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EXECUTIVE SUMMARY  
 

The Committee took the decision, in view of the already widely differing health inequalities 
in the borough, to scrutinise the effect of the COVID 19 pandemic on Health Inequalities 
and whether COVID had exacerbated these and appropriate measures to be put in place to 

mitigate these– scrutiny initiation document attached at Appendix B 
 
The Health Inequalities Post COVID 19 Inequalities presentation to the Committee is 

attached at Appendix C 
 
 
1.  Introduction  

 
1.1 The Committee commenced the review in September 2021 

  

1.2 The Committee also agreed to the following objectives: 
 
 Objectives 

 
 To provide an overview of health inequalities in the borough pre-pandemic.  
 To provide an overview of what is known about further direct and indirect impacts 

on health inequalities since the start of the pandemic in 2020 for communities and 
residents, focused on selected issues 

 To explore local responses to health inequalities: 

- Through the pandemic period to date 
- Early recovery priorities and actions to date  
- Longer  term priorities and actions 

 Resourcing implications for the council, NHS and partners to reduce health 
inequalities, and the interface between local and central government support 

 To recommend any actions that may need to be taken, in light of the findings of the 

review so that the council, NHS and other local partners can best support reductions 
in health inequalities going forward 
 

1.3 The Committee has carried out a short scrutiny looking at health inequalities, who is 
affected, what do we know about residents lives, health and wellbeing of residents 
and communities, and what we know about the impact of COVID and how it has 

further affected these health inequalities. Given the short timeframe, and the 
ongoing impacts of COVID, the Committee has focused on a small number of subject 
areas that help to exemplify issues and examples of health inequalities, which are 

illustrative of these much wider causes, drivers and impact of health inequalities 
 

1.4 The wider agendas of the Committee over the past 2 years has also repeatedly 

heard about the impact of COVID, how services have adapted, wider system 
changes, the ongoing efforts to protect and vaccinate the community against 
COVID, and how these have affected residents and service users, including health 
inequalities 
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1.5 Health inequalities are complex and diffuse in the borough, and are influenced by 
wider determinants of health. Over the past decade, Islington’s deprivation ranking, 

alongside the rest of London, in national terms has changed significantly, from 15 th. 
to 53rd. and it also ranks slightly lower in London over the same time frame. 
Islington is the most deprived borough within the NCL sub-region 

 
1.6 The change in patterns and ranking of deprivation is driven in part by housing costs, 

as house prices and housing rents have increased, so more affluent people move 

into the borough. However this does not mean that deprivation has reduced for 
existing residents, and particularly those in social housing or housing in multiple 
occupation, indeed deprivation and levels of need have intensified in many of these 
groups 

 
1.7 Some of the most significant inequalities are – 

 At either end of the age spectrum, children and families and older people, 

experience some of the highest levels of deprivation in London and the country 
 There are significant differences in health outcomes and inequalities between ethnic 

groups 

 People with physical, mental, sensory and learning disabilities have poorer health 
and greater inequalities than the general community 

 There is generally a strong co-relation between housing type and people 

experiencing the highest level of health inequalities, with the greatest concentrations 
in areas of social housing 

 COVID has disproportionately affected people with pre-existing health inequalities in 
health and well-being both directly and indirectly. Local analysis shows that men and 
women from Black and Asian communities died disproportionately from COVID, 

reflecting the much wider health inequalities and deprivation experienced by these 
communities 

 Islington has seen some significant improvements in overall life expectancy and 

healthy life expectancy, particularly for men, over the last decade, however even 
prior to COVID this progress had been affected 
 

1.8 There have been significant improvements in major causes of premature and     

largely preventable deaths, cardiovascular, cancer and respiratory disease, narrowing 
health inequalities with the rest of the country 

 

1.9 Similar to the national pattern however and exceptionally during the post-war period, 
these improvements have slowed or stalled for both men and women in recent 
years. This has coincided with national austerity measures affecting public services, 

widening income inequalities and job insecurity, and deepening deprivation affecting 
many of the most vulnerable. Although particular factors such as fluctuations in 
annual flu mortality have been advanced or considered as factors, most academic 

analysis attribute the halt in progress on life expectancy to these wider social and 
economic factors 
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1.10 Although life expectancy in the borough for women is similar to the national average 
and better for men, (self-reported), healthy life expectancy is noticeably and 

consistently worse than either 
 

1.11 The 2019 Annual Public Health report made four high level recommendations on 

further ways to address health inequalities, which were broadly, 
 Delivering and developing person and community-centred ways of working 
 Matching/profiling investment, services and resources to need 

 Focus on health inequalities and the experience and outcomes of people with 
disabilities 

 Role of anchor institutions and realising social value to promote health and 

wellbeing and reduce inequalities 
 

2. Recommendations 

 
2.1 The Committee recommends – 
 

1) That local government be recognised for its role in responding to national 
public emergencies, and in particular for its community leadership role; there 
is a need to go in early, be open and inclusive, together in dialogue with 

communities, the VCS, faith sectors and other community leaders and 
influencers; 

2) That population health management should use data to help better meet 

needs, organise resources, target inequalities and monitor progress; 
3) That service design and appropriate targeting be used to address health 

inequalities, and this be kept under regular review, e.g. culturally competent 
design, service delivery, specific targets for priority groups; 

4) That recognition be given as how service changes/adaptations in response to 
COVID have affected areas, and outcomes across the community, including 
the use of telephone/online/remote services, and particularly regarding 

inequalities, benefits/problems, learning and development, particularly when 
changes are being retained. This point is particularly relevant for primary 
care, where there are concerns about availability on ‘in person’ consultations, 

as well as difficulty in accessing GPs; 
5) That in relation to long COVID, there should be a focus on communication 

with residents as to where they can access advice, and remedial treatment, 

that may be available and where this can be accessed; 
6) That there be a focus on prevention, and earlier diagnosis and management 

of long term and physical and mental health conditions, to improve outcomes 

7) That hyperlocal and similar approaches to addressing health needs and health 
inequalities with communities be taken, and that wider determinants of health 
be addressed as part of programmes to improve health outcomes; 

