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Section Four: Tackling Health Inequalities 
 

 
 
 
 
 
 
 

 

 

 

 

1 Background 
In 2005 the Annual Report of the Director of Public Health focused on health inequalities in Sutton and 
Merton. This section summarises this report. 

 

Health inequalities are the differences in health within a population due to social or economic circumstances.  
There is clear evidence of inequalities in death rates, illness, disability, quality of, and access to care and the 
underlying determinants of health such as housing, education and environment. These relate to where 
people live; their socio-economic background such as income, employment, education; their age, ethnic 
group and gender. 
 
Tackling health inequalities is important because inequality is widespread and in many cases this has 
widened over the last two decades.  Unless concerted action is taken, most policies inadvertently widen 
health inequalities.  
 
The two national goals specifically focused on health inequalities: 
 
Á In the long term, up to and beyond 2010 to reduce health inequalities by tackling the wider determinants 

of health such as poverty, poor housing and education  
 
Á To reduce inequalities in health outcomes by 2010 by 10 percent as measured by infant mortality and life 

expectancy at birth  
 
This chapter summarises the following areas: 
Á Strengthening disadvantaged communities 
Á Improving the health of vulnerable groups through targeted interventions 
Á Breaking the cycle of inequalities 
Á Tackling the major killers 
Á Improving access to good quality Services 

2 Proposed Priorities for Action 
Proposed priorities for joint action given in the report were to: 
Á Review area based initiatives to ensure that they are appropriately targeted (based on IMD 2004) and 

that activity takes account of what works. 

"Inequalities in health are not acceptable. Our fundamental aim must be to 
create a society where more people, particularly those in disadvantaged groups 

or areas, are encouraged and enabled to make healthier choices. 
In order to close the gap, we must ensure that the most marginalised and 
excluded groups and areas in society see faster improvements in health" 

Wanless, 2004 

Data warning 
This section summarises a report produced in 2005. The data in this section has not 
been updated. However many of the indicators included in this section have also been 
included in Section 3: Core dataset. In the core dataset, where possible, up to date 
information has been included. One of the public health work streams for 2008/09 is to 
update the information included in this section 
 
The trends reported in 2005 are very similar to current trends and so this section still 
gives a good overview of health inequalities in Sutton and Merton 
 
This section is a summary of the health inequalities report as a consequence references 
to the literature are not included, however the full report in Appendix 5.8 is fully 
referenced 
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Á Use this report to prioritise action on the inequalities in determinants of health that will have greatest 
impact on local inequalities in health. 

Á Develop and implement a tobacco control strategy. 
Á Develop and implement a childhood obesity strategy. 
Á Develop a rolling annual programme of structured health needs assessment and appropriate action for 

vulnerable groups. 
Á Lead local action to tackle unemployment and improve retention of employees. 
Á Review progress on the implementation of the recommendations of this report at least every two years. 
Á Systematically consider and address the impact of changes in local health services, including the 

implementation of Better Healthcare Close to Home and practice based commissioning, on inequalities 
in health. 

3 The importance of tackling health inequalities 
Á Inequalities are widespread in society and yet many are preventable. 
Á Unless concerted action is taken, most policies inadvertently widen the differences in health experience 

between the richest and the poorest. 
Á Many of these differences have been widening in recent years. 
Á Research suggests that societies with a wide gap between rich and poor experience additional social 

problems, for instance crime. 
Á Tackling health inequalities is now a national priority, reflected in key targets.  
 
The causes of inequalities are multiple.  A socio-economic model describes the complex interaction of 
different factors that influence health. These include age, gender and genetic composition that are fixed and 
others which are amenable to change including: 
Á The socio-economic, cultural and environmental conditions of the society in which people live. 
Á Social and community networks. 
Á Living and working conditions. 
Á Access to health care, employment and education. 
Á Life-style choices, for instance smoking. 
 
However individuals do not have equal choices: lifestyle choices are affected by socio-economic and cultural 
factors. 
 

4 Addressing inequalities in infant mortality and life expectancy 

4.1   Infant mortality 

Infant mortality is the death of a child in the first year of life.  The infant mortality rate is often used as a 
comparative measure of a nationôs health.  In England and Wales during 2004 it was 5.1 deaths per 1,000 
live births. 
 
Infant mortality rates show large socio-economic differences at national level.

  
Fortunately numbers of deaths 

at a local level are too few to demonstrate this. Reducing this difference is a key national target for tackling 
inequality and requires initiatives to improve maternal health, child health and the wider environment.  
 
The majority (70%) of all infant deaths occur during the first 28 days of life and the main causes are 
prematurity, congenital malformation and Sudden Infant Death Syndrome (SIDS).  All show a strong social 
class gradient.

  
Contributory factors include low birth weight and maternal smoking that are also strongly 

related to socio-economic group. 

What do we know about infant mortality in Sutton and Merton? 

Over the 3 year period 2000-02, there were an average of 11 infant deaths per year in Sutton and 8 in 
Merton (Office of National Statistics, 1990-2002).  Numbers are clearly far too small for analysis at sub-
borough level, so we cannot describe local geographical inequalities in infant mortality.   
 
Figure 1 shows the 3-year average infant mortality rate for the years 1990-2002 for the boroughs of Sutton 
and Merton, compared to London.   
 
In both boroughs the infant mortality rate is lower than London throughout the time period.  Average infant 
mortality for the 3-year period 2000-2002 was 5.0 and 3.1/1,000 live births in Sutton and Merton respectively.  
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For Merton this rate was significantly lower than the London average of 5.7/1,000.  The low numbers explain 
why even the 3 year average rate shows marked variation.  

Figure 1 Thee year average infant mortality per 1000 live births, 1990-2002, by borough 

 
 
 

 
 

4.2 Life expectancy  
Life expectancy is estimated for children at birth.  It is not predictive of actual anticipated life expectancy of 
individual children living now, but a summary measure of current death rates among mainly adults and older 
people. 
 
Life expectancy has improved greatly over the last century. A boy born in 2004 can expect to live to age 76, 
compared with a life expectancy of 45 years for boys born in 1900; for girls the difference is 80 years 
compared with 50 in 1900.

 

 
What are the inequalities issues in life expectancy? 

 Life expectancy differs between geographical areas and social groups; also by ethnicity and gender.  
Á Men live on average about 5 years less than women: the life expectancy at birth is 75.4 and 80.2 years 

respectively. 
Á The difference in life expectancy is large and is widening.  Between men in social class 1 and social 
class V it has widened from 5.5 years in the 1970ôs to 7.4 years in the late 1990s, while that for women 
increased from 5.3 years to 5.7 years. 

Á Smoking is responsible for most of the social class difference in mortality in middle age: if smoking rates 
were the same in men aged 35-69 in social classes I and V, it is estimated that the inequality in death 
rates between the classes would be reduced by 50%. 

Á There are notable geographical differences in life expectancy, with an average 1 year decline with each 
underground stop on the Jubilee line travelling east from Westminster to Canning Town. 

Á Death rates vary by country of birth. Men born in Ireland, Eastern Europe, West Africa, Bangladesh and 
the West Indies have higher death rates than the England average. Women born in Ireland, North Africa, 
India and Pakistan also have higher mortality. 

Á Nationally, circulatory diseases and cancer explain 40% and 20% of the difference in life expectancy 
between geographical areas with the worst life expectancy and the national average. 

What works to reduce infant mortality? 
Á Improving the quality and accessibility of antenatal care and support during the first year of 

life, particularly in disadvantaged areas 
Á Reducing low birth weight 
Á Reducing smoking in pregnancy 
Á Improving nutrition in pregnancy and infancy, including increasing the number of mothers 

who breastfeed 

Á Preventing teenage pregnancy and supporting teenage parents 
Á Improving housing conditions, especially for children in disadvantaged areas  
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Á Differences in deaths among people over 50 years contribute 79% of the geographical difference in life 
expectancy among women and 70% among men.

 
So action targeted action to people over 50 will have 

the greatest short-term effect. 

4.3 What do we know about inequalities in life expectancy in Sutton and Merton? 

Á Figures 2 and 3 show life expectancy for boys and girls by electoral ward in Sutton and Merton 
respectively, with 95% confidence intervals.  95% confidence intervals are shown by the black line and 
give the range in which we are 95% sure the true life expectancy lies.  Two life expectancy values with 
overlapping confidence intervals may not be truly different; two life expectancy values for which 95% 
confidence intervals do not overlap are significantly different. 

Á  Life expectancy for boys in Sutton  (76.5 years) is significantly higher than London (75.4 years). 
Á Life expectancy for girls in Sutton (80.3 years) is the same as that for London (80.3 years) and has 

barely increased in the last decade. 
Á Girls have a longer life expectancy than boys in all wards and the magnitude of the difference is 

statistically significant in most. 
Á There are large differences in life expectancy at birth between electoral wards within Sutton. 
Á For boys, the most extreme differences in life expectancy are 5 years between boys living in St Helier 

(73.3) and Stonecot (78.2). St Helier is significantly below, and no wards are significantly above, the 
borough average.  

