities in health and wellbeing are described in Measuring Health 
Inequalities.
An important aspect of JSNA is being able to predict levels of need 3-5 years ahead.

Other sources of information are available nationally, e.g. through the Public Health 
Observatories, and locally from the Borough and PCT information departments. 

Health profiles for local authorities are produced annually by the Association of Public 
Health Observatories (funded by the Department of Health). The 2009 version is 
included as appendix 1.
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2.1	 The	place

Waltham Forest was formed in 1965. Its predecessors – Leyton, Walthamstow and 
Chingford – have long histories. During the industrial revolution, these boroughs – on
the Essex side of the Lea Valley – became home to industries, from copper refining 
to milling, and for the manufacture of everything from toys to small arms. The 19th 
Century saw the combined population of these towns increase from 6,500 to more 
than 150,000. During the 20th Century, the population in each of the towns, then 
the new borough of Waltham Forest, continued to grow up to 218,000 at the 2001 
Census. From the 1980s, the population became more and more like that for London as 
a whole, with increases in the numbers of 20 to 40 year olds and residents from ethnic 
minority backgrounds.

The rapid population growth through the end of the 19th and beginning of the 20th 
centuries resulted in the distinctive rows of Victorian and Edwardian terraces across the 
centre, south and some of the north of the borough. This was then supplemented in 
the 1930s by terraces and semi-detached properties built in the north of the borough. 
Since the 1950s, most large new developments have been social housing, with many 
being demolished and subsequently rebuilt. Up to the 1980s, manufacturing accounted 
for one in three jobs. The recession of the early 1990s and restructuring of the economy 
meant more unemployment and worklessness amongst lower skilled residents. That 
legacy still remains and while there is more employment in the borough, growth in 
recent years has been mainly in the public sector such as health and education.

Waltham Forest has a strong tradition of being a community where people from 
different backgrounds get on well and most residents view our cultural diversity 
positively. Many of our residents live in deprived communities but the high numbers of 
people from different ethnic backgrounds has not created tensions, unlike some other 
urban areas. The fortunes of the town centres within the borough seem to have been 
linked with that of the residents. As unemployment rose in the centre and south of the 
borough, the quality of shops and the town centres also declined. Only Chingford, with 
more higher income earners, has escaped a steep decline in the quality of shops and 
cafes. A combination of the original towns, housing and the main road, rail and tube 
transport networks have all contributed to the development of different identities of 
place. The transport networks connect the borough to the rest of London but also serve 
as borders within the borough, especially the North Circular between the centre and 
north.

Few residents associate themselves with the borough of Waltham Forest, with most 
stating their place of residence as Chingford, Leyton, Leytonstone or Walthamstow. 
With the exception of Walthamstow town centre, residents in other areas will very 
rarely travel to other town centres in the borough to shop or for other leisure activities. 
The borough’s opportunities and challenges for now and the future have been shaped 
by many different factors – history, residents’ backgrounds, the economy, transport and 
employment.
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Today, Waltham Forest is uniquely placed to take advantage of new opportunities. 
We sit alongside the Olympic Park and the Stratford City Development and are part of 
two massive regeneration areas: the Thames Gateway area and the London-Stansted-
Cambridge corridor. Together these will all provide a host of employment, leisure and 
housing opportunities.

2.2	 The	people

Waltham Forest has an estimated total population of 224,8002 . The population pyramid 
for Waltham Forest shows that its population is similar to London’s (see Figure 2.1).  The 
population is younger than the national overall population (see Figure 2.2). The number 
of people aged over 50 is 57,900 or 26% of the local population as of 2009.  

2.2.1		 Demography

2 GLA 2008 Round Population Projections – Low scenario. Greater London Authority, 2009 

Figure 2.1  
Population age 
structure by 
gender, Waltham 
Forest, 2008

Source: GLA 
projection, Round 

2008, Jan 2009, Low 
mid-year population 

estimates
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Figure 2.2 
Population 
structure by 10-
year age groups 
in Waltham Forest 
and London 
compared to UK 
average, 2008

Source: ONS 2008 
mid-year population 

estimates

By 2031 the population of Waltham Forest is expected to grow by as many as 21,000 
people (about 9%) as the population ages. The demographic projections to 2031 
project the highest growth in the age group 50+, increasing by 37% to 79,100. In 
comparison, the number of young people (under 24) is expected to grow only by 7.5% 
and the population aged 25-49 is projected to decrease by 6%. See Figure 2.3. These 
figures must be treated with caution as the population projections don’t take into 
account short-term population movements, and the migration of new minority groups.

Figure 2.3  
Population 
projections 
2001-2031 by age 
group in Waltham 
Forest

Source: GLA 2008 
Round Population 

Projections
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2.2.2	 Deprivation

Poverty and deprivation have increased relatively in Waltham Forest since 2004. In 2007, 
almost a third of all the wards in Waltham Forest were ranked within the most 
deprived fifth of areas in England, and these wards were concentrated in the south 
of the borough. Of the 354 local authorities in England, Waltham Forest ranks 25th, 
a worsening of its position (47th) in the 2004 Index of Multiple Deprivation3 .  The 
borough ranks 10th worse in London (see  Figure 2.4).

Figure 2.4 
London boroughs4 
IMD 2007

Source: GLA 2008 
Round Population 

Projections

  3 Based on rank of average rank, in the English Indices of Deprivation 2007, 28 March 2008 http://www.communities.
gov.uk/communities/neighbourhoodrenewal/deprivation/deprivation07/ (23 October 2008)

 4 Includes City of London

• Poverty and deprivation is worsening in Waltham Forest, a trend that must be reversed if an   
 equitable experience of health is to be achieved.

• In 2007, Waltham Forest experienced lower economic activity (73.1% of economically active   
 people of working age) and employment rates (67.8% of people of working age in    
 employment) than London (75% and 69.8%  respectively) and England (78.6% and 74.4%   
 respectively). Unemployment was higher in Waltham Forest (7.8% vs. 6.9% in London and   
 5.4% in England).

• In Waltham Forest 22.9% of economically inactive people did not want a job, compared with   
 17.7% in London and 15.6% in the UK in 2008. This presents a challenge to planners who   
 work to increase the number of residents in work.

• Poverty is concentrated in Cann Hall, Cathall, Higham Hill, Hoe Street, Lea Bridge, Leyton and   
 Markhouse wards (based on numbers of benefit claimants).  
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The local health profile (see appendix 1) shows the borough is significantly worse than 
the England average on two community indicators.  43.9% of the population live in 
areas ranked in the 20% most deprived areas in England in 2007. 39% of children 
in Waltham Forest are affected by deprivation, i.e. living in families receiving means-
tested benefits. Child poverty is a particular issue. The components of the child poverty 
index include the proportion of children in workless families, in families on working tax 
credit, and in low income families. These components are shown by ward in Figure 2.5. 
The prevalence of child poverty is illustrated in Figure 2.6 which shows the 5% most 
deprived super output areas, those in the next 5% (5-10% worst) and those area in the 
10-20% worst.

Figure 2.5  
components 
of income 
deprivation 
affecting children, 
by ward

Source:  End Child 
Poverty, 94 White Lion 

Street, London, N1 
9PF; © IMD2007, Dept 
for Communities and 

Local Government

• 28% of children live in households with no adult in employment. 

• 32% of children live in a single parent household, of which 93% are headed by a female.
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Figure 2.6 
Child poverty in 
Waltham Forest

n 10% - 20& most deprived

n 5% - 10& most deprived

n Top 5% most deprived
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2.2.3	 Diversity

Waltham Forest is home to a very diverse population. In order to calculate ethnic 
diversity within a ward, an index can be used that takes into account the number 
of different groups present in the population and the sizes of these different groups 
relative to each other within the ward. The Simpsons Diversity Index does that and is 
used to rank areas according to the level of diversity. The index takes into account Using 
the ONS 16 ethnic groups, the Simpson Diversity Index ranked Waltham Forest the 13th 
most diverse local authority in England and Wales in 2005.  Leyton, Lea Bridge and 
Cathall wards ranked in the top 50 most diverse wards in England and Wales.

Figure 2.7 show the distribution of ethnic groups by ward. The north of Waltham Forest 
has an older, less ethnically diverse population than the south, which has a younger 
very ethnically diverse population. The central area is characterised as a mixed area with 
wards offering clusters of one or two of the main BME groups found in the borough. 

Figure 2.7   
Population and 
Ethnicity Waltham 
Forest
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The largest ethnic groups represented in the total population of the borough are 
White (58%), Pakistani (9%) and Black Caribbean (9%), followed by the Black African 
community with 7% of the total population (Table 2.1). The Quality of Life strategy for 
people over 50’s in Waltham Forest shows that the over 50s group is less diverse with 
72% of the people in this age group being White, 9% of Black Caribbean and 6% with 
Pakistani background. 

As the population settled in the borough grows older, the ethnic composition of the 
population will change.  According to analysis done for the quality of life strategy for 
people over 50, 47% of Waltham Forest’s total population and 42% of all people aged 
over 50 are projected by 2031 to be of minority ethnic background. Growth of the 
minority population will account for 80% of the projected increase in the number of 
people aged over 50 in the borough.  

WALThAM ForEST’S PoPULATIoN by EThNIC groUP5  2009, For ToTAL PoPULATIoN 

  Total population 

  Count %

White 131,300 58%

Black Caribbean 20,400 9%

Pakistani 20,900 9%

Indian 7,700  3%

Black African 15,000 7%

Other Asian 8,800  4%

Other 7,200  3%

Black Other 9,100  4%

Chinese 1,800  1%

Bangladeshi 2,700  1%

Total 224,800 100%

Table 2.1 

Source:  GLA 2008 
Ethnic Group 

Population Projections 
- Low

 5 Due to small number constraints in some of the ethnic categories, GLA ethnic population projections are given by ten 
ethnic groups aggregated from the sixteen Census ethnic categories.

 6 Research for the Culture Strategy. June 2009, LBWF

2.2.4	 Understanding	the	population

Knowing the economic and demographic aspects of the population, and mapping 
factors such as income or deprivation are helpful, mainly because they are predictors of 
levels of health and wellbeing. High levels of deprivation are very strongly associated 
with poor health. However at another level the way people behave, particularly as a 
consumer, and react to their circumstances is also important in determining wellbeing. 
One way to analyse the characteristics of a population is to segment the people using a 
variety of indicators. This is often seen as the basis of social marketing.

MOSAIC UK segmentation formed a key component of the research undertaken to 
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develop the LBWF Culture strategy . MOSAIC classification covers the whole of the UK 
and classifies all consumers in the United Kingdom into 61 types, aggregated into 11 
groups. Using over 400 data variables and updated annually, it paints a rich picture 
of UK consumers in terms of demographics, socio-economics, lifestyles, culture and 
behaviour. This segmentation can help to focus efforts to improve people’s engagement 
in improving their health by identifying key messages within different groups of people.
Waltham Forest residents fall into ten major mosaic groups:

TyPE NAME   DESCrIPTIoN

A  Symbols of Success career professionals living in sought after locations

B  Happy Families  younger families living in newer homes

C  Suburban Comfort older families living in suburbia

D  Ties of Community close-knit, inner city and manufacturing town communities

E  Urban Intelligence educated, young, single people living in areas of transient  
     populations

F  Welfare Borderline people living in social housing with uncertain employment in  
     deprived areas

G  Municipal Dependency low income families living in estate-based social housing

H  Blue Collar Enterprise upwardly mobile families living in homes bought from social  
     landlords

I  Twilight Subsistence older people living in social housing with high care needs

J  Grey Perspectives  independent older people with relatively active lifestyles

The key mosaic groups living in Waltham Forest are:

• Type D - Ties in the Community (38%) • Type E - Urban Intelligence (15%)  

• Type C - Suburban Comfort (22%) • Type F - Welfare Borderline (9%)

The Striving Ties of Community account for almost one in five (18%) residents in Waltham Forest.  This 
group is a sub-set of the Type D –Ties of Community mosaic group. 

They live in very established, rather old-fashioned communities. Traditionally, people 
in this group married young and had manual jobs in industries such as docks and 
mines. Today, this group has a younger than average population; many are married 
or cohabiting and bringing up young children. Social support networks are strong, 
with friends and relations nearby. As a segment, this has a much greater proportion of 
residents from BME backgrounds. 

In Waltham Forest, this group is almost evenly divided between white residents (54%) 
and BME residents (46%).  This group is most concentrated in the south (62% in this 
category) and to a lesser extent, middle of the borough (26% in this category).  Two-
thirds of this group are aged under 45. Significantly, a quarter of this group are either 
unemployed or looking after the family.
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Aspiring Ties of Community group are another large customer segment and also are part of the Type D
- Ties of Community group.  Consequently, they share some resemblances to striving 
ties but tend to have more wealth and better jobs. This group accounts for about one 
in six residents in Waltham Forest. Like Striving Ties, this group tend to be found in the 
middle (38%) and the south (47%) of the borough.  

Suburban strivers are a sub-group of the Type C - suburban comfort group and make up roughly one in 
ten residents in Waltham Forest. They tend to live in the north (67%) and south 
of the borough (25%). This group are likely to be from white (73%) working class 
backgrounds who have managed to buy their own properties (73% owner-occupiers).  
The age profile of this group is older than the Tie Strivers with about half (49%) of this 
group aged under 45.

Urban Intelligence residents, (Type E) account for fifteen per cent of Waltham Forests population.  They 
tend to be young, well educated and open to new ideas and influences. They are 
cosmopolitan in their tastes and liberal in their social attitudes.  Few have children.  
Many are in further education while others are moving into full-time employment.  
Most do not feel ready to make permanent commitments, whether to partners, 
professions or to specific employers.  As higher education has become internationalised, 
the Urban Intelligence group has acquired many foreign-born residents, which further 
encourages ethnic and cultural variety.  Like the Tie Strivers, this group tend to be 
younger.  Sixty per cent of this group are aged under 45.  However, unlike the Tie 
Strivers, they are much more likely to be from ABC1 social grades (58% from ABC1) 
and much more likely to be white residents rather than residents from BME groups 
(71% compared to 29%).  Urban Intelligence are likely to be found in the south (46%) 
and the middle of the borough (46%).

Welfare borderline (Type F) accounts for about one in ten residents in Waltham Forest.  This group brings 
together those on low incomes either through old age or through being on low income 
or benefits. This group exists in pockets across the whole borough. Members of this 
group are also much more likely to be disabled (20%).  This group is evenly mixed 
between white residents and BME residents (54% and 46% respectively).   