8) That there be a focus on the inequalities that have been widened by COVID, 

as part of the recovery and catch-up activities, including non-COVID illnesses, 
immunisations, screening, health checks, and case finding, and to ensure 
‘catch up’ activities have a focus on addressing inequalities, which with risk 

inequalities may widen; 
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9) That there be a promotion of a mix of primary, care and community care 
delivered approaches; 

10) That it be noted the Public Health Grant 2022/23 has been again cut in real 
terms, and reduced significantly since 2015, with potential new COVID 
responsibilities, at a time when recognition, and attention to the 

consequences of health inequalities, has been highlighted by the impacts of 
COVID, and this has led to the need for ‘catch up’ activity to address 
increased needs. The Committee call on the Government to increase the 

Public Health grant, which is a further example of the reductions to funding 
that are still taking place after 10 years of Government austerity measures. 
This has impacted on residents, especially the most vulnerable residents; 

11) That NHS (NCL) understanding, and approach, on inequalities needs to be 

increased, particularly as ‘place based’ actions will play a much greater part in 
addressing health inequalities than ‘system’ level actions; 

12) That recognition be given to the fact that there is a need to build on how 

communications, and community engagement has developed through the 
COVID period and to build on these; 

13) That need and inequalities of residents be mapped against the new ward 

boundaries, when the 2021 census results emerge; 
14) That further development and learning from anchor institution type 

approaches be encouraged, together with social value in the procurement and 

purchasing power of local public bodies, including the Council and Whittington 
Health; 

15) That hospitals be encourage to develop their potential to directly improve 

health,  as evidenced by the Whittington Health in its population report, 
including stop smoking support, and interventions that can take place 
together with alcohol harm reduction; 

16) That initiatives be cross referenced to ‘Lets Talk Islington,’ and there be a 

wider focus on inequalities; 
17) That recognising the impact that COVID has had on mental health issues for 

residents, and the fact that BAME groups are more likely to suffer 

disproportionately from mental health issues, efforts should be made for 
residents to engage in ‘Talking Therapies’, especially amongst BAME 
communities (where it is currently low); 

18) That whilst recognising that Islington has relatively good access to NHS 
dentistry, compared to many other areas, there is concern that oral health 
may have suffered during COVID. There should be therefore more 

communication, and education provided to residents, about the benefits and 
availability of NHS dental services in the borough; 

19) That the Committee recognise the good work that the Council is doing to 

reduce air pollution in the borough, with Safer Schools and Beat the Street 
initiatives, and People Friendly Streets. However, air pollution is a huge 
problem, especially young people with asthma, and the elderly, and the 
success of these initiatives should be measured in order to assess their 

effectiveness; 
20) That the Committee feel that in the Executive Member Annual Report to the 

Committee there should be indicators measuring the health of Islington 

residents compared to neighbouring boroughs, together with national 
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comparators, in order to assess how measures being taken in the borough to 
improve health are progressing. 

 
3.  Main Findings 
 

Witness Evidence - Mental Health in Islington – Jill Britten and Sue Hogarth – Public 
Health 

 
3.1 The Committee was informed that Islington has one of the highest level of mental 

health needs in the country, and this is reflected in high levels of diagnosed 

conditions. Almost one in six adults in Islington is diagnosed with a common mental 
health illness, and women accounted for 61% of diagnoses. Middle - aged adults are 
more likely to have a common mental illness, and white British and white Irish 

followed by White and Black Caribbean ethnic groups have a higher prevalence 
compared to the Islington average. Islington has a higher prevalence of serious 
mental illness (SMI) (2018) figures, than London and England. Black and mixed 

ethnic white ethnic/black Caribbean ethnic groups have the highest prevalence of 
SMI. All groups experience mental health conditions, but prevalence rise significantly 
in groups experiencing deprivation, disadvantage and discrimination 
 

3.2 The impact of COVID 19 on mental health and wellbeing has affected all ages and 
will continue to do so, some issues apply to all ages, and those with drug and 
alcohol issues. Large national surveys have found higher numbers of people 

experiencing anxiety and depression and social isolation is more widespread 
 

3.3 In terms of modelling and needs assessment it has been determined that young 

people are worried about education, finances and future. Parents are concerned 
about children’s mental health and wellbeing and women more worried than men. 
More BAME residents reported worries about COVID 19, and people not in paid work 

have poorer mental health than the full time employed. Mental health had 
deteriorated somewhat for LGBTQ residents, and there was a gap in services for 
people with learning disabilities. Unpaid carers have suffered anxiety about loss of 

available support. People who have had severe COVID 19 are at risk of anxiety and 
depression, especially health care professionals 
 

3.4 Many Islington residents have tried to adapt to cope with the pandemic most 

commonly by spending more time with family and friends. For those who need 
further help there are many services and community support structures for example 
SHINE, Parks for Help, Financial and Debt advice, in work support, food provision, 

social and community assistance, healthcare services, and psychology groups 
 

3.5 The Council has instituted a number of additional activities as a result of the 

pandemic, including ensuring that the Council has a good understanding of the 
issues, and ensuring a system wide strategic response, service and training 
developments for children, young people and families 

 
3.6 The Committee noted that clinical support changes had been adopted at an early 

stage of the pandemic. The NCL CCG worked to bring forward Crisis Team 
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expansion, acute hospital psychiatric liaison, home treatment and community 
response, resulting in 24/7 crisis cover across NCL 

