Foreword
For my 2011/12 Public Health Annual Report we have taken
a look back over the past 10 years. In 2002, Primary Care
Trusts were established, with 3 main aims – to improve
health and reduce inequalities, to provide services and
to commission health services to meet the needs of the
population in the budget available. In Bolton, the first of
those aims was taken very seriously, and in partnership with
other agencies, the PCT has worked hard to improve the
health and wellbeing of the Bolton population.
So much has changed over the last decade, and we have
tried to reflect those changes in this report, from the
perspective of a family in Bolton. In 10 years, families
experience many changes – