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Last year’s report, Dementia Friendly Middlesbrough, drove a 
number of improvements summarised in the early sections of 
this report. More work still needs to be done on this agenda 
and will continue to reported back annually through the 
Council’s Executive and Health and Wellbeing boards. 

This year’s report, Dying Before Our Time?, highlights a 
concern with the trends in length and quality of our life for our 
residents. The year on year improvements in life expectancy 
at birth and healthy life expectancy across the town have 
stalled and the latest data is showing a downward trend. 
Also of concern is that the inequality gap in life expectancy 
at birth between us and the national average is widening, 
driven mainly by the widening gap within the town between 
deprived and affluent wards. Approximately one third of all 
deaths in Middlesbrough are in people aged below the age of 
75. The majority of these premature deaths are in people living 
in our deprived wards. We also know from the data on quality 
of life that people within our deprived wards spend more of 
their shorter lives living with poor health. The challenge we 
face is to improve length and quality of life with a focus on 
deprived and disadvantaged groups across the town. 

This report presents the major causes of premature deaths, 
describes work that is already underway and makes 
recommendations for further action. Whilst cancer, heart 
and respiratory diseases account for a large number of 
premature deaths, increasing deaths from suicides, drugs, 
alcohol, accidents, excess winter deaths and infant mortality 
contribute to these reductions in life expectancy. Further work 
needs to be done to reduce deaths, illness and suffering from 
these causes, most of which are preventable. 

I am very encouraged by the strategic developments we 
have across the town as these will contribute to longer and 
healthier lives for our residents. I will describe some of themes 
briefly here. Middlesbrough Council’s Strategic Plan focuses 
on ensuring achieve longer and healthier lives and reducing 
inequalities. The three areas of focus, namely economic 
regeneration, social regeneration and business imperatives, 
will have a positive impact on length and quality of life for our 
residents. The underlying causes of premature deaths and 
poor health outcomes are social and economic. Addressing 
socioeconomic factors such as unemployment, skills, housing, 
poverty and crime will have a greater and sustainable impact 
on health and wellbeing. We need to ensure economic growth 
is inclusive and those furthest away, the disadvantaged and 
vulnerable are not excluded but supported to benefit from 
these opportunities. 

The establishment of a Joint Public Health Service together 
with Redcar and Cleveland provides opportunities to join 
forces in addressing common public health challenges, 
establishing a centre of excellence for public health and 
having a unified, stronger and credible voice on health and 
wellbeing issues locally, regionally and nationally. 

The prevention strategy for adults and older people, Live 
Well Middlesbrough, sets out how prevention of these major 
causes of premature mortality and preventable illnesses is at 
the forefront of the agenda for healthier Middlesbrough. In 
July 2017 the Mayor officially launched the Live Well Centre, 
an innovative health and wellbeing offer for our residents. 
Already the centre is demonstrating improved access to 
preventative services in an integrated and non-stigmatising 
way. The redevelopment of the Middlesbrough Children’s 
Trust arrangements provides a strategic multi-agency forum 
to improve outcomes for children and young people across 
the town. The work done to date demonstrates a renewed 
commitment and a sense of urgency to ensure we give our 
children and young people the best start in life. 

I hope the report generates discussion and informs debate on 
the actions we all can take to ensure our residents do not die 
before time! 

Yours sincerely,

 

Edward Kunonga 

Director of Public Health 
Middlesbrough Borough Council

FOREWORD 
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Welcome to this year’s annual report - Dying Before Our Time? This is my fourth report since the 
transfer of public health responsibilities from the NHS to the Council as part of the Health and 
Social care Act 2012. The previous reports have focused on specific public health challenges as 
well as successes.

BY DIREcTOR OF PUBlIc hEAlTh EDWARD kUNONGA
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DYING BEFORE OUR TIME? Achieving longer and healthier lives in Middlesbrough

WE sAID WE DID

Dementia in 
Middlesbrough -  
scale of the 
Problem

NWA Research Agency have been 
commissioned to undertake a detailed needs 
assessment, which will provide strategic 
direction for the Dementia Collaborative.

1 Carry out a detailed Dementia Health Needs 
Assessment to Inform the development of a 
dementia strategy and action plan.

Middlesbrough registered as a Dementia 
Friendly borough in March 2016 and 
programme of work started on creating 
promotion and awareness.

2 Ensure better knowledge and awareness of 
dementia to help tackle stigma and improve 
understanding amongst communities and 
professionals.

Business case to Better Care Fund for South 
Tees Collaborative was rejected March 2016.

Paper to go to the South Tees Integrated 
Executive Group to seek support for 
establishing a key group.

3 Strengthen working arrangements for the 
Dementia Collaborative to ensure it is a 
strategic forum for multi-agency working and 
co-production between agencies, patients 
and carers across the dementia pathway from 
prevention to end of life care.

Early Diagnosis 
and Effective 
Management of 
Dementia -  
Diagnosing Well

Variance in general practice diagnosis to 
be looked at and linked to work around the 
Primary Care Strategy. 

Dementia Friends sessions being rolled out 
to general practices. Borough Road and 
Nunthorpe Practice to facilitate a Dementia 
Friends Café for patients.

6 Increasing dementia diagnosis needs to 
remain as a priority so that individuals are 
provided with the support they need.

Tackling the 
Preventable causes 
of Dementia - 
Preventing Well

Physical activities exclusively for people with 
dementia and their carers.

Promotion and awareness raising through 
campaigns, using local media and community 
networks.

4 Given that some types of dementia and a 
number of long term conditions share common 
risk and protective factors, prevention 
programmes need to be framed and delivered 
with a holistic approach to improving health 
and wellbeing that supports the promotion of 
good brain and heart health throughout life.

living Well with 
Dementia

A multi-agency Dementia Friendly 
Middlesbrough Working Group established.

A guide 6 Steps to Becoming a More Dementia 
Friendly Organisation and resources developed.

A ‘Dementia Grant’ under the Housing 
Assistance Policy to help residents who have 
dementia to live independently, comfortably 
and safely in their own homes.

7 Ensure people with dementia feel safe and 
accepted members of the community in 
Middlesbrough.

Programme of work includes:

• Promotion and awareness raising using local 
media and community networks 

• Activity and promotion at the Live Well 
Centre 

• Physical activities exclusively for people with 
dementia and their carers 

• Promotion of Dementia Books on Prescription 
through Middlesbrough Libraries, general 
practices and the Live Well Centre.

• Single point of access to information about 
dementia and memory loss.

5 Local public awareness campaigns 
developed to raise levels of understanding on 
preventable causes of dementia improving 
uptake of prevention and early intervention. 
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WE sAID WE DID

creating 
Dementia Friendly 
Environments

Achievements include:

• Over 70 local businesses and organisations 
signed up to Dementia Friendly Middlesbrough 

• Customer facing services adapting to the 
needs of people living with dementia and 
their carers 

• Dementia Champions and Dementia Friends 
Sessions are being rolled out 

• 6,017 dementia friends across Middlesbrough 
and 18 registered Dementia Champions

• Work progressing with BAME communities 
including GRT community to raise 
awareness of dementia.

10 It is important for Middlesbrough to 
continue with the work to create dementia 
friendly communities and environments so 
that people with dementia, their families 
and carers feel safe and accepted members 
of the community.

Dying Well with 
Dementia

8 Improve the early identification of patients 
across all diagnoses with end of life care 
needs, allowing timely access to advanced 
palliative and end of life care planning.

Develop a dementia service plan that takes 
account of population projections and the 
impact dementia will have on the demand for 
health, social care and related services.

9 Work collaboratively with health and social 
care, to ensure that people living with 
dementia die with dignity and in the place 
of their choice.

DEMENTIA 
FRIENDLY 

Middlesbrough
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chapter 1

Life expectancy at birth is an important measure of the 
overall health and is a good indicator of inequality in 
length of life. Low life expectancy is indicative of poor 
health and wellbeing within an area.  

As life expectancy improves it is important to ensure that 
the additional years of life are being spent in good health. 
Therefore it is important to not only have interventions 
that add the length of life but also improve the quality of 
life - adding years to life and life to years.  

lIFE ExPEcTANcY AND 
hEAlThY lIFE ExPEcTANcY  
IN MIDDlEsBROUGh

Healthy Life Expectancy is used to assess this quality of life dimension to life 
expectancy, the average number of years a person would expect to live in good 
health based on current disease rates and self-reported good health. It is therefore an 
important summary measure of mortality and ill-health. 

Much of the lower life expectancy in some areas of Middlesbrough is due to preventable 
deaths. The Public Health Outcomes Framework (PHOF) shows a reduction in preventable mortality 
over time in Middlesbrough. However, inequalities still remain in deaths from cancers, circulatory disease, respiratory disease, 
drug related deaths, accidents, infant mortality and suicides. Inequalities in health are largely a result of the social and economic 
environments in which people are born into, grow, live and grow old. For a number of health and wellbeing  outcomes, there is an 
inequality gap which matches the pattern of deprivation across the town and the gap is widening over time.  

This report focuses on these major cause of preventable deaths as well as other causes that account for a significant impact on life 
expectancy figures because of the average ages of death. These include suicides, drug related deaths, accidents, infant and child 
deaths.

lIFE ExPEcTANcY

Life expectancy at birth in Middlesbrough is 76.2 years for males and 79.8 for females.  
This is lower than the England average of 79.5 for males and 83.2 for females.  
When compared against the local authority with the highest life expectancy in England,  
in Middlesbrough males are living on average 7.3 years and females 6.6 years less.

Trends in Middlesbrough show life expectancy increased year on year up to 2011-2013 when it started to reduce with a greater 
reduction for males. This trend is concerning and this report looks at the major contributing causes of early deaths and makes 
recommendations for improvement.  

       

Life expectancy at birth is the number of years a child born today  
would be expected to live if they experienced the current mortality 
rates for a given period. A widely used indicator of the health of a 
population, life expectancy measures length rather than quality of life. 

Life expectancy at birth reflects the overall mortality of a population.  
It summarizes the mortality pattern that prevails across all age groups - 
children and adolescents, adults and the elderly.
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The second concern is the widening gap in life expectancy for men and women living in Middlesbrough compared with the 
England average. Based on the latest data Middlesbrough men have the same life expectancy in 2013-15 as the average male 
life expectancy for England in 2000-02. For females Middlesbrough’s current life expectancy is the same as England female 
life expectancy between 1996 -1998. This means there is 13 year and 17 year lag for male and female life expectancy between 
Middlesbrough and England respectively.

Middlesbrough England highest local Authority

76.1 79.5
83.4

Middlesbrough England highest local Authority

79.8 83.1 86.4

Source: ONS, 2013-15
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When compared against 15 other similar local authorities in England, Middlesbrough had the lowest life expectancy for both 
males and females between 2013-15.

lIFE ExPEcTANcY 
vARIEs AcROss WARDs 
IN MIDDlEsBROUGh
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For men, there is a 13.5 year gap in life expectancy 
at birth between the lowest ward (Central) and the 
highest ward (Marton East). 