 
3.7 In addition, there were specialist services and teams who were able to respond in a 

crisis. There was also increased support for young people with autism/Learning 

Difficulties and challenging behaviour, and increased support with schools, 
bereavement, mental health, first aid training for CYP workforce. As with all services, 
there was an expansion of remote working and digital solutions, but continuation 

with face -to - face services for the most at risk or excluded. The KOOTH mental 
health app has seen increased take up 
 

3.8 Crisis services changed considerably during the pandemic, as there was a strong 

desire to reduce A&E attendance. A  new urgent care Assessment and Treatment 
centre opened at the  St.Pancras site, in order to relieve A&E departments, crisis 
recovery teams increased capacity to treat more people at home, i COPE changed to 

remote working, and introduced 30 minute emotional well-being sessions for all new 
referrals within 48 hours of referral.  i COPE also offered 3 session short treatment 
for COVID psychological distress, and bereavement, and LBI also increased its VCS 

bereavement offer to match this. Community based services, such as Islington MIND 
moved to remote working offering telephone and video chat support etc. 
 

3.9 Most services adapted to offer their interventions remotely or provide a mixed 
model. Some people preferred this mixed model, however some services have 
reopened buildings, with social distancing in place 

 
3.10 Practice based mental health has been provided by Camden and Islington, A  team of 

consultants, nurses and psychologists that worked alongside GP’s and other primary 
care health professionals within practices. This offered mental health expertise, 

advice, training and consultation to GP’s, and practice staff and sees patients for 
comprehensive medical assessment. Practice based mental health referrals have 
returned to pre-COVID levels 

 
3.11 The Committee were informed that the i COPE service offers mainly cognitive 

behavioural therapy for a range of common mental health problems, alongside 

adapted therapy options for people living with long-term physical health conditions 
or medically unexplained symptoms. The service has seen an increase in clinical 
complexity of people 

 
3.12 Crisis teams had also been provided by Camden and Islington. The teams operate 

24/7 and undertake rapid assessment in the community for urgent and emergency 

referrals, and support crises at home. Black communities and White Irish people are 
likely to be in crisis than other ethnic groups, and this links to over representation in 
secondary care bed use amongst these groups. It was noted that White Irish 
residents were over represented in mental health issues, and it was stated that this 

could be generational and linked to social isolation issues 
 

3.13 The Committee noted that many BAME residents did not want to admit to mental 

health problems due to stigma in the community, and it noted that work is taking 
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place with community organisations to support counselling, including language 
counselling around mental health and work is also taking place with Healthwatch in 

this regard. The Mental Health Transformation programme that is being instituted 
would also assist in this 
 

3.14 An Islington Recovery Pathway has also provided by Islington MIND. This is 
Islington’s main VCS mental health services operating in 3 locations across the 
borough. The services provide a range of practical and emotional support. Overall 

the number of people engaged with the service has increased, however new 
referrals are generally lower than pre-pandemic levels with the exception of LGBTQ 
residents 
 

3.15 There is also enhanced bereavement support, and bereavement support training for 
services engaging with the Public, and increased capacity from existing 
counselling/bereavement providers. Bereavement service provided by the Accept 

service offers up to 10 weeks support for adults living in Islington and/or registered 
with a GP in Islington. This service is important for people who have experienced the 
death of a family member, relative or another important person in their life 

 
3.16 The Committee was informed that the Public Health England Prevention and 

Promotion fund for better mental health forms part of the Government’s Mental 

Health Action recovery plan 2021/22, in order to ensure the mental health aspects of 
COVID are rapidly addressed and allocated to top 40 most deprived boroughs. There 
is a long list of criteria, as to what, and what cannot be funded, and money needs to 

be spent and outcomes delivered in this financial year. Drawing on the rapid needs 
assessment and overview of service patterns and needs, investment through this 
grant was targeted to younger age groups, and addressing protective and risk 
factors for adults, both with a cross cutting focus on Black Asian and other ethnic 

minority community. The Committee also noted that funding was available for 
looking at behavioural issues in schools 
 

3.17 The Committee felt that that there needed to be improved signposting of services on 
the website, and it was stated that this was being addressed in order to provide a 
more streamlined version with better signposting to services 

 
3.18 The Committee also received evidence in relation to Health Inequalities and an 

overview of the situation in Islington 

 
Health Inequalities in Islington – An overview Mahnaz Shaukat Public 
Health 

 
3.19 The Committee was informed that health inequalities are largely due in Islington and 

throughout England, due to the unfair and unjust inequalities in society, in which 
people are born, live and age. These inequalities are structural and a consequence 

of the social and economic organisation some communities face, and in addition, 
factors such as education, housing and neighbourhood play a large part. These 
factors drive inequalities in physical and mental health. Poverty is also a key 

determinant of poor outcomes in health, and linked to a higher level of risk 
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behaviours, and lower protective levels of health. COVID 19 ha exposed these 
inequalities and the risk of dying or becoming seriously ill with COVID and was much 

higher amongst people suffering from deprivation and advantage.  
 

3.20 Islington is one of the most ethnically diverse places in the country. Approximately 

33% of Islington residents are from BAME communities, with the largest groups 
being.  Other white and Black and African and Black Caribbean groups. There is a lot 
of uncertainty about the population, and that population figures could have been 

affected by COVID 
 

3.21 In terms of deprivation Islington is the 6th. most deprived London Borough, and the 
53rd. most deprived in England. The geographic pattern of deprivation is different to 

many other areas. Islington mix of housing means that deprivation is diseminated 
across the borough, and is mainly concentrated in social housing estates 
 

3.22 Islington residents have a lower life expectancy overall, with women having a lower 
life expectancy, compared to the rest of London, but similar to national averages. 
Inequalies in life expectancy within Islington (the difference between the least and 

most deprived areas in Islington), is 9.8 years for men, compared to 7.2 in London 
and 9.4 in England. Inequality in life expectancy in Islington has widened, and 
improvements in life expectancy slowed. The main causes are cardiovascular 

disease, respiratory disease, cancer and those living in deprived communities have a 
higher death rate from avoidable health issues, compared to the NCL average 
 

3.23 The Committee noted that he impacts of COVID relate to the immediate, and direct 
consequences of COVID, but the longer term consequences will extend far beyond. 
COVID has exacerbated existing health inequalities, and directly disproportionately 
impacted men, BAME communities, most deprived communities, people living in care 

homes, those with learning disabilities, those with a mental health condition, and 
those with underlying health conditions and physical disabilities 
 

3.24 There have been a total 1,627 COVID admissions to hospital up until July 2021.The 
highest proportion was for other ethnic groups, which is 2.85 times higher than the 
average in Islington. The black and Asian populations also have a higher rate of 

COVID admissions than the Islington average, whilst those from a white group or 
mixed group had a lower of similar level of COVID admissions compared to the 
Islington average. The rate of admissions was higher for men, although the rate is 

significantly different from the Islington average. Residents aged 55 or over had 
higher rates of COVID admissions, compared to the Islington average, similar to 
national patterns 

 
3.25 In terms of COVID Impacts mortality, the cumulative total of deaths up until 15 

October was 161.3 (391 deaths with COVID mentioned, and this compares to 228.9 
for London, and 251.4 for England. There have been two major waves, and ethnicity 

has not recorded on the death certificates, however details have been obtained by 
linking deaths data from GP’s and hospitals. People from the white British group on 
average were less likely to have died from COVID, and those from Black and Asian 

groups more likely than average 
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3.26 The Committee was informed about the disparity of risks and outcomes in COVID. A 

national study has shown men are affected disproportionately by COVID, and 
despite making up to 46% of cases, they make up almost 60% of deaths, and 70% 
of admissions to intensive care. Similar ratios are found in Islington. Rates of 

diagnosis increase with age, and the majority of patients in critical care are between 
50-70 years of age. Those aged over 80 were 70 times more likely to die from 
COVID, than those under 40 years of age 

 
3.27 Those living in deprived communities were more likely to be infected by COVID, and 

had poorer outcomes. Urban areas such as London had higher rates of COVID 
diagnoses and deaths. Islington had a lower mortality rate than the national 

average. Co-morbidity included on the death certificate mainly were diabetes, 
hypertensive diseases, chronic kidney disease, COPD and dementia. The most 
profound link was with diabetes, listed on 21% of death certificates. In terms of 

occupations - nursing auxiliaries and assistants saw an increase in all cause deaths 
linked to COVID 19, and subsequent analysis has shown that health, social care and 
transport workers had a significantly higher risk of severe COVID 

 
3.28 In terms of long COVID there are a wide range of symptoms that have been 

reported, including fatigue, breathlessness, aches, sleep disturbance, cognitive 

impacts. An estimated 1.15% of the London population report long COVID 
symptoms, which equates to 2.788 people in Islington. Of those with confirmed 
COVID an estimated 7.5% experience long COVID symptoms that have impacted 

significantly affect their daily life. Diagnosis rates are lower than this, which suggests 
many people may be unaware of sources of support in Islington 
 

3.29 There has also been an impact of COVID on Start Well, including maternal, ante-

natal and early years. There have been changes in availability and support in 
pregnancy, and for new parents, concerns about changes in unplanned pregnancy 
rates, risk of reduced access to immunisations, impacts on early socialisation and 

development, impacts on parental income and employment. In terms of school age 
children, there has been an educational attainment gap due to school closures, 
differential home schooling provision, reductions in physical activity and diet issues. 

In terms of transition to adulthood, there has been disruption to education and 
examinations, financial consequences, some possible disproportionate effect on 
young people’s employment, an impact of early unemployment, and debt. 

Safeguarding and mental health have also been affected, with fewer opportunities to 
identify and monitor safeguarding concerns, and reduced access to support for 
children, domestic and child abuse increases. In addition there are factors affecting 

the mental health of children and young people, isolation, lack of routine, stress, 
anxiety and bereavement 
 

3.30 The Committee noted that Islington is the most income deprived borough in London 

in relation to income deprivation affecting children. In 2019 28% of residents under 
18 living in families facing income deprivation. Islington has similar outcomes for 
GCSE attainment compared to London, and better than the national average. Nearly 

a quarter of children in London are obese, and there are similar levels to London. 
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Hospital admissions for self-harm amongst young people are significantly lower than 
national averaged, although higher than the London average. Islington has a lower 

rate of childhood immunisations compared to London and England. MMR uptake is 
far below the herd immunity for measles. The pandemic is likely to have widened 
the gap between children in poverty and others 

 
3.31 The Committee also heard evidence that in relation to Live Well, Islington has one of 

the highest prevalence of common mental health illness in London. Smoking, alcohol 

and obesity are major risk factors, and higher in Islington than London or nationally, 
although these have reduced over time. Islington has 11,500 people living with 
diabetes, 3,800 with heart disease, and approximately 4,000 with COPD. Air 
pollution levels were improving, however they remain higher in Islington compared 

to England 
 

3.32 In terms of Age well, Islington has the 4th. Highest level of income deprivation 

affecting older people in London. 34% of residents over the age of 60 were facing 
income deprivation, compared to a London average of 22%. NHS screening 
programmes to prevent early death are in place, but there is a low take up of bowel 

screening, and aortic aneurysm, compared to London and England 
 
3.33 A lower proportion of older people live alone in Islington, although the trend is 

increasing and levels of dementia are higher than the London average. However, 
this is due to much higher levels of early diagnosis, rather than population 
differences 