Figure 2.8 
Waltham Forest 
population by 
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MOSAIC segmentation can provide important customer insight as it groups the 
population as potential customers (of health and social care) with similar characteristics 
and service needs. This can be used to build knowledge of people in different 
neighbourhoods, helping to understand what as customers they need and want. The 
strategy is to treat people differently according to their needs and preferences, and 
to communicate effectively, i.e. to inform the right people at the right time and show 
they are listened to. It also enables improved approaches to equality, diversity and social 
inclusion. This approach has been used successfully locally in the Chlamydia testing 
programme, and in other authorities to promote a wide range of activities such as 
uptake of cervical screening, eating fruit & vegetables, and use of leisure facilities.

2.2.5	 Birth	rate

The average annual number of live births has increased from 3527 in 1999–2001 to 
4042 births in 2004–2006. This represents a compound annual growth rate of 2.4%. In 
2007 Waltham Forest had a significantly higher rate of births (84.2 live births per 1000 
women aged 15–44) than London (68.2) and England (62.0). 

An issue relating to GLA projections involves exclusion of data on migration from 
European Union Accession (A8) countries into London since EU accession in May 
2004. Waltham Forest was one of the London boroughs to experience the most 
disproportionate increase in numbers of births from mothers from the European 
Accession (A8) countries (Figure 2.10). The difference between the post-Accession trend 
and the pre-Accession trend is referred to as “additional” A8 births and was used as a 
more representative measure of assessing the impact of Accession, rather than all A8 
births, in the analysis from which this figure is taken.  7Nationalities making the most 
significant impact in terms of National Insurance number registrations in respect of 
non-UK nationals in 2006/07 were Polish (20.5%), Pakistani (9.5%), Lithuanian (8.7%), 
South African (8.4%) and Slovakian (7.4%).

One impact of population growth is on school place planning. The most recent pupil 
population projections show a larger increase than the GLA projections for this age 
group:
• 27.3% increase at primary level from 2007/08 to 2014/15
• 8.4% increase at secondary level over the same period 
• by 2017/18, the secondary school population is projected to rise by 18.7%.  

 7Klodawski E, Fitzpatrick J.Estimating future births in the capital:  a discussion document. LHO December 2008
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Figure 2.10 
Percentage 
of borough 
births that are 
additional for 
each London     
borough

Source: London Health 
Observatory LHO, 2008

2.2.6	 Implications

There are four big issues to note about the people of the borough, as shown below

ThE PEoPLE LIvINg IN WALThAM ForEST ArE:

• younger overall than England as a whole 

•  but there will be a large growth in the 50+ age group by 2031
• prevalence of long-term conditions rises with age

•  diverse – one of the most diverse local authorities in England

•  relatively deprived – 1/3 of wards in 20% most deprived

•  diversity and deprivation are largely found in south of borough
• and are strongly associated with poor health and well-being

• 2 in 5 are classified by MOSAIC as Ties in the Community living in close-knit, inner city   
 communities
• these communities may have capacity for resilience

• have significantly higher rate of births (84.2 live births per 1000 women aged 15–44) than   
 London
• which puts higher demand on maternity and early years services
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3.1	 Life	expectancy

Life expectancy is an indicator of overall health and wellbeing and varies between 
populations at country, borough and small area levels. It is a marker of health 
inequalities. Figure 3.1 illustrates this graphically in term of the east-west divide across 
London.

purpose 
& 

structure

the place 
&

the people

Improving 
health & 

wellbeing

children 
& young 
people

younger 
adult 
health

priorities 
for 

investment
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Figure 3.1 years 
of life expectancy 
lost from west to 
east London

In 2006-08 life expectancy  in Waltham Forest was 76.5 for males and 81.2 for 
females, compared with 78.2 and 82.7 in London and 77.82 and 81.95 in England. Life 
expectancy at birth is associated with levels of socio-economic prosperity and ranges 
from 83.3 for females in Chingford Green to 72.4 for males in Markhouse (2002-
6). Life expectancy at birth by ward and gender is shown in Figure 3.1. The previous 
year’s analysis for 2001-5 is shown in a map in Figure 3.2 which illustrates the range of 
inequality. The PCT ambition is to increase life expectancy at time of birth by 2 years by 
2013, and narrow the gap between the population groups across the different levels of 
deprivation.
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Figure 3.2 
Life expectancy 
at birth, by ward, 
2002–2006  

Source: © London 
Health Observatory 
web site, December 

2008

Figure 3.3 
Life expectancy 
by gender and by 
ward, 2003-7

Source:  
© London Health 

Observatory web site, 
September 2009
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Life expectancy increased by about three years for males and two years between 
1991–1993 and 2006–2008 in Waltham Forest to 76.5 for males and 81.2 for females; 
however life expectancy for London and England increased at faster rates over the same 
period. Residents of Waltham Forest who reach the age of 65 can expect to live 15 
years, compared with 16.2 years for London and 16.1 years for England. Healthy life 
expectancy (the expected years of life in good or fairly good health) at age 65 is 11.2 
years for men and 13.6 years for women in Waltham Forest.

The differences in life expectancy are associated with levels of deprivation. Figure 3.4 
shows the gradient across the national quintiles (each quintile is 20%) of the range of 
scores on the deprivation index.   In order to understand what interventions will help 
achieve the ambition to increase life expectancy and reduce the inequalities, it is useful 
to have a model which explains the causes of health and wellbeing.

Figure 3.4 
Life expectancy in 
Waltham Forest, 
by deprivation 
quintiles  

3.2		 Determinants	of	health

3.2.1	 Social	determinants

The influences on health and wellbeing – often called the social determinants of 
health – are the conditions in which people are born, grow, live, work and age. 
These conditions combine to influence wellbeing and are dependent on the quality 
of housing, education, employment and, for example, a nurturing environment in 
childhood. The negative influences associated with poverty are twofold:

• People living in poverty are more likely to be exposed to conditions that are adverse to their   
 health (crowded living conditions, unsafe neighbourhoods).

• People living in poor circumstances are more likely to be negatively affected by these adverse   
 conditions.
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One model8 (Figure 3.5) proposes that genetic predisposition interacts with environmental 
influences and individual lifestyle behaviours to produce good or ill health, which is then 
mediated by healthcare services to restore good health where required.

 8Dahlgren, G. and Whitehead, M. 1991 Policies and strategies to promote social equity in health, Stockholm: Stockholm 
Institute of Future Studies

  9Commission on Social Determinants of Health, WHO

Figure 3.5 
Influences on 
health 

Source: Dahlgren and 
Whitehead 1991

Many of these “causes of the causes” of poor health & wellbeing, which probably account for 
80% of improvement in life expectancy, can be influenced locally, mainly through the Borough 
and the partners acting in partnership. 

G
en

er
al

 so
cio

economic, cultural and environmental conditionsSo
cia

l a
nd community networks

In
di

vid
ual lifestyle factors

Living and working
conditions

Work
environment

Unemployment

Water
and

Sanitation

Health
care

services

Housing

Education

Agriculture 
and food 

production

Age, sex and 
hereditary

factors

These influences have been described recently in the global examination of the Social 
Determinants of Health9. Inequities in health are related to social and economic policies 
that lead generally to better health for those with higher incomes and better education. 
Once societies reach the level of affluence found in developed countries, further 
improvements in absolute standards make little difference to improving health. 
Differences in health at that stage begin to reflect differences in income distribution or 
income inequality, sometimes known as relative poverty, within each country. However the 
Commission emphasised a number of core influences at neighbourhood or community level:
• early child development and education
• healthy places
• fair employment
• social protection
• universal health care

Some of the indicators describing social determinants are described later in this chapter 
of the JSNA (section 3.3). Most determinants are included as domains in the Index of 
Multiple Deprivation and nearly all indicators of health and wellbeing are predicted by 
this index. However income and educational attainment are also good predictors as single 
indicators. The importance of education is also highlighted in this chapter (section 3.4).
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3.2.2	 Life	course	

The second model is based on life course theory. There is very good evidence 
underpinning the importance and positive long-term outcomes of promoting early child 
development, through a range of services and interventions. The body of knowledge 
built up through longitudinal studies, and based on life course theory, should be the 
basis of commissioning for early years and school programmes. This is reflected in a life 
stage approach to specific issues (chapters 4-6).

Life course theories were developed to explain observations such as the way that the 
health of adults is influenced significantly by what they experienced during development 
both in the mother’s womb, and in their early years. The framework described in a 
report entitled “Childhood Disadvantage and Adult Health: a lifecourse framework”10  
sets out a powerful case for investment in early years. The framework complements 
the social determinant model. It provides an explanation for the persistence and 
worsening of inequalities by describing the ways in which health (both good and bad) 
is transmitted from generation to generation.  It is “through economic, social and 
developmental processes, and the advantages and disadvantages are reinforced in 
adult life. A ‘lifecourse approach ’ focuses on the different elements of the experience 
of health, from the moment of conception through childhood and adolescence to 
adulthood and old age.”

The determinants of physical and health behaviour are summed up in the preface to 
the report. “Disadvantaged childhood conditions have a direct impact on child health. 
So children from poorer circumstances tend to be affected in a number of ways: slower 
foetal growth, lower birth weight, shorter height and leg length, and more disease. 
Adolescence is critical in determining behaviour such as cigarette consumption, dietary 
behaviour, exercise and alcohol use, and while there is much evidence to show that 
children from all social groups tend to experiment with smoking and alcohol as well 
as drugs, the potentially damaging long-term use of drugs and alcohol, as well as 
consumption of fat, sugar and salt, are established in adolescence.” 

However it is not only physical health but also social well-being which is explained by 
the lifecourse framework. There are several ways in which this may be seen to work, 
and a model relating to social health is shown in Figures 3.6.

The major source of information on the links between childhood disadvantage and 
adult health come from birth cohort studies. These studies are known as longitudinal 
studies. The researchers collect information from before birth, or from birth and follow 
the individuals over time. The cohort is born around the same time, or over a given 
period such as a calendar year. Some of these studies have followed their study cohorts 
well into adulthood, beyond the age of 50. The data collected relates to economic and 
social conditions, educational achievement and health experiences.

It has been noted that “all the evidence for the effects of childhood conditions on 
adult health comes from quantitative studies. In these studies the emphasis is on ‘risk 
factors ‘, which ‘predict ’ and ‘increase the odds of ’ poor health, an emphasis which 

 10Graham H, Power C. Childhood Disadvantage and Adult Health: a lifecourse framework. Health Development Agency. 
London, 2004
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can cast the individual as passive and powerless in the face of the processes that shape 
their lives.” Outcomes that are statistically predicted are not absolute certainties; the 
predicted probability is only that individuals in one group are more likely to experience a 
given outcome than those in another group.

Figure 3.6 
Model of social 
health Low maternal educational attainment

Attention difficulties

Delayed reading skills

Poor educational achievement

Social and behavioural problems as adolescent

ThE LoNg-TErM EFFECTS oF Poor DEvELoPMENT IN EArLy ChILDhooD

  11See: www.resilienceresearch.org
  12http://www.nyc.gov/html/doh/html/dpho/dpho.shtml

This raises an important consideration, which is often missing. The factors which enable 
families and individuals to mitigate the disadvantage, to cope or survive the negative 
influences, also need to be understood if we are to identify interventions which will 
have a positive effect. These factors are sometimes called “resilience”. To understand 
this further assessment at neighbourhood and household level is needed using methods 
which involve the children, young people and their families and carers in exploring their 
circumstances, their attitudes and the competencies which contribute to resilience11. 

This approach focuses on preventive interventions which reduce risk and promote 
protective factors in the child as well as their cultural contexts (family, classroom, school, 
peer groups, neighbourhood, etc). By improving competencies in both the child and 
these contexts many of these interventions promote resilience. “Resilience” may be 
defined as a phenomenon of children’s, adolescents’ or families’ positive adaptation 
despite various adverse life conditions and traumatic events. Resilience added to 
improving the social and economic environment for neighbourhoods will contribute 
significantly to the reduction of inequalities 
and improvement of life expectancy.

There is a model of local Public Health Offices currently working effectively in New 
York12.  Known as District Public Health Offices (DPHOs), they are a commitment 
to reducing health inequalities between neighbourhoods. To improve the health of 
community residents, the DPHOs are working to:
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This approach to public health reaches out to communities, facilitates their 
involvement and enhances their capacity to respond to priority health issues.   
It is an innovative approach to tackling health inequalities.

A solution for Waltham Forest would be to locate three or four local PH offices in 
the Children’s Centre in the areas of greatest need. The core team could include a 
community paediatrician, public health nurse, community health worker(s), family 
support worker and a teacher, supported by public health specialists and public health 
information analysts. The aims would be similar to the above, one output being a 
contribution to the JSNA. This team would be involved in a developing programme 
to promote resilience in families and communities. These offices would be concerned 
therefore with health and wellbeing in a community context. 

• develop innovative public health programmes in partnership with community and faith   
 institutions, residents, health care providers, government agencies, businesses,unions, 
 schools and others.  

• improve communication and coordination among community partners to enhance   
 programme planning and implementation efforts.

• target and coordinate (health and social care) programmes and resources in these    
 neighbourhoods. 

• identify local issues relevant to the development of local policies.

• serve as a community resource for information on health statistics, health care services,   
 health-related programming, health education materials and other needs.

The Borough and the PCT should invest further as a priority in:

 Good antenatal care

 Supporting parents

 Excellent early years provision

 Local public health offices

The life course approach also emphasises the benefit of educational achievement. This is 
discussed in section 3.4. 

3.3	 Local	determinants

3.3.1	 Housing

• People aged 65 and over in Waltham Forest are more likely to be in accommodation  
 with no central heating (22.3%) than those in England (9.78%).
• 53.6% of council dwellings fell below the decent home standard, compared with   
 32.3% for London and 26.2% for England 
• The borough had the 13th highest number of homeless households in temporary   
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 accommodation in London at March 2007.
• House tenure reflects national trends: Pakistanis are over-represented in the ownership  
 category (in relation to the local population) and black people are over-represented in  
 the social housing accommodation category.
• Housing markers of poverty (homelessness, no central heating) are higher in Waltham  
 Forest; this is especially noticeable among people aged 65 and over.
• 16% of households are overcrowded.  At 1 April 2009, LBWF had a total of 6,154   
 overcrowded households wanting to be rehoused, of which 51% were categorised as  
 being severely overcrowded13.

3.3.2	 Safety	and	crime

• Although the number of children placed on the child protection register has   
 decreased over the seven years up to 2008 and is lower than that for England, there  
 was a significant increase (from 131 to 161) between March 2008 and March 2009.  
• Notifiable offence rates mirror geographic trends for deprivation, where the southern  
 (132) and central (144) parts of Waltham Forest have higher rates per 1,000   
 population compared with the northern part (100). Youth gangs follow the same   
 geographical pattern.
• Although the rate of gun crimes dropped from August 2007 to July 2008, Waltham  
 Forest is still ranked 9th in London from August 2006 to July 2008.
• Violent crime in Waltham Forest is above the England average. The level of the   
 population exposed to violent crime is higher (3.7%) than for England (1.4%).
• Domestic violence rates in Waltham Forest are the 11th highest in the Metropolitan  
 Police Service. 
• One-third of notifiable offences in the borough were committed by young people   
 under 19 years; reported crimes for children aged 10–17 are above the average for   
 England.

3.3.3	 Physical	environment

With 31% of the land area consisting of open space, Waltham Forest is a very 
green borough.  It is in a unique position of being surrounded by the open land and 
countryside of Epping Forest and the Lea Valley which run the length of the eastern and 
western boundaries respectively. 

Large proportions of the borough are designated as either Green Belt or Metropolitan 
Open Land, affording them a high degree of protection.  Other open spaces within 
the borough are also given varying degrees of protection through planning policies 
contained within the Unitary Development Plan. There are a series of smaller local 
open spaces, including Outdoor Sports Facilities, Parks and Gardens, and Allotments 
which together occupy significant areas, further emphasising the open character of the 
borough and the availability of land for recreational uses.  The borough is unusual in  
that it has no Metropolitan or District Parks, however, it is recognised that regional parks 
also serve metropolitan, district and local functions to residents of the borough and 
beyond.  A relatively small proportion of the borough (258 hectares or just over 6.5% 
of the built-up parts of the borough) is deficient in terms of access to open space within 
walking distance.  See Figure 3.7.

  13Preliminary data, LBWF
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Figure 3.7 
Parks and open 
Spaces in 
Waltham Forest

Source: http://www.
walthamforest.gov.

uk/parks-open-spaces.
pdf

3.4				Education

Completed education attainment influences an adult’s ability to provide for his/her family.   

Of the total population of the borough:

•  28.5% have no educational or skills qualification

•  41.5% have levels 1–3 qualifications

•  24% have a qualification of level 4/5. 

Current levels of academic achievement are similar to those for England.

Higher educational attainment is linked to many beneficial behaviours and good health 

outcomes. 

Education offers opportunities for significant improvements in life expectancy and 

inequalities. While increases in education will take years to have an impact, the 

impact will affect peoples’ lives for years

The Institute of Education recently published a report giving examples:
• ‘For every 100,000 women enrolled in adult learning in the UK an estimated 116–134  
 cancers could be prevented because of greater take-up of cervical smear tests.’
• ‘One more year of education has been shown to increase life expectancy in the US by  
 as much as 1.7 years.’
• ‘Success or failure at school is strongly related to propensity to commit crime or engage in  
 anti-social behaviour’ and ‘ a 16 percentage point rise in those educated to degree level  
 could save this country more than £1 billion annually in reduced crime costs.’
• ‘...when poor achievement is coupled with poor engagement (measured by truancy  
 from school) the risk of ill health in adulthood multiplies by 4.5.’14 

  14Feinstein L, Budge D, et al. The Social and personal benefits of learning: a summary of key research findings October 2008, IOE
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These findings suggest that increasing levels of education in Waltham Forest offer the 
potential to target disadvantaged groups to reduce our health gap.
Educational achievement will lead to better jobs and bigger salaries which are important 
in making families and individuals more financially stable. But the impact of higher 
educational attainment is linked, independent of income, to better physical and mental 
health, longer lives, lower crime rates, and brighter prospects for the next generation. 
More education is good for the individual and also good for the community, paying big 
dividends in the form of increased civic engagement and greater neighbourhood safety, 
which can contribute to a more equal and cohesive borough. 

3.4.1	 Education	and	health

Education has a direct effect on health outcomes, as well as working indirectly through other factors15. 

Life expectancy Educational level is a better predictor of longer healthy life better than race or ethnic 
background16.  One more year of education has been shown to increase life expectancy 
in the United States by as much as 1.7 years. In Denmark17  (where the population have 
similar mortality and life expectancy to England) men with high levels of educational 
(educated for 13 years or more) have 4.3 more years life expectancy than men educated 
for 7-9 years only.  The difference for women is 2.7 years. The analysis shows similar 
gradients for mortality from selected causes in the Danish population (see Table 3.1)

health –related behaviours A study published in 200618 found that those with more years of schooling
are less likely to smoke, to drink a lot, to be overweight or obese or to use illegal drugs. 
Similarly, people who are better educated are more likely to exercise and to obtain 
preventive care such as immunisations (e.g.flu vaccine), or attend for screening such as 
mammograms, cervical smears and colonoscopies. A review in the US concluded that 
years of formal schooling is the most important correlate of good health19.

Low birthweight Infants born to mothers with less education are more likely to have low birthweight babies. 
This is important because low birthweight is associated with developmental delays and 
higher risk of infant death. Infants born to less educated women are at increased risk of 
death during their first year, in part because the mothers have fewer resources to use 
antenatal care. They also tend to reside in more stressful environments, engage in more 
risky behaviour such as smoking and drinking during pregnancy, and lack knowledge 
regarding appropriate health practices for themselves and their infants. These factors 
have long-term effects as shown through life course studies (see section 3.2.2)

  15American Human Development Project and United Way ‘Goals for the Common Good Exploring the Impact of Education’ 2009

  16Guralnik et al 1993 ‘Educational Status and active life expectancy among older black and white’ The New England Journal of Medicine. V 329, n. 2, 
p.110

  17Juel K.,Sorenson J. and Bronnum-Hansen H. Suppl: Risk factors and public health in Denmark Scandinavian Journal of Public Health 2008: 36.1

  18Cutler, D.M. and Lleras-Muney, A, July 2006 Education and Health: Evaluating Theories and Evidence  National Bureau of Economic Research 
Working Paper No. 12352, 

  18Grossman, M, and Kaestner, R.. 1997; Effects of Education on Health in The Social Benefits of Education, Behrman, J.R. and Stacey N., eds. Ann 
Arbor, Mich. University of Michigan Press
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obesity Analysis of health survey data from Australia, Canada and England shows a broadly linear 
relationship between the number of years spent in full-time education and the 
probability of obesity. The most educated individuals are have the lowest rates of being 
overweight. The positive effect of education on weight is likely to be determined by at 
least three factors:
i. greater access to health-related information and improved ability to handle  
 such information
ii. clearer perception of the risks associated with lifestyle choices
iii. improved self-control and consistency of preferences over time20.

  20Sassi, Franco et al., ‘Education and obesity in four OECD countries’ 2009, OECD Health Working Papers, 46

Table 3.1 
relationship 
between 
education and 
mortality from 
selected diseases 
in Denmark

CAUSE-SPECIFIC AgE-ADJUSTED DEATh rATES (NUMbEr oF DEAThS PEr 100,000)  
For 30–74-yEAr-oLD DANES, by EDUCATIoNAL LEvEL 

Cause of death Educational level Men Women

Cancer High 251.4 242.2

  Intermediate 325.0 263.0

  Low 344.8 296.2

Diabetes High  11.2 4.9

  Intermediate 18.4 8.2

  Low 25.0 13.5

Psychiatric disorders High 10.1 5.8

  Intermediate 18.1 6.9

  Low 26.0 10.4

Cardiovascular disease High 202.5 78.9

  Intermediate 298.3 107.5

  Low 357.1 165.4

Stroke High 38.7 26.8

  Intermediate 52.7 30.0

  Low 60.7 42.1

Chronic obstructive pulmonary disease High 17.8 19.3

  Intermediate 42.9 35.3

  Low 64.1 57.3

All cause mortality High 671.8 468.8

  Intermediate 954.8 557.2

  Low 1,193.5 733.8

Key:  Low level        – refers to people educated for 7–9 years. 
         Intermediate   – refers to people educated for 10–12 years. 
         High               – refers to people educated for 13 years or more.
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Influences on health People with no qualifications are more likely to be persistent offenders. Men with 
more education especially are less likely to commit a crime21.

According to a study undertaken to examine the relationship between education and 
income in England and Wales, each additional year of education leads to approximately 
a 10% increase in income22. 

The less education a person has, the more likely he or she is to be unemployed. 
Someone excluded from school is many times more likely to be unemployed than 
a graduate is. Employment is important for social inclusion, physical health and 
psychological well-being as it can represent a loss of status, identity and social support. 
If full employment were achieved in Britain 17% of deaths in areas with higher than 
national average mortality would be avoided23.

People with more education tend to have better social networks to help them when 
they get into health difficulties.  They behave in ways that help maintain health 
– applying critical thinking skills, adhering to treatment regimens and managing chronic 
conditions better, using newer and more effective drugs, and sharing more resilient 
outlook to cope with stress, and to avoid depression and hostility24.

3.4.2	 Education	attainment	in	Waltham	Forest

Completed education attainment influences an adult’s ability to provide for his/her 
family. The 2001 census showed that of the total population of the borough, 28.5% 
have no educational or skills qualification (a higher proportion than London as a whole), 
while 41.5% have levels 1–3 qualifications.  24% have a qualification of level 4/5 (a 
smaller proportion than London).

Current school achievement provides an indication of progress on increasing completed 
education attainment. Primary and secondary school results in 2008 were for Waltham 
Forest were similar to those for England.  In terms of GCSE results between Waltham 
Forest showed an improvement of 16.7% between 1998 and 2008.

Influences on current educational attainment of school-age children are apparent 
in academic achievement results across all stages. These influences include gender, 
ethnicity, English as a second language, deprivation (as measured by free school meals) 
and learning difficulty or disability.

At the Foundation Stage, girls (47%) achieved higher results than boys (31%) in 2008, 
compared with 54% for girls and 38% for boys in London and 58% for girls and 41% 
for boys in England (see Table 3.2). White pupils had the largest achievement gap 
compared with the London and national averages at the Foundation Stage, with 44% 
of pupils achieving a good level of development compared with 51% in London as a 
whole and nationally. Asian and Black pupils had a gap of 4-5% compared with London 
and national averages.

  21Feinstein L., Budge D. et al. The Social and personal benefits of learning: a summary of key research findings October 
2008, IOE

  22Walker I. and Yu Zhiu, 2003 ‘Education, earnings and productivity: recent UK evidence’ Labour Market Trends

  23Mitchell R. et al., 2000 ‘Inequalities in life and death. What if Britain were more equal?’ Joseph Rowntree Foundation

   24American Human Development Project and United Way ‘Goals for the Common Good Exploring the Impact of 
Education’ 2009
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Table 3.2 
Foundation Stage 
results by gender 
and ethnicity

Source: Dept for 
Education and Skills 
website 09.09.2009

CAUSE-SPECIFIC AgE-ADJUSTED DEATh rATES (Number of deaths per 100,000) For 30–
74-yEAr-oLD DANES, by EDUCATIoNAL LEvEL (% reaching good level of development)

  Waltham Forest London National

White 44 51 51
Boys 37 42 43
Girls 52 59 60

Mixed 49 50 50
Boys 33 41 41
Girls 63 59 59

Asian 38 43 41
Boys 31 36 34
Girls 45 51 49

black 34 38 39
Boys 28 30 30
Girls 40 47 47

All 39 46 49
Boys 31 38 41
Girls 47 54 58

Pupils with English as a second language achieved significantly lower at the Foundation 
Stage, with only 33% achieving a good level of development compared with 47% of 
pupils with English as a first language.   

These trends are replicated across Key Stages 2 and 4. Additional influences affecting 
school achievement involve deprivation (as measured by free school meals) and children 
in care. At Key Stage 4, the average for pupils achieving five GCSEs A*–C who receive 
free school meals (42%) was significantly lower than the average for Waltham Forest 
(60%). For children in care, the average was 14%.  

3.5	 Local	views

The results of the focus groups and stakeholder interviewers to gather input into the 
JSNA were summarised around several factors. Quotes from the focus groups are 
included in different sections in the long report.

3.5.1	 The	distribution	of	responsibility

Residents felt that they had most responsibility over lifestyle and least responsibility 
over environmental factors. Results from the 2008 Residents’ Panel Survey revealed 
that respondents felt that the NHS and the council had limited responsibility as 
their remit and influence were seen as limited. The NHS was seen as responsible for 
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medical and mental health factors and the council was viewed as being responsible for 
environmental factors.

The spectrum of responsibility across the topics is shown in Figure 3.8

Lifestyle – diet and exercise Respondents felt that lifestyle factors, such as diet, exercise, alcohol 
consumption, use of drugs, sexual health and smoking, impacted on their health and 
that these were areas over which they had most control and were, consequently, the 
factors for which they had greatest responsibility. However they felt that they had less 
control was diet, which was determined in part by income. 
  

Mental – stress and happiness Residents understood that their physical health depended partly on
their mental health. Feelings of stress and happiness were areas for which residents felt 
they had mixed responsibility. They felt that they were in part responsible for reducing 
stress but that this was often out of their control as financial, social and environmental 
problems would often interfere.  

Financial – employment and wealth The connection between wealth and physical health was made very
strongly throughout the research. Respondents consistently reported that not having 
much money could affect people’s health in a number of ways, including:

 • Not being able to afford healthy options such as fresh fruit and vegetables
• Not being able to afford to use local leisure facilities
• Being prone to worry, stress and anxiety which could have an effect on mental and,  
 consequently, physical health.

The level of responsibility residents felt that they had over their financial situation was 
seen as quite limited, especially in the current economic climate. While all agreed they 
had responsibility for getting work, earning an income, looking after their money and 
spending it wisely, it was generally conceded that wider economic forces had a major 
impact on unemployment and income. 

Social support – family and friends Relationships with family and friends were viewed by residents as 
having a strong bearing on their mental well-being. Not only could relationships cause 
stress and worry, but they could also provide a source of support and happiness. 

Medical issues – clinical conditions and health services Residents viewed the NHS as responsible for 
providing medical care and access to treatment, which came through as a strong focus 
in the interviews. Residents felt that it was their responsibility to follow treatment. 
However, residents’ understanding of the responsibility they had towards following 
medical advice and treatment, and actually making any necessary lifestyle changes was 
not always straightforward. In some cases, residents felt that they had little control over 
how other factors impacted on their lifestyle choices.  

Environmental – local environment and services Respondents felt that environmental factors did impact
on both mental well-being and physical health. They were concerned about the 
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cleanliness and safety of local streets and parks, their relationship with their neighbours 
and local people, the quality of their housing, the proximity and cost of leisure 
facilities and the prevalence of fast food outlets. They felt that the council had most 
responsibility and they had least responsibility.  
 

barriers Residents identified a range of barriers to achieving good health. They felt that the strongest barrier
was in terms of access to health services and service quality. In particular, waiting times 
for appointments and treatments were seen as excessive; perceptions of Whipps Cross 
hospital were negative; and the quality of care provided by GPs and hospital staff was 
widely criticised. Environmental factors were also felt to present a strong barrier, as the 
cleanliness and safety of streets and parks were a concern for residents and the cost of 
using sports and leisure facilities was prohibitive for some.