Á For girls, the most extreme differences in life expectancy are 5.6 years between girls living in St Helier 
(77.7),and Nonsuch (83.3) wards. Sutton Central and St Helier are significantly below, and Stonecot, 
Carshalton and Clockhouse, Nonsuch and Worcester Park are significantly above the borough average 

Á Life expectancy for Merton boys (76.9 years) and girls (81.3 years) is significantly higher than for London 
(75.4 and 80.3 years respectively)   

Á Girls have a longer life expectancy than boys in all wards, and the magnitude of the difference is 
statistically significant in most  

Á There are large differences in life expectancy between electoral wards within Merton. 
Á For boys, the most extreme differences in life expectancy are 8.3 years between boys living in Cricket 
Green (72.4) and Village (80.7).   Figgeôs Marsh and Cricket Green are significantly below, and 
Wimbledon Park, Merton Park and Village are significantly above, the borough average.  

Á For girls, the most extreme differences in life expectancy are over 8 years between girls living in Cricket 
Green (77.0) and Hillside (85.3).   Cricket Green and Trinity are significantly below and Village and 
Hillside are significantly above the borough average.  

 
 

Figure 2  Life expectancy at birth by sex, Sutton, 1998-2002 (Source: LHO) 
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Figure 3  Life expectancy at birth by sex, Sutton, 1998-2002 (Source: LHO) 

 

 
 
 

  
 
 
 
 
 
 
 

WHAT WORKS TO INCREASE LIFE EXPECTANCY? 

Á Reducing smoking in manual groups through stop smoking services and tobacco control 
programmes 

Á Reducing risk factors such as poor diet and physical inactivity which contribute to obesity, and 
high blood pressure 

Á Improving environmental factors, such as housing conditions and reducing the risk of accidents 
Á Targeting the over 50s - among whom the greatest short term impact on life expectancy will be 

made 

Key Messages 
Á Infant mortality rates are lower in Sutton and Merton than London and nationally: due to small 

numbers, national inequalities cannot be confirmed at a local level, but it is likely these 
inequalities exist. 

Á The consistently shorter life expectancy of boys compared to girls is seen across all wards. 
Á There are marked geographical differences in life expectancy at birth across both boroughs. 
Á Reducing smoking and exposure to tobacco will have a great impact on inequalities in infant 

mortality and life expectancy. 

Á Targeting services aimed at prevention of the major killers (circulatory diseases and cancer) to 
the over 50ôs will have the greatest short-term impact. 

Á Addressing differences in the wider determinants of health will have the greatest long-term 
impact on health inequalities. 
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5 Strengthening disadvantaged communities and tackling the wider 
determinants of health  

Poor health is both a cause and a consequence of disadvantage.  A growing body of evidence since The 
Black Report shows that people who live in disadvantaged circumstances suffer poorer health, more illness, 
distress, incapacity and shorter lives than people from affluent backgrounds. Tackling these problems and 
improving people's health needs interventions across a range of sectors that take into account broader 
social, economic, cultural, political and environmental factors.  
 
The IMD 2004 is based on ñSuper Output Areasò (SOAs) comprising between 1,000 and 3,000 residents.  
There are 32,482 SOAs in England.   

5.1 Distribution of the Index of Multiple Deprivation 2004 

Index of Multiple Deprivation 2004 for Sutton and Merton: comparison with neighbouring boroughs and 
districts 

At a district or borough level, a rank of 1 indicates the most deprived and 354 the least deprived in England.  
Sutton has a rank of 236 and Merton 220. In South West London, Wandsworth (128) and Croydon (140) 
have a more deprived rank and Kingston (266) and Richmond (301) have a less deprived rank.  The most 
deprived bordering district is Lambeth (23).  Reigate and Banstead (309) and Epsom and Ewell (340) are the 
most affluent bordering districts. 
 
Figures 4A and 4B show the differences in IMD 2004 at ward level, measured by a local ward based IMD 
indicator.  This is based on an average rank of SOAs in each ward, weighted to take account of population 
size.  
 
For this indicator (in contrast to most IMD ranking data but consistent with most ward level data in this 
section) the higher the value for the indicator in the graphs, the more deprived the ward.  For this section we 
have considered a ward with a local ward based IMD indicator of 50 or more as deprived, and one with an 
IMD indicator of 20 or less as affluent. 
 
Multiple deprivation by ward in Sutton:  
Á There are 3 wards identified as deprived, with a local ward based IMD indicator of 50 or more: St Helier 

(67.9), Wandle Valley (64.1) and Beddington South (50.4). 
Á There are 3 wards identified as affluent, with a local ward-based IMD indicator of 20 or less: Cheam 

(10.9), Nonsuch (15) and Belmont (19.3).  These are located in the west of the borough. 
 
Multiple deprivation by ward in Merton: 
Á There are 7 wards identified as deprived, with a local ward based IMD indicator of 50 or more: Cricket 

Green (67.7), Figge' s Marsh (63.2), Ravensbury (62.8), St Helier (58.5), Lavender Fields (56.9), 
Pollards Hill (54.5) and Colliers Wood (53.1).  These are located in the east of the borough. 

Á There are 4 wards identified as affluent, with a local ward based IMD indicator of 20 or less:  Village 
(10.4), Hillside (17.6), West Barnes (17.6) and Dundonald (19.9).  These are in the west of the borough. 

 
Multiple deprivation by output area in Sutton: 
Á There are 4 SOAs in Sutton that are amongst the most deprived 20% in England.  Three of these are in 

Beddington South, a ward identified as deprived, clustered around the Roundshaw Estate.  The fourth is in 
Wandle Valley, which is also a ward identified as deprived. 
Á There are no SOAs in the most deprived 5% in England. 
Á A study of the 20 most deprived SOAs in Sutton showed that 12 are located in wards identified as 

deprived: St Helier (5), Wandle Valley (4) and Beddington South (3).  One SOA is located in Belmont, a 
ward identified as affluent.  The other 7 most deprived SOAs identify small areas of deprivation in The 
Wrythe, Sutton Central, Carshalton South & Clockhouse, Wallington North and Sutton North (local ward-
based IMD indicator 20-50). 
Á There are 43 SOAs in the least deprived 20% in England, of which 6 are in the least deprived 5%. 

DATA WARNING 

 This section discusses the IMD 2004 scores 

 Public health in currently updating the local information on deprivation. In Section 3: Core 
Dataset some of the new data (from 2007) is included. 

 Overall the IMD ranking in Sutton and Merton has remained similar between 2004 and 2007 
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Á An example of marked variation within a ward is Beddington South with SOAs in the most deprived 20% in 
England as well as SOAs in the least deprived 20%. 

Multiple deprivation by SOA in Merton 

Á There are 2 SOAs in Merton that are in the most deprived 20% in England.  Both are in wards identified 
as deprived: one is in Cricket Green, on the Phipps Bridge Estate, and the other in Figgeôs Marsh, 
around Mitcham Fair Green.  

Á There are no SOAs in the most deprived 5% in England. 
Á A study of the 20 most deprived SOAs in Merton showed that 18 are in wards identified as deprived: 

Cricket Green (4), Figge's Marsh (3), Ravensbury (3), St Helier (3), Lavender Fields (1), Pollards Hill (3) 
and Colliers Wood (1).  There are no SOAs in wards identified as affluent.  The other 2 SOAs identify 
small areas of deprivation in the wards of Abbey and Raynes Park (local ward-based IMD indicator 20-
50). 

Á There are 36 SOAs in the least deprived 20% in England, 5 of which are in the least deprived 5%. 

Á There are no wards with SOAs that fall in the most deprived 20% and the least deprived 20% in England.
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Figure 4 Local ward based IMD indicators -  Sutton 
Source: Office of the Deputy Prime Minister (ODPM), Indices of Multiple Deprivation, 2004 

Note: Local ward based IMD indicator calculated by public health 

 

Figure 5 Local ward based IMD indicators -  Merton 

Source: Office of the Deputy Prime Minister (ODPM), Indices of Multiple Deprivation, 2004 
Note: Local ward based IMD indicator calculated by public health 

 

Figure 6: Index of multiple deprivation by SUPER OUTPUT AREA 

 
Figure 6: Index of multiple deprivation by super output area  

Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004 

 
 

 

The darker the shading the more deprived the SOA 
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5.2 Income deprivation 

Figure 7:  Income deprivation by super output area  
(Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 

 

 

 

Income deprivation by super output area in Sutton 
Á There are 9 SOAs in the most deprived 20% in 

England.  Seven of these are in the wards identified 
as deprived: Beddington South (3), Wandle Valley (2) 
and St Helier (2).  One is in Belmont a ward identified 
as affluent.  The 9

th
 is in The Wrythe. 

Á There are no SOAs in most deprived 5% in England. 
Á There are 37 SOAs in the least deprived 20% in 

England, of which 7 are in the least deprived 5% and 
3 of these are in the least deprived 1%. 
Á Examples of marked variations within wards are: 
Á Beddington South has SOAs in the most 

deprived 20% in England and in the least 
deprived 20% 

Á Belmont has 1 SOA in the most deprived 20% 
in England but also has 2 SOAs in the least 
deprived 5%, 1 of which is in the least deprived 
1% in England 

Income deprivation by super output area in 
Merton 
Á There are 10 SOAs in the most deprived 20% in 

England.  Nine of these are in the wards 
identified as deprived: Cricket Green (3), Figge's 
Marsh (2), Pollards Hill (3) and Lavender Fields 
(1).  The 10

th
 is in Abbey.  None are in the wards 

identified as affluent.  
Á There is 1 SOA is in the most deprived 5% in 

England.  This is in Cricket Green, a ward 
identified as deprived. 
Á There are 25 SOAs in the least deprived 20% in 

England, of which 7 are in the least deprived 5% 
and 1 of these is in the least deprived 1%. 
Á There are no wards with SOAs that fall in both 

the most deprived 20% and the least deprived 
20% in England. 

Income 
This domain identifies the proportion of the population experiencing income deprivation, defined by eligibility for 
a range of benefits or tax credits in an area.  At borough (district) level, the rank of income deprivation for Sutton 
is 113 and Merton 99.  Both boroughs appear much poorer (more income deprived) than their overall IMD rank 
would imply.  Sutton and Merton each have a similar number of SOAs in the most deprived 20% in England. 

The darker the shading the more deprived the SOA 
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5.3 Employment 

Figure 8:  Employment deprivation by super output area 

Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Employment 
This domain identifies the proportion of the population experiencing employment deprivation defined by 
unemployment, incapacity and disability claimants and New Deal participants in an area.  At borough 
level, the rank of employment deprivation for Sutton is 144 and 121 for Merton.  This suggests that both 
boroughs experience more employment deprivation than the overall IMD 2004 would imply.  Sutton and 
Merton have similar numbers of SOAs in the most deprived 20%, mostly in the wards identified as 
deprived. 

 

Employment deprivation by super output are in 
Sutton  
Á There are 3 SOAs in the most deprived 20% in 

England.  Two of these are in Beddington 
South, one of the wards identified as deprived.  
The 3

rd
 is in Carshalton South & Clockhouse.  

None are in affluent wards. 
Á There are no SOAs in the most deprived 5% in 

England. 
Á There are 57 SOAs in the least deprived 20%, 

of which 7 are in the least deprived 5%. 
Á Examples of marked variation within wards: 
Á Carshalton South & Clockhouse has 2 SOAs 

in the least deprived 5% in England and 
another SOA in the most deprived 20% 

Á Beddington South has SOAs in the most 
deprived 20% and the least deprived 20%. 

Employment deprivation by super output 
are in Merton 
Á There are 3 SOAs in the most deprived 

20% in England.  All 3 are in wards 
identified as deprived: Cricket Green (1), 
Figgeôs Marsh (2). 

Á There are no SOAs in the most deprived 
5% in England. 

Á There are 52 SOAs in the least deprived 
20% in England, of which 13 are in the 
least deprived 5% and 3 of these are in the 
least deprived 1%. 

Á There are no wards with SOAs that fall in 
both the most deprived 20% and the least 
deprived 20% in England. 

The darker the shading the 
more deprived the SOA 



JSNA Section Four: Tackling Health Inequalities: A summary of the 2005 Annual Public Health Report 

Page 12 of 38 

5.4 Health and disability  

 
Figure 9: Health deprivation and disability by super output area 

Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004 

 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Health 
This domain identifies areas with relatively high rates of people who die prematurely or whose quality of 
life is impaired by poor health or who are disabled. This is the only domain with no SOAs in the most 
deprived 20% in England in either Sutton or Merton. 

Health deprivation by super output area in 
Sutton 
Á There are no SOAs in the most deprived 20% 

in England.  This is the only domain where this 
applies.   

Á However, there are 14 SOAs in the most 
deprived 21-40% in England.  Nine of these 
are in wards identified as deprived:  
Beddington South (3), Wandle Valley (3) and 
St Helier (3).  One is in Belmont, a ward 
identified as affluent.  

Á There are 61 SOAs in the least deprived 20% 
in England, of which 7 are in the least deprived 
5%. 

Á Examples of marked variations within wards: 
Á Belmont and Carshalton South & 

Clockhouse have SOAs in the most 
deprived 40% and also have SOAs in the 
least deprived 5% in England 

Á Beddington South, Sutton Central and 
Wallington North have SOAs in the most 
deprived 40% as well as SOAs in the least 
deprived 20%. 

 

Health deprivation by super output area in 
Merton 
Á There are no SOAs in the most deprived 

20% in England.  This is the only domain 
where this applies. 

Á However, there are 7 SOAs in the most 
deprived 21-40% in England.  5 of these are 
in wards identified as deprived: Cricket 
Green (3) and Figgeôs Marsh (2).  None of 
these are in wards identified as affluent. 

Á There are 62 SOAs in the least deprived 
20% in England, of which 16 are in the least 
deprived 5% and of these, 2 are in the least 
deprived 1%. 

Á Examples of marked variations within wards:  
Á Raynes Park has a SOA in the most 

deprived 40% as well as 2 SOAs in the 
least deprived 5% 
Á Abbey has SOAs in the most deprived 40% 

in England as well as in the least deprived 
20%. 

 

The darker the shading the more 
deprived the SOA 
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5.5 Education, skills and training  

 
Figure 10: Education skills and training  by super output area 

Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004 

 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Education 
This domain identifies the extent of deprivation in education, skills and training in a local area. The indicators 
are split into sub domains: one relates to education deprivation for children and young people in the area and 
the other to lack of skills and qualifications among the working age adult population. Sutton has more SOAs in 
the most deprived 20% in England on this domain than any other, and more than Merton.  In both boroughs all 
of these SOAs are in the most deprived wards. 

Education, skills and training deprivation by 
super output area in Sutton  
Á There are 11 SOAs in the most deprived 20% in 

England.  All 11 are located in the 3 wards 
identified as deprived: Beddington South (2), 
Wandle Valley (4), St Helier (5).  

Á There are no SOAs in the most deprived 5% in 
England. 

Á There are 39 SOAs in the least deprived 20% in 
England, of which 16 are in the least deprived 
5% and 2 of these are in the least deprived 1%. 

Á An example of marked variation within a ward is 
Beddington South, which has SOAs in the most 
deprived 20% in England, as well as in the least 
deprived 20%, one of which is in the least 
deprived 5%. 

 

Education, skills and training deprivation by 
super output area in Merton 
Á There are 5 SOAs in the most deprived 20% in 

England.  These are all located in 4 of the 
wards identified as deprived: Ravensbury, 
Cricket Green, Pollards Hill (2) and Figgeôs 
Marsh.  

Á There are no SOAs in the most deprived 5% in 
England. 

Á There are 54 SOAs in the least deprived 20% 
in England, of which 18 are in the least 
deprived 5% and 3 of these are in the least 
deprived 1%. 

Á There are no wards with SOAs that fall in both 
the most deprived 20% and the least deprived 
20% in England. 

The darker the shading the 
more deprived the SOA 
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5.6 Barriers to housing and services deprivation 

Figure 11: Barriers to housing and services deprivation 
Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Barriers to housing and services deprivation by 
super output area in Sutton  
Á There are 9 SOAs in the most deprived 20% in 

England.  Only 3 of these SOAs are Iocated in the 
wards identified as deprived: Beddington South (2) 
and Wandle Valley (1).  One is in Cheam, a ward 
identified as affluent.  The others are in Carshalton 
South & Clockhouse (1), Beddington North (2), The 
Wrythe (1) and Wallington South (1). 

Á There are no SOAs in the most deprived 5% in 
England. 

Á There are 2 SOAs in the least deprived 20% in 
England. 

Á Examples of marked variations within wards: The 
Wrythe and Cheam have SOAs in the most 
deprived 20% and least deprived 20% in England. 

 

Barriers to housing and services deprivation 
by super output area in Merton 
 
Á There are 6 SOAs in the most deprived 20% 

in England. Only 2 of these are in the wards 
identified as deprived: Figgeôs Marsh and 
Lavender Fields.Three are in wards identified 
as affluent: Village (1) and Hillside (2).  The 
6

th
 is in Raynes Park.  

Á There are no SOAs in the most deprived 5% 
in England. 

Á There are 2 SOAs in the least deprived 20% 
in England.   

Á There are no wards with SOAs that fall in 
both the most deprived 20% and the least 
deprived 20% in England. 

Barriers to housing and services 
This domain identifies the proportion of the population experiencing barriers to housing and key local services 
in an area.  The indicators fall into two sub domains: ñgeographical barriersñ and ñwider barriersò which 
includes issues relating to access to housing such as affordability. 
 
This is the only other domain, alongside education, skills and training deprivation, for which Sutton has a 
higher number of SOAs in the most deprived 20% than Merton. 
 
In both boroughs, a significant number of SOAs amongst the most deprived in England, are not located within 
the wards identified as deprived.  One of these in Sutton and 3 in Merton are in the wards identified as 
affluent.  This may be explained by the reduced affordability in these areas. 

The darker the shading the 
more deprived the SOA 
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5.7 Crime deprivation 

Figure 12: Crime deprivation 
Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004 

 

Crime 
This domain identifies the rate of recorded crime for four major crime themes ï burglary, theft, criminal 
damage and violence ï representing the occurrence of personal and material victimisation at a small area 
level. 
 
There is one SOA, in Sutton North that is in the most deprived 1% in England, the only domain in Sutton 
or Merton for which this applies.  Sutton has fewer SOAs in the most deprived 20% in the country than 
Merton. 

Crime deprivation by super output area in 
Merton  
Á Merton has 11 SOAs in the most 

deprived 20% in England.  Seven of 
these are in the wards identified as 
deprived: Cricket Green (3), Figgeôs 
Marsh (2), Ravensbury (1) and Pollards 
Hill (1).  One is in West Barnes, a ward 
identified as affluent.  The other 3 are in 
Trinity (2) and Cannon Hill (1). 

Á There are no SOAs in the most deprived 
5% in England. 

Á There are 20 SOAs in the least deprived 
20% in England. 

Á Examples of variation within wards: West 
Barnes, Trinity and Cannon Hill which 
have SOAs in the most deprived 20% 
and least deprived 20% in England 

Crime deprivation by super output area in Sutton  
Á There is 1 SOA (ranked 216) that is in the most 

deprived 1% in England.  This is located in Sutton 
North Ward, which is not one of the wards 
identified as deprived.  This SOA has the most 
deprived rank for any domain in Sutton and 
Merton.  

Á There are a total of 5 SOAs in the most deprived 
20% in England.  Two of these are in wards 
identified as deprived: Wandle Valley and 
Beddington South.  Two are in Sutton North ward 
(including the one, ranked 216).  The 5

th
 is in The 

Wrythe.  None are in the wards identified as 
affluent. 

Á There are no other SOAs in the most deprived 5% 
in England. 

Á There are 23 SOAs in the least deprived 20% in 
England, 1 of which is in the least deprived 5%. 

Á There are no wards with SOAs that fall in both the 
most deprived 20% and the least deprived 20% in 
England. 

 

The darker the shading the 
more deprived the SOA 
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5.8 Living environment deprivation 

Figure 13: Living environment deprivation 
Source: Office of the Deputy Prime Minister (ODPM), Indices of Deprivation 2004 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Living Environment 
This domain identifies characteristics of deprivation within ñthe living environmentò.  It is split into two sub 
domains: one relates to the ñindoorsò living environment and measures the quality of housing and the 
other, the ñoutdoorsò living environment, which contains two measures relating to air quality and road 
traffic accidents. 
 
This domain has 37 SOAs across Sutton and Merton (32 of which are in Merton) in the most deprived 
20% in England, more than for any other domain 

Living environment deprivation by super output 
area in Sutton 
Á There are 5 SOAs in the most deprived 20% in 

England.  One is in St Helier, a ward identified as 
deprived.  The other 4 are in Wallington South, 
Wallington North, Sutton West and Carshalton 
Central.  None are in the wards identified as 
affluent.  

Á There are no SOAs in the most deprived 5% in 
England. 

Á There are 5 SOAs in the least deprived 20% in 
England.  One of these SOAs is in Beddington 
South, a ward identified as deprived.  Three 
SOAs are in wards identified as affluent: Cheam 
(1) and Belmont (2).  The other is in Carshalton 
South & Clockhouse. 

Á There are no wards with SOAs that fall in both 
the most deprived 20% and the least deprived 
20% in England. 

 

Living environment deprivation by super 
output area in Merton 
Á There are 32 SOAs in the most deprived 

20% in England.  Of the 10 most deprived 
of these, 6 are in the wards identified as 
deprived: Cricket Green (2), Colliers Wood 
(2), Figgeôs Marsh (1) and Ravensbury (1).  
The other 4 are in Abbey (3) and Graveney 
(1). 

Á There are 2 SOAs in the most deprived 5% 
in England.  These are in the deprived 
wards Ravensbury and Cricket Green. 

Á There is only 1 SOA in the least deprived 
20% in England.   This is in Village, a ward 
identified as affluent. 

Á There are no wards with SOAs that fall in 
both the most deprived 20% and the least 
deprived 20% in England. 

The darker the shading the more 
deprived the SOA 
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What works to improve transport and access? 
Á Improving quality and availability of affordable 

public transportation in disadvantaged 
communities 

Á Working with local transport providers to initiate 
hospital specific public transport information 
and integrating transport planning into NHS 
planning 

Á Improving access to public buildings, good 
quality schools, shops, employment, 
social/leisure amenities and health services, 
especially for those living in underprivileged 
geographically distant communities 

 

What works to tackle crime and disorder? 
Á Crime prevention through addressing and 

challenging offending behaviour and tackling 
hate crime 

Á Early identification and diversion of young 
people at risk of becoming involved in criminal 
activity 

Á Targeted work with young offenders to 
undermine the supporting criminal and anti-
social sub-culture 

Á Projects to create community resistance to 
racially motivated crime 

Á Neighbourhood and street warden schemes in 
the most disadvantaged communities 

Á Effective education on reducing alcohol and 
drug misuse 

Á Targeting of prolific offenders 
 

What works to work with disadvantaged communities? 
Á Mechanisms for organisations to work in a committed partnership 
Á Local people represented in planning, implementation and management of projects (the greater the 

level of involvement, the larger the impact) 
Á Designing specific initiatives in appropriate and accessible settings with target groups to ensure 

acceptability (including cultural and educational sensitivity) 
Á Training and support for volunteers and local networks to ensure maximum benefit and to release 

capacity 
Á Local needs assessment, including participatory approaches which involve local people in research 
Á Reorientation of resources to equip and enable systematic investment in community-based initiatives 
Á Increased organisational flexibility to support a more responsive approach 

 

Key Messages 

Á Sutton and Merton include areas that are among the most deprived in the country. 

Á The IMD 2004 confirms areas of deprivation in East Merton, and the Northern wards and Roundshaw 
Estate of Sutton. 

Á The IMD 2004 also highlights small areas (SOAs) of deprivation not in wards or areas traditionally 
recognised as deprived. 

Á The pattern of deprivation differs for different domains. Key features are: 

Á Sutton and Merton both have up to 11 SOAs in most domains in the most deprived 20% in England. 

Á One SOA in Sutton is amongst the most deprived 1% in England for Crime. 

Á There are 32 SOAs in Merton within the most deprived 20% in England for living environment 
deprivation 

Á Tackling the wider determinants of health such as low educational attainment, and poor housing and 
material disadvantage will have some of the greatest long term impact on health inequalities.  

Á Community development approaches are core to strengthening disadvantaged communities. 

Á Tackling the wider determinants of health requires area based approaches and action, appropriately 
targeted, across the borough. 

 

What works to improve health through action 
on housing? 
Á Energy efficiency measures such as 

installation of central heating and 
replacement windows.  This can improve 
respiratory symptoms and contribute towards 
a reduction in physical symptoms such as 
joint ache, headache and back pain, and, in 
children, fewer lost schooldays as a result of 
asthma. 

Á Appropriate rehousing and refurbishment 
initiatives are also likely to have beneficial 
health outcomes, including improvement in 
mental health 

 

What works to improve employment? 
Á Health improvement campaigns for the 

employed and unemployed.  These aim to 
improve or maintain employability and assist in 
the adoption of healthy lifestyles.  

Á Greater opportunities for part time and flexible 
employment for mothers returning to work, 
supported by affordable, high quality childcare 
(parental employment can have beneficial 
effects on childrenôs health) 

Á Training and skills programmes for 
unemployed people 

Á Mentoring programmes for unemployed people 
with employed professionals acting as mentors 

Á Employer based policies to retain and attract 
individuals affected by illness and/or injury 
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5.9 Recommendations 

 

5.9.1 Area based initiatives 

Review the area based initiatives with a view to: 
Á Re-focus or extend initiatives to cover areas identified as deprived by the Indices of Multiple Deprivation 

(IMD 2004). 
Á Use recommended practice of what works to review current activities. 
Action: LSPs  
 
Build on current crime prevention policy to give a specific focus to investigating and implementing actions to 
address crime in the Sutton North ward where 1 SOA is in the most deprived 1% in England. 
Action: Safer Sutton Partnership 
 

5.9.2 Targeted action across the boroughs 

 Use this report to prioritise action on the inequalities in determinants of health, which will have the 
greatest impact on health inequalities, taking advantage of local opportunities. 

Action: LSPs 
 

 Develop a targeted action plan and implement effective measures to improve local housing: this impacts 
on recognised inequalities in life expectancy. 

Action: Local authorities, with LSPs 
 

 Undertake a transport review, to improve access to local health and other facilities through working with 
local transport providers and communities.  The long term planning for Better Health Care Closer To 
Home provides a local opportunity for action.  

Action: LSPs agree lead 
 

 The National Health Service (NHS) and local authorities as large local employers should lead local 
action to tackle unemployment and improve retention of employees.  

Action: NHS and local authorities 
 

 Review current mechanisms for working with local disadvantaged communities 
Action: LSP 
 

 Partners should share information sources, skills and resources to describe local needs and inform 
planning. 

Action: LSPs 
 

 Planning and implementation of key local community surveys and local needs assessments should be 
undertaken jointly. 

Action: LSPs 
 

 Further investigation of reasons underlying the high number of Merton SOAs that experience living 
environment deprivation. 

Action: Merton LSP 
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6 Improving health of vulnerable people 

6.1 Vulnerable older people 

6.2 Income deprivation affecting older people 

 

 

 

 

 

 

 

 

 

 

 

 

 

What are the inequality issues? 
Á 57% of all the ñfuel poorò are aged 60 and over: poorly insulated homes have high heating costs and 

contribute to fuel poverty.  Cold housing increases the likelihood of ill health, and may contribute to the 
excess of winter deaths among older people.  Properties in poor condition are disproportionately occupied 
by single older people. 

Á Of the 4,000 accidental deaths in the home in 1999, older people accounted for 47% (although only 16% of the 
population).  Falls caused the largest number of fatal injuries in older people (62%), and are a major cause of 
disability. The risk of a fall leading to dependence is a very real fear. 

Á The Acheson Inquiry, 1998 showed that the death rate of people aged 60 to 74 living in local authority rented 
accommodation was 16% higher than the national average 

Á In 2002/03 367 Sutton residents, and 380 Merton residents, over the age of 65 were admitted to hospital 
for more than three days after an accident.  Accident admission rates in Sutton and Merton are not 
significantly different from the rest of London.   

Income deprivation affecting older people in 
Merton 
Á In Merton 6 SOAs fall into the most deprived 

20% of all SOAs in England.  Four of these 
are in wards identified as deprived, Cricket 
Green (2), Lavender Fields (1) and Colliers 
Wood (1).  The other 2 are in Abbey.  None 
are in wards identified as affluent.  

Á There are 20 SOAs in the least deprived 
20%; 2 of these are in the least deprived 5%. 

There are no wards that have SOAs in both the 
most deprived 20% and the least deprived 20%. 

Income deprivation affecting older people in 
Sutton 

Á In Sutton 5 SOAs fall into the most deprived 20% 
of all SOAs in England. 

Á Three of these SOAs are in wards identified as 
deprived (see section 4.2.1), Beddington South 
(2) and St Helier (1).  Two are in Sutton Central.  
None are in wards identified as affluent. 

Á There are 37 SOAs in the least deprived 20% in 
England, of these 8 are in the least deprived 5%. 

An example of marked variation within a ward is 
Beddington South, which has SOAs in the most 
deprived 20% and least deprived 20% in England. 

The darker the shading the 
more deprived the SOA 
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6.3 Black and minority ethnic groups -  What are the inequality issues? 

Key inequalities issues for people from Black and Minority Ethnic groups are:  

Á Experience of racism has an adverse effect on indicators of both mental and physical health. 
Á Socio-economic factors account for a much greater proportion of inequalities between ethnic groups than 

previously, but they do not explain all the differences observed. 
Á In the Health Survey for England 1999 Pakistani, Bangladeshi and Indian men and women and Black 

Caribbean women reported worse general health than the rest of the population. 
Á People of South Asian origin and people identifying as Black Caribbean have a higher prevalence of 

diagnosed non-insulin dependent diabetes with higher mortality rates (three and a half times that of the 
general population). 

Á It is unclear whether BME groups have a higher prevalence of mental ill-health but some groups are 
between 3 and 5 times more likely to be treated in hospital for psychotic illness. Compulsory psychiatric 
admission and treatment is higher amongst Black ethnic groups. 

Á Coronary heart disease (CHD) is moderately higher in those of South Asian origin than in the population 
as a whole. 

Á Rates of stroke are two thirds higher in the Black Caribbean population compared to the general 
population.

 
 Pakistani and Bangladeshi men are between 60% and 70% more likely to have circulatory 

diseases (mainly stroke, see glossary) than the general population. 
Á The prevalence of HIV is higher in some BME groups.   
Á Certain BME groups experience inequalities in physical and mental health.   
 

6.4 Asylum seekers - What are the inequalities issues? 

Refugees and asylum-seekers are not a homogenous group and it is difficult to make generalisations across 
a range of ethnic groups, ages, social backgrounds and histories.  Many of the health problems of refugees 
overlap with those of other deprived or excluded groups, ethnic minority groups, or new entrants to the UK. 
 
London data suggests that average physical health status of refugees on arrival is not especially poor; most 
asylum-seekers in the UK are single men under 40.  There is some evidence to suggest that the health 
status of new entrants may become relatively worse in the first years after entry to the UK. 

What works to reduce accidents in older people? 
Multi-faceted falls prevention including home exercise programmes; medication review; assessment of 
balance, gait, and blood pressure; and addressing environmental risk factors. 
Á Handrails can produce a 60% reduction in falls. 
Á Among those with low impact fractures, treatment for osteoporosis reduces the chance of further 

fracture.
 
 

Á There is good evidence that the use of smoke alarms will reduce burn injuries. 
Á Older pedestrians (and disabled people) can benefit from traffic calming; low speed limits; 

pedestrian areas; audible pedestrian crossing signals; low kerb heights and stippled stones at 
crossings 

What works to improve the health of Black and Minority Ethnic groups? 
 
Á Link workers and bilingual health advocacy (including interpreting) programmes have beneficial effects 

in antenatal and infant care. 
Á Walk-in centres  (where patients can be seen without an appointment) could be more attractive to 

BME groups but findings from national evaluations are awaited.  Evidence from NHS Direct indicates 
that BME people are either less aware of the service or use it less. 

Á For specific conditions (CHD, diabetes), good practice includes involvement of at risk communities to 
identify barriers to optimal care and self-care; innovative use of a wide range of media; the creation of 
infrastructures for community involvement; and peer education schemes with accreditation. 

Á Good practice for mental health includes, in addition to the above, a strong element of community 
care, according with a preference for treatment in this setting by BME groups; open referral systems; 
and a focus on social inclusion with respect to relationships, education and employment. 

Á In smoking cessation, good practice has included training bilingual peer educators to run smoking 
cessation services; and working with Muslim communities during Ramadan through involvement of 
Imams 
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Health problems that are specific to or common among refugees are: 
Á Physical after-effects of war, torture, displacement and journey to the UK 
Á Communicable diseases such as tuberculosis and HIV are common in many of their home countries and 

immunisations against other communicable disease may be unavailable. 
Á Mental health problems following trauma are likely to be exacerbated by social and psychological 

problems arising from coping with a new culture and uncertainty over asylum claims. 
Á Difficulties accessing primary health care and mental health services, with language and cultural 

differences presenting important barriers. 
 

Table One: Number of people supported by local authorities ï week ending 25/02/05 
Source: London Asylum Seekers Consortium 

 Total 
number of 

Asylum 
Seekers 

Single 
Adults 

Total 
number 

of 
families 

Total 
number of 
adults in 
families 

Total number 
of children (0-
18 years) in 

families 

Total 
number in 
families 

Total number of 
unaccompanied 

children 

Sutton 108 12 28 37 42 79 17* 

Merton 89 3 23 30 39 69 17* 

6.5 Homeless people -  what are the inequalities issues? 

Rough sleepers, homeless people and families all suffer from extreme deprivation, social exclusion and 
significantly low life expectancy.  According to the Cross Cutting Review, 2002: 
 
Á 30-50% of rough sleepers suffer from a mental health problem 
Á In many areas 70-90% of rough sleepers misuse drugs 
Á In 1998, only a quarter of rough sleepers had access to a GP 
Á Single homeless people use accident and emergency services frequently, often as a substitute for 

primary care. 
 
Homeless households experience poorer physical and mental health than the general population, with an 
increased risk of infection and injury.  Homeless families living in temporary accommodation are more likely 
to be malnourished and have babies with a low birth weight. 

What do we know about homelessness in Sutton and Merton? 
Sutton has a higher level of homeless acceptance than Merton, which has one of the lowest levels among 
outer London boroughs.  However, these figures do not include homeless people placed in temporary 
accommodation in Sutton and Merton by other London boroughs.  Many residents in Merton B&B 
accommodation are placed there by neighbouring boroughs, and though registered with a general practice in 
their home borough may have difficulty in accessing this service 
 
Both boroughs report BME households as being significantly over-represented both in homelessness 
applications and in requests for housing advice.  
 
Most recent data suggest that neither borough has any rough sleepers. However these data may 
underestimate the problem. 

What works to improve the health of homeless people? 
The following are considered examples of  ñgood practiceò which by improving the health of homeless 
people should narrow the inequalities gap between them and the rest of the population: 
Á Improved identification of the health and healthcare needs of homeless families in temporary 

accommodation 
Á Improved access to primary health care for homeless people, including support to homeless people 

to register with a GP and providing outreach services 
Á Improving access to appropriate specialist services including substance misuse and mental health 

services 
Á Preventing homelessness through targeted support for specific groups such as at risk young people 
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6.6 People with learning disabilities  

What are the inequalities issues? 
Nationally there is evidence that people with learning disability have a shorter life expectancy than the 
population as a whole, despite recent increases in life expectancy for this group. 
 
There is some evidence that aspects of health care may be inferior for people with learning disability 
compared with the non-disabled population: 
 

 Fewer women with learning disabilities access cancer-screening services. 

 Diagnosis and treatment of some medical conditions (heart disease, hypothyroidism, osteoporosis) may 
be delayed or inadequate. 

 Over use of psychotropic drugs to manage people with challenging behaviour may result in poor 
outcomes. 

 Poorer access to, and experiences of secondary care: for example staff inexperienced in working with 
people who have communication difficulties may not recognise the health needs of people with learning 
disabilities. 

What do we know about the health of people with learning disabilities in Sutton and Merton? 
Locally we have shown a lower uptake of cervical screening than for women of comparable age in the 
general population.  Between a quarter and a third of women with learning disability report ever having had a 
cervical smear by comparison with approximately 80% across the two boroughs that have had a smear 
within the last five years. 
 
Although data is incomplete 18% are clinically underweight (Body Mass Index (BMI) < 20) and 21% are 
obese (BMI >30, see glossary).  Nearly a third (31%) report ever having a mental health problem. 

 

6.7  People with mental health problems  

 What are the inequalities issues? 

The link between mental health problems and social exclusion is intricate and well documented.  Mental ill-
health can be both the cause and the consequence of social exclusion, leading to a vicious cycle of 
homelessness, unemployment, and worsening physical and mental health. 
 
The key inequalities experienced by people with mental health problems are: 
Á Low levels of employment: less than 25% of people with mental ill-health work, though  many would like 

to do so. Of those with severe and enduring mental illness, 58% are capable of employment.  During 
long-term unemployment, mental health can deteriorate thus further reducing the chance of gaining 
work. 

Á Social exclusion, which might arise through stigma, discrimination and difficulties in maintaining social 
and family networks. 

Á Barriers to accessing health services: the Social Exclusion Report (2004) showed that 44% of people 
with mental ill health were dissatisfied with their GP because their physical health problems/symptoms 
were dismissed as a mental health issue. 

Á Poorer physical health and increased mortality from some diseases.  This may result from misdiagnosis 
of physical ailments; reluctance or inability to access health services; and unhealthier lifestyles, for 
example poor diet, less exercise and higher levels of smoking. Key inequalities in physical health are: 
Ê On average, a person with schizophrenia can expect to live 10 years less than someone without a 

mental health problem, mainly because of physical health problems. 

What works to improve the well-being of people with learning disabilities? 
The following are ñgood practiceò, supported by national policy:  
Á Promote social inclusion 
Á Maximise independence 
Á Encourage individuals to move from welfare support into work, and provide support for those who 

need it to find and stay in work 
Á Improve health and social well being 
Á Improve support for family carers 
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Ê The proportion of people with mental ill health that smoke is around 50% (this varies with the type of 
mental illness and gender), compared with around 27% of the general population. 

Ê Approximately 30% of people misusing drugs have mental health problems. In one study, half of 
alcohol dependant adults said they had a mental health problem. 

 
The inequalities above are present, and often more severe amongst people in black and minority ethnic 
(BME) groups with mental health problems. Additional inequalities include: 
Á Increased risk of hospital admission and coercive care under the provisions of the Mental Health Act 

1983 
Á Greater difficulty accessing mental health assessment and treatment 
Á Higher levels of dissatisfaction with mental health services 
Á Greater likelihood of considering their diagnosis inappropriate 
Á Greater likelihood of having medical problems misattributed to mental health 
 

Suicide and what are the inequalities issues? 

Mental illness increases the likelihood of suicide.  For example suicide rates are 9 times higher amongst 
those with schizophrenia than amongst the general population.  About one quarter of people committing 
suicide have had contact with mental health services in the year before death. Suicide is a leading cause of 
premature death and has important social inequalities.  
 
Á Suicide is five times more common in men (aged 20-64) in social class V than social class I. 
Á Those at risk are often socially excluded and vulnerable to other health inequalities.  Key associated 

factors are: unemployment, confinement in prison, living alone and alcohol and drug misuse.  
Á Men are more likely than women to commit suicide at any age. 
Á Between 1997-2003: on average 27 local residents died of suicide and injury undetermined each year; 

there was no visible trend in rates over time.  Sutton and Merton rates were below London and England 
(although not always significantly lower). 81% of suicides in Sutton and Merton were in people born in 
England, though ethnicity data is not available (Office for National Statistics, 1997-2003). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6.8 Drugs & alcohol - What are the inequalities issues? 

 

What works to improve mental health and well being of people with mental health 
problems 
Á Employment support for people with mental health problems 
Á Information and support for people with mental health problems, to improve access to work 

and social opportunities (for example through day care or primary care services) 
Á Promote positive mental health in schools 
Á Improved diagnosis and management of common mental disorders in primary care, for 

example anxiety and depression 
Á Equitable access to mental health services, for example for BME communities 
 
What works to reduce suicide 
The National Suicide Prevention Strategy recommends:  
Á Prevention targeted at high-risk groups, for example those in recent contact with mental 

health services, those who have self-harmed, young men and those in high-risk 
occupations. 

Á Reducing access to lethal methods of self-harm, such as hanging and strangulation, in 
wards and prisons 

Á Promoting positive mental health and social inclusion, particularly among the vulnerable 
Á Multi-faceted strategies to prevent, identify and address behaviours linked to a high risk of 

suicide in schools. 
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6.9 Drugs and alcohol 

Vulnerable groups at greater risk of developing problematic drug use include: 
Á Sex workers 
Á Young people excluded or truanting from school 
Á Homeless people 
Á Looked after children (children under the care of social services) 
Á Children whose parents misuse drugs 
Á Offenders 
 
Alcohol, tobacco and cannabis use are strongly related to youth offending. Heroin use is linked with less 
affluent groups in the population, while unemployed 16 to 29 year-olds have higher rates of drug use for any 
drug, for heroin and for Class A drugs.

 

 

Socio economic status,
 
geographical area of residence as well as age and sex, are among the factors linked 

to levels and patterns of harmful alcohol consumption. 

What do we know about drug and alcohol users in Sutton and Merton? 

The National Drug Treatment Monitoring System (NDTMS) records problem drug users presenting to 
specialist drug agencies and GPs offering structured care.  The database includes people treated in London 
agencies and excludes local residents treated elsewhere, though this number is probably small. 
 
Between April 2001 and March 2002, Sutton had 401 and Merton 389 resident drug users in treatment. This 
is a rate of 4.4/1,000 in Sutton; 3.9/1,000 in Merton, both are lower than the London rate (4.9/1,000).

 

Information on alcohol consumption is derived from the Health Surveys for England and is for South West 
London: there is no information available at borough level. 
 
For men: 
Á Average weekly alcohol consumption decreased from 17.3 units in 1994-96 to 16.8 units in 2000-02. 
Á The proportion drinking more than the recommended 21 units per week during the same period 

increased from 28.7% to 31.7%. 
 
For women: 
Á Average weekly alcohol consumption increased from 6.9 units in 1994-96 to 8.1 units in 2000-2002.   
Á The proportion drinking more than the recommended 14 units per week during the same period 

increased from 17.5% to 23.9%. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What works to prevent and reduce drug 
misuse 
Á Interactive education programmes using 

peers should be part of a comprehensive 
prevention programmes. 

Á In schools, interventions with children, 
parents and teachers 

Á Multi-component programmes (e.g. school-
based drug education; parent or carer 
involvement; media campaigns; community 
partnerships; local health initiatives) 

Á Life skills training (LST). 

What works to prevent and reduce alcohol 
misuse 
Á Intensive server training with active management 

support can reduce levels of intoxication.
 
 

Á Extended (several visits) brief in primary care 
can decrease alcohol intake, as part of routine 
clinical management. 

Á Screening for excessive drinking and 
interventions in hospital emergency departments 
can reduce hazardous drinking. 

Á In schools, peer led prevention and interactive 
programmes which develop interpersonal skills 
can reduce alcohol use. 

Á Patient education and counselling delivered by 
clinicians can achieve behavioural change in 
heavy drinkers. 
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6.10 People with HIV/AIDS - What are the inequalities issues? 

For many Black Africans living with HIV is frequently made more difficult by other problems associated with 
disadvantaged communities. These can include unresolved immigration applications, low income and 
unemployment, housing problems, isolation, mental health problems and other factors associated with wider 
socio economic deprivation. 
 