 
3.34 Moderate or severe frailty prevalence is high in Islington, and there were also 

relatively higher rates of alcohol admissions amongst older people 
 

3.35 The Committee noted evidence in relation to the impact of COVID on Live Well and 
Age Well. In relation to physical activity this has been limited by lockdown, there has 
been an increase in sedentary behaviour, and there is an opportunity to encourage 

active travel. In relation to healthy eating, there is evidence of a change in dietary 
behaviours, the impact of lockdown of food choices, rising food insecurity, and 
increased use of foodbanks. In terms of smoking there is mixed evidence of trends 

during lockdown, increased economic circumstances associated with increased 
smoking, and disruption to smoking cessation services. In terms of alcohol usage, 
there have been changes in patterns of use. There is concern about problematic 

drinking, and bereavement, isolation, troubled relationships, and job insecurity and 
these factors can contribute to this. In terms of substance misuse, there have 
changes, and a disruption to services during lockdown, and this has impacted on 

recovery, changes in drug supply, reports of increased on line gang recruitment and 
activity 

 
3.36 The Committee were also informed that there have been physical health impacts on 

residents, due to COVID, some of which is temporary, and these included managing 
delayed diagnosis of long term conditions, additional costs to health. There were 
issues, such as delayed diagnosis due to missed appointments, backlog of waiting 

lists, changes in service delivery, due to lockdowns, disproportionate impact of the 
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virus on BAME, carers, older people, dementia, mental health needs, and  learning 
disabilities 

 

3.37 There will be also be longer - term service pressures, inequalities in health, distrust, 

and a potential increase in obesity.  Large national surveys have shown that there 

are a higher number of people experiencing anxiety, and depression, than before the 

pandemic. Local residents, and stakeholders views, show that a large majority 81% 

of residents are somewhat, or very worried, about the impact of COVID, and 26% 

worried about mental health and wellbeing. Modelling predicts there may be 28,266 

new cases of moderate/severe anxiety, and 38,671 new cases of depression in the 

borough. Social isolation is more widespread and residents living alone are much 

more likely to experience extreme loneliness, 

 
3.38 The Committee noted that some people have suffered from the effects of COVID 

than others in relation to mental health and wellbeing, and that these levels are 
highest amongst women, young adults, people who live alone or with children or 
urban areas, or are BAME residents. The Committee noted that whilst there had 

been investment in mental health services, there is a need to make the case for 
more investment in mental health services to address inequalities from NCL 

 
3.39 In terms of COVID resident engagement, the findings of the engagement study 

highlighted social inequalities. BAME communities were significantly more worried 
than others, and mental health was the most common concern. Finances, 
employment, relationships and access to services were also issues of concern. VCS 

and community groups have played a key role however in supporting residents 
through the pandemic 
 

3.40 The Committee were informed that going forward COVID will exacerbate further 
inequalities, and that this will lead to poorer health outcomes in coming years. The 
Council is working with the NHS regarding a population health management 

approach to improve wellbeing, and to reduce health inequalities, and this is being 
developed across NCL. There needs to be a strong focus on recovery, and should on 
evidence based preventative interventions, together with planned hospital care, and 

targeting most affected groups. Mental health is also important, with more 
individualised support for people with complex mental health problems. The 
population health management approach will be informed by the information 
gathered from the pandemic 

 
3.41 The Committee noted that Islington had one of the highest deprivation income levels 

in London, and it was illogical the way Government were making funding decisions 

on health services.  In addition, it was noted that work was taking place to address 
this issue with the CCG and ICS 

 

3.42 The Committee also noted that many BAME residents who were elderly tended to be 
more deprived, due to migration and lower income employment. The Chair stated 
that this may be a possible topic for a scrutiny review in the next municipal year 
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3.43   Population health management provides a way to use data in a more joined up and 
real time way to plan and run services, to deliver more holistic services and care to 

communities and individuals, to identify and target resources and activities to 
inequalities or gaps in care and outcomes across the population, and to track 
progress and performance. Islington has provided a significant level of leadership 

and support in the development of the new NCL wide system, and there is a 
keenness to see the potential fully utilised to address inequalities going forward 

 

3.44  It is important that the design, targeting and monitoring of services to improve 
health and prevent or diagnose diseases early have a regularly reviewed and 
refreshed focus on health inequalities. There should be a particular focus on 
ethnicity and disability. The design and delivery of programmes to address health 

inequalities should be linked, or joined up, with other important determinants, and 
drivers of those health inequalities. For example, debt and financial worry, especially 
on people with low incomes 

 
3.45  The NHS inequalities model (CORE20PLUS5) does not capture the extent or 

complexity of needs and inequalities in Islington. It is important the NCL forms into 

an ICS, it continues to work with Public Health and other local system partners, to 
deepen its approach and understanding of inequalities to ensure that services are 
designed and delivered to address inequalities and improve outcomes, and that 

Islington receives a fair share of resources 
 
3.46  In response to the impacts of COVD, it is important that the Council and partners 

continue to engage with communities and patients to understand the range and 
extent of the impacts, which continue to emerge, and to co-design approaches to 
address and overcome these impacts. Mental health and wellbeing is one impacted 
area of health which has been felt very widely, and should be a continuing area of 

focus. Catch up activities for example around missed diagnoses, waiting list 
initiatives or addressing other missed or deferred needs, must bring a clear focus on 
health inequalities, to ensure groups or communities are not missed or left out, with 

the risk of further widening inequalities 
 
3.47  Communication and engagement with residents and communities has developed 

significantly through COVID. It is important to ensure that this remains a central 
focus of work on health inequalities, effective practice is not lost and progress is 
built upon 

 
3.48 There are programmes of work and policies that support the role of local public 

bodies, such as the Council and Whittington Health to act as anchor institutions 

within the community, and to derive social value from their purchasing power, role 
as major employers etc. This is welcomed, and there is a need to look forward and 
see how this establishes and evolves over time to address key inequalities, and offer 
greater opportunities to local communities and residents. With the imminent new 

ward boundaries and first 2021 census results expected later this year, mapping 
inequalities across the borough will be important to help ensure resources are 
profiled along these new boundaries, and in the light of updated population data 
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Diabetes in Islington 
 

3.49 Dr. Wikum Jayatunga, Public Health Consultant, Camden and Islington Publ ic Health 
gave evidence to the Committee at its meeting on 21 February 2022 

 

3.50 The Committee noted that diabetes is a life-long condition that causes a person’s 
blood sugar level to become too high. There are two types of diabetes Type 1 and 
Type 2.Type 2 diabetes is the most common, and is associated primarily with excess 

weight, which is increasing in prevalence amongst the population 
 

3.51 Diabetes affects 3.8m adults and accounts for 10% of all NHS spending, and these 
are expected to rise 

 
3.52 4.8% of the LBI population has a recorded diagnosis of diabetes, but it is estimated 

that around 7.7% of the population has diabetes prevalence 

 
3.53 The Committee noted that managing the condition is key as it can lead to other 

more severe problems. This means that 38% of residents may have unknown 

diabetes. This is important as the condition needs to be managed to alleviate more 
severe complications and conditions 
 

3.54 64% of residents have other long term conditions in addition to diabetes, which are 
mainly hypertension, and heart disease. Diabetes risk increases by age and slightly 
more males have diabetes than females, across all age groups 

 
3.55 Diabetes levels are higher in the more deprived areas, in the fifth most deprived 

areas the prevalence is 8.4%, and in Islington black and Asian communities are 
more than double at risk of diabetes than other ethnic groups. Risk factors for 

diabetes include smoking, diet, physical inactivity, weight, wellbeing and healthcare 
 

3.56 The Committee noted that NHS health checks are carried out for adults between 40 

-74 years of age. This is to identify early signs of certain conditions, including 
diabetes. COVID has led to delays and reduced activity in carrying out these checks, 
however from Quarter 2 payments to GP’s have been resumed, in order to carry out 

these checks. During COVID some cases of diabetes may have been missed, or 
treatment delayed 
 

3.57 The NHS diabetes prevention programme is a programme designed to identify those 
at risk of Type 2 diabetes, and focuses on exercise, nutrition and an action plan to 
maintain long- term changes. The service has had to adapt during the pandemic, 

and new approaches include self-referral pilot, digital/remote delivery, centralised 
referral project, and ongoing project. Centralised referrals highlights specific use of 
population health data for targeted case finding, and reducing health inequalities. 
From GP health records, patients are identified including BAME patients who have a 

long term condition, and likely to develop diabetes. Invitations/texts are sent to 
them to tell them of risks, and to contact GP or be referred to NDPP. Referrals 
increased 70% during the project 
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3.58 The Diabetes structure education programme is an evidence based education 
programme for people newly diagnosed with diabetes, to determine how they can 

live with a long term health condition, usually in the form of group based educational 
courses. Key findings to date included lack of consistent offer/lack of capacity, 
unmet linguistic and cultural needs, low quality referrals, and lack of awareness, and 

complexity. The recommendations for improvement included adopting a hub model, 
increased language offer, engaging with primary care, and expanded digital 
provision 

 
3.59 The Committee noted that going forward there would be diabetes community 

engagement and testing events, Healtheintent using population health data, NCL 
long term condition locally commissioned service, and the NCL diabetes and weight 

management network 
 

3.60 In terms of a diabetes system overview, this would focus on prevention, a healthy 

catering commitment, obesity reductions and prevention, ‘one you’ providing lifestyle 
advice, and making every contact count. Detection initiatives would include NHS 
Health checks, National diabetes prevention programme, locally commissioned 

services, and a ‘know your risk’ online health tool assessment. In terms of treatment 
and care, there will be locally commissioned services, a low calorie diet service, 
structural education, flu immunisations for people with long-term conditions, 

diabetes eye screening, intermediate diabetes specialist service, diabetes in patient 
specialist nurses, and multi-disciplinary foot team hot clinic 
 

3.61 It was noted that some residents, particularly younger residents did not visit their GP 
regularly, and therefore did not always get tested, and it was also noted that diet 
plays a large part in diabetes in younger people. The issue of child obesity was a 
complex one, and likely to be exacerbated by the cost of living crisis. It was 

important that the Council’s free school meals programme included healthy food 
options, and that physical activity was promoted 

 

 
Whittington NHS Trust 
 

3.62 The Committee considered written evidence from Whittington NHS Trust 
 
3.63  Islington is a diverse community with a younger population, which is expected to 

rapidly grow and age. There are significant disparities in health outcomes between 
the rich and poor 

 

3.64  Smoking, alcohol, and obesity remain key preventable causes of ill health, and 
Making Every Contact count is important to improve patient’s lives. The social 
determinants of health are housing, poverty, employment and access to care. The 
COVID 19 pandemic has further deepened health inequalities and shown the 

importance of focusing on population health within the community 
 
3.65  The top three diagnosed long-term conditions in August 2021 were hypertension, 

asthma and diabetes, and in order to make the greatest impact on population health 
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the focus must be on health behaviours and lifestyles, places and communities we 
live in, and an integrated health and care system 

 
3.66  The Whittington key objective is to play its role as an anchor institution to prevent 

ill-health and empower self-management, making every contact count, engage with 

the community, become a source of health advice and education, tackling 
inequalities facing people with learning disabilities and/or autism and serious mental 
ill-health. Whittington is partnering with Healtheintent programme, to create a single 

integrated care records for residents across NCL, together with a data driven 
approach 

 
3.67  Population health is an approach to reduce health inequalities across an entire 

population, promote health and wellbeing, and improve mental and physical health 
outcomes. Islington has a mixed ethnicity population, and in 24% of Islington the 
population lives in the most 20% deprived neighbourhoods in England. These areas 

are the most ethnically diverse, and it was noted that 47% of the population in 
Islington is white Britishg the best start in life, compared to London averages. 
Vaccination rates are low, chidren are in low-income families, mothers are smoking 

at birth, children in care, GCSE attainment, and preventable deaths are high. Flu 
vaccination uptake is below the rest of London, and the high rate of sexually 
transmitted diseases should be a focus for future work. Islington life expectancy is 

also lower than the London average 
 
3.68  About 6400 residents in Islington (4%), are on disability benefits due to mental 

illness, 3 out of every 4 claims. There is also a link between deprivation and 
respiratory disease, often due to smoking, high pollution rates, poor housing and 
exposure to occupational hazards 

 

3.69  People in Islington on average live the last 20 years of their life in poor health 
 
3.70  Whittington also intend to address inequalities by being a good employer, trying to 

procure services, where possible, through local suppliers, manage land and physical 
assets to maximise local benefits to the community, delivering inequality funding 
projects, and work with localities to amplify public health messages. In addition to 

deliver business plans to include action on how ICSU’s, and corporate services, are 
going to identify and tackle health inequalities. Whittington are also agreeing 
priorities, and targets, with Anchor networks, and work collaboratively to deliver 

them. As part of the strategy to manage land and assets, the aim is to create a Trust 
Environmental Policy and Carbon net zero strategy action plan, and part of this 
process is to ensure local employment will be considered as part of the social value 

score 
 
3.71   Following consideration of the evidence the Committee focused on the following – 
 

Developing and delivering person and community centred ways of working 
 Engaging with residents and communities at all levels designing how 

services   and professionals work with and relate to patients and 

communities 
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 Person centred care which engages with how people live their lives, is  
culturally competent and draws on and recognises their strengths 

 Recognises and builds on community assets to help improve health and 
well-being of individuals and communities. Example is how diabetes 
prevention ‘know your risk’ tool and structured initiatives have been 

reviewed and redeveloped to be more culturally competent and to 
proactively reach out to people from BAME groups at higher risk. This 
will need initial piloted interventions and targeted interventions 

successfully reaching and identifying more people, with or at risk of 
diabetes, with statistics. This is an example of an ongoing programme 
to review and redevelop the targeted focus on inequalities across 

Public Health services and inteventions 
 
Matching/Profiling investment, services and resources to need 

 
 Considering how resources can be redeployed strategically and 

collectively to reflect differing levels of needs and inequalities 

between communities and across the borough 
 Giving a high priority to prevention and early intervention in 

investment decisions 

 Ensuring a focus on outcomes narrows the gap for those 
experiencing inequalities, not simply looking at average outcomes. 
Example – investment decisions made through Population Mental 

Health grant, albeit small value, reflected differential impacts on 
mental health and well-being, with a focus on prevention and early 
intervention, including wider determinants such as environment and 

debt, and boosted service capacity, targeted to children and young 
people, BAME groups and other ethnic minority groups and people 
experiencing deprivation 

 

Focus on ethnic inequalities and the experience and outcomes of people 
with disabilities 
 

These are essentially ‘cross cutting’ priorities across the other themes and include – 
 

 Data analysis, and quality completeness of data, particularly important to 

help highlight inequalities, and outcomes, experienced by these groups, 
linked to engagement and involvement 

 Use of Equality impact assessments drawing on improved data and insight, 

earlier on in the review, and development of service charge proposals 
 Building the skills and knowledge about health promotions, and what 

services are available within communities, and community and faith 

organisations, including with community leaders, and influencers. 
Examples – the Population Health Management development work is 
bringing together data from various bodies, initially NHS and expanding to 

include social housing, supporting targeted and joined-up care where 
there are gaps or poorer outcomes. There is parallel work across the 
Council to develop and improve data analysis in support of Challenging 
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Inequalities programme. The first application of ethnicity to mortality data, 
with an initial focus on the disproportionate impact of COVID. Mental 

health and COVID champion type interventions during the COVID period 
 
Role of Anchor institutions and realising social value to promote health 

and well-being and reduce inequalities 
 
 

 Islington is developing its strategic approach in this area, and is led 
corporately by the Community Wealth Building team. The annual reports’ 
recommendations included using social value levers as organisations to 

address factors that drive inequalities within our communities, and make a 
difference to people in groups experiencing inequalities. Capitalising on 
organisations roles as employers, to improve health and well-being, with a 
focus on lower paid staff, many of whom live locally. In addition, 

developing as ‘anchor organisations’ locally to deliver change over the 
medium and long term. Example – Whittington Health’s Population Health 
report 2021 summarised a gap analysis against the features of anchor 

institutions under the headings of employment, procurement, bricks and 
mortar, service delivery, and corporate and civic role, in order to inform its 
Health Inequalities Strategy and Action  Plan, which it organised under 

those headings 
 
 

4.  Conclusions  
 
4.1 The Committee noted the witness evidence given, and that the COVID 19 pandemic 

has exacerbated the inequalities in health already in existence in the borough. 
 
 
4.2 The Committee would like to thank witnesses that gave evidence in relation to the 

scrutiny and The Executive are asked to endorse the Committee’s recommendations. 
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            Appendix B 
 

SCRUTINY REVIEW INITIATION DOCUMENT (SID) 

Review: 
Scrutiny theme 
A review of health inequalities in the context of the Covid 19 pandemic in Islington. Has Covid 
exacerbated inequalities?  What can the council, the NHS, VCS and other partners do to 
reduce health inequalities? 

Scrutiny Review Committee:  Health and Care Scrutiny Committee  

Director leading the review: Jonathan O’Sullivan 

Lead Officers:   Miriam Bullock with Public health leads for selected areas of focus 

Overall aims:   
To highlight the impacts of Covid19 on existing health inequalities in Islington, and how these 
have been further affected through the Covid19 pandemic. 

To share how services/communities are responding to the challenges through the pandemic, 
including lessons learned and new ways of working. 
To share how plans and approaches to recovery can best focus on addressing the health 

inequalities. 
 

Objectives 
 To provide an overview of health inequalities in the borough pre-pandemic.  

 To provide an overview of what is known about further direct and indirect impacts on 
health inequalities since the start of the pandemic in 2020 for communities and 
residents, focused on selected issues. 

 To explore local responses to health inequalities: 
o Through the pandemic period to date 
o Early recovery priorities and actions to date  

o Longer term priorities and actions 
 To highlight organisational or resourcing implications for the council, NHS and partners 

to reduce health inequalities, and the interface between local and central government 

support.  
 To recommend any actions that may need to be taken in light of the findings of the 

review so that the council, NHS and other local partners can best support reductions in 

health inequalities going forward. 

 

Scope of the Review: 
 

To assess progress against recommendations of the Health Inequalities aspect of the Annual 
Public Health report.  
The recommendations from this APHR include: 

3.9.1 We need a systematic shift to more person and community centred ways of 
working across the public sector system to improve health and wellbeing. To do 
this, we need to: 

 
 Consider how community-centred approaches that build on individual and 

community assets can become an essential part of mainstream strategies and 

local plans to improve health and wellbeing. 
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 Work with a wide range of statutory and community partners to develop an asset-

based community development approach, which involves mapping local 

community assets as well as needs as part of the joint strategic needs 
assessment (JSNA) process. 

 

 Value, harness and support the role of people and communities in their health 
and wellbeing, including through co-production, volunteering and social 
movements for health. 

 
 Ensure that accessible, inclusive and meaningful resident and service user 

engagement and involvement is embedded at all levels across the system. 

 

 Enable health and care professionals and the wider workforce to understand and 
work in person- and community-centred ways, including a focus on kindness. 
 

3.9.2 We need to determine how we invest and use resources to reduce health 
inequalities across the system. To do this, we need to: 

 

 Agree how resources are coordinated and used in a systematic way to address 
strategic goals for reducing health inequalities. 
 

 Think differently about resource decisions which are designed to prevent 
problems and promote good health and wellbeing, compared with decisions which 
are primarily about efficiencies in how services are delivered and the delivery of 

shorter term savings. 
 

 As we increasingly shift to a system focused on outcomes, we need to ensure 

those people or communities experiencing inequalities are not left further behind 
by focusing on ‘population averages’. Outcomes need to be ‘levelled up’ across 
the population. 
 

3.9.3 We need a continued and concerted focus on ethnic inequalities, and given the 
findings from our kindness survey, on improving experience and outcomes for 
people living with a disability. To do this, we need to: 

 
 Improve data recording, collection, analysis and reporting across the whole health 

and care system for ethnicity and disability.  

 
 Meaningful use of detailed Equality Impact Assessments (EIA) that are well 

thought through, robust, and collaborative before service and system level 

changes are made. 
 

 Increase health literacy of key community and faith leaders in order to promote 

health and wellbeing including signposting to key services within the system. 
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 Engage and involve BAME communities in the planning, development and 
implementation of interventions and services. 
 

 Education and training for the workforce on diversity, cultural competency, 
unconscious bias and conscious inclusion. 
 

3.9.4 We need to capitalise on the opportunities we have as anchor organisations and 
embed social value across the system to achieve our goals for prevention, early 
intervention and resilience. To do this, we need to: 

 

 Use our social value leavers to address factors that contribute to health 
inequalities and reach those communities and groups experiencing significant 
inequalities. 

 
 Capitalise on public sector organisations as employers, to improve health and 

wellbeing, with a focus on lower paid staff, many of whom live locally. 

 
 Scale and sustain action across ‘anchor organisations’ locally to deliver change 

over the medium and longer-term. 

 
The recommendations included in this APHR should be considered in combination with those 
outlined in a recently published report from Public Health England, which aimed to 

understand the extent that ethnicity impacts upon COVID-19 risk and outcomes1. 
Recommendations in the PHE report largely align with, and bolster, those outlined in this 
APHR, signalling where commitment, focus, and delivery at scale could make a significant 

difference in improving the lives and experiences of BAME communities. 
 

Additional Information: 
 Session one – themed Scrutiny meeting on subject of mental health and wellbeing – 

including social connectedness and isolation 

 Session two – an overview of health inequalities in the borough; including the direct and 
indirect COVID impact 

 
 Sessions three/four/five (timetabled to availability of speakers) 
 Whittington Health 

 People with disabilities, inequalities and Covid 
 Diabetes and health inequalities – prevention, help-seeking and care management 

 

 
In carrying out the review the committee will consider equalities implications and resident 
impacts identified by witnesses. The Executive is required to have due regard to these, and 

any other relevant implications, when responding to the review recommendations. 
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Programme 
 

Key output: To be submitted to Committee on: 

1. Scrutiny Initiation Document Agreed sign-off via Chair’s Action – to circulate 

ahead of, or for, the October committee 

2. Draft Recommendations  It was agreed that an interim set of 
recommendations from the first three committee 
meetings on inequalities would be considered in 

February; the March meeting would receive an 
update 

3. Final Report The Scrutiny Ctte will need to finalise 
recommendations from the final session in order 

to complete the report to the available time. 

 
 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 
 



23 

 

 

 
 



24 

 

 

 



25 

 

 
 

 
 



26 

 

 
 
 

 



27 

 

 
 
 

 



28 

 

 
 

 
 

 
 



29 

 

 
 

 
 



30 

 

 
 

 



31 

 

 
 

 
 



32 

 

 
 

 
 



33 

 

 
 

 
 



34 

 

 
 
 

 

 
 



35 

 

 
 
            APPENDIX B 

 
 

 
 



36 

 

 
 

 
 



37 

 

 
 

 
 



38 

 

 
 

 
 



39 

 

 
 

 
 



40 

 

 
 

 
 



41 

 

 