For women there is 11.4 gap between Longlands & 
Beechwood and Acklam. 

The variation in life expectancy by wards mirrors the 
pattern of deprivation across the borough. 

The previous year on year improvements in life 
expectancy observed in Middlesbrough between 
2001-2003 and 2011-2013 were mainly driven by 
gains in the affluent wards across the town, with the 
deprived wards showing very small changes in life 
expectancy in the last 15 years. 
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hEAlThY lIFE ExPEcTANcY 
Healthy life expectancy for both males and females is significantly lower than the England 
average. Not only do we have a challenge of premature deaths, a greater proportion of our 
population spends much of their adult life living with poor health. 

For males living in Marton and Nunthorpe, healthy life expectancy is higher than the life expectancy of the most 
deprived area (MSOA 1 - approximately Central ward).

Source: PHOF, PHE
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hEAlTh INEqUAlITIEs IN lIFE ExPEcTANcY
The chart below outlines the causes of death that are driving inequalities in life expectancy within Middlesbrough, by comparing 
the least deprived areas with the most deprived. Cancer deaths account for the biggest gap for both males and females. 
For males, the second biggest gap is external causes (which includes suicides, drug related deaths and accidents), followed 
by circulatory and respiratory disease. For females the second biggest cause of the gap in life expectancy are deaths from 
respiratory disease, followed by deaths from circulatory diseases. Targeting the causes of death which contribute most to the life 
expectancy gap should have the biggest impact on reducing health inequalities.

NON-GEOGRAPhIcAl INEqUAlITIEs
There are several groups of people who have lower life expectancy at birth and healthy life expectancy.

People with serious mental illness
There is extensive evidence that shows people with severe mental illness die 15 to 25 years earlier than the general population. 
The vast majority of these deaths are due to preventable chronic physical medical conditions such as cardiovascular, respiratory 
and infectious diseases, diabetes and hypertension. Middlesbrough has the highest level in England for excess under 75 mortality in 

adults with serious mental illness.

learning disabilities
People with learning disabilities die, on average, 14 years younger than the general population. The causes of death for this population 
group are preventable long term conditions such as diabetes, obesity, heart failure, chronic kidney disease or stroke and cancers.  
In addition, people with learning disabilities were 26 times more likely to have epilepsy, eight times more likely to have severe mental 
illness, five times more likely to have dementia and three times more likely to suffer with hypothyroidism, therefore impacting on their 

healthy life expectancy and quality of life (Department of Health 2014, Premature Deaths of People with Learning Disabilities). 

Minority ethnic groups
Minority ethnic groups generally have poorer health and greater premature deaths compared to White British ethnic group.  
There are wide variations in health between different ethnic groups in England. Poor health is caused by a wide range of factors, 
including biological determinants (age, sex, hereditary factors) and wider social determinants such as education, social position, 
income, local environment and experiences of racism and racial discrimination. The social determinants of health are unequally 
distributed across ethnic groups, leading to unjust and preventable health inequalities (Economic and Social Research Council - 
ESRC: Centre on Dynamics of Diversity - CoDE, 2011).

Circulatory diseases include coronary heart disease and stroke. Respiratory diseases include flu, pneumonia and chronic obstructive 
airways disease. Digestive diseases include alcohol-related conditions such as chronic liver disease and cirrhosis. External 
causes include deaths from injury, poisoning and suicide. Mental and behavioural include dementia and Alzheimer’s disease. 

Analysis by Public Health England Epidemiology and Surveillance Team based on ONS death registration data, and mid year 
population estimates, and DCLG Index of Multiple Deprivation.
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PREMATURE DEAThs
A large proportion of premature deaths in Middlesbrough are avoidable through preventative 
measures and effective health care. The scale of avoidable deaths in the town is described in more 
detail in the following section.
Between 2010 and 2015, an average of 1,395 people died every year in Middlesbrough. Cancer, circulatory diseases (heart 
disease and stroke) and respiratory diseases accounted for 70% of all deaths. 505 (36%) of deaths in 2014 were in people 
aged under 75 years or premature and the corresponding causes of death are shown below. Cancer accounted for the highest 
proportion of deaths with lung and breast cancer the main contributors. External causes such as accidents, injuries and suicides 
caused nearly 10% of deaths under 75.  

The Public Health England report Longer Lives highlights premature deaths for each local authority area, focusing on the four 
most common causes - heart disease and stroke, lung disease, liver disease and cancer. In this report Middlesbrough is ranked 
147th out of 150 local authorities for the having one of the highest under 75 mortality rates of 478 per 100,000 population.
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parasitic diseases

1.2%

Source: Primary Care mortality database



13DYING BEFORE OUR TIME? Achieving longer and healthier lives in Middlesbrough

Middlesbrough
similar 
local 
Authorities

Worst
13th out  

of 16

National Worst
147th out  

of 150

Population

139,509

Total  
premature  
deaths

1,552 2003-15

cANcER

Rank Deaths  
per 100,000 for 2013-15

common causes:  
Smoking, alcohol, poor diet

140th
out of 150 

LA’s

106
lowest: Barnet

174

195
Middlesbrough

highest: Manchester

BREAsT 
cANcER

113th
out of 148 

LA’s

13
lowest: Plymouth

23

33
Middlesbrough

highest: Darlington

lUNG 
cANcER
(All AGEs)

Rank Deaths  
per 100,000 for 2013-15

143rd
out of 150 

LA’s

33
lowest: Rutland

94

111 
Middlesbrough

highest: Manchester

cOlOREcTAl 
cANcER

147th
out of 148 

LA’s

9
lowest: Portsmouth

16

18
Middlesbrough

highest: Salford

lUNG 
DIsEAsE

143rd
out of 149 

LA’s

17
lowest: Kensington  
              and Chelsea

57

58
Middlesbrough

highest: Manchester
lIvER  
DIsEAsE

140th
out of 148 

LA’s

10
lowest: Buckinghamshire

31

44
Middlesbrough

highest: Blackpool

common causes: Smoking, air pollution common causes: Alcohol, hepatitis, obesity

INjURIEs

148th
out of 149 

LA’s

6
lowest: Harrow

24

32
Middlesbrough

highest: Blackpool hEART  
DIsEAsE &  
sTROkE

135th
out of 150 

LA’s

45
lowest: Kensington  
              and Chelsea

104

138
Middlesbrough

highest: Manchester

common causes: High blood pressure, smoking, poor diet

hEART 
DIsEAsE

136th
out of 150 

LA’s

24
lowest: Kensington  
              and Chelsea

59

80
Middlesbrough

highest: Manchester
sTROkE

137th
out of 149 

LA’s

8
lowest: West Berkshire

19

28
Middlesbrough

highest: Manchester



AvOIDABlE MORTAlITY IN MIDDlEsBROUGh
Avoidable mortality is a term used for causes of death that are considered unnecessary and 
preventable through timely public health interventions or amenable to timely effective healthcare 
services. 
Although deaths from particular conditions can be thought of as avoidable, this does not mean that every death from that 
condition could have been prevented. Other factors, such as age, lifestyle, extent of disease at diagnosis and multiple diseases in 
an individual are not taken into account in the list of avoidable causes.

Most of the avoidable causes of death have an upper age limit of 74 years, a few are limited to younger age groups and deaths 
from injuries are included for all ages.

Analysing avoidable mortality does not identify definitively variation in health care or public health interventions. Instead it 
highlights areas that may benefit from more detailed investigation and targeted interventions particularly in the context of 
preventing premature mortality.

AvOIDABlE DEAThs IN MIDDlEsBROUGh
In 2014, a total of 1,394 deaths were recorded in Middlesbrough through the Primary Care Mortality Database (PCMD). The PCMD 
is used since it contains the clinical coding for the underlying cause of death, permitting identification of avoidable mortality.

There were 365 (26.2%) deaths were identified as avoidable. For males, the proportion of avoidable dates was 30.4% and 22.4% 
for females. 

Compared with England, the proportion of avoidable deaths in Middlesbrough is higher for both men and women, but the gap 
between Middlesbrough and England is higher for women (4.6%) than for men (2.5%).
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Source: PCMD / ONS
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cAUsEs OF AvOIDABlE MORTAlITY
Overall, mortality from neoplasms (tumours; mostly cancer but includes other abnormal tissue growth) contributed the largest 
number of avoidable deaths (117, 32.1%). Within the neoplasms category, lung cancer was overwhelmingly the largest single 
cause, accounting for 54 deaths (46.1%) in this category. The proportions for males (47%) and females (46%) were very similar.

Cardiovascular diseases (28.5%) and injuries (16.7%) were the second and third largest contributors overall. Within injuries, 
accidental injury (excluding transport accidents) accounted for 34 (56%) of deaths. For women, neoplasms contributed the 
largest proportion (37.3%) but for men it was cardiovascular diseases (33.3%).
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Source: PCMD
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 Source: Public Health England

MORTAlITY RATE FROM cAUsEs cONsIDERED PREvENTABlE (persons) 
2013-2015

Directly standardised rate - per 100,000

 Source: Public Health England
AREA

REcENT 
TREND

NEIGhBOUR 
RANk cOUNT vAlUE

95%  
lOWER cI

95%  
UPPER cI

 Source: Public Health EnglandENGlAND - - 274,534  184.5 183.8 185.2

 Source: Public Health EnglandMIDDlEsBROUGh - - 975 275.7 258.5 293.7

 Source: Public Health EnglandTAMEsIDE - 10 1,630 267.3 254.4 280.7

 Source: Public Health EnglandOlDhAM - 11 1,538 261.3 248.3 274.7

 Source: Public Health EnglandsTOkE-ON-TRENT - 3 1,666 249.8 237.9 262.2

 Source: Public Health EnglandhARTlEPOOl - 12 640 243.9 225.2 263.7

 Source: Public Health EnglandhAlTON - 7 842 236.4 220.5 253.1

 Source: Public Health EnglandWOlvERhAMPTON - 6 1,510 231.6 220.0 243.7

 Source: Public Health EnglandWAlsAll - 9 1,674 226.7 216.0 237.9

 Source: Public Health EnglandsAlFORD - 8 1,609 278.3 264.7 292.4

 Source: Public Health EnglandkINGsTON UPON hUll - 1 1,700 272.7 259.7 286.1

 Source: Public Health EnglandkNOWslEY - 2 1,021 262.4 246.4 279.2

 Source: Public Health EnglandROchDAlE - 4 1,458 261.0 247.7 274.8

 Source: Public Health EnglandsANDWEll - 5 1,907 247.3 236.3 258.7

 Source: Public Health EnglandsUNDERlAND - 15 1,928 242.6 231.8 253.8

 Source: Public Health EnglandGATEshEAD - 13 1,331 232.7 220.3 245.6

 Source: Public Health EnglandsT hElENs - 14 1,228 230.2 217.4 243.5

Compared with a group of similar local authority areas, Middlesbrough has the second highest rate of avoidable mortality.  
Like all other areas in this group, the Middlesbrough rate is significantly higher than England. However, the Middlesbrough rate is 
also significantly higher than six of these statistical neighbours: Sunderland, Halton, Gateshead, Wolverhampton, St. Helens and 
Walsall.
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The rate of preventable mortality in Middlesbrough tended to decline from 2002-04 to 2008-10. Since then, the Middlesbrough 
rate has remained similar, where the England rate has continued to reduce, resulting in a widening gap in preventable mortality 
between Middlesbrough and England. In 2008-10, the Middlesbrough rate was significantly lower than in 2005-07. Similar 
patterns are observed for males and females separately, but with male rates significantly higher than female rates.

MORTAlITY RATE FROM cAUsEs cONsIDERED PREvENTABlE (persons) 
MIDDlEsBROUGh

Directly standardised rate - per 100,000

PERIOD cOUNT vAlUE lOWER cI UPPER cI NORTh 
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sUMMARY
In 2014, more than one quarter of deaths in Middlesbrough (26.2%) were from causes considered 
avoidable (365 deaths out of 1,394 total deaths).  

The proportion of avoidable deaths is higher for males (30.4%) than females (22.1%).

The proportion of avoidable deaths in Middlesbrough (26.2%) is higher than the proportion 
observed in England (22.6%). This remains true for males and females when considered separately.

Overall, neoplasms (mostly cancers) were the leading cause of avoidable deaths in Middlesbrough, 
accounting for 32.1% of avoidable deaths. Neoplasms were the leading cause for females, but 
cardiovascular diseases had the highest burden for males.

Within neoplasms, lung cancer was the most frequently recorded cause of death and accounted 
for 47% of avoidable neoplasm deaths for males and 46% for females. For females, breast cancer 
accounted for a further 29% of avoidable neoplasm deaths.

Within cardiovascular diseases, chronic ischaemic heart disease was the most frequently recorded 
cause of death, accounting for 35% of avoidable cardiovascular deaths for males and 40% for 
females. Acute myocardial infarction (heart attack) accounted for a further 30% of avoidable 
cardiovascular deaths for males and 26% for females.



An individual’s risk of being diagnosed with cancer depends on many factors including age, lifestyle and genetic factors.  
About 40% of cancers are preventable by changes to lifestyle, with regard to smoking, obesity, alcohol consumption and 
exposure to sun. 

chapter 2

cANcER
Cancer is a key public health priority in the UK and will affect  
1 in 3 people at some point in their life. Breast, lung, bowel and 
prostate cancers together account for over half of all new cancers 
each year in the UK. Although cancer is most common in older 
people it is also the leading cause of death in Middlesbrough for 
those aged under 75 years of age.

BAckGROUND AND RIsks

The way lifestyle contributes to the risk of cancer depends on the type of cancer. For example, more than 80% of lung cancer 
is caused by smoking. This includes breathing in other people’s cigarette smoke. For other cancers such as breast, bowel and 
prostate, obesity and dietary factors may increase an individual’s your risk of developing them. 

Increasing age remains the biggest risk factor for cancer. Cancer can develop at any age but it is most common in older people. 
More than three in five cases of cancer are diagnosed in people aged 65 and over, and over a third are diagnosed in people aged 
75 and over.
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Source: Cancer Research UK
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There are more than 200 types of cancer, however breast, prostate, lung and colorectal cancers account for 54% of all cases. 
Locally more men are diagnosed with lung and colorectal cancer than women.

Cancer is the biggest cause of premature mortality within Middlesbrough, and the town ranks 
140th out of 150 local authorities in England. There were 1,699 new cases of cancer reported in 
2014 in South Tees or a rate of 665.8 per 100,000, higher than the national rate of 608.4.  
In 2014, 817 people died from cancer in South Tees or a rate of 338.3, again higher than the 
national rate of 288.6.

FAcTs AND FIGUREs

Healthier Lives, PHE

Source: Cancer Data, NHS England
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Cancer is responsible for 117 avoidable deaths in Middlesbrough, where timely and effective healthcare or preventative 
interventions could have prevented death. More cancer cases occur and more people die from cancer in the most deprived 
areas of Middlesbrough compared with the least deprived areas, as shown below, where wards are ranked by highest level of 
deprivation.

More people are diagnosed with lung cancer and die from it than any other cancer in Middlesbrough. It is the single largest 
contribution to premature deaths from cancer in Middlesbrough, especially for women. Incidence and mortality locally are 
considerably higher than national rates and have seen increases in recent years. The similarity between incidence and mortality 
rates is an indication of the high fatality and low survival for lung cancer.

*SIR – standardised incidence ratio

**SMR - standardised mortality ratio 
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Source: CancerData, NHS England

lUNG cANcER MORTAlITY BY GENDER - sOUTh TEEs / ENGlAND
Age standardised rate per 100,000
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Nationally, Achieving World-Class Cancer Outcomes, A Strategy for England 2015-2020 
(Independent Cancer Task Force, 2015), sets out how to improve radically the outcomes that the 
NHS delivers for people affected by cancer. 

Locally, the South Tees Cancer Strategy is helping to address the national requirements and the 
Middlesbrough Tackling Cancer Together Partnership is delivering some of the local objectives. 
They include a series of initiatives across the patient pathway with emphasis on the importance of 
prevention, early diagnosis, appropriate and effective treatment and support and end of life care.
Part of our prevention strategy is the provision of training and support for organisations and professionals to deliver consistent 
health messages at every opportunity. The Making Every Contact Count (MECC) programme is providing the framework for 
this. MECC raises awareness of health and wellbeing and encourages and helps people to make healthier choices to achieve 
long-term behaviour change. The focus on cancer-related risk factors (smoking, obesity, physical inactivity and alcohol misuse) 
directly addresses the prevention of premature mortality from certain cancers.

WhAT WE ARE DOING TO REDUcE  
PREMATURE DEAThs FROM cANcER?

Middlesbrough Tackling cancer Together Partnership 
- Reduce Your Risk campaign
The Middlesbrough Tackling Cancer Together Partnership involves a wide range of 
organisations and services across South Tees. It aims to take a co-ordinated approach to 
addressing the challenges associated with cancer with a focus on prevention and early 
intervention.  

A key area of work for the partnership is promoting awareness of risk factors and early 
diagnosis, through improving NHS screening programme coverage and early access to 
diagnostic services for people with signs and symptoms of cancer.

In 2010, we carried out a survey on cancer awareness Cancer Awareness Measure (CAM) 
with very low levels of awareness reported. Insight work carried out in 2015 to inform the 
‘Reduce Your Risk’ campaign showed that cancer awareness in communities is still low. 
Whilst there were limitations in comparing the results with those of the 2010, given it was 
a different cohort of people and the questions and collection method were slightly different it 
offered an overall indication of how little knowledge and behaviour have changed over time. 

For example, 93% (505/544) of respondents identify smoking as a key risk factor for cancer which indicates 
very high awareness of risk. However, a significant proportion of people still attributed a diagnosis of cancer 
down to chance. This presents a challenge in changing people’s behaviour in relation to the importance of 
smoking and other lifestyle factors in cancer.  

South Tees Male

England Male

South Tees Female

England Female
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Population screening programmes are one important method through which diseases are detected early. Screening aims to 
find cancers early when they have the best chance of being cured. Three cancer screening programmes are available to the 
population of England for breast, cervical and bowel cancers. 

Middlesbrough has generally poor uptake of screening for cervical, breast and bowel cancers compared with the England 
average. However, this has increased in recent years. In 2016, the uptake rate for cervical screening was 69.8%, for breast was 
72.2% and for bowel cancer (South Tees) was 56%. This means that substantial proportions of the eligible populations are not 
attending screening.  

Improving uptake of Nhs screening Programmes

Source: Fingertips, PHE
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Uptake of cancer screening programmes is associated with deprivation. Individuals in more deprived socioeconomic groups 
and those in certain ethnic groups may be less likely to attend screening. There is a range of activities targeted at our diverse 
communities and settings to improve uptake.

There is significant variation between general practices in Middlesbrough, with some above the England average and several 
significantly below. 
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Improving access to services for early diagnosis of cancer 

Early detection of cancer often produces better outcomes for the patient. Treatment options and chances of recovery are greater 
leading to improved health, and in some cases reducing premature deaths. For example, about 87% of lung cancer patients 
diagnosed at stage one survive at least for one year compared with less than 20% of those diagnosed at stage four. Achieving 
early diagnosis of lung cancer includes making it easier for patients to present early with signs and symptoms. 

South Tees has higher rates of emergency cancer presentations compared to England, however trend data shows that locally 
more cancers have been diagnosed at an early stage than England.

Source: Cancer Outcome Metrics, NCIN
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Open Access (Drop-in) chest x-ray service
cAsE sTUDY:

In October 2016, local partners worked together to establish an Open 
Access Chest X-ray service at James Cook Hospital and the One Life 
Centre in Middlesbrough. The service is targeted at people aged 50 years 
and over, who smoke and are from our most deprived communities, 
where lung cancer is more common than the rest of the Middlesbrough. 
People do not require a GP referral to access service. 

In one year of the service, 229 people have been X-rayed, 32 with abnormal results referred for 
further investigations and four people have been diagnosed with lung cancer (one at stage I, 
one stage III and two at stage IV). A number of other conditions are being diagnosed including 
chronic obstructive pulmonary disease (COPD x 9), emphysema and angioedema.

About 60% of the people accessing services including the four that were diagnosed with cancer 
did so because they were worried about the symptoms. People are presenting with significant 
symptoms (for example, coughing out blood) which points to the need for cultural change in the 
way people in the town view their health and access primary care.
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cancer Waiting Times
Information on the time individuals wait for cancer services are monitored regularly by commissioning and provider 
organisations. This includes the number of people who attended outpatient appointments within two weeks of an urgent referral 
by their GP for suspected cancer or breast symptoms, people who started treatment within 31 and 62 days and the number of 
people who started some types of subsequent treatments within 31 days. The importance of these targets is to help improve 
early diagnosis and appropriate and effective treatments and support to maximize survival or potential cure.

The chart below shows that NHS South Tees Clinical Commissioning Group is performing above national targets for all measures, 
illustrating the high quality cancer care available to Middlesbrough residents from diagnosis to treatment.

Macmillan Integration of cancer care (MacIcc) Programme
The South Tees Hospitals NHS Foundation Trust Macmillan Integration of Cancer Care (MacICC) partnership programme is 
improving care for patients with cancer. The programme is reviewing how patients move through the care system, how all the 
separate services can work more closely to deliver the right care in the right place at the right time and by the right professional. 
Achievements include the employment of Cancer Care Coordinators and Community Sisters who provide support to both 
patients and professionals, improving patients’ experience and care outcomes (starting with patients with cancers of the lung, 
lymphoma and brain and central nervous system).

95.1% 93%
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GAPs AND lOcAl NEEDs
Reduce premature deaths from cancer through improved cancer prevention, early detection and prompt effective treatment 
and care by:  

• Making every service and care contact an opportunity to raise awareness of risk factors for 
cancer and the signs and symptoms of cancer, and provide support to people living with 
cancer

• Local partners continuing to work together to improve access to early diagnosis and cancer 
screening services, so that people have prompt and appropriate advice and investigation if 
symptoms occur

• Ensuring that patients who are diagnosed with cancer are provided with the right treatment 
and care, at the right time and by the right professional

• Ensuring we have the right level of services for cancer patients and professionals skilled and 
resourced to provide these services.
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south Tees hospital Nhs Foundation community cancer Nursing service
cAsE sTUDY:

The team provides information, symptom management, 
social and emotional support, and financial advice on 
health-related benefits for patients who are moving from 
hospital care into a period of good health or potential cure.

Historically only a small proportion of cancer patients were 
referred to a Community Nurse and or Specialist Palliative 
Care team. This left a wide group of patients with little 
support at home and in the community. The CCNS aims 
to bridge this gap by crossing traditional boundaries into 
primary, secondary and community health, working in 
partnership with GPs, community health teams, hospital 
multi-disciplinary teams and other cancer agencies.  
There are excellent examples of care through this effective 
collaboration. For example, the strong relationship with 
clinical nurse specialists for cancer has been highly 
beneficial to this new innovative service. 

“Having Jo (Community Cancer Nurse) in the community 
setting means that we have a direct contact for support for 
our cancer patients who in the past have at times struggled 
when at home.” 

At an individual level the service is helping to maximise 
patients’ outcome and experience. Joan (not her real name) 
is a 75 year old lady diagnosed with cancer of the larynx 
and carries a tracheostomy and Percutaneous Endoscopic 
Gastrostomy (PEG). She was struggling with altered body 
image, low mood, self-neglect and social isolation and a 
feeling of wanting to give up. The lack of support in the 
community added to Joan’s anxiety. 

With support from the CCNS there is a great improvement 
in Joan’s emotional health and wellbeing. She now goes 
out alone to do her own shopping which is a significant 
achievement for her as well as confirmation of the impact 
of the service.

A dedicated community-based nursing service is helping to improve the lives of people 
living with cancer in South Tees (Middlesbrough, Redcar & Cleveland and Hambleton & 
Richmondshire). The Community Cancer Nursing Service (CCNS) was established in June 2016 
as part of the Macmillan Integration of Cancer Care Programme funded by Macmillan Cancer 
Support and hosted by South Tees Hospital NHS Foundation Trust.
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cIRcUlATORY 
DIsEAsEs
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Circulatory diseases, sometimes also known as cardiovascular  
diseases, include long-term (chronic) heart disease, heart attacks  
and strokes. Altogether, circulatory diseases account for about  
one quarter of deaths aged under 75 in Middlesbrough.
Coronary heart disease (CHD) happens when the coronary arteries are narrowed by atherosclerosis (hardening caused by a build-up 
of fatty deposits within arteries) or obstructed by blood clots resulting in a reduced or sudden stop of the blood supply to the heart 
muscle. Strokes happen when the blood supply to the brain is reduced or stopped by narrowing or blocking of the cerebral arteries 
by atherosclerosis or by blood clots.

Many of the risk factors are similar for both heart disease and stroke such as high blood pressure, diabetes and high cholesterol. 
Some risks for circulatory disease cannot be changed, such as age, gender, ethnicity and genes. However, there are a number of risk 
factors which can be changed to decrease an individual’s chances of dying prematurely. These include smoking, obesity, physical 
activity levels, diet and alcohol consumption.

Middlesbrough’s population has a higher rate of risk factors and lower rates of protective factors for heart disease and stroke, 
compared with England. Collectively, these contribute towards the increased rates of disease and death seen locally.

BAckGROUND AND RIsks

cARDIOvAscUlAR DIsEAsE RIsk FAcTORs,  
MIDDlEsBROUGh & ENGlAND
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Public Health England identifies coronary heart disease as the single biggest cause of premature mortality nationally, and stroke 
as the third biggest. Data for stroke and heart disease separately are only routinely available for South Tees CCG (Middlesbrough 
and Redcar & Cleveland combined), with numbers of cases approximately equal within the two local authority areas. 

The gap between South Tees and England for heart disease deaths had reduced since the early 1990s up to about 2010 when, 
for the first time, local rates were statistically similar to England. 

Since then, the previously declining rate has tended to flatten out locally but continues to fall nationally. Stroke deaths age under 
75 follow a similar pattern but with less pronounced narrowing and subsequent widening of the gap with England.

Deaths from circulatory diseases are largely preventable at younger ages (below 75 years).  

Since 1995, the rate of deaths from circulatory diseases in Middlesbrough has fallen considerably.

Whilst the England rate has also decreased, the gap between Middlesbrough and England 
narrowed such that the rates were similar in 2010. 

However, since 2010, the number and rate of circulatory disease deaths has tended to increase 
locally while continuing to fall nationally.

FAcTs AND FIGUREs
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MORTAlITY FROM cIRcUlATORY DIsEAsEs AGED <75 YEARs
Standardised Mortality Ratio (SMR), persons, Middlesbrough, 1995 to 2014

400

350

300

250

200

150

100

50

0

sM
R

N
um

b
er

 o
f d

ea
th

s 
ag

e 
0

-7
4

1995 19981997 19991996 2000 2002 2005 2008 20112001 2004 2007 2010 2013 20142003 2006 2009 2012

293 222264 228274 209 177 147 103 109212 177 147 95 102 129166 136 125 106

1,500

1,200

900

650

300

0

M’bro deaths M’bro SMR England SMR



29DYING BEFORE OUR TIME? Achieving longer and healthier lives in Middlesbrough

Deaths from cardiovascular diseases are only considered preventable if they occur before 75 years of age, the same age as 
premature mortality.

It is estimated that each year in Middlesbrough 54 male and 22 female deaths from cardiovascular diseases could be prevented.  
A higher proportion of these deaths occur in the most deprived parts of the town such as East Middlesbrough (Berwick Hills & 
Pallister, Brambles & Thorntree, North Ormesby and Park End & Beckfield wards).

MORTAlITY FROM sTROkE AND cORONARY hEART DIsEAsE, AGED 
UNDER 75 YEARs

count and directly standardised rate, South Tees CCG, 2004-06 to 2013-15

Source: Public Health England
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Once people have established heart disease, care can be provided to help prevent further complications, including keeping 
blood pressure within the normal range and treatment with aspirin or other similar drugs to prevent blood clots from forming.  
The following charts show rates of good blood pressure measurements and treatment with aspirin etc. for Middlesbrough 
general practices. Overall rates are high, demonstrating good quality secondary prevention in Middlesbrough. However, rates in 
some general practices are lower than others and, if rates in the lowest practices were similar to the higher practices, it is likely 
that there could be fewer heart attacks and strokes, and additional lives could be saved.

General practices have been formed into three geographic clusters, but recognising that patients may reside in one area but be 
registered with a practice in another.

MORTAlITY FROM cARDIOvAscUlAR DIsEAsE cONsIDERED PREvENTABlE  
BY sEx, AGED <75 

Middlesbrough Ward clusters, April 2006 - March 2016
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Source: Public Health England
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PEOPlE WITh cORONARY hEART DIsEAsE 
WITh REcORDED BlOOD PREssURE OF 

150/90 OR BElOW
Middlesbrough General Practices, 2015/16
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Public Health England produces a CVD: Primary Care Intelligence Pack further 
highlighting variation and opportunities to improve local care.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/623274/ 
NHS_South_Tees_CCG_CVD_intelligence_pack.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/623274/NHS_South_Tees_CCG_CVD_intelligence_pack.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/623274/NHS_South_Tees_CCG_CVD_intelligence_pack.pdf


WhAT WE ARE DOING TO REDUcE PREMATURE 
DEAThs FROM cIRcUlATORY DIsEAsEs
The NHS Health Check programme aims to prevent heart disease, strokes, type 2 diabetes and kidney disease. Every resident 
aged 40-74 and without prior cardiovascular conditions is eligible for a Healthy Heart Check (HHC) once every five years.  
In April 2013, the NHS Health Check became a statutory public health service in England, with local authorities responsible for 
making provision to offer an NHS Health Check to eligible individuals. 

Middlesbrough is ahead of schedule, having already invited 97% of eligible people for HHCs in the first four years. A higher 
proportion of people in Middlesbrough have received a HHC compared with England (42% v 36%). However, about half of people 
invited for a check in Middlesbrough do not attend.

cAsE sTUDY
 
There were 4,007 NHS Health Checks recorded in 
Middlesbrough in 2015/16.
About 1 out of every 20 people who were checked had a circulatory disease 
related diagnosis made within the year following their check.  

These 178 Middlesbrough residents were then able to receive advice and 
treatment enabling them to reduce their chances of dying early from a 
circulatory disease.  

The most common diagnoses made were:

 cONDITION NUMBER

 High blood pressure 127

 Diabetes 32

 Ischaemic heart disease 10

 Irregular heart beat (atrial fibrillation) 8

 Chronic kidney disease 5

 Other conditions 9

 Total diagnoses 191

 

Nhs health check Programme
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GAPs AND lOcAl NEEDs
In 2011, it was estimated that 7.9% of Middlesbrough’s population aged 16+ are likely to have 
CHD. This would correspond with about 8,800 people in 2016. The prevalence in 2015/16 
showed just under 6,000 Middlesbrough residents diagnosed with CHD, leaving about 2,800 
people in the community with undiagnosed heart disease.

Too many people in Middlesbrough have increased chances of dying at a young age from heart 
disease or stroke by engaging in risky behaviours.

Although coverage is above the England average, many people still do not take up the invitation 
for a Healthy Heart Check.

Health services do not always support those with increased chance of developing heart disease.  
Preventable deaths are highest in the east of Middlesbrough.

People with confirmed cardiovascular disease sometimes have variable access to services, 
becoming dependent upon care services when others remain independent with support.

The total number of diagnoses 
is higher than the number of 
people since some people were 
diagnosed with more than one 
condition.
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chapter 4

REsPIRATORY 
DIsEAsEs

Chronic obstructive pulmonary disease (COPD) is the main 
cause of premature mortality in relation to respiratory 
diseases. COPD is a general term used to describe a 
collection of diseases that affect the lungs, and includes 
chronic bronchitis and emphysema.

COPD is a chronic, disabling disease which causes a gradual 
decline in lung function, with increasing episodes of chest 
infections and exacerbations as the condition progresses. 

COPD mainly affects people over the age of 40, and risk 
increases with age. It is most common in people who smoke; 
about 80% of people with COPD are smokers or ex-smokers. 
It is also prevalent in passive smokers and in people who 
have been exposed to pollutants over a significant period of 
time. About 20% of COPD cases are caused by non-smoking-
related causes.

Respiratory disease (mainly COPD) is the third biggest cause of death among Middlesbrough men 
and women. Around 25 people aged under 75 years die from COPD in Middlesbrough each year. 

There is a clear difference in number of deaths occurring in the most deprived areas of 
Middlesbrough compared with the least deprived areas. 

Out of 25 COPD deaths aged under 75 in 2014, 16 of them (64%) were clustered in just five 
adjacent wards in the east of Middlesbrough: Berwick Hills & Pallister, Brambles & Thorntree, 
Longlands & Beechwood, North Ormesby and Park End & Beckfield.

COPD is responsible for 1 in 8 emergency hospital admissions in England because of flare-ups 
of the condition if not managed properly. In 2016/17, there were 1,306 emergency admissions 
associated with COPD in Middlesbrough. This is significantly higher than the England average. 

FAcTs AND FIGUREs

BAckGROUND AND RIsks
Respiratory diseases are conditions that affect the lungs such as 
asthma, chronic obstructive pulmonary disease (COPD); infections 
like influenza, pneumonia and tuberculosis; and lung cancer and 
many other breathing problems.  
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EMERGENcY 
ADMIssIONs FOR cOPD, 
MIDDlEsBROUGh 
WARDs
Standardised admission ratio (England = 100),  
2010/11 - 2014/15  

GEOGRAPhIcAl INEqUAlITIEs  
IN lENGTh AND qUAlITY OF lIFE 

In 2015/16, 4,418 people (2.5% of registered GP population) were diagnosed with COPD in Middlesbrough, but it is estimated 
that a further 3,700 remain undiagnosed. As there is currently no cure for COPD, early diagnosis can help reduce premature 
death. We are working with general practices to try and close the gap between the number of people who suffer from the 
condition and those recorded on register.
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GEOGRAPhIcAl INEqUAlITIEs  
IN lENGTh AND qUAlITY OF lIFE 

The Outcomes Strategy for COPD and Asthma in England (Department of Health, 2011) sets out how the NHS, public health and 
social services can contribute to achieving a reduction of deaths from respiratory diseases. It identifies best practice solutions, 
with a focus on collaborative working including people with COPD as equal partners. 

The Cold Weather Plan for England (Public Health England, 2016) highlights the increased risk of ill health during cold weather 
for people with COPD, including increased risk of pneumonia. Key actions include improving flu vaccination uptake and ensuring 
people with COPD live in well heated homes.

Locally, a review of respiratory services is being carried out by the NHS South Tees Clinical Commissioning Group. The aim is to 
ensure a system-wide perspective of respiratory services provision, looking at the entire patient pathway and to identify how 
services for patients can be improved.

WhAT WE ARE DOING TO REDUcE PREMATURE 
DEAThs FROM REsPIRATORY DIsEAsE

Tees Respiratory Network
The Tees Respiratory Network aims to encourage best practice in respiratory health across 
primary and secondary care services and the wider care system. A key area of work is 
implementing best practice guidelines and multidisciplinary training and education for 
professionals.

The Tees COPD management guidelines enables primary care staff to manage uncomplicated 
disease effectively, with indications on when to refer to secondary care. Part is of this work 
is targeting general practices with the highest proportion of hospital admissions, providing 
advice and support to reduce admissions to hospital.

Reducing smoking prevalence in Middlesbrough
Stopping smoking reduces the risk of developing COPD and can halt the progression of the 
disease and reduce the risk of death in those diagnosed with the disease.

The proportion of adults smoking in Middlesbrough is steadily declining with the latest figure 
at 17.1% (15.5% England average). Work to reduce smoking in the town continues with a 
proactive Tobacco Control agenda.

Initiatives are being implemented to improve access to advice and support for both 
outpatients and inpatients at James Cook Hospital. These have led to a five-fold increase in 
referrals from the hospital to the Stop Smoking Service, and are providing the building blocks 
for implementing the NHS Smoke Free Hospital Programme.

Improving flu immunisation programme
Flu infections can be severe in people with COPD, causing ill-health and death. People with 
COPD and asthma are included in the ‘at risk group’ offered annual flu vaccination. 

General practices deliver the vaccination and uptake in Middlesbrough is improving. In 2016/17 
uptake in people aged over 65 was 73.4% (England 70.5%) and ‘at risk’ people under 65 was 
47.7% (England 48.6%). There are initiatives to encourage James Cook Hospital and other 
secondary care services to provide these vaccinations for ‘at risk’ patients’ during outpatient 
appointments and upon admission to hospital to improve uptake. 



Early detection of cOPD - The Tees lung health check Programme
The Tees Lung Health Check is a local programme started in January 2013 to increase the early detection of COPD, to slow 
down the progression of the disease and improve quality of life. It is offered to current smokers aged 35 years and over (without 
existing asthma and COPD disease) who are at greatest risk of developing COPD. The check is free and repeated every five years.

The check involves assessing COPD signs and symptoms such as cough, wheeze, breathlessness and sputum (consistency, 
volume and colour). This is followed by a breathing test, called ‘spirometry’ which measures how well patients can breathe in 
and out. The assessment results are used to identify suspected COPD cases and further tests are carried out to confirm COPD or 
other lung diseases. The achievements of the programme are summarised below. 

lung health check Programme Results summary
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There is an estimated 
3,700 people with 

undiagnosed COPD in 
Middlesbrough, with 

largest proportion living 
in deprived areas. About 14,750  

current smokers aged 
35 years and older in 
Middlesbrough are 

eligible for Lung Health 
Checks over a 5 year 

period, with 20% (2,950) 
assessed each year.

In four and a half years 
(Jan 2013 - June 2017), 
24% (3,472/14,750) of 
the eligible population 

were assessed and 
11% (369/3,472) were 

subsequently diagnosed 
with COPD following 

assessment.

About 60% of people 
assessed (2,090/3,472) 

and diagnosed (224/369) 
live in the most deprived 

areas.

There is variation in 
uptake of LHCs between 
general practices, from 

2% to 53%.

Lung checks are 
being implemented 
in workplaces and 

community settings 
to widen access and 

improve uptake.

The programme is 
improving knowledge 

and skills in the diagnosis 
and management of 

respiratory diseases in 
primary care.



The cumulative number of people diagnosed with COPD is highest in the most deprived communities.

MIDDlEsBROUGh - cUMUlATIvE NUMBER OF NEW cAsEs OF cOPD  
FOllOWING AssEssMENT (ElIGIBlE PATIENTs) sINcE 01/01/2013

By Quintile of Residence (Q1 most deprived, Q5 least deprived)
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GAPs AND lOcAl NEEDs
Although smoking prevalence continues to fall in Middlesbrough, there are a number of 
population groups where the rates remain high. Work is required to ensure these groups 
are provided with support to help them quit as well as continuing with the population level 
interventions for Tobacco Control. 

The number of people with COPD dying prematurely can be reduced through a proactive 
approach involving prevention, early identification, diagnosis and treatment, especially 
in more deprived areas. This proactive preventive approach is required at all stages of the 
disease. 

There are significant variations in the level of diagnosis and quality of COPD care among 
general practices in Middlesbrough, often manifesting in poor quality of life for people with 
COPD, inappropriate prescribing and high hospital admission rates.

Strengthen Tobacco Control and targeted smoking cessation, active case finding of disease, 
effective clinical management and support patients with self-management.

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5



chapter 5

ExTERNAl 
cAUsEs

Some people believe accidents are unavoidable events. However for most accidents the events leading to an accident, the 
environment and risk factors are often predictable and preventable. It is for this reason that the term ‘unintentional injury’ is used 
to describe injuries and deaths from accidents. Deliberate injuries, such as those inflicted during an assault, can be considered 
preventable.

(AccIDENTs, INjURIEs, sUIcIDE, 
AlcOhOl AND DRUGs)  

The following charts show combined deaths from a wide range of accidental causes, including transport accidents (either within 
vehicle or as pedestrians), falls, drowning, accidental suffocation, electrocution, fires and accidental poisoning.

This chapter considers the impact of accidents, injuries, suicide,  
alcohol and drugs on premature mortality. These are referred to as external  
causes and they account for 10% of deaths aged for people aged under 75 in Middlesbrough.

BAckGROUND AND RIsks
5.1 AccIDENTs AND INjURIEs

FAcTs AND FIGUREs
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Mortality from accidents increases markedly in older age groups. In Middlesbrough, deaths due to accidents are more common 
in men aged under 75 compared with women. However, in the over 75s, mortality is higher in women than men. 

For women aged 15-64, age specific mortality from accidents is higher in Middlesbrough than the North East and England.  

Men in this age group have mortality rates similar to the North East but higher than England. In the 65-74 age group, male 
mortality is more than double the rate seen in the North East and England for the three years 2012 to 2014.

For under 75s, male deaths from accidents have tended to be slightly higher than England and female deaths broadly similar.  
The increases seen in 2014 may be a reflection of delayed registrations due to coroner inquests. In general, accidental death 
rates have fluctuated, with no clear trend for the past 20 years.

Within England, about one in every eight accidental deaths is due to transport accidents. In Middlesbrough, in 2014, there were 
6 such deaths, all males in the 15-74 years age group. Compared with previous years, this was an unusually high number of road 
deaths. In general, Middlesbrough has a lower rate of road casualties compared with the England average, although this has been 
increasing in recent years.

MORTAlITY FROM AccIDENTs, AGED UNDER 75 YEARs,  
DIREcTlY AGE sTANDARDIsED RATE 

Middlesbrough 1995-2014

Source: NHS Digital
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Initiatives in place to prevent and reduce injuries and associated morbidity include education and campaigns on general home 
safety actions, fire and road safety in all age groups, delivered by a range of agencies (Middlesbrough Staying Put Agency, 
Cleveland Fire Brigade Safe & Well Visits and Age UK).

The local authority community road safety plans include speed limits in areas of higher pedestrian activity, safe cycling for 
children young people and use of correctly fitting front and rear seat belts.

The Tees Valley Transport and Road Safety Partnerships coordinate the development and delivery of transport and road safety 
initiatives across Teesside.

WhAT WE ARE DOING TO REDUcE PREMATURE  
DEAThs FROM AccIDENTs AND INjURIEs

home and road safety programmes 

Falls and fractures in older people are a costly and often preventable health problem and deducing them is important to 
maintaining health, wellbeing and independence. Many falls are the result of a combination of multiple risks, but severity of injury 
resulting from a fall is often associated with the presence of osteoporosis.

The South Tees Falls Prevention and Osteoporosis Service commissioned from the South Tees Hospitals NHS Foundation Trust 
is helping to minimise the risk of future falls in people who present to accident and emergency department or are admitted 
because of fall-related injuries. In addition, various local agencies provide some fall assessments or interventions as part of their 
work with older people (e.g. Middlesbrough Staying Put Agency, Thirteen Group Housing, Cleveland Fire Brigade and Age UK 
Teesside). Work is underway to develop a more proactive approach to falls prevention and related safety checks (e.g. fire safety) 
that target activities at the population, community, family and individual level. 

Falls prevention
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GAPs AND lOcAl NEEDs
There is need for  a detailed investigation of apparent increase in accidental deaths aged under 
75 in 2014, the high rate of accidental deaths in men aged 65-74 and women aged 15-64.

Further work is required to reduce the morbidity and mortality associated with accidents in the 
older population especially focusing on improving falls prevention.

There is need to carry out further work on the reasons behind the increasing rate of people who 
are killed or seriously injured on the roads, then take appropriate actions to reverse this trend.
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Suicide is often the end point of a complex pattern of risk factors and distressing events, and the prevention of suicide has to 
address this complexity. They are not inevitable; the World Health Organization considers that most are preventable (WHO, 
2004). There are many things that can be done in communities, outside hospital and care settings, to help those who think the 
only option is to end their own life.

Some population groups are at increased risk of suicide, including people receiving mental health care, those with alcohol 
or drug misuse problems, people who are or have been in the care of the local authority, members of the LGBT community, 
prisoners and people with a history of self-harming. Suicide rates are also significantly influenced by the state of the economy.  
There is a rise during times of economic hardship and a fall at other times, with individuals of working age (25-64) most adversely 
affected by economic downturns.

The most common place for suicides to happen is at home, but other geographical hotspots have been identified where suicides 
occur away from the person’s home. Historically, people who have committed suicide are more likely to be single, living alone 
and unemployed. Physical methods of suicide and attempts are more common amongst men whereas drug overdoses are most 
common for women. Alcohol was detected in about two thirds of people.

BAckGROUND AND RIsks
5.2 sUIcIDE AND INjURY UNDETERMINED

In Middlesbrough, as with England as a whole, men are more likely than women to take their own life.  
For the most recent year, there were 28 suicides in Middlesbrough, 20 men and 8 women and about 
two-thirds were in adults aged 35-64 years.

Although the suicide rate varies from year to year, Middlesbrough has seen an increase in deaths from 
suicide since 2009-11, and currently has the highest rate in England.

FAcTs AND FIGUREs

DEAThs FROM sUIcIDE AND INjURY UNDETERMINED, MIDDlEsBROUGh
3 year rolling average, 2001-03 to 2013-15

Source: Public Health England
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Analysis of the distribution of the 289 suicides in Middlesbrough over a 17 year period (1997 - 2013) by residential location is 
presented below. The number of suicides tend to mirror levels of deprivation, with North and Central Middlesbrough highest, 
particularly the former Gresham and Middlehaven electoral wards.

WhAT WE ARE DOING TO  
REDUcE PREMATURE DEAThs FROM sUIcIDEs
Tees suicide Prevention Taskforce
The Tees Suicide Prevention Taskforce is a multi-agency partnership of more than forty  
organisations. It is implementing the national strategy’s six areas for action:

• Reduce the risk of suicide in key high-risk groups

• Tailor approaches to improve mental health in specific groups

• Reduce access to the means of suicide

• Provide better information and support to those bereaved or affected by suicide

• Support the media in delivering sensitive approaches to suicide and suicidal behaviour

• Support research, data collection and monitoring
Suicide prevention, emotional resilience, mental health promotion and work to understand and address the social determinants 
of suicides featured in the 2014/15 Director of Public Health Annual Report on Mental Health and Emotional Wellbeing.  

Improving Access to Psychological Therapy programme (IAPT)
Talking therapies (Improving Access to Psychological Therapy programme) provides a range of services through a variety of 
providers. The services are not for people with immediate risk of self-harm or suicidal intentions, but aims to help people before 
they reach a crisis. People can self-refer through www.wecantalk.org or access services via their GP.
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GAPs AND lOcAl NEEDs
There is a need to promote good emotional wellbeing and mental health. This requires 
building individual and community resilience and addressing the wider factors which impact 
on physical health and mental wellbeing.

The increasing number of suicides needs to be reversed, initially aiming to reduce rates by 
10% by 2021. There is a lack of local, early alerts data.

There is a need for talk down training for specific frontline staff groups, including police, fire 
fighters and wardens.

Arrangements to employ a suicide prevention officer to co-ordinate work to reduce suicides 
and provide improved support are underway.

The Better Health at Work Awards is important for getting workplaces engaged with suicide 
prevention. However, uptake has been patchy in terms of championing mental health, but an 
increasing number of workplaces have been trained through the Mental Health Training Hub.  
A clear link needs to continue to be promoted between workforce productivity, sickness levels 
and the impact of emotional health when not addressed early. Workplaces need to therefore 
proactively promote early intervention initiatives such as talking therapy, books on prescription 
or local social prescribing initiatives.

The Suicide Prevention Taskforce will be initiating work streams to deliver particular targeted 
areas like the impact that near misses can have on preventing completed suicides or repeat 
self-harm behaviour.

The Taskforce is working on a Tees-wide anti-stigma campaign in collaboration with the 
regional Time to Change campaign. This aims to normalise help-seeking behaviour, improving 
mental health literacy and tolerance for those with enduring mental health issues.

Alcohol can influence premature mortality through short-term impacts on risky behaviour, 
such as drink driving, and by risks associated with prolonged consumption like liver disease, 
heart disease and some types of cancer. As well as direct health problems, long-term alcohol 
misuse can also lead to social problems such as unemployment, divorce, domestic abuse and 
homelessness. In turn, these affect mental and physical health.

BAckGROUND AND RIsks

5.3 AlcOhOl

Emotional resilience and wider determinants of self-harm and suicides 
To improve population-wide emotional resilience we focus on “upstream” mental health promotion, starting at an early age.  
In Middlesbrough, we work with schools to put in place the nationally recognised Young Minds resilience framework.  
This approach promotes protective factors for children, their families and the communities they live in through the HeadStart 
programme, giving young people the knowledge, skills and support to cope with adversity and to do well at school and in life.

The Suicide Prevention Taskforce continues to build population-wide emotional resilience by improving mental health literacy in 
targeted groups through the Tees Mental Health Training Hub. This empowers mental health service users to seek help early and 
tackles mental health stigma which, in most cases, brings shame and damages the self-esteem of those stigmatised. In doing so, 
the wider population has been engaged in openly discussing the determinants that influence people’s thoughts of self-harm or 
suicide.
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Source: Public Health England
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In 2015, there were 75 deaths in Middlesbrough due to alcohol-related conditions, one every five days. 

In total, 1,362 potential years of life were lost for people who died before the age of 75 years. 

If all of the alcohol-related deaths were in people aged under 75 years, this would mean an average 
age at death of only 57 years. In reality, the average is likely to be lower than this. 

The rate of years of life lost due to alcohol is higher in Middlesbrough than the North East and 
England averages and has risen markedly in recent years.

FAcTs AND FIGUREs

Alcohol can influence premature mortality through short-term impacts on risky behaviour, 
such as drink driving, and by risks associated with prolonged consumption like liver disease, 
heart disease and some types of cancer. As well as direct health problems, long-term alcohol 
misuse can also lead to social problems such as unemployment, divorce, domestic abuse and 
homelessness. In turn, these affect mental and physical health.

BAckGROUND AND RIsks

5.3 AlcOhOl



The following map shows admissions compared with England. The England rate is defined as 100, so wards with a ratio of 200 
have twice as many admissions as you would expect, if it had the England average. Six of Middlesbrough’s wards have admission 
rates lower than England and a further six wards have admission rates more than twice as high as England. Hospital admissions 
due to alcohol are highest in the north and east of Middlesbrough.

A wider tackling alcohol related harm approach 
A wide alcohol agenda is being implemented in Middlesbrough, building on the Local Alcohol 
Action Area (LAAA) programme. The LAAA programme was set up by the Home Office to 
develop local actions to tackle alcohol issues across the town, particularly in relation to  
reducing alcohol related crime and disorder, alcohol related health harms and to promote 
growth by establishing diverse and vibrant night time economies. 

The LAAA programme has underpinned the review and development of policies and  
strategies relating to the regulation and control of alcohol issues including:

• Local Government Alcohol Declaration - a local statement of intent to demonstrate local 
authority leadership in tackling alcohol harm and to make a collective statement about the 
importance of this issue locally, regionally and nationally

• Review of Middlesbrough’s Statement of Licensing Policy which provides the foundation for  
decisions made by the Council and guidance and direction to prospective applicants for licences  
in Middlesbrough

• An Alcohol Harm Reduction Strategy 2017-2022 with priorities around promoting a culture of sensible drinking and responsible 
alcohol retailing, providing effective alcohol early help and recovery services, achieving better outcomes for children, young 
people and families through early identification, safeguarding and interventions and reducing alcohol related crime, disorder 
and anti-social behaviour.

WhAT WE ARE DOING TO REDUcE  
PREMATURE DEAThs FROM AlcOhOl MIsUsE

AlcOhOl-ATTRIBUTABlE 
ADMIssIONs
standardised admission ratio, 
Middlesbrough wards 2010/11 - 2014/15

73 - 99 (6)100 - 124 (1)

200 - 236 (6) 150 - 199 (2) 125 - 149 (5)

standardised admission ratio (England = 100)
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key interventions and activities
There is established data sharing between health, police, public protection and safeguarding services, providing a 
comprehensive picture of the alcohol related harm in Middlesbrough. The Alcohol Harm Reduction Strategy sets out the 
challenges and how these are being tackled including:

• A Safe Haven in the town centre addresses alcohol-related injuries, reduces ambulance and A&E demands, provide a safe 
environment and reduce crime.

• Joint working between the Hospital Intervention and Liaison Team (HILT) ensures appropriate engagement with those at risk of 
alcohol-related harm.

• Promoting a responsible alcohol trade in Middlesbrough through engagement with night time economy staff, licensing 
condition requirements, reviews of licences and the Best Bar None programme.

• Increasing the general population’s knowledge and understanding of alcohol and its related harms, working towards a culture 
where individuals are enabled to make informed choices about their alcohol consumption. This includes promoting sensible 
alcohol consumption with university and college students and promotion work during alcohol awareness week and Dry January.

• There are early help and effective alcohol recovery services for those that need them, including for children whose lives are 
affected by alcohol misuse in their family.

• Supporting an alcohol-free bar in the town centre, for those in recovery and the wider community.

• Training of frontline Community Safety staff on alcohol brief intervention techniques.

• Close working with the Boro Angels who offer a friendly, caring and non-judgemental presence in Middlesbrough town centre 
at weekends, providing assistance to vulnerable people within the night time economy.

• The co-location of alcohol, drug treatment and other services under one roof at the Live Well Centre.

• Screening and support are provided at antenatal appointments, to assess mother’s alcohol status to reduce the risks to their 
unborn baby.
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GAPs AND lOcAl NEEDs
There is a need to provide consistent advice and identification in all settings and to integrate 
alcohol and substance misuse services with other services especially for vulnerable and high risk 
populations. 

Referral pathways to alcohol treatment and rehabilitation services need to be embedded across 
a range of services and pathways.

Prevention and early intervention measures are not always focused upon geographical areas 
where alcohol harm and alcohol-related deaths are greatest.

Deliver a ‘poly-substance’ approach to treatment services that combines screening, treatment 
and rehabilitation for both alcohol and drug misuse.

There is need for further work to be carried out to raise awareness of alcohol hidden harms and 
raise awareness of sensible drinking across the town. 
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There were

2,383
drug misuse deaths 
in England in 2016...

3,744

...an INcREAsE of

3.6%
on the year before  
and the highest figures 
on record

73%
of drug misuse 
deaths occur  
in men

Drug misuse is the third 
most common cause of 
death for those aged 

15 to 49 in England

Opiates (including  
heroin, methadone)

2,038

Benzodiazepines

406
Amphetamines

160

Anti-depressants  
(in combination)

460

cocaine

371 1/3
of drug misuse deaths  

involve alcohol

All drug poisoning deaths registered in England and Wales in 2016: 
(3,450 were in England)

For the people who take them, illegal drugs can be a serious problem. They are responsible 
for between 1,300 and 1,600 deaths a year in the UK, and destroy thousands of relationships, 
families and careers.

Young people, particularly those from a range of vulnerable backgrounds, are at increased risk 
of problematic drug use. Older, entrenched drug users find it difficult to make progress through 
the treatment system.

Opiate and/or crack cocaine use shows a clear social gradient, with the most deprived 
populations having nearly three times the rate of the least deprived.

www.local.gov.uk/preventing-drug-related-deaths

www.gov.uk/government/publications/preventing-drug-related-deaths

BAckGROUND AND RIsks
5.4 DRUG MIsUsE

https://www.gov.uk/government/publications/preventing-drug-related-deaths
https://www.local.gov.uk/preventing-drug-related-deaths
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Current prevention and support is organised in a four tiered service. Tier one focuses on awareness raising and training; tier 
two includes information and advice, needle exchanges, brief interventions, assertive outreach and drop in services; tier three 
has criminal justice interventions, comprehensive assessments, counselling and psychosocial support, detox programmes and 
support programmes; tier four comprises inpatient detox services, rehabilitation and supported living arrangements.

Take-home naloxone is being prescribed for opioid overdose in people who use drugs. If given promptly, it acts to reverse the 
effect of opiate overdose. Staff have been trained to train clients to administer naloxone and systems and processes including 
robust care pathways, clinical governance and data and information to monitor impact.

A significant number of people who misuse alcohol and drugs also suffer from mental illness, referred to as dual diagnosis.  
The impact of this can be considerable on health and quality of life as illustrated in the case study below.

WhAT WE ARE DOING TO REDUcE  
PREMATURE DEAThs FROM DRUG MIsUsE

cAsE sTUDY  
Dual Diagnosis
Gerry (not his real name) a 57 year old male presented to Accident & Emergency with 
abdominal pain possibly pancreatitis. He has had six admissions to hospital in three years due 
to alcohol-related conditions and mental health issues.  
He has a history of self-harm, overdoses, low mood, severe anxiety and agoraphobia impacting on his health and quality 
of life. There were also relationship difficulties within the wider family. He lives alone and is confined to his home and back 
garden. On his last admission to A&E he was seen by Hospital Inpatient Liaison Team (HILT) had an AUDIT score of 38/40 and 
high dependency. The HILT substance misuse workers therefore referred Gerry to the Clinical Sister for Substance Misuse 
who identified severe dependency. 

Gerry commenced a medicated detoxification programme with the support of the nurses visiting him at home daily to 
monitor his physical and psychological health. He was referred for a mental health assessment after detoxification as well as 
community substance misuse services for continuing support and joint home visits with the mental health nurse.

Gerry remains alcohol free and is on a relapse prevention medication. He has managed to 
venture outside with support and is attending appointments with the community services in 
the Live Well Centre.

Deaths from drug misuse in Middlesbrough are at a higher rate than any other area in the North 
East, and among the highest in England. During the three years from January 2013 to December 
2015, there were 39 drug-related deaths in Middlesbrough, more than one per month, on average.

It is estimated that Middlesbrough has more than twice the England rate of opiate and/or crack 
cocaine users, about 20 per 1,000 adults, or around 2,200 users.

Nationally, the highest rate of deaths from drug misuse is among people aged 30-49 years (ONS, 
2016). These deaths at a young age significantly contribute towards overall premature mortality.  
Men account for about three-quarters of all drug misuse deaths.

Nearly one-third (32%) of drug misuse deaths resulted from heroin and/or morphine, followed by 
12% methadone-related and 10% from benzodiazepines.
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GAPs AND lOcAl NEEDs
There is a lack of information relating to the supply and demand of drugs in Middlesbrough, 
there is need to improve information sharing between agencies to inform multi-agency 
approaches to reduce supply and demand for drugs across the town.

There is a ten year gap between age of first misuse and presentation to treatment. Further work 
is required to understand the delay and support individuals to access treatment services at the 
earliest opportunity. Current services cater for adults aged 18 and over, however there are few 
people under the age of 20 in local treatment services.

Further work is required to understand the broader health needs of the substance misusing 
population of Middlesbrough. 

Continued expansion of the naloxone programme to include frontline agencies who may have 
contact with people at risk of overdose. Further packs distributed to family members of those 
known to be at risk.

A multi-agency plan to reduce drug related deaths is to be developed led by the recently 
appointed preventing drug related deaths coordinator.
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chapter 6

INFANT MORTAlITY 
AND chIlD DEAThs
Infant mortality is the death of a child below the age of one and  
is usually presented as a rate per 1,000 live births. 
The UK infant mortality rate is 3.9 deaths per 1,000 live births. 
Although low, it is slightly higher than the European Union 
average of 3.6 deaths per 1,000 live births. It is also the highest  
in Western Europe, with peers like Italy and Spain with much 
lower rates of 2.9 and 2.7 per 1,000, respectively. 
High standards of antenatal/postnatal care and paediatric services 
help keep the UK rates low, but comparisons suggest there is room 
for improvement.
The commonest causes of infant mortality in England relates to immaturity of vital organs, such 
as the heart and lungs, causing 41% of child deaths in 2015. Congenital anomalies were the second 
largest cause accounting for around a third of infant deaths (Office for National Statistics, 2016).

The risk factors associated with increased risk of infant death vary with the infant’s age and the mothers’ maternal health and 
lifestyles. Aside from immediate health concerns, socioeconomic status and deprivation are key underlying factors, which have 
been linked to an increased risk of infant death locally and nationally.

BAckGROUND AND RIsks

Middlesbrough’s infant mortality rate for 2013-15 was 4.6 deaths per 1,000 live births. 

This is slightly higher than the previous 2012-14 average of 4.1, and remains higher than the 
national average of 3.9.  

FAcTs AND FIGUREs

Although not statistically significantly higher than the 
national average, the Middlesbrough rate is has been close 
to the England average. However, it is noteworthy that 
despite a slight increase in Middlesbrough’s rate, the actual 
number of deaths remain small, with eight infant deaths in 
2016. Of these deaths only one death was considered to 
have modifiable factors. 

Looking cumulatively on the data from the Tees Child Death 
Overview Panel, over a four-year period (2012-2016), the 
commonest causes of infant deaths in Middlesbrough were 
linked to prematurity and congenital anomalies, with over 
half of the deaths occurring in the neonatal period i.e. the 
first 28 days of life.

Source: Public Health England

England Middlesbrough

0

5

10

15

2001 - 
2003

2004 - 
2006

2007 - 
2009

2010 - 
2012

2013 - 
2015

PE
R

 1
,0

0
0

INFANT MORTAlITY RATEs FOR  
MIDDlEsBROUGh & ENGlAND

2001-03 to 2013-15



2015/16

Infant mortality rates and the percentage of low birth 
weight babies in Middlesbrough is higher in deprived areas 
compared to the affluent wards. In 2015, 1 in 25 (3.8%) of 
babies born in 2015 had a low birth weight despite being full 
term deliveries and this is higher than regional and national 
averages. 

Babies of low birth weights are at higher risk of infant 
mortality. Low birth weight has many causative factors, 
two of the largest being maternal smoking and alcohol 
consumption during pregnancy. Around 20% of mothers 
smoked at time of delivery in Middlesbrough (2015/2016), 
nearly double the national rate. Promisingly this has been 
steadily decreasing, but further work is needed to address 
this and bring Middlesbrough in line with national rates.

Any child death is a tragedy for the family and the local community 
therefore it is important that each death is reviewed correctly to 
consider lessons that could be learned to prevent future deaths.  
Locally the Tees Child Death Overview Panel reviews all child deaths  
and makes recommendations to agencies with the aim of preventing 
future deaths. The panel looks at all the details surrounding the case, 
including if the death was expected or unexpected, and if there are  
any modifiable factors.  
There is a multi-agency South Tees Maternal, Infant and Child Health strategic partnership,  
which includes Middlesbrough and Redcar & Cleveland councils, the local CCG and South 
Tees Hospitals NHS Foundation Trust, working together to address key areas. Two of these 
areas include reducing smoking and alcohol consumption during pregnancy. They have 
successfully run the ‘Alcohol and Pregnancy Don’t Mix’ campaign and introduced Audit-C, a 
specialist screening questionnaire, into the midwife booking appointment. This helps identify 
those at risk early to allow targeted interventions and support.

Another prominent current campaign is the BabyClear, which looks to reduce smoking during 
pregnancy through tailored support from the midwife. The scheme which is run throughout 
the North East has demonstrated promising results, with increased likelihood of smoking 
cessation from mothers participating; and babies born to mothers who had quit were shown 
to be of greater birthweight than those who hadn’t. It entails routine carbon monoxide 
monitoring in line with NICE guidance. Locally mothers who are smoking also undergo ‘risk 
perception interventions’ at their twelve and twenty week antenatal scans.

The region also benefits from a full neonatal service with a local paediatric department, 
including a paediatric intensive care unit.  It also has a Special Care Baby Unit, helping to 
provide high levels of care to babies born prematurely and in need.

To compliment the BabyClear pathway, the pregnancy Early Bird sessions were changed from  
one-to-one to small group sessions, and the Maternity Care Assistants were trained to deliver informative messages about the 
harm of smoking to mum and baby using visual aids of a doll and placenta. To increase the efficacy and access to service, a stop 
smoking clinic was established alongside the Early Bird clinic in Thorntree, which routinely has a higher number of pregnant 
smokers booked in. 