HIV in Sutton and Merton:  
Á The proportion of people living with HIV in Sutton and Merton who are Black Africans has risen from 29% 

in 1997 to 57% in 2003 and this reflects a substantial increase in numbers.  
Á A high proportion of those with HIV (including children) live in the most deprived wards identified by the 

Index of Multiple Deprivation (2004). 30% (131) of those with HIV in 2003 live in the "CR4" postcode 
area of East Merton. 

Á The proportion of cases in which HIV was acquired through men who have sex with men (MSM) 
decreased and the proportion of cases where HIV was acquired heterosexually (sex between men and 
women) increased (many of these in Black Africans) between 1997-2003. 

Á The South West London Health Protection Unit estimates that 84% of heterosexually transmitted HIV in 
South West London in 2003 was acquired from exposure abroad. 

 
 

Table 2: Survey of prevalent HIV infections diagnosied (SOPHID) 1997 TO 2003 

Number of Individuals (all ages) Resident in Sutton and Merton seen for HIV Related Care by Ethnic Group 
each year (1997-2003) 

Source: Health Protection Agency. Survey of Prevalent HIV Infections Diagnosed 
 

Local Authority 
of residence 

Ethnicity YEAR 

1997 1998 1999 2000 2001 2002 2003 

Merton White 71 76 88 87 92 94 107 

 Black African 36 50 74 89 107 126 156 

 Other 10 16 16 22 28 34 27 

 Not known 6 2 4 4 8 4 4 

Sutton White 27 30 31 35 34 35 36 

 Black African 13 19 21 34 51 69 97 

 Other 4 6 5 6 8 10 9 

 Not known 0 0 1 2 2 3 2 

Total  167 199 240 279 330 375 438 

 
 

What works to reduce the prevalence of HIV? 
 

There is limited evidence of the effectiveness of specific interventions to reduce transmission of HIV in 
Black Africans living with HIV but recommended "good practice" includes: 
 
Á Culturally sensitive sexual health promotion and prevention programmes to improve is recommended 

to reduce HIV transmission 
Á Programmes to raise awareness of sexual health and HIV and engage African communities to 

implement service development 
Á Education and training for primary care workers on HIV issues and offering HIV testing in primary 

care settings 
 
Interventions should:

 

Á Be targeted and tailored using needs assessment and formative research 
Á Provide basic, accurate and unambiguous information 
Á Use behavioural skills training and emphasise risk reduction 
Á Use peers and community leaders 
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6.11 Recommendations 

Á Develop a rolling annual programme of structured health needs assessment and action to improve 
access to services using the principles below: 

o Engage vulnerable groups in the development of local mainstream services to ensure they 
meet their needs and expectations  

o Ensure culturally appropriate information on health and improve health literacy in vulnerable 
groups 

o Ensure services do not inadvertently discriminate against vulnerable groups and consider 
the use of advocates for those unable to represent themselves 

Action: Local Strategic Partnerships (LSPs). 
 
Á Ensure that reviews of area based initiatives consider needs of vulnerable groups. 
Action: LSP 
 
Á Identify and address difficulties with access to primary care including registration with GPs and dentists 

and, where necessary, developing specific outreach primary care services.   
Action: PCT 
 
Á As large local employers the NHS and local authorities should ensure appropriate employment 

opportunities for vulnerable groups 
Action: NHS and local authorities (LA) 
 
Á Ensure comprehensive advice and support to vulnerable groups on accessing benefits 
Action: LSPs 

 
 
 
 
 
 
 
 
 
 
 
 

Key messages 
Á There are a range of vulnerable groups in Sutton and Merton who are at risk of poor physical and 

mental health. 
Á Social isolation, poverty, discrimination and stigma contribute to health inequalities for these groups. 
Á Access to primary care is a problem for many of these groups. 
Á Limited information on the size and needs of these groups makes assessment of local need difficult. 
Á In the long-term, all mainstream services must meet the needs of vulnerable groups but in the short-

term targeted action is needed to improve their health and reduce inequalities. 
Á For many groups, advocacy and outreach services are required to ensure they benefit from 

programmes aimed at improving the health of the whole population. 

 



JSNA Section Four: Tackling Health Inequalities: A summary of the 2005 Annual Public Health Report 

Page 27 of 38 

7 Breaking the cycle 

There is a strong relationship between health inequalities, deprivation and poverty that begins at conception 
and continues throughout life.   A childôs health is significantly influenced by his or her parentsô socio-
economic status, and there is a wide gap in health status between children in families from different social 
groups.  Babies born to poorer families are more likely to be born prematurely, are at greater risk of dying in 
childhood, of impaired development and of conditions like coronary heart disease in later life. Breaking this 
inter-generational cycle of inequalities is a challenge.    
 

7.1 Low birth weight 

 
Birth weight is a good measure of infant health.  Low birth weight (LBW) is defined as births under 2,500 gm.  
Low birth weight is important as a predictor of future infant, child and adult health.  Low birth weight babies 
are at greater risk of dying in their first year than heavier babies. 
 
What are the inequalities issues? 
Low birth weight is more common for babies born:

 

Á To mothers under the age of 20 and over the age of 40  
Á In deprived areas  
Á To parents in social class IV and V 
Á To lone mothers  
Á To mothers born outside the UK 

 

 
What works to reduce low birth weight: maternal smoking and nutrition 
Á Stop smoking interventions, provided by specialists as part of antenatal care 

reduce smoking rates among pregnant women. 
Á Effective stop smoking interventions reduce the frequency of low birth weight. 
Á Reducing the number of cigarettes smoked may reduce low birth weight. 
Á Folate supplements for pregnant women reduce the risk of children being 

born with Spina Bifida. 
Á Protein/energy supplementation in pregnancy may improve outcomes. 
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Figure 14a: Percentage of live births (excluding multiple births) with a low birth weight (less than 
2,500 grams), by ward, Sutton 

Source: LHO, 2001-2003 

 
Figure 14b: Percentage of live births (excluding multiple births) with a low birth weight (less than 

2,500 grams), by ward, Merton 
Source: LHO, 2001-2003 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Low birth weight (LBW) babies by ward in 
Sutton  

Á The Sutton LBW rate (4.9%) is significantly 
lower than the London (6.6%) and England 
(6.2%) rates. 

Á The highest proportion of LBW infants 
(6.5%) are born in Wandle Valley and 
Wallington South. 

Á This proportion is around 2.5 times higher 
than the 2.7% in Sutton South. 

Á The confidence intervals for individual 
wards are quite wide. 

 

Low birth weight (LBW) babies by ward in 
Merton  

Á The Merton LBW rate (5.3%) is significantly 
lower than that in London (6.6%) and England 
(6.2%): it is slightly but not significantly higher 
than the Sutton rate. 

Á Rates of LBW vary to a greater extent across 
the Merton wards than Sutton wards. 

Á The highest proportion of LBW infants are born 
in Graveney (9.5%); and this rate is 
significantly above the Merton borough 
average. 

Á Rates in Pollards Hill (8.4%) and Cannon Hill 
(8.4%) are also high but not significantly above 
the Merton average. 

Á By contrast, Dundonald (2.4%), Lower Morden 
(1.9%) and Village (1.8%) ward rates are 
around one quarter of those in Graveney. 

Á These wards, Hillside and Merton Park have 
LBW rates below the Merton borough average 
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7.2 Teenage pregnancies 

Children of teenage mothers are at greater risk of being of lower than average birth weight, experiencing 
poverty and having poor educational attainment.  Compared with those born to older parents, children born 
to teenage parents are more likely to become teenage parents themselves, repeating a cycle of deprivation 
and poor health outcomes. Teenage pregnancy rates in the UK are the highest in Western Europe.

 

What are the inequalities issues? 
 
Some groups of young people seem to be particularly vulnerable to becoming teenage parents.  Those at 
higher risk include young people who: 
 
Á Live in areas of deprivation 
Á Have low educational attainment, and who have high school absence rates 
Á Are or have been ñlooked afterò by the Local Authority  
Á Are the child of a teenage mother 
Á Are homeless 
Á Have experienced sexual or physical abuse in childhood 
 
Some ethnic groups have higher rates of teenage motherhood including those in ñBlack Caribbeanò, ñMixed 
White and Black Caribbeanò and ñOther Blackò ethnic groups; by contrast lower rates are found among all 
Asian and Chinese ethnic groups. 

7.3 Recommendations 
 

 Use the Income Deprivation for Children domain of the Index of Multiple Deprivation 2004, and other information 
relating to child poverty, to review current area based initiatives and appropriately target future initiatives.  

Action: Local Strategic Partnerships (LSPs) 

 Ensure area based initiatives use best evidence to ensure that the effective interventions to prevent teenage 
conception continue after the cessation of ring fenced funding. 

Action: Local Authorities 

 Ensure that pregnant women and infants at risk of poor health are offered a comprehensive package of support 
including high quality maternity care and where relevant advice on smoking, nutrition and welfare benefits. 

Action: PCT and NHS  

 Support water fluoridation, and take a lead on informing the public of the impact on inequalities in oral health   
Action: NHS and Local Authorities 

 Review current initiatives to prevent childhood accidents, to ensure that they reach all children including those in 
lower socio-economic groups who are at greatest risk. 

Action: LSPs 

 Improve collection and collation of information on breastfeeding, smoking in pregnancy, childhood obesity and 
childhood accidents to assess local service need, evaluate services and ensure effective and targeted action. 

Action: PCT  
 
 
 
 
 
 
 

TACKLING THE MAJOR KILLERS 
 
Circulatory disease - What are the inequalities issues? 
 

Teenage conception rates 2000-2002 by ward 
Sutton 
Á The highest rates are in Wandle Valley (74.6); Sutton South (72.4) and St Helier (65.0).  
Á The lowest rates are in Cheam (12.2) and Sutton West (17.1). 
Merton 
Á In Merton, highest teenage pregnancy rates are found in Figge's Marsh (85.8); Cricket Green (84.2) 

and Lavender Fields (76.0) 
Á The lowest rates are in Village (10.5) and Merton Park (11.4)  

Key Messages 
Á Maternal and child health is relatively good in Sutton and Merton but within each borough there are 

wide variations in the determinants of child health such as low birth weight and child poverty. 
Á Low income, deprivation and low educational attainment lead to poorer health in infancy, childhood 

and later life. 
Á Tackling child poverty is central to redressing inequalities in health. 
Á There are marked socio-economic inequalities in oral health across each borough. 
Á There is a strong link between teenage parenthood and the cycle of deprivation; although the average 

borough teenage conception rates are low, there are large differences across each borough. 
Á There is limited local information on child health and some of its determinants. 
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8 The major killers 

8.1 Heart Disease - What are the inequalities 

Á More men than women develop CHD and die from it: up to age 85, men are more likely to die from CHD 
than women of a similar age. This difference is a major contributor to the difference in life expectancy 
between the sexes. 

Á Each year 5,000 lives and 47,000 working years would be saved nationally in men aged 20-64 if social 
class inequalities in death rates from CHD were eliminated. 

Á Differences in circulatory disease mortality accounts for 40% of the difference in life expectancy between 
the fifth of areas with the lowest life expectancy and the national average. 

Á Premature deaths in women are more than twice as high for CHD and three times as high for stroke, in 
manual than non-manual groups. 

Á There is a three fold socio-economic difference in survival after a heart attack between lowest and 
highest socio-economic groups. 

Á CHD mortality increases sequentially between each social class (the social gradient effect). 
Á The differences in death rates from CHD and stroke between social classes widened sharply in recent 

decades (1970 to 1993).
 
 

Á Rates of stroke are two thirds higher in the Black Caribbean population than the general population. 
Á Coronary heart disease is moderately higher in South Asian groups than in the population as a whole. 

Pakistani and Bangladeshi men are between 60% and 70% more likely to have circulatory disease than 
the general population. 

 

 
 

 

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

Standardised mortality ratio for circulatory diseases by ward in Sutton   
Á The Sutton SMR is significantly lower than that across London, and though lower, not significantly 

different to that for England. 
Á There is wide variation between wards across the borough.  Ward rates vary two fold between St. 

Helier (140) and Belmont (68), Stonecot (75), Carshalton Central (75) or Nonsuch (75). 
Á The St Helier and Wandle Valley SMRs are significantly higher than the borough average. 
Á The St Helier SMR is significantly higher than those in Belmont, Stonecot, Carshalton Central and 

Nonsuch. 
 
Standardised mortality ratio for circulatory diseases by ward in Sutton   
Á The Merton SMR is significantly lower than the London and England SMRs. 
Á There is wide variation between wards across the borough.  Ward rates vary three fold between 

Cricket Green (148) and Village (43), Dundonald (57) and Hillside (59). 
Á The Cricket Green SMR is significantly higher than the borough average, and the Village is 

significantly below the borough average. 
Á The Cricket Green SMR is significantly higher than those in Village, Dundonald, Hillside, 

Wimbledon Park, Merton Park, Lower Morden and West Barnes. 
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Figure 15a: Standardised mortality ratio, circulatory diseases, all persons aged under 75 years by ward, 
Sutton 

Source: LHO, 1999-2003 
 

 
 
 
 

Figure 15b: Standardised mortality ratio, circulatory diseases, all persons aged under 75 years by ward, 
Merton 

Source: LHO, 1999-2003 
 

 
 
 
 

8.2 Cancer - What are the inequalities issues? 

The relationship between cancer mortality and deprivation is less clear than for CHD and stroke, in part 
because cancer is not a single disease.

 

 
However: 
Á 20% of the gap in life expectancy between the fifth of areas with the lowest life expectancy and the 

national average is due to cancer mortality. 
Á If the number of cancer cases and deaths were the same in all socio-economic groups as in the most 

affluent, there would be 36,000 less cases nationally with 26,000 fewer deaths from cancer each year. 
Á Lung cancer is twice as common and so has twice the death rate in men and three times the death rate 

in women in more deprived areas than in affluent areas. 

 

 



JSNA Section Four: Tackling Health Inequalities: A summary of the 2005 Annual Public Health Report 

Page 32 of 38 

Á A personôs socio-economic group influences their chance of cancer survival - once diagnosed the poor 
have poorer survival rates. 

Á Breast cancer, unusually, is more common in more affluent women, and survival from breast cancer is 
better among more affluent women. 

Á Some ethnic groups have higher incidence rates for some cancers.  Asian groups have a higher rate of 
oral cancer attributed at least in part to the chewing of tobacco products. 

 

 

Average Annual Numbers of New Cases Men Women 

Lung 127.6 83 

Colorectal 92.6 96 

Prostate 160.8 - 

Breast - 246 

Cervix - 13 

All cancers including the above 785 825 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 16a: Standardised mortality ratio, all cancers, all persons aged under 75, 1999-2003, by ward Sutton 

Source: LHO 

 

 

 
 

 

 

 

Standardised mortality ratio for all cancers by ward in Sutton 
Á The Sutton SMR is similar to that for London and England. 
Á Ward rates vary two fold between Sutton Central (138.1), St Helier (127.3) or Carshalton Central (126.2) 

and Carshalton South & Clockhouse (55.5) or Stonecot (77.4). 
Á The Sutton Central SMR is significantly higher than the borough average and the Carshalton South & 

Clockhouse SMR is significantly lower. 
Á The Sutton Central and St Helier SMRs are significantly higher than those in Carshalton South & 

Clockhouse and Nonsuch. 

Standardised mortality ratio for all cancers by ward in Merton 
 
Á The Merton SMR is significantly lower than the England SMR but similar to the London SMR. 
Á Ward rates vary two fold between Ravensbury (139.6) and Village (71.3). 
Á The Ravensbury SMR is significantly higher than the borough average. 
Á The Ravensbury SMR is significantly higher than those in Village, West Barnes, Lower Morden, Merton 

Park, Dundonald and Raynes Park. 
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Figure 16b: Standardised mortality ratio, all cancers, all persons aged under 75, 1999-2003, by ward Merton 

Source: LHO 

 
 

 

8.3 Circulatory disease and cancer - What are the inequalities issues? 

Smoking 
Smoking is the biggest cause of preventable death, killing more than 13 people an hour, every hour, every 
day in the UK.  It not only adversely affects the health of those who smoke, causing cancers, respiratory 
disease and heart disease but also harms other people who are exposed to it.  
 

Nationally the average adult smoking prevalence was estimated at 27% (1998-2001).  Among men aged 25-
34 it was estimated to be as high as 40%. 
 
Although rates are slowly declining, an estimated average of 86,500 deaths annually were caused by 
smoking in England between 1998 and 2002.

 

 
Tobacco smoke pollution at work is still common particularly for lower paid jobs.  Over a million Londoners 
have workplaces where smoking is allowed in some areas and a further 275,000 workers have no protection 
at all from othersô smoke.

 

 
In Sutton and Merton, smoking prevalence was estimated to be similar to that nationally at 27%. 
 
Smoking has been identified as the principal reason for the inequalities in death rates between rich and poor in the UK.

1
 

 

Á If middle-aged men (35-69) in social class V had the same smoking rates as those in social class I, 
around half of the inequality in mortality would disappear. 

Á 32% of people in manual occupations smoke compared to 21% of non-manual workers. Rates have 
fallen more quickly in professional groups compared to manual groups and there has been little 
reduction in smoking in the lowest income groups. 

Á Nicotine dependence may be higher in people experiencing disadvantage. 
Á Three-quarters of lone parents on benefits and living in council accommodation smoke. 
Á In London smoking is highest amongst Turkish (55-74%), Bangladeshi (44%) and Irish men (42%). 
Á Smoking rates between men and women are now similar (28% and 25%) but at a younger age, girls 

smoke more than boys. 
 

Obesity
 

 Age, education, social class and prosperity have an important influence on the risk of becoming obese. 
Á Obesity is more common in lower socio-economic groups, especially for women.  28% of women in 

social class V are obese compared to 14% in social class I. 