JSNA priorities Identifying access to healthcare as the most important priority, residents interpreted this as 
meaning the ability to get appointments and treatment as soon as possible, and felt 
that this was not being satisfactorily met at present. The next most important priorities 
were care for older people and treatment and prevention of cancer. Because residents 
felt that they had most responsibility over lifestyle issues, they wanted to see a greater 
emphasis on lifestyle issues in the JSNA priorities.   

health communications In terms of communications around the JSNA, respondents had a good recognition
of the LBWF 2012 communications. Messages involving JSNA priorities could therefore 
be linked to 2012 communications. 

Figure 3.8 
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3.5.2	 Identifying	disadvantaged	groups	in	Waltham	Forest

This work is described in section 1 of the full report. It was carried out to begin 
identifying the main disadvantaged groups in Waltham Forest and their barriers to 
better lives and health. It is believed that these groups experience high levels of chronic 
physical and mental illness and premature deaths which account for much of the health 
inequality in Waltham Forest. Targeted joint working to improve the education, income, 
housing and safety of these groups will make a significant contribution to closing the 
health gap and to increasing overall well-being in the borough.
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Results can be used to underpin service delivery and patient and public engagement, 
to inform and expand equality and diversity work, and to ensure that commissioning 
systematically addresses the barriers these groups experience.   

Voluntary and community organisations and practice managers were involved in 
identifying a number of disadvantaged groups as set out in Table 3.x.  Ward councillors 
mainly identified similar disadvantaged groups and barriers as the practice managers 
and voluntary organisation representatives, including the elderly, the disabled, 
immigrants, unemployed and the homeless or those with housing problems.  

Table 3.3  
groups identified 
by stakeholders 
by the frequency 
of mention

groUP NUMbEr oF 
  rESPoNDENTS

People/groups with English language and/or communication problems

The elderly / people needing care at home including:
• people described as living in unsuitable accommodation (needing care at  
 home)
• housebound patients
• disabled people needing additional care at home

Young people/groups, including:
• young families / single mothers with young children
• young people living in poverty
• children / young people needing specialist services
• young disabled people
• young people from BME backgrounds

People/groups described as vulnerable, homeless, on the housing list,  
or unemployed:
• including people/groups living in severely overcrowded accommodation

Disabled people/groups and people with mental health problems

BME groups and women/girls in particular, including:
• Somali women (all ages)
• young Asian girls and similar from other BME communities

Refugees / asylum seekers, including:
• undocumented migrants
• patients described as being new in the country

Parents / single parents and carers, including:
• young carers
• family members of disabled people (carers)

Patients with mental health problems, including:
those ‘not being properly looked after’ because they do not turn up to 
appointments or follow-ups

Other groups, including:
• obese patients and people needing diet advice
• patients who refuse recommended treatments (with their informed consent)
• people with drug and alcohol problems / families of those who are addicted
• Roma (Romani)/Gypsies and Travellers
• LGBT communities
• Men aged 40+ with certain conditions (with low uptake of services)
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Participants identified the following barriers (Table 3.4) that they felt these groups experience in their efforts 
to achieve better lives and health.  

Table 3.4 
barriers identified 
for disadvantaged 
groups by 
mention

bArrIErS NUMbEr oF 
  rESPoNDENTS

Communication difficulties/language barriers e.g. 
• lack of religious or culturally appropriate information and advice
• poor access to appropriate interpreter service for emergencies/treatment
• lack of, or difficulties in collection of, previous medical histories of   
 existing conditions

Lack of accessible information/understanding on services available and 
how to use them

Lack of accessibility to services / transport links / amenities / other mobility 
problems

Lack of specialist help/support/facilities/resources:
• to cater for specific disabilities
• for families / family members affected by condition
• for parents and carers (including young carers)
• poor infrastructure services to cater for elderly people

Unemployment, financial concerns, homelessness and (described as) 
living in vulnerable circumstances:
• poverty (general)
• living in severely overcrowded, unsuitable accommodation, or being on the  
 housing list and forced to move around a lot
• getting trapped in the benefit system (people with disabilities)
• conflicting priorities in accessing education/training (single mothers)
• difficulties finding employment / competitive job market
• lack of accessible training, relevant information and job opportunities

Lack of additional/appropriate care at home – beyond medical treatment 
/ loneliness:
• for elderly patients, people with disabilities and those who are housebound
• people living in unsuitable accommodation

Discrimination, barriers of trust and low uptake of health checks and 
services:
• certain groups feel discriminated against (and this is responsible for low  
 uptake of services)
• general low uptake of available services from certain groups (among the  
 elderly and some men aged 40+)

Education barriers:
• lack of / poor access to ‘general housing knowledge’
• poor perception of teachers and education (from younger groups)
• poorer achievement rates by children from some groups
• ‘privileged’ access to information and resources (disparity between more  
 affluent and poorer families’ access to limited services that are available)

Problems disseminating information about services provided by specialist 
organisations and the voluntary sector / lack of support to voluntary and 
community sector:
• lack of notice board space in public areas or at public services
• difficulties or lack of resources to disseminate appropriate information

Other barriers, including:
• negative role models (for young people)
• non-compliance with some recommended treatments
• lack of accessible means of integrating and becoming part of the community
• underlying conditions/problems not being addressed
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Residents suggested a number of solutions towards overcoming the barriers to good 
health. These included: more resources and better customer service training for GPs 
and hospital staff; better street cleaning and more police on the streets; and subsidised 
healthy food options in supermarkets and subsidised gym membership.

3.6	 	Improving	health	and	social	care

The commissioning of health and social care is now focused on care pathways. These 
may be developed for population groups e.g. children, but more commonly for specific 
conditions or groups of conditions. The overall pathway is shown in Figure 3.9.

Figure 3.9 
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This may be focused on four main elements of care or interventions: prevention and 
early interventions, immediate care for acute conditions, ongoing care for long-term 
conditions, and end-of-life care (see Figure 3.10).  The quality of care has become, 
rightly, the focus of NHS reform. It is recognised that variation in care and in outcomes 
is unacceptable. This may be seen locally in survival rates for cancer which are less than 
the best or different levels of compliance with evidence-based practice in primary care, 
say in managing someone with heart disease.

• the main disadvantaged groups in Waltham Forest and their barriers to better lives and   
 health are identified

• these groups should be targeted to help them  address their needs and the barriers to   
 improving their health & wellbeing

• communication and information sharing seem to be the most important issues to address



NHS Waltham Forest & The London Borough of Waltham Forest Joint Strategic Needs Assessment 2009-2010 PAGE 48

Figure 3.10 the 
main elements of 
a care pathway

prevention 
and early 

interventions

immediate 
care for acute 

conditions

ongoing care 
for long-term 

conditions

end-of-life 
care

The next three chapters highlight the priorities for three broad life stages: children and 
young people, younger adults, and older adults. The priorities are identified through 
three main criteria:
• prevalence – how many people are affected?
• effectiveness of available interventions – is there evidence that it works?
• probability of long-term impact – can the adverse effects be reduced?

Tackling the risk factors or conditions which are identified will contribute to the 
achievement of the 10 aspirational outcomes in the PCT’s Commissioning Strategic Plan, 
and the ambitions of the Borough and partners. This is illustrated in Figure 7.xx. found 
in appendix 3. The overall outcomes the PCT aims for are an increase in life expectancy 
which includes a narrowing of the health inequality gap. This should be seen in a lower 
gradient of difference between those in the least and most deprived areas, for both 
men and women.

NhS Waltham Forest aspirations:

Life Expectancy at time of birth will be increased by 2 

years by 2013

Reducing inequalities female and male slope index of 

inequalities in life expectancy by deprivation deciles 

to 5.8 and 3.1 by 2013

The Health Inequality tool produced by the London Health Observatory shows the 
causes of death which are driving local health inequalities, with breakdowns by gender. 
The tool also models the impact evidence-based interventions can have on local health 
inequality gaps.
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Figure 3.11 shows the main groups of conditions which contribute to the life expectancy 
gap. In both men and women, more than half (around 53%) of the gap is due to cardio-
vascular diseases and cancers. Focusing on the opportunities for reducing the incidence  
and prevalence of these two groups of conditions through prevention, and mortality 
rates through consistent use of effective interventions will have the most initial impact. 
This is related to other outcome aspirations of the PCT in chapters 5 and 6.

The analysis in Figure 3.11 of the life expectancy gap can be compared with the 
proportions of causes of death by disease groups in Figure 3.12. In men, external causes 
(e.g. road traffic accidents) are an important contributor to the gap, and in women 
respiratory diseases and cancers make a greater contribution than expected.  

Figure 3.11 
breakdown of 
life expectancy 
gap between the 
most deprived 
quintile (MDQ) 
of Waltham 
Forest Lb and the 
England average 
by cause of death

Source: LHO

Figure 3.12 
Major causes 
of mortality in 
Waltham Forest, 
all ages, 28+ days 
2007

Source: ONS VS Table 3 
November 2008
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purpose 
& 

structure

the place 
&

the people

Improving 
health & 
wellbeing

children 
& young 
people

younger 
adult 
health

priorities 
for 

investment

older adult 
health

The health profile for children and young people in Waltham Forest is a mixed picture. 
Six indicators on the ChiMat profile for 2008 show as significantly better than England. 
Seven show as significantly worse.   On the website the indicators are set out within 5 
outcome headings of the Every Child Matters framework.

Table 4.1 
ECM outcome 
indicators for 
Waltham Forest

Source: http://atlas.
chimat.org.uk

bETTEr ThAN NATIoNAL rATES PErIoD  vALUE

Breast feeding initiation 2008/9 87.4%

Hospital admissions due to alcohol 2006/7 19.2

Children who have been bullied 2008 39.6%

GCSE achievement (5A*-G) all children 2007/8 82%

First time entrants to the Youth Justice system  2006 12 individuals

NEET (not in education, employment or training) 2008 4.7%

WorSE ThAN NATIoNAL rATES PErIoD  vALUE

Obese children aged 10-11 years 2008/9 20.6%

Tooth decay aged 5 (diseased, missing, filled teeth) 20056 Dmf score 1.9

Teenage pregnancy 2005/6 49.3 per 1000 aged  
   13-17 years

Homeless families  2007 5.7 per 1000    
   households

MMR children aged 2 years 2008/9 83.5%

GCSE achievement (5A*-C) all children 2008/9 59.1%

Children living in poverty  2005 39.2%

4.1	 Births

There is an upward trend in the numbers of deliveries, as discussed in chapter 2. Figure 
4.1 shows the general fertility rate trends for 2001-2007. This rate expresses the 
numbers of live births per 1000 women age 15-44 years. The rate has risen steadily and 
is higher than the rates for England and London.  

The implications have been emphasised already and the PCT will have to ensure that 
enough capacity is procured for maternity services and to deliver the healthy child 
programme. In addition the PCT will want to ensure the quality and safety of those 
services.
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Figure 4.1 
general Fertility 
rate Trends, 
2001–2007

Source: East London 
Visual Information 
System (ELVIS), July 

2009 

A vital aspect of births is the birth weight of the infant. Low birth weight is associated 
with higher risk of problems such as developmental delay, and infant death. Table 
4.2 shows the latest figures for the borough matched with the rates for London and 
England. The percentage of low birth weight babies is higher, but has reduced from a 
higher rate (>9%) in the three previous years.

Table 4.2 
Percentage of live 
and still births 
<1,500 and <2,500 
grams, 2007

Source:  
© Compendium of 
Health and Clinical 

Indicators (June 2009)

WEIghT AT bIrTh <1,500 grAMS <2,500 grAMS

England 8,916 1.4 1.4 1.4 48,993 7.5 7.6 7.5

London 1,913 1.5 1.6 1.5 9,717 7.9 8.0 7.7

Waltham Forest 62 1.4 1.8 1.1 365 8.3 9.2 7.5

%
lower 
limit

%
upper
limit

Number  
of live and 
still births

%%
lower 
limit

%
upper
limit

%Number  
of live and 
still births

4.2	 Infant	mortality

Infant mortality is treated as a single subject because it is an international comparator 
for socio-economic progress and the efficacy of health care in a country or area. The 
trend in the infant mortality rate over the past 10 years is downward, but it remains 
higher than the national rate (see Figure 4.2) The rate for 2005-7 was 5.3/1000 live 
births.
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Figure  4.2 
Three-year 
average infant 
mortality rates 
per 1,000 live 
births, Waltham 
Forest, London, 
1991–2006

Source: London Health 
Observatory

Figure 4.3 
Causes of death in 
babies under one 
year, 2006/07
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Figure 4.3 shows the main causes of death, perinatal factors and congenital conditions 
contribute two thirds of the deaths. The strongly associated factors were demonstrated 
in a study on factors which predict differences in infant and perinatal mortality across 
England. 

The results identified the three main factors which accounted for 70% of the difference26: 
• increased birth rates at the PCT level of deprivation
• Pakistani population
• maternal age <18 years 

  26What factors predict differences in infant and perinatal mortality in primary care trusts in England? A prognostic model.
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Table 4.3 provides a list of factors known to have a positive impact on infant mortality 
and the rates for Waltham Forest. Waltham Forest had a high percentage of mothers 
initiating breastfeeding at 82.2%. In 2005/06, 39.6% of pregnant women booked by 
12 weeks. The percentage of deliveries coded with ethnicity from 2004/05 to 2005/06 
decreased from 81.8% to 62.1%, making it difficult to assess needs of different 
population groups or target interventions.

Table 4.3 
Local indicators 
known to have a 
positive impact on 
infant mortality

Source: Office of 
National Statistics, 

analysis by LHO

 2006 2006 2004/05 2005/06 2004/05 2005/06 2004/05 2005/06

 82.2 3.5 18.0 39.6 96.6 91.4 81.8 62.1

% mothers 
initiating 
breast 
feeding

% initiating 
breast 
feeding 
unknown

% early booking 
(less than 12 weeks)

% deliveries coded 
with gestational age 
at first booking 

% deliveries coded 
with ethnicity

The review of the health inequalities infant mortality target by the National Support 
Team27 (NST) highlights the gap between the rate for  mothers classified by father’s 
occupation in the  “routine and manual” (R&M) category and the average across the 
whole population. The infant mortality rate (IMR) among the R&M group was 17% 
higher than in the total population in 2004–06, compared with 18% in 2003–04. This 
compares with 13% higher in the baseline period of 1997–99. 

The guidance from the NST emphasises evidence-based interventions that will help 
reduce the rates and narrow the gap. 
• reducing the prevalence of obesity in the R&M group by 23% to the current levels in 
 the population as a whole
• meeting the national target to reduce smoking in pregnancy from 23% to 15% and 
 meeting this target in the R&M group 
• reducing sudden unexpected death in infancy (SUDI) by persuading 1 in 10 women 
 in the R&M group to avoid sharing a bed with their baby or putting their baby to   
 sleep prone (on its front)
• achieving the teenage pregnancy strategy to reduce the under-18 conception rate in  
 the R&M group by 50% compared with 1998 levels
• meeting the child poverty target to halve the number of children in relative low
 income households between 1998–99 and 2010–11, by increasing the income in the  
 R&M group by an average of 18%
• reducing housing overcrowding in the R&M group through the effect on reducing SUDI. 

The guidance emphasises the importance of partnership working involving the primary 
care Trust, the Children’s Trust (PCTs), Children’s Centres and providers.

  27Implementation Plan for Reducing Health Inequalities in Infant Mortality: A Good Practice Guide  Review of the health 
inequalities infant mortality PSA target. DH DCSF DCLG  December 2007

The recommendations of the National Support Team on Infant Mortality should 
be implemented. In particular, promoting early antenatal booking among 
disadvantaged groups will help deliver the target, especially improving services for 
black and minority ethnic (bME) groups.



NHS Waltham Forest & The London Borough of Waltham Forest Joint Strategic Needs Assessment 2009-2010 PAGE 55

4.3	 Prevention	and	early	interventions

4.3.1	 Road	traffic	accidents

The major causes of death in children and young people over the age of 1 include 
injury. Table 4.4 shows a steady decrease in the numbers of children killed or seriously 
injured in road traffic accidents. The numbers are small but this is an avoidable cause of 
injury and death.

Table 4.4 
Children killed or 
seriously injured 
in road traffic 
accidents

Source: Children’s 
Services Information 
and Technology Unit

320  Waltham Forest 30 18 12 21 15 15 –15 83

986 London 936 541 481 345 389 331 –605 

970 England 5,729 3,477  3,353 3,287 2,779 2,671 –3058 
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  28Grundy C et al Effect of 20 mph traffic speed zones on road injuries in London, 1986-2006: controlled interrupted 
time series analysis. BMJ 2009;339:b4469

A recently published observational study based on analysis of geographically coded 
police data on road casualties for 1986-2006 found the benefits of the 20mph zones 
were most marked in accident rates involving young children28.  

The introduction of 20 mph zones was associated with a 41.9% (95% confidence 
interval 36.0% to 47.8%) reduction in road casualties, after adjustment for underlying 
time trends. The percentage reduction was greatest in younger children and greater for 
the category of killed or seriously injured casualties than for minor injuries. There was 
no evidence of casualty migration to areas adjacent to 20 mph zones, where casualties 
also fell slightly by an average of 8.0% (4.4% to 11.5%).  Also, pedestrian injuries were 
reduced by just under a third and cycling casualties by 16.9 per cent.

Traffic calming measures are a good investment.

4.3.2	 Health	related	behaviours

25.5% of children at reception and 33.2% of year 6 children are obese or overweight. 
Although Waltham Forest children compare favourably with the English average for 30 
minutes daily for up to five days of physical activity over the last week and in reported 
levels of ever smoking, there is a considerable challenge in terms of these risk factors. 
The trend in teenage pregnancy rates does not show the desired decline. 

The Ofsted TellUs2 survey in 2007 provides information on local health related 
behaviours. The survey of lifestyle issues among school children was weighted to be 
representative of Years 6, 8, and 10.
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In respect of physical activity, Figure 4.4 indicates that around a third are inactive, a third 
moderately active, and a third sufficiently active to have a positive long term impact on 
their wellbeing.

Figure 4.4 
Pupils reporting 
days over last 
week with at 
least 30 minutes 
of physical 
activity

Source: Ofsted TellUs2 
survey, Waltham 

Forest, November 2007

Figure 4.5 indicates only 22% of pupils report eating 5 or more portions of fruit and 
vegetables per day, the recommended level. Figure 4.6 shows 18% report having ever 
smoked. Figure 4.7 indicates that 30% of children report having ever had an alcoholic 
drink.

These data must be treated with caution, and correlated with other information.For 
example the rate of hospital admissions for alcohol related conditions for young people 
is significantly lower than the national average. However the targets for physical 
exercise and diet are challenging, but remain a vital and large element of primary 
prevention.
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Figure 4.6 
Percentage of 
pupils who 
reported ever 
smoking
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Figure 4.5 Fruit 
and vegetable 
consumption of 
pupils 

Figure 4.7 
Percentage of 
pupils who 
reported ever 
having an 
alcoholic drink

Source figures 4.5 to 4.7: Ofsted TellUs2 survey, Waltham Forest, November 2007
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The rise in numbers of CYP who are overweight or obese nationally has been described 
for several years. The implications in terms of immediate risks and long term risks to 
health are well known. This is why it is a national priority and a local priority. Childhood 
diabetes (related to obesity) may be on the rise in the borough – the number of children 
diagnosed by the Specialist Children’s Service increased from 52 in 2006/07 to 102 in 
2007/08. 

The estimated all age levels of obesity are shown in figure 4.8, and can be compared to 
other London boroughs.

Figure 4.8 
Model–based 
estimate for 
obesity,  
2003–2005

Source: Health Needs 
Assessment Toolkit 

http://hna.csl.nhs.
uk/default.aspx

The national school measurement programme in 2008-9 gives the prevalence of obesity 
in reception age children as 9.9 % which is in the second highest national quintile. The 
prevalence in children aged 10-11 years is 20.6% which is in the highest quintile. 

The distribution of obesity and overweight among children by ethnic group in Waltham 
Forest shows that Black children have the highest levels of obesity (21.4%), followed 
by White (16.1%). The highest levels of overweight are found among Mixed White and 
Black African (15.0%) and White (14.3%). See Table 4.5.
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Table 4.5 
prevalence of 
obesity and 
overweight 
children by 
ethnicity

Source: Waltham 
Forest Public Health 

Report 2008/09 
Determinants of 

Health

  N % N % N % N %

White 1,263 69.6 259 14.3 293 16.1 1,815 100

Black 734 65.0 153 13.6 242 21.4 1,129 100

Asian 1,026 75.3 137 10.1 200 14.7 1,363 100

Chinese 25 80.6 3 9.7 3 9.7 31 100

Mixed White & Black 177 69.7 38 15.0 39 15.4 254 100

Mixed White & Asian 34 81.0 5 11.9 3 7.1 42 100

Mixed Other 159 77.9 24 11.8 21 10.3 204 100

Other Ethnic 105 77.8 10 7.4 20 14.8 135 100

Info not supplied 90 73.2 19 15.4 14 11.4 123 100 
by school

Total  3,613 70.9 648 12.7 835 16.4 5,096 100

SUMMAry oF PrEvALENCE oF obESITy AND ovErWEIghT ChILDrEN IN EACh EThNIC groUP

2001 Census categories Neither overweight Overweight Obese Total 
  nor obese

The aspiration is to ensure the upward trend is halted, and is expressed as this outcome:

 No more than 21% of children in Year 6 

 will be obese by 2013

Teenage pregnancies (girls aged 15–17) have a major impact on the health and future life opportunities 
of young mothers and the health and well-being of their babies. Although the teenage 
conception rate increased from 48.4 to 53.0 per 1,000 girls between 2006 and 2007, 
the overall rate declined from 1998 to 2007 (Figure 4.9), while remaining above that for 
London and England. This rate is slightly below the 1998 rate of 56.0 per 1,000 girls.  
The under-16 conception rate is the same in Waltham Forest and London (8.6 per 
1,000), which is higher than that for England (7.6) (see Table 4.6).

Table 4.6 Under-16 
conception rate, 
2004–2006

Source: DH Teenage 
Pregnancy Unit, 

analysis spreadsheet 
March 2008

  rATE PEr 1,000 gIrLS AgED 13–15  

LB Waltham Forest  8.6

London 8.6

England 7.6
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Abortion rates in girls under 18 years old in Waltham Forest have generally been higher 
than those for London and England since 1998, in line with teenage pregnancy rates.

Figure 4.9 
Teenage 
conception trends 
in Waltham 
Forest, 1998–2007

Source: Teenage 
Pregnancy Unit, Under 

18 Conception data 
for top-tier Local 

Authorities (LAD1), 
1998–2007, February 

2009

In the draft Children and Young People’s Plan, out for consultation, the PCT is proposing to:
• Offer better support and advice to young women who are more likely to have sex at  
 an early age and get pregnant and who may have more difficult lives.  The family   
 nurse partnership will be instrumental in supporting this
• Work with schools to ensure that sex and relationship education is good – particularly  
 for disabled children and young people 
• Make sure that sexual health services for young people are in places that are easy to  
 get to and welcoming.  We will also put more services in our colleges
• Offer better information to young people about where they can go to get    
 contraception, sexual health advice or for support. We will consult with young people  
 on better ways of communicating.

4.3.3	 Education	and	emotional	competence

The percentage of young people aged 16–18 who are not in education, employment 
and training (NEET) in Waltham Forest was 5.4% in 2007, compared with London 
(6.4%) and England (6.7%). The four-year trend has been declining and the 2008 
percentage is 4.7%. There is considerable variation by ethnicity (see Table 4.7). Of 
all White and Black Caribbeans in the borough aged 16-18, 10.2% are in the NEET 
category; the percentage for Whites is 9.2%, and for Black Other 7.9%. One in six 
(15.8%) children and young people aged 16–18 with learning disabilities are in the 
NEET category. This is one of the Every Child Matters outcome indicators.

Education as a determinant of health and wellbeing is discussed in section 3.4.2.

Poverty and low levels of education are mutually reinforcing. The 39% of Waltham 
Forest children living in poverty face greater barriers to secondary school completion 
and are significantly less likely to enter and to graduate from university than middle-
class children. Deep and persistent poverty in the pre-school years is associated with 
lower rates of GCSE and A level achievement.  
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There is increasing interest in the value of teaching emotional competence. This is a 
learned capability based on emotional intelligence, which is a form of intelligence 
“relating to the emotional side of life, such as the ability to recognize and manage one’s 
own and others’ emotions, to motivate oneself and restrain impulses, and to handle 
interpersonal relationships effectively.”

A universal intervention for urban elementary school children, which focused on 
classroom management and instruction, children’s social competence, and parenting 
practices, positively affected mental health, sexual health, and educational and 
economic achievement 15 years after the intervention ended29.  

Promoting Alternative Thinking Strategies curriculum (PATHS) for pre-schoolage children 
was incorporated into Head Start programmes in USA. PATHS is a universal, teacher-
taught social-emotional curriculum that is designed to improve children’s social 
competence and reduce problem behaviour30.   

  29Hawkins JD et al. Effects of social development intervention in childhood 15 years later. Arch Pediatr Adolesc Med. 
2008 Dec;162(12):1133-41.

  30Domitrovich CE, Cortes RC, Greenberg MT. Improving young children’s social and emotional competence: a 
randomized trial of the preschool “PATHS” curriculum. J Prim Prev. 2007 Mar;28(2):67-91. Epub 2007 Jan 30.

Table 4.7 
young people 
who are Not 
in Education, 
Employment or 
Training (NEET), 
by ethnicity 

White 312 3097 9.2 9.9 7.2 

White & Black Caribbean 16 141 10.2 13.7 12.1 

White & Black African ~ 96  8.7 7.9

White & Asian ~ 74  6.5 5.8

Other Mixed Background 25 315 7.4 10.3 8.5

Black Caribbean 66 875 7.0 9.4 8.9

Black African 53 1.461 3.5 5.8 4.7

Other Black Background 35 403 7.9 7.4 8.0 

Indian 10 511 1.9 3.1 2.6

Pakistani 57 1,229 4.4 5.1 6.5

Bangladeshi ~ 539  5.2 6.9

Other Asian Background 19 498 3.6 4.5 4.0

Chinese ~ 72  3.1 1.3

Other 23 444 4.9 6.6 6.5

No Ethnicity Information 42 943 4.2 4.5 4.6

Total 677 10.699 5.9 6.8 6.9

yoUNg PEoPLE NoT IN EDUCATIoN, EMPLoyMENT or TrAININg (NEET) by EThNICITy 2007-08

 Area No. Area No. 
 Adjusted Adjusted Area NEET SN  Nat NEET 
 NEET NEET % NEET% % 
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4.4	 Managing	acute	conditions

In this section the mental health of children and adolescents is given priority because 
the numbers of children at risk are relatively high, and the impact in the short and long 
term of enduring mental disorders is wide-ranging. Early recognition and interventions 
will be effective in moderating the course of an episode in most cases, and preventing 
serious ongoing disorder. 

The estimated prevalence of common mental health disorders in CYP under 17 years is 
shown in Table 4.8.

Table 4.8 estimated 
prevalence of 
mental health 
disorders in 
children and young 
people aged 17 
years or less.

Source: ChiMat  http://
yhpho.york.ac.uk/

  %  

Conduct disorders 5.3

Emotional disorders 4.3

Being hyperactive 1.4

Less common disorders 1.3

The Child and Adolescent Mental Health Services (CAMHS) issued a needs assessment 
in September 2008. This calculated the prevalence rates of conduct and mood 
disorders, hyperactivity and less common disorders from the ONS mid-year estimate of 
the population of young people aged 5–16. The largest disorder was conduct disorder, 
which affected 1,796 or 5.3% of young people aged 5–16.  The expected distribution is 
shown in Figure 4.10.

Figure 4.5 Fruit 
and vegetable 
consumption of 
pupils 

Source: Teenage 
Pregnancy Unit, Under 

18 Conception data 
for top-tier Local 

Authorities (LAD1), 
1998–2007, February 

2009

less common

hyperkinetic
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hyperkinetic
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13% 11%

47%
29%

n Conduct disorder
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n Hyperkinetic disorder
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ExPECTED DISTrIbUTIoN oF MENTAL hEALTh DISorDErS AMoNgST ChILDrEN LESS 
ThAN 17 yEArS oLD
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Rates of mental health disorders are associated with deprivation. Mental disorders 
among children are also associated with the working status of their parents31.  Of those 
living with a no parent working, a higher percentage (8.5) have an emotional disorder 
than those with both (2.8%) or one parent working (3.4%).

About two-thirds of children living in residential care (68%) were assessed as having a 
mental disorder and about four in ten of those placed with foster carers (39%) or with 
their birth parents (42%). Applying these percentages to the 330 looked after children 
in Waltham Forest at 31 March 2007, of whom 80 were in residential care, would 
equate to a total of 54 children across these settings who may experience some type of 
mental disorder32.

The impact of these conditions can be expected across the life course, and may be seen 
in social circumstances (eg retaining employment), physical health (may be a predictor 
of obesity as an adult), and mental health.

Comprehensive CAMHS services with good access to 

Tiers 1 and 2 in particular are a priority for investment  

in the wellbeing of children and young people.

  31Source: Mental Health of children and young people in Great Britain, National Statistics, 2004; © GLA population 
projection 2009, Round 2008, Low (January 2009)

  32ChiMat  http://yhpho.york.ac.uk/

4.5		 Managing	children	and	young	people	with	long-term	conditions

Estimating the numbers of CYP with long term conditions gives varied numbers 
depending on the source. The 2001 census reported 2,204 had a self-reported limiting 
long-term illness, about 4.7% of the total. Of the total children, 3.75% had a limiting 
long-term illness and said they were healthy, while approximately 1% reported that 
their health was not good. Asian children in Waltham Forest with a limiting illness 
reported slightly higher rates (1.41%) of poor health, followed by White children (0.92%).

An estimate of the number of children and young people aged 0-19 years with autistic 
spectrum disorders and complex health care needs is 1326 (2.1%). 

Table 4.9 provides the 2001 census self-reported assessment of the health of children 
in Waltham Forest broken down by ethnicity. In Waltham Forest, there were 46,872 
children under the age of 16, of whom  2,204 had a limiting long-term illness, about 
4.7% of the total. Of the total children, 3.75% had a limiting long-term illness and said 
they were healthy, while approximately 1% reported that their health was not good. 
Asian children in Waltham Forest with a limiting illness reported slightly higher rates 
(1.41%) of poor health, followed by White children (0.92%)



NHS Waltham Forest & The London Borough of Waltham Forest Joint Strategic Needs Assessment 2009-2010 PAGE 64

The integration of services for children and young  

people who have long-term limiting conditions, and 

their families, based on the Common Assessment 

Framework is a priority.

Table 4.9 
Children aged <16 
years reporting 
limiting long-
term illness and 
health status by 
ethnic group, for 
Waltham Forest, 
London and 
England.

Source: 2001 Census 

Waltham Forest White 3.92% 0.92% 94.57% 0.59%

London  3.33% 0.77% 95.42% 0.49%

England  3.52% 0.71% 95.38% 0.39%

Waltham Forest Black 3.87% 0.70% 95.00% 0.43%

London  4.01% 0.76% 94.78% 0.45%

England  4.09% 0.76% 94.69% 0.46%

Waltham Forest Asian 3.14% 1.41% 94.85% 0.60%

London  3.13% 0.93% 95.41% 0.54%

England  3.32% 1.01% 95.12% 0.56%

Waltham Forest Mixed 4.02% 0.66% 94.83% 0.49%

London  4.02% 0.94% 94.38% 0.66%

England  4.02% 0.87% 94.53% 0.58%

Waltham Forest Chinese/Other 3.64% 0.47% 95.41% 0.47%

London  2.47% 0.74% 96.20% 0.59%

England  2.41% 0.60% 96.51% 0.48%

  health good  health good 
Area Ethnicity or  health not or  health not 
  fairly good good fairly good good 

Limiting long-term illness No limiting long-term illness

yoUNg PEoPLE NoT IN EDUCATIoN, EMPLoyMENT or TrAININg (NEET) by EThNICITy 2007-08
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5.1	 Prevention	and	early	interventions

This chapter looks at needs relating to adults aged 20-64 years.

5.1.1	 cardiovascular	disease	and	cancer

The two groups of disease which drive the premature death rates which contribute to 
half the loss of life expectancy in the borough are cardiovascular disease and cancers. 
The risk factors for these conditions overlap and have been known for a long time. 
Primary prevention in young adults is aimed at reducing these factors. 

The main avoidable risk factors are smoking, lack of physical activity, diet (for example, 
fat intake and the associated level of cholesterol in the blood) and weight. There are 
also unavoidable factors such as family history, age, and ethnicity. Other conditions such 
as diabetes and high blood pressure (hypertension) are also associated with greater risk 
of an event such as a heart attack or stroke.

Only 15.5% of Waltham Forest residents aged 16 years+ participate in 3 x 30 minutes 
of moderate intensity sport per week, the level for London is 16.5%. According to 
synthetic estimates, 26.5% of Waltham Forest residents consumed five portions of fruit 
and vegetable the previous day, compared with approximately 29% for England.  All 
age prevalence of obesity is estimated to be 20%.

Screening Another mode of prevention, sometimes referred to as secondary prevention because it is 
about early identification of an existing problem, is screening. Cancer screening 
programmes are provided locally in line with national standards. The three programmes 
in England are aimed at finding breast cancers, cervical cancer, and colorectal cancer.

One important measure is the uptake rate by eligible population groups, usually 
determined by age. The target uptake rate is 80%. The rates in Waltham Forest are 
70% for breast screening and 68.2 % for cervical screening. The rates are higher in less 
deprived areas, and also vary with ethnicity.

Smoking Synthetic estimates show that smoking prevalence in Waltham Forest was approximately 
24%, the same as the prevalence for the UK, in 2005. The high number of deaths 
attributable to smoking indicates the need to develop ways to prevent people from 
taking up smoking in the first place in addition to helping people stop smoking. 
Tobacco smoking is a known or probable cause of approximately 25 diseases33 . These 
include emphysema, chronic obstructive pulmonary disease (COPD), coronary artery 
disease and heart attacks, aortic aneurysms, carotid artery disease, strokes, peripheral 
vascular disease, and cancers in several sites (lung, oral, pharynx, larynx, oesophagus, 
pancreas, and bladder). Smoking in pregnancy causes adverse outcomes such as 
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33Report of the Scientific Committee on Tobacco and Health. 1998 The Stationery Office
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miscarriage, reduced birthweight and is linked to Sudden Infant Death Syndrome. 
Smoking is particularly damaging in young people.  

Mortality from circulatory disease is 60% higher in smokers and 85% higher in heavy 
smokers. Smoking is responsible for one in eight deaths from circulatory disease (one 
in five premature deaths). Regular exposure to second-hand smoke increases the risk of 
circulatory disease by 25%34.

Evidence shows people who start smoking in their youth – aged 11 to 15 – are three 
times more likely to die a premature death than someone who takes up smoking at 
the age of 20 as they are also more likely to be hooked for life. Cigarette smoking is an 
important contributor to health inequalities as smoking is much more common among 
the most disadvantaged. 

Economic evaluation shows that effective smoking 

cessation is a very cost effective intervention and is  

the single aspect of primary prevention with the  

most potential to increase life expectancy. 

5.1.2	 alcohol	harm	prevention

The profile of alcohol-related harm for Waltham Forest rates the borough red for 
alcohol-attributable hospital admissions and alcohol-related crimes. The number of 
alcohol-attributable hospital admissions for both males and females is increasing in 
Waltham Forest. The range of alcohol indicators available from the North West Public 
Health Observatory is shown in Figure 5.1. About 4.8% of the population aged 16 and 
over are estimated to drink at harmful levels, above the estimated England average at 
4.2%.

Alcohol is the cause of many community and household problems including domestic 
violence. 

Alcohol consumption can be a cause of mental ill health or a resulting factor. Evidence 
suggests an association between increased alcohol consumption and mental ill health. 
Chronic heavy drinkers are more likely to suffer from depression, anxiety, serious 
cognitive impairment and psychosis.

  34Indications of Public Health in the English Regions 3: Lifestyle and its impact on health, 2005, Association of Public 
Health Observatories
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Interventions include addressing the night-time economy issues, providing more Tier 1 & 
2 services, and brief interventions in primary care and A&E.

The local Partnership Alcohol harm reduction strategy 2005 – 12 has three high level outcomes:
• Increased numbers of people living and working in the borough make informed   
 choices about their alcohol consumption and live more healthily
• Increased numbers of problem drinkers change their drinking behaviour and   
 reduce the harm that they are causing to their own health, well-being and learning   
 opportunities
• Fewer numbers of people living and working in the borough are harmed by other   
 people’s problematic alcohol consumption.

Figure 5.1 
profile of alcohol 
related harm for 
Waltham Forest

Source: www.nwph.
net./alcohol/lape
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5.1.3	 MOSAIC	segmentation	and	levels	of	physical	activity

According to research undertaken to develop the LBWF Culture Strategy in 200935, 
16.6% of adult respondents took part in moderate exercise at least three times a 
week, about the same as the English average (16.5%). This research used MOSAIC 
segmentation to describe levels of physical activity in Waltham Forest. A description of 
the different MOSAIC types can be found in section 2.2.4.

Less than a quarter (23%) of the Striving ties (sub-set of the Ties of Community 
MOSAIC group) group were engaged in regular physical activity. This group were most 
likely to use the gym (10%), go jogging (7%) or swimming (6%), play football (5%) or 
cycle (4%). This represented a lower level of sports activities than the average general 
public. Cost was an important factor for them. They were much more likely to identify 
‘facilities as being too expensive’, as a barrier for using sports facilities (18% compared 
with 10% in the general population). This group were keen on free activities that 
engaged the family. Less than one in five (19%) had used sports and leisure facilities in 
Waltham Forest in the last year. Almost half (46%) said that sport was not for people 
like them.

Aspiring ties (another sub-set of the Ties of Community) had the highest level 
of participation in sports activities (53%). This included going to the gym (19%), 
swimming (12%), football (10%) and cycling (9%).
  
About three in ten (29%) of Suburban strivers (sub-group of the Suburban Comfort 
group) participated in regular physical activity. Most commonly, suburban strivers used 
the gym (14% at least once a month) but were involved in other activities much less 
– jogging (6%), golf (4%), football (4%). Only 3% of this group go swimming at least 
once a month. This group were also less likely to have local gym membership (22%).

A sub-set of the Suburban Comfort group) were also very physically active with 55% of 
the group engaged in regular sporting activity. 

Urban Intelligence residents were much more likely to be involved in sporting activity, 
with almost half (48%) engaged in regular physical activity. In common with other 
archetypes, Urban Intelligence residents went to the gym (19%), went cycling (12%) 
jogging (12%) and swimming (10%), and played football (7%).

A quarter of Welfare borderline residents participated in sports. This group, in 
common with others, were most likely to go to the gym and go running. About one in 
five (21%) had been to a local gym in the last year.

 35Research for the Culture Strategy. 2009.  tru the research unit
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5.2	 Managing	acute	conditions

5.2.1		 cardiovascular	disease.

The term ‘cardiovascular disease’ covers a range of diseases and long-term conditions of 
the vascular system including the following:
1 Coronary heart disease (CHD)
2 Heart failure  
3 Arrhythmias and atrial fibrillation
4 Hypertensive disease
5 Heart attack and acute coronary syndromes 
6 Stroke. 

Risk factors associated with CVD include obesity, diabetes, smoking, excessive alcohol 
consumption, high blood pressure and lack of exercise. Atrial fibrillation and arrhythmias are 
long-term vascular conditions that have similar risk factors, but are risk factors themselves 
for stroke, heart attack and acute coronary syndromes. The majority of the risk factors are 
modifiable, and addressed early can significantly reduce the development of a CVD. Family 
history, and socio-economic status can also indicate increased risk of developing a CVD.   

Coronary heart disease (CHD) is a major component of CVD. CHD is the greatest cause 
of death in Waltham Forest. The directly standardised rates (DSR) for CHD in both men 
(78.66 from 184.56) and women (27.84 from 55.27) have fallen over the past ten 
years but remain higher than the average for London and England (see Figure 5.2).  The 
overall DSR for   2005-07 in Waltham Forest stood at 56.52, compared to 44.78 for 
London and 45.06 for England.

There are differences in the ethnic groups. Whites have higher levels of coronary heart 
disease (CHD) in all areas of Waltham Forest, with the exception of the Leyton and 
Whipps Cross area, where Asians have similar levels of disease. Asians and Blacks 
have higher levels of diabetes. Important differences in CHD mortality can be found 
also across the wards  of Waltham Forest, with the highest rates in areas of highest 
deprivation, e.g. Cathall, Lea Bridge, High St, Markhouse and Grove Green.

Figure 5.2 
ChD mortality 
(DSr), 1993–2007, 
England, London, 
Waltham Forest 
by gender >75 yrs

Source: Compendium 
of Clinical and Health 

Indicators January 
2009
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Stroke is a major component of CVD. Area deprivation is associated with a higher 
incidence of stroke, a younger age at first stroke and an increased rate of recurrence.   
The trend for stroke mortality shows that rates for Waltham Forest, London and England 
all fell between 1993 and 2007. The rate for Waltham Forest (16.56, 17.97 for males, 
15.10 for females) however remains above that for both London (14.46) and England 
(13.87). See Figure 5.3.  Mortality rates from stroke for males aged less than 65 is 
higher in Waltham 
Forest than in London.

Figure 5.3  
Mortality from 
stroke (directly 
standardised 
rate), Waltham 
Forest, London, 
England 1993–
2007 by gender 
>75 yrs

In addition to measuring death rates, a more immediate measure of need is to know 
how many people are living with cardiovascular disease and need access to all the 
interventions now available. The care pathways for conditions such as heart attack, 
stroke, or heart failure, and diabetes are based on very good evidence of what works 
well. There is a disparity between the prevalence of some conditions as recorded on GP 
registers and the rate estimated from community surveys. Other features of GP records 
are that it would be possible to audit the care of individuals against best practice and to 
examine the equity of access to care by ethnicity.

Figure 5.4  
Modelled ChD 
prevalence, by 
ethnicity

Source: Eastern 
Region Public 

Health Observatory, 
September 2008
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The overall modelled prevalence of CHD for Waltham Forest for 2008 was 4.4%. 
Prevalence by GP practice QOF results, on the other hand, estimated a prevalence rate 
of 2.2%, well below modelled prevalence. This may be a potential issue as modelled 
prevalence is thought to underestimate disease in boroughs as ethnically diverse as 
Waltham Forest (see Figure 5.4). Prevalence for CVD is higher in males than females.
The Finished Consultant Episode (FCE) rate for admission to hospital for myocardial 
infarction is lower than for England and has declined in Waltham Forest from 2003/04 
to 2007/08 from 160.18 to 126.92 per 100,000.   

There are around 3,000 people aged 16-64 in Waltham Forest estimated to be living 
with coronary heart disease. There are evidence based care pathways for these 
conditions and compliance would improve the quality of care and the outcomes. 
Services in primary and secondary care should be commissioned on that basis.

The outcome aspiration is:

Mortality rate per 100,000 (directly age standardised) 

population from heart disease and stroke and related 

diseases in people aged 75 or less will be 53.4 by 2014

Diabetes The prevalence of diabetes is estimated at 4.37%; this ranges from 3.68% in Leyton and Chapel 
End to 5.75% in Chingford Green (see Figure 5.5). QOF prevalence of diabetes by GP 
practice varies from 2.5% to 6.3%, with an average of 4.2%, about the same as the 
estimated prevalence of 4.37%. Asian or Black ethnic groups make up a higher percentage 
of people with diabetes than White and Other groups (incl. mixed). The estimated 
prevalence among Whites is 3.11%, Blacks 6.69%, Asians, 7.91% and Other 2.76%.

There are an estimated 5,400 people with diabetes aged 30-59 years living in the 
borough. There are evidence based care pathways for diabetes and the complications 
of diabetes. Compliance would improve the quality of care and the outcomes. 
Services in primary and secondary care should be commissioned on that basis.

The outcome aspiration is:

The percentage of patients with diabetes whose last 

measured total cholesterol within previous 15 months  

is 5 mmol/l or less is 83.50% by 2013
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Figure 5.5 
Estimated 
prevalence of 
diabetes (types 1 
& 2), by ward in 
Waltham Forest 

Source: PBS Phase 3 
diabetes prevalence 

calculated on GLA 
2009 resident 

projection (Jan 2009, 
Round 2008, Low)

5.2.2		 Cancers

Cancers overall contribute around 24% of causes of death.  The standardised mortality 
rate for people age 65 or less has been declining steadily (see Figure 5.6).  

In Waltham Forest. there are lower rates of 1 year survival after treatment, particularly 
for breast, lung and colorectal cancers, than in other areas. Incidence and mortality 
from stomach cancer are higher in Waltham Forest than in London and England.

The NHS standards include a 2 week time target for patients referred by GPs with a 
possible diagnosis of cancer from the day of referral to the initial specialist consultation. 
There are also targets for the period from diagnosis to treatment. The aim is to get to 
the right diagnosis and the right treatment as quickly as possible as survival is affected 
by late presentation and late detection. 

The process of referral by family doctors for possible cancer is monitored and the local 
cancer network has identified some issues concerning the effectiveness of referrals in 
Waltham Forest. An analysis of GP referrals may help to check the balance between 
referring urgently and the assessment of probability based on the clinical picture.

Other proposed actions include identifying levels of cancer awareness through a public 
survey and targeting interventions based on the results; and an audit of early diagnosis 
pathways.

The commissioners should ensure that the care pathways for cancers are delivered in 
line with waiting time targets and best practice in treatment.
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Figure 5.6 Directly 
standardised 
mortality rate (per 
100,000 persons) 
for all cancers and 
persons under 
65 years of age, 
1993–2007 by 
year. Waltham 
Forest, London, 
England and 
Wales 

Source:NHS Waltham 
Forest Public Health 

Report 2008/09

The outcome aspiration is:

The SMR will be no more than 105.0 by  

2012/13 for cancer

5.2.3	 other	conditions	considered	amenable	to	healthcare	interventions.

Mortality from causes considered amenable to healthcare describes deaths from certain 
causes that should not occur in the presence of timely and effective healthcare. Among 
some 35 causes are infectious diseases, some cancers (colon, skin, breast, cervical, 
testis), diabetes mellitus, cardiovascular disease, all respiratory diseases, influenza, 
pneumonia, asthma and maternal deaths. 

In Waltham Forest mortality from causes amenable to healthcare has declined from
173.32 per 100,000 in 2000 to 128.89 in 2007 but remains above the rates for London 
and England.  

Accidents One preventable cause of mortality is injury. Figure 5.7 shows the death rates from accidents 
at different ages, and the borough has higher rates than London or England. As well as 
a particular issue in terms of road traffic accidents for children and young people (see 
section 4.2.1), there are wider issues for adults of both prevention and access to trauma 
care in a specialised centre.
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Figure 5.7 
Mortality from 
accidents (ICD-10 
v01-x59), 2005–
2007 pooled data 

Source:  
© Compendium of 
Health and Clinical 

Indicators (December 
2008)

Tuberculosis Tuberculosis is a treatable disease but in recent years the advent of drug resistant strains has 
made vigilance and the implementation of tuberculosis control strategies a high priority 
for London. The incidence has increased from a rate of 17.19 per 100,000 in 1982 
in Waltham Forest to 41.83 per 100,000 in 2007. The rate is much higher than for 
England but about the same for London (43.20) in 2007. See Figure 5.8.

Figure 5.8 
Incidence of 
tuberculosis:  
rates per 100,000 
for Waltham 
Forest, London 
and England, 
1982–2007 

Source: Health 
Protection Agency 

Enhanced TB 
Surveillance. North 

East London TB 
Network, October 

2008. HPA National TB 
report October 2008

The incidence varies by ward. The highest number of TB cases in 2007 was found in 
Forest and Grove Green wards. There were no cases in Hale End and Highams Park and 
Hatch Lane, areas with lower levels of deprivation. Occurrence of TB is associated with 
overcrowding and poverty. Overcrowding explains about 31% of the occurrence of TB 
in Waltham Forest.
Full sign up to the national tuberculosis strategic aims is imperative. These include the 
following actions:
• Raising awareness in the community and with health professionals
• High quality surveillance including high quality monitoring of BCG programme
• Well organised and coordinated patient services
• Highly effective disease control at population level
• Having an expert workforce 
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5.3	 Managing	long-term	conditions

The Mental Health Needs Index (MINI) is calculated by taking rates of hospital admission 
and the proportion of people rated as having a mental health problem in general 
population surveys and correlating that  with a range of population characteristics 
thought to be associated, such as poverty, unemployment or social isolation. The index for 
Waltham Forest is 1.33, indicating that there may be 33% more mental illness in Waltham 
Forest than expected if the borough experienced the national average rate. 

The predicted number of individuals suffering common mental health problems in Waltham 
Forest is 18.4% of the population aged 16-74 years (equivalent to 29902 people). This is 
higher than the England estimate of 16.4% of the population of this age group36.

The National Psychiatric Morbidity survey 2000 provides some information about the 
prevalence of relevant disorders. For common mental health problems, it is estimated that 
about 50 per cent may require treatment but not all may be detected or will present to 
primary care.

Table 5.1 provides an estimation of the number of people experiencing common mental 
health problems in Waltham Forest in 2006.

Table 5.1 
Estimated 
numbers of 
people with 
common mental 
health disorders 
in Waltham Forest

Source: London 
Mental Health 

observatory (health 
and wellbeing 

scorecard), Care 
Service Improvement 

Partnership, August 
2008

Mixed anxiety and depressive disorder 8.5 13,787 6,894

Generalised anxiety disorder 5.4 8,754 4,377

Depressive episode 3.6 5,787 2,894

All phobias 2.2 3,621 1,811

Obsessive compulsive disorder 1.6 2,556 1,278

Panic disorder 0.9 1,389 695

Any neurotic disorder 18.4 29,902 14,951

  % of people Estimated  requiring 
Common mental health problem  aged 16-74yrs numbers  intervention (50%)

  36Community Mental health Profiles 2008, draft, Public Health Intelligence North East

The Health Survey for England, London Boost 2006, used the General Health 
Questionnaire 12 item tool as a measure of mental health problems. A score of 4 or 
more is indicative of a mental health problem. The results show that Waltham Forest 
has a higher percentage of a GHQ 12 score of 4+ for females (25.2%) compared to 
outer London (16.8%) and London (18.2%). However it has a lower percentage of a 
GHQ 12 score of 4+ for males (11.3%) compared to outer London (13.3%) and London 
(14.4%). People in the younger age group (16-34 years) have a lower prevalence of 
scores of 4+. However  the older age groups (35-54 years) and over 55 years have 20% 
and 23.2% respectively compared to Outer London (15.4% and 13.3%) and London 
16.1% and 15.5%. 
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The Household Health Improvement Managers (HHIMs) project was set up in the most 
deprived areas of Waltham Forest as part of the Better Neighbourhood Initiative in 
2006. The HHIMs assess the health needs of the clients that attend the service using a 
health needs assessment tool, EUROQOL EQ-5D, the General Self Efficacy Scale (GSE) 
and the GHQ-12 which is a measure of mental well-being. The  indicative data from 
the GHQ-12  shows that out of 747 people that used the service, 154 (20.6%) had 
some evidence of distress.  179 (24%) had scores that suggest severe problems and 
psychological distress. 

The combined mortality statistics for both suicide and undetermined injuries37   shows 
that overall the rates for Waltham Forest are lower than London and England in the 
years 2005-07.

The prevalence of serious mental illness (SMI) is calculated by London Health 
Observatory on behalf of the London Development Centre (Care Services Improvement 
Partnership). The figures for Waltham Forest show 2,295 patients are on GP SMI register 
in 2006/07. This is twice the estimates based on demographic parameters.  That is, 
according to the draft Community Mental Health profile 2008, the SMI on GP registers 
in Waltham Forest was 1.1% in 2006 compared to 0.6% in England. See Table 5.2.

People with SMI are expected to be known to primary care and /or social services. There 
are standards of care prescribed for these clients, particularly in primary care. 

Table 5.2 SMI in 
gP register in 
Waltham Forest 
2006/07

Estimated people experiencing symptoms in a year  2007 1,367

Number of patients who are on a GP SMI register  2006/07 2,295

   Period  Numbers

  37Source: © Compendium  of Clinical and Health Indicators  (November 2009)

There are around 2,300 people with serious enduring mental ill-health and the

commissioners should ensure they receive care as set out in the national standards

The outcome aspiration is:

95% The percentage of patients (cared for by GPs) 

with schizophrenia, bipolar affective disorder and other 

psychoses with a review recorded in the preceding 15 

months. In the review there should be evidence that the 

patient has been offered routine health care.
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6.1	 Prevention	and	early	interventions

This chapter looks at the needs of people aged 65 years or older.

The same risk factors for cardiovascular diseases and cancers identified for younger 
adults in section 5.1 need to be addressed. In addition case finding (e.g. checking 
patients as they attend primary care for high blood pressure) is required to identify 
secondary prevention opportunities. 

Waltham Forest is ranked 2nd in London for emergency hospital admissions due to 
fractures. In 2007 the indirectly standardised rate per 100,000 in Waltham Forest was 
114.84, compared with 92.76 for London as a whole. The total numbers of people 
aged 65+ predicted to attend hospital A&E departments as a result of falls in 2010 is 
1465, of whom some 18% would be admitted. Falls prevention strategies 

6.2	 Managing	acute	conditions

The numbers of people aged 65+ predicted to have depression is between 2400 and 
3500. Depression in old age is common, disabling and under-treated. It is the most 
reversible mental health problem in old age. Depression is associated with physical 
illness and disability, life events, social isolation and loneliness. Depression in old age 
carries an increased risk of suicide and natural mortality. Recognition and simple 
intervention can reduce morbidity, demand on health and social services and the cost of 
community care.

6.3	 Managing	long-term	conditions

Approximately 13% of Waltham Forest residents aged over 16 have a moderate 
disability and 5% have a severe disability. The level of disability is about the same for 
males (17.9%) and females (18 %.) The prevalence increases with age.

Stroke is the single largest cause of disability in England. Approximately half of 
those who survive a stroke will be left with long-term disability problems six months 
afterwards and will be dependent on others. 600 people aged 65 and over in the 
borough are predicted to have  long-term health conditions caused by stroke in 2010. 
This number will rise to 640 by 2015.

1,645 people aged 65–74 years are predicted to have a long-standing health condition 

purpose 
& 

structure

the place 
&

the people

Improving 
health & 
wellbeing

children 
& young 
people

younger 
adult 
health

priorities 
for 

investment

older 
adult 
health

NHS Waltham Forest & The London Borough of Waltham Forest Joint Strategic Needs Assessment 2009-2010 PAGE 79



NHS Waltham Forest & The London Borough of Waltham Forest Joint Strategic Needs Assessment 2009-2010 PAGE 80

caused by a heart attack in 2010. This number is predicted to rise to 1,715 by 2015. 
The local authority estimated in 2006 that about 7.5% of the population (1,803 people) 
over 65 suffered from dementia, much higher than the actual registrations. 

There are an estimated 4,280 people living with diabetes aged 60+ in the borough.

Table 6.1 sets out the number of people aged over 65 who are estimated to be unable 
to manage at least one mobility activity on their own, projected from 2008 to 2025. 
The projections show an increase of about 16% over this period.   The source is the 
Department of Health Projecting Older People Population Information project which 
provides a range of useful information on older people.

Table 6.1 
Waltham Forest 
– people aged 65+ 
unable to manage 
at least one  
mobility activity 
on their own, by 
age, projected to 
2025

Source: DH 
Projecting Older 

People Population 
Information. (Figures 
may not sum due to 

rounding.)

People aged 65–74 unable to 
manage at least one mobility 
activity on their own

People aged 75+ unable to 
manage at least one mobility 
activity on their own

Total population aged 65+ 
unable to manage at least 
one mobility activity on 
their own

Activities include going out of doors and walking down the road, getting up and going downstairs, 
getting around the house on the level, getting to the toilet, getting in and out of bed

2008

1,024

2,664

3,688

2010

1,024

2,640

3,664

2015

1,048

2,712

3,760

2020

1,088

2,832

3,920

2025

1,160

3,120

4,280

Early diagnosis, frequent assessment and early intervention are important 
aspect of quality of care for all these conditions. 

It is estimated that 2,600 people aged 65+ years are living with severe disability and 
will need a high level of care. Transforming social care policy will lead to increasing 
numbers of these adults receiving direct payments to plan their own care.38 

The outcome aspiration is:

65% of all Adults and older people within social  

care receiving direct payments and/or individual  

budgets by 2013

  38Putting People First: a shared vision and commitment to the transformation of adult social care, DH, 2007
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6.4		 End	of	life	care	

The percentage of residents in Waltham Forest dying in acute hospital setting is 70% 
with only 14.67% dying at home. The performance for the indicator (NI 129/VSC 15) 
on last nationally available data (2007 published in December 2008) gave Waltham 
Forest a score of 15.1% - a ranking of 30 out of 33 London boroughs. End of Life 
care should be compliant with NICE guidelines e.g. out of hours specialist advice for 
palliative care.

The Liverpool Care Pathway has been introduced within Whipps Cross University 
Hospital and in community nursing and care homes.  In addition, the PCT is in the 
process of introducing the Gold Standard Framework in primary care.  Of the 47 
practices, 35 have signed up for the Local Enhanced Service that reimburses GP 
practices for establishing patients’ wishes for end of life care.  In addition, Outer North 
East London provider services have been commissioned to provide out of hours service 
and a palliative care lead nurse.

Issues for future commissioning focus on the shift in activity from acute hospital 
to community and for ensuring that best practice is developed in Waltham Forest, 
including support for those who wish to die at home and early and rapid assessment in 
hospital for discharge and access to fast tracked continuing care assessments in nursing, 
residential homes and extra care schemes to enable care in the community.