This integrated approach has enabled the service to be responsive to local needs and priority while also allowing women and 
their families to receive support and medication immediately after the Early Bird sessions. There is also currently an ongoing pilot 
within the maternity department to ensure easy access to Nicotene Replacement Therapy (NRT) on post-natal and antenatal 
wards. Evaluation is positive and reinforces the message of the benefits of quitting smoking, regardless of stage in pregnancy. 
It is hoped that when the hospital goes smoke free this will be embedded as standard practice across all departments. Many 
women have quit smoking as a result of the BabyClear programme and have used the stop smoking service support to quit as 
illustrated in the following case study.

WhAT WE ARE DOING TO REDUcE  
PREMATURE DEAThs IN chIlDREN UNDER 1 YEAR

Source: Public Health England
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cAsE sTUDY  
INTEGRATED BABY clEAR AND EARlY BIRD PROGRAMMEs
Claire, a 30 year old was referred for Stop Smoking Support after her Early Bird appointment 
in December 2016. She attended clinic but did not manage to quit successfully although she 
had cut down. As her pregnancy progressed, Claire was concerned since she was starting 
to increase the numbers she was smoking. When her midwife performed routine carbon 
monoxide (CO) screening, the CO Level was 15ppm, indicating that her baby’s oxygen levels 
were depleted. Claire knew she had to try again to stop smoking and asked her midwife to 
refer her for support again.  
She attended the clinic and discussed her previous attempt. Together with the midwife they decided to use patches in 
combination with the lozenges and agreed to review progress in one week. On her second visit, Claire explained that she 
had done well but had not managed to give up her first 
cigarette of the day but was motivated by the fact that her 
CO level had dropped to just 1ppm.  

Claire did not like the lozenges and whilst discussing alternatives 
she decided that she would like to use an E-cigarette as her 
second product. Whilst the Stop Smoking Service cannot 
provide e-cigarettes the advisor was happy to continue to 
support her whilst she used the patches in combination with 
the e-cigarette. It took a couple of weeks, but with the advisors 
support and encouragement she successfully quit smoking and 
was soon feeling the benefit in her purse! 10 weeks later Claire 
gave birth to a healthy and Smokefree baby boy.

After the age of one, there are few deaths in children. 

For Middlesbrough, there were seventeen deaths in children 
aged 1-17 years in six years (2010 to 2015), fewer than three 
per year, on average. 

The child mortality rate is lower than England, although the 
difference is not statistically significant when pooling data 
over three year periods. 

Nationally, cancer is the leading cause of child deaths (age 
1-15), followed by diseases of the nervous system and external 
causes. Locally, there are very few child deaths making it 
difficult to draw meaningful conclusions from the data. 

chIlD DEAThs
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GAPs AND lOcAl NEEDs
Further work is required to investigate the causes of infant mortality to inform a plan of action.  

Work needs to continue with targeted approaches to improve maternal health and reduce the risk 
factors associated with infant mortality, low birth weights and poor outcomes.

Optimisation of maternal health during pregnancy, including management of conditions, which may 
affect foetal outcome, such as gestational diabetes. This includes early identification and control of 
such conditions.

Further work is required to analyse child deaths, illnesses and diseases, over a longer time period or 
across a wider geographical area e.g. Tees Valley to identify areas for improvement. 

chIlD MORTAlITY RATE (AGE 1-17 YEARs)
Directly standardised rate per 100,000,  

Middlesbrough, 2010-12 to 2013-15
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chapter 7

ExcEss WINTER 
MORTAlITY
Each winter cold weather kills between 70 and 90 people in 
Middlesbrough. 
Older people and people who are seriously ill are at greater risk of illness and death 
in winter. The number of excess winter deaths depends on many factors, including  
drop in temperatures, the level of disease in the population and how well equipped 
people are to cope with the drop in temperature. The majority of excess winter deaths are 
due to further deterioration in people with circulatory and respiratory diseases, rather than 
direct causes such as hypothermia. Research shows that mortality during winter increases more in 
England and Wales compared with other European countries with colder climates, suggesting  
that many deaths could be preventable in England and Wales.

For the purposes of this measure, winter includes the months of December, January, February and March.  
Deaths in the winter months are compared with deaths in the preceding August to November and following April to July periods.

BAckGROUND AND RIsks

The latest data shows Middlesbrough had an additional 88 deaths in the winter months of 2014/15 
when compared with the preceding and following months. 

For most winters, the Middlesbrough Excess Winter Deathes Index (EWDI) is not significantly 
different from England, the exception being in 2011/12, when Middlesbrough had a significantly 
lower EWDI than England.

The main feature of the chart is how variable the measure is from one year to the next.

FAcTs AND FIGUREs
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ExcEss WINTER DEAThs, EWD INDEx AND cOUNT
Middlesbrough 2001/02 - 2014/15
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Not being able to heat your home to adequate levels may contribute to excess winter mortality. It is estimated that there are  
over 9,000 households in Middlesbrough in fuel poverty, spending a high proportion of household income on energy. This is 
more than one in every seven households. The rate of fuel poverty in Middlesbrough is higher than both the North East and 
England rates.

Within Middlesbrough, fuel poverty levels tend to be highest towards the town centre and lowest in the south of Middlesbrough.  
A neighbourhood in Central ward has 44% of households in fuel poverty. There are four more neighbourhoods where more than 
one third of households are in fuel poverty, three in Newport ward and another in Central ward. Sixty out of Middlesbrough’s 86 
neighbourhoods (LSOAs) (70%) have fuel poverty rates above the England average.
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hOUsEhOlDs IN FUEl POvERTY
Middlesbrough, 2011 - 2015

Middlesbrough count Middlesbrough rate North East England rate



Flu immunisation 
In Middlesbrough, 73.4% of people aged 65 and above had a flu vaccination in the winter of 2016/17, above the England average 
of 70.5%. However, about 6,500 people aged 65+ remained unprotected from flu in Middlesbrough. In people aged under 65 
but considered ‘at risk’, only 47.7% were vaccinated, compared with 48.6% in England. This left 9,800 people in this age group 
unprotected from flu (Public Health England, Seasonal flu vaccine uptake in GP patients in England: winter season 2016/2017).

Cleveland Fire Brigade’s “Stay safe and warm” campaign offers advice and short-term support to anyone suffering from the 
effects of a cold home. They can deliver equipment such as: portable heaters; fleece/mattress toppers; thermal blankets; flasks; 
torches; and wind up lanterns.

Middlesbrough Environment City runs a “warm and healthy homes” project, provides one-to-one energy advice and runs energy 
efficiency workshops as part of the Middlesbrough Affordable Warmth Partnership.

Middlesbrough Borough Council leads the Affordable Warmth Partnership, promoting energy efficiency improvements to homes, 
monitoring fuel poverty levels, and installing efficient heating systems and upgrades.

WhAT WE ARE DOING TO REDUcE PREMATURE DEAThs  
FROM ExcEss WINTER RElATED hEAlTh IssUEs

PROPORTION OF 
hOUsEhOlDs IN FUEl 
POvERTY
Middlesbrough lsOA’s 2015

10.4 - 12.5 (17)

15.1 - 17.2 (18)17.2 - 43.7 (16) 12.5 - 15.1 (17)

5.1 - 10.4 (18)

households in fuel poverty (%)
(Number of lsOAs)
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GAPs AND lOcAl NEEDs
Too many people are dying in winter months compared with other times of year, particularly 
from circulatory and respiratory diseases. Fuel poverty and poor take up in flu vaccination 
contributes to these deaths.

Further work needs to be carried out to ensure a coordinated multi-agency approach to tackling 
fuel poverty. 

About 16,000 people in the at risk groups Middlesbrough did not take up flu vaccination in the 
winter of 2016/17.
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This report highlights the key issues regarding length and quality of life. The following issues are a great cause for concern:

a. the downward trend in year on year improvements in life expectancy at birth, 

b. the fact that people in the deprived wards have lower life expectancy at birth and lower  
healthy life expectancy 

c. the growing gap between the borough average and England and the widening inequalities 
within the town. 

This chapter summarises the key recommendations to address the gaps and issues identified within this report. 
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REcOMMENDATIONsPRIORITY

Improving life 
expectancy at 
birth and healthy 
life expectancy 

Reducing suicide 
deaths 

Reducing alcohol 
and drug related 
deaths 

Reducing deaths 
from accidents 

Preventing excess 
winter deaths 

Inclusive growth - ensure the opportunities from economic development and regeneration are fairly 
distributed across all segments of the population. 

Ensure longer and healthier lives is a critical component of the social regeneration plans for the town. 

Implement the prevention strategy for adults and older people, Live Well Middlesbrough with a focus 
on prevention and early intervention for long term conditions and cancer.

Develop and implement a prevention strategy for children, young people and families to address 
underlying causes of infant and child deaths. 

Implement the Tees Suicide Prevention strategy 2017 - 2020 with a focus on tackling the social 
determinants, building emotional resilience, mental health promotion and targeted work to reduce 
the risk of suicide in key high-risk groups. 

Develop and implement a multi-agency comprehensive plan to reduce drug and alcohol related 
deaths.

Develop a multi-agency integrated approach to falls prevention. 

Review the road safety approaches to ensure awareness raising programmes and targeted action to 
address the rising casualties and fatalities. 

Refresh the approach to tackling fuel poverty and affordable warmth across the town

chapter 8

REcOMMENDATIONs 
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The world has reached a crucial moment in the history of HIV/AIDS, and now 

has an unprecedented opportunity to alter its course. The most important mes-

sage of the latest World Health Report is that, today, the international community 

has the chance to change the history of health for generations to come and 

open the door to better health for all. Tackling HIV/AIDS is the world’s most 

urgent public health challenge. Unknown barely a quarter of a century ago, 

it is now the leading cause of death for young adults worldwide. More than 

20 million people have died from it and an estimated 34–46 million others are 

now infected with the virus. There is as yet no vaccine and no cure.

The World Health Report 2004 – Changing History, published by the World 

Health Organization, calls for a comprehensive HIV/AIDS strategy that links 

prevention, treatment, care and long-term support. Until now, treatment has 

been the most neglected element in most developing countries: almost 6 million 

people in these countries will die in the near future if they do not receive treat-

ment – but only about 400 000 of them were receiving it in 2003.

WHO and its partners have declared the treatment gap a global emergency and 

have launched a drive to provide 3 million people in developing countries with 

antiretroviral therapy by the end of 2005 – one of the most ambitious public 

health projects ever conceived. This report shows how it can be done. It goes 

further, looking beyond 2005 to explain how international organizations, national 

governments, the private sector and communities can combine their strengths 

and simultaneously fortify health systems for the enduring benefi t of all. 

Illustrated with photographs of people whose lives have been deeply affected 

by the global pandemic, The World Health Report 2004 makes essential reading 

for everyone with a political, professional or personal interest in health.
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