The outcome aspiration is:

20% of all deaths occur at home by 2013
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This chapter looks at the aspirational outcomes identified by NHS Waltham Forest, and 
the likely impact in terms of the overall goals of increasing life expectancy and reducing 
the inequalities in health across the socio-economic gradient as measured by the Index 
of Multiple Deprivation.. For each outcome the baseline level of the relevant indicator is 
recorded with the trend where known. The associated factors are described along 
with a summary of effective interventions. These areas for investment are evaluated to 
estimate relative economic value.

In addition some other areas for investment by the Borough and partners which are 
highlighted in the previous sections are summarised.

 
7.1	 Increasing	life	expectancy

As stated earlier in chapter 3, one model of influences on health proposes that 
outcomes for health are determined by a combination of genetic predisposition 
interacting with environmental influences and individual lifestyle behaviours, which 
is then mediated by healthcare services to restore good health where required. PCT 
investment is largely but not totally in health and social care (see Figure 7.1). This shows 
the proportionate influence of different factors and the principal sources of investment.
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One of the aspirations of the PCT is to reduce the number of premature deaths due 
to conditions for which there are known effective interventions. The mortality rate 
is decreasing but is higher than that of London and this indicates there is scope for 
considerable health gain. See Figure 7.2.

Figure 7.2 
Mortality from 
causes considered 
amenable to 
healthcare 

The care pathway starts with health promotion and prevention. The effect of lifestyle 
behaviours on health outcomes and other prevention measures can be substantial; 
for example, men who smoke and are obese lose 13.7 years of life expectancy, while 
females lose 13.3 years39  (see Table 7.1). The years of life expectancy lost in years are 
calculated in comparison with normal weight non-smoker, 40 years old.

Table 7.1 
years lost due 
to unhealthy 
behaviours

Normal weight, non-smoking – –

Overweight, non-smoking 3.1 3.3

Obese, non-smoking 6.7 7.2

Obese, smoking 13.7 13.3

risk Factor  Male Female

  39Goals for the Common Good: Exploring the Impact of Education. 2009. A joint publication of the American Human 
Development Project and United Way

Calculating excess deaths is a way to compare mortality rates by age in the borough 
with the mortality rates of England or London. An excess of deaths calculation shows 
the number of deaths – by age – which would need to be avoided to enable the life 
expectancy of Waltham Forest residents to be the same as England or London. So that 
is what we have illustrated in this chapter. Figures 7.3 and 7.4 show excess deaths by 
gender and age for Waltham Forest  compared to England, and London respectively.
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Figure 7.3 
Excess deaths 
in Waltham 
Forest compared 
to England, by 
gender and age

Source: Office for 
National Statistic, VS 

tables

The totals of under 75 (premature deaths) are 56 for men and 21 for women. The totals 
for all ages are 118 for men and 34 for women.

Figure 7.4 
Excess deaths 
in Waltham 
Forest compared 
to London, by 
gender and age

Source: Office for 
National Statistic, VS 

tables

The totals of excess premature deaths (in those aged 75 or less)) compared to London 
are 47 for men and 28 for women. The totals for all ages are 133 for men and 79 for 
women.
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The number of excess premature deaths in Waltham Forest due to circulatory diseases 
when compared to England is 25 for men and 8 for women. The number of excess 
premature deaths in Waltham Forest due to cancer when compared to England is 10 for 
men but there are 4 less for women.

NHS Waltham Forest, the Borough and other strategic partners will want to analyse the 
resources invested in prevention and treatment, and decide whether or not to reinvest 
for greater impact. One way to do this is to take a health economics approach.

7.2	 Health	economic	considerations

7.2.1	Programme	budgeting

Programme budgeting is a tool to examine expenditures by groups of health issues and 
outcomes.  The 2007-08 summary (see Figure 7.5) for Waltham Forest shows that for 
CVD and cancer, which are the two largest causes of death and contributors to health 
inequalities, outcomes are poor and expenditures are low.    

Figure 7.5 
Programme 
budgeting results 
for Waltham 
Forest 2007-08

Source: Office for 
National Statistic, VS 

tables
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Waltham Forest PCT’s highest spend areas are £226 per head per year on Mental 
Health, £101 on Circulation and £81 on Maternity.  The spend on Healthy Individuals 
is significantly higher than the England average. The outcomes for Infectious Diseases 
are significantly worse than the England average, but for Mental Health outcomes are 
significantly better.

The implication is that it would be worth examining the options for balancing spend 
between programmes to achieve better outcomes in the key programmes, CvD and 
cancers. If the PCT were spending the same amount per head of population on mental 
health as the oNS cluster average used in the Dh analysis then £4.5m would be 
available for reinvestment.

7.2.2	 Return	on	investment	for	the	condition-specific	aspirational	outcomes

Economic evaluation shows that effective smoking cessation is a very cost effective  
intervention and is the single aspect of primary prevention with the most potential to 
increase life expectancy. 

Baseline:   20.6% (2008/9 NSMP)

Trend:    rising

Associated factors:   deprivation, parenting, lack of physical activity

What works?   parenting, community approaches, breastfeeding

Return on investment:  for whole population, 1% reduction or 1% avoidance in  
     rate of increase would see a return of £400,000 (net of  
     intervention costs in NICE guidance)

1	 No more than 21% of children in year 6 will be obese by 2013

Baseline:   80.2% (range 65-97%) patients with CHD 2007/8 QOF

Trend:    improving

Associated factors:   complete up-to-date registers, practice protocols, audit, 
     patient education

What works?   exercise, lifestyle change, patient empowerment, diet and  
     lipid lowering agents

Return on investment:  cost per QALY – £13,000 for exercise 
       £11,600-22,200 for lifestyle change 
       £5,000 to 22,000 for lipid lowering 
       (varies with age and other risk factors)

2	 The percentage of patients with diabetes whose last measured total cholesterol  within  
 previous 15 months is 5 mmol/l or less is 83.50% by 2013



Baseline:   98.5 per 100,000

Trend:    decreasing

Associated factors:   smoking, weight, exercise, diabetes, hypertension

What works?   smoking cessation, diet, anti hypertensive treatment, lipid  
     lowering agents, revascularisation, post event treatment,  
     cardiac rehabilitation

Return on investment:  cost per QALY:  £660-1430 for smoking 
       £13,000 for exercise 
       £11,600-22,200 for lifestyle change 
       £489-1282 for anti hypertensive therapy 
       (varies with age and other risk factors) 
       £5,000 to 22,000 for lipid lowering 
       (varies with age and other risk factors) 
       £20,000 for primary angioplasty 
       £3,200 for post event B blockers 
       £5000  for stroke brain scan within 24 hrs 
       On ‘scan all immediately’ policy

     Cost utility calculated was $640 saved per QALY for 
     cardiac rehabilitation

     Incremental Cost Effectiveness Ratio (ICER) associated with  
     primary angioplasty compared with thrombolysis was  
     £9241 for each additional QALY.

3	 Mortality rate per 100,000 (directly age standardised) population from circulatory disease  
 in people aged 75 or less will be 53.4 by 2014
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Baseline:   DSR for under 75 years is 120 per 100,000

Trend:    decreasing

Associated factors:   smoking, diet

What works?   screening, chemotherapy, radiotherapy, surgery depending 
     on site and stage

Return on investment:  cost per QALY:  £660-1430 for smoking   
     cost per life year gained: < £1000 for diet

     ICER:  £8000 for cervical screening  
      £4026 for breast screening 
      £1570-8536 for bowel screening

4	 The SMr will be no more than 105.0 by 2012/13 for cancer
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Baseline:   93%

Trend:    improving

Associated factors:   complete up-to-date registers, practice protocols, audit, 
     compliance

What works?   primary care monitoring lifestyle factors and physical 
     health  NICE guidance/QOF indicator

Return on investment:  annual cost of care around £55,000 per patient – ICER of 
     primary care monitoring unknown

5	 95% The percentage of patients (cared for by gPs) with schizophrenia, bipolar affective  
 disorder and other psychoses with a review recorded in the preceding 15 months. In the  
 review there should be evidence that the patient has been offered routine health care.

7.3	 Priorities	for	the	partnership

• Addressing the social determinants
• Investing in early years and resilience
• encouraging young people to complete education and achievement
• Infant mortality
• Injury prevention (safety)
• Emotional wellbeing and mental health for CYP
• Integrated services for CYP with LTC
• Care for adults with SMI
• Transforming social care and direct payments

The relevant boxed statements are:
Many of these “causes of the causes” of poor health & wellbeing, which probably 
account for 80% of improvement in life expectancy, can be influenced locally, mainly 
through the Borough and the partners acting in partnership. 

The Borough and the PCT should invest further as a priority in:
Good antenatal care
Supporting parents
Excellent early years provision
Local public health offices

Education offers opportunities for significant improvements in life expectancy and 
inequalities. While increases in education will take years to have an impact, the 
impact will affect peoples’ lives for years

The recommendations of the National Support Team on Infant Mortality should be 
implemented.  In particular, promoting early antenatal booking among disadvantaged 



groups will help deliver the target, especially improving services for black and minority 
ethnic (BME) groups.

Traffic calming measures are a good investment.

Comprehensive CAMHS services with good access to Tiers 1 and 2 in particular are a 
priority for investment in the wellbeing of children and young people.

The integration of services for children and young people who have long-term limiting 
conditions, and their families, based on the Common Assessment Framework, is a 
priority.

There are around 2,300 people with serious enduring mental ill-health and the
commissioners should ensure they receive care as set out in the national standards

It is estimated that 2,600 people aged 65+ years are living with severe disability and will 
need a high level of care. Transforming social care policy will lead to increasing numbers 
of these adults receiving direct payments to plan their own care.
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The chart below shows how people’s health in this local authority compares to the rest of England. The local result for each indicator is shown as a 
circle, against the range of results for England which is shown as a bar. A green circle may still indicate an important public health problem.

1  Deprivation  96804  43.9  19.9  89.2  0.0

2  Children in poverty *  18129  39.2  22.4  66.5  6.0

3  Statutory homelessness  472  5.1  2.8  8.9  0.0

4  GCSE achieved (5A*-C inc. Eng & Maths)* 1252  46.7  48.3  26.5  73.3

5  Violent crime *  5423  24.4  17.6  38.4  4.8

6  Carbon emissions *  1080  4.9  7.2  15.7  4.6

7  Smoking in pregnancy  208  5.3  14.7  37.8  3.7

8  Breast feeding initiation *  3403  87.9  71.0  32.5  92.2

9  Physically active children *  28436  92.5  90.0  77.5  100

10  Obese children *  273  10.4  9.6  16.2  3.9

11 Children’s tooth decay (at age 5)  n/a  1.9  1.5  3.2  0.0

12  Teenage pregnancy (under 18) *  198  50.3  41.2  79.1  15.0

13  Adults who smoke *  n/a  24.4  24.1  40.9  13.7

14  Binge drinking adults  n/a  12.1  18.0  28.9  9.7

15  Healthy eating adults  n/a  26.5  26.3  15.8  45.8

16  Physically active adults  n/a  6.1  10.8  4.4  17.1

17  Obese adults  n/a  20.2  23.6  31.2  11.9

18  Over 65s ‘not in good health’  6393  24.7  21.5  32.5  13.5

19  Incapacity benefits for mental illness*  3860  26.3  27.7  59.4  8.7

20  Hospital stays for alcohol related harm*  3116  1501.5 1472.5  2615.1  639.9

21  Drug misuse  2251  14.7  9.8  27.5  1.3

22  People diagnosed with diabetes  11125  5.0  4.1  6.3  2.6

23  New cases of tuberculosis  112  50.8  15.0  102.1 0.0

24  Hip fracture in over-65s  164  518.2  479.8  699.8  219

25  Excess winter deaths  95  18.3  17.0  30.3  4.0

26  Life expectancy - male *  n/a  75.9  77.7  73.2  83.7

27  Life expectancy - female *  n/a  81.0  81.8  78.1  87.8

28  Infant deaths  22  5.3  4.9  9.6  1.3

29  Deaths from smoking  270  237.4  210.2  330.2  134.4

30  Early deaths: heart disease & stroke *  174  98.5  79.1  130.5  39.6

31  Early deaths: cancer *  209  119.6  115.5  164.3  75.7

32  Road injuries and deaths *  95  43.1  54.3  188.3 18.4
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Notes (numbers in bold refer to the above indicators) 1 % of people in this area living in 20% most deprived areas of England 2007 2 % of children living in families receiving means-tested benefits 2007 3 
Crude rate per 1,000 households 2007/08 4 % at Key Stage 4 2007/08 5 Recorded violence against the person crimes crude rate per 1,000 population 2007/08 6 Total end user CO2 emissions per capita (tonnes CO2 
per resident) 2006 7 % of mothers smoking in pregnancy where status is known 2007/08 8 % of mothers initiating breast feeding where status is known 2007/08 9 % 5-16 year olds who spent at least 2 hours per 
week on high quality PE and school sport 2007/08 10 % of school children in reception year 2007/08 11 Average number of teeth per child age 5 which were actively decayed, filled or had been extracted 2005/06 
12 Under-18 conception rate per 1,000 females (crude rate) 2005-2007 13 %. Modelled estimate from Health Survey for England 2003-2005 14 %. Modelled estimate from Health Survey for England 2003-2005 15 
%. Modelled estimate from Health Survey for England 2003-2005 16 % aged 16+ 2007/08 17 %. Modelled estimate from Health Survey for England 2003 -2005 18 % who self-assessed general health as ‘not good’ 
(directly age and sex standardised) 2001 19 Crude rate per 1,000 working age population 2007 20 Directly age and sex standardised rate per 100,000 population 2007/08 21 Crude rate per 1,000 population aged 
15-64 2006/07 22 % of people on GP registers with a recorded diagnosis of diabetes 2007/08 23 Crude rate per 100,000 population 2004-2006 24 Directly age-standardised rate for emergency admission 2006/07 25 
Ratio of excess winter deaths (observed winter deaths minus expected deaths based on non-winter deaths) to average non-winter deaths 1.08.04- 31.07.07 26 At birth, 2005-2007 27 At birth, 2005-2007 28 Rate per 
1,000 live births 2005-2007 29 Per 100,000 population age 35+, directly age standardised rate 2005-2007 30 Directly age standardised rate per 100,000 population under 75 2005-2007 31 Directly age standardised 
rate per 100,000 population under 75 2005-2007 32 Rate per 100,000 population 2005-2007 More information is available in The Indicator Guide: www.healthprofiles.info For information on your area 
contact your regional PHO: www.apho.org.uk
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Domain Indicator No. value Avg Worst England range best
  Per yr

l  Significantly worse than England average
l  Not significantly different than England average
l  Significantly better than England average
l  No significance can be calculated
*  relates to National Indicator Set 2009
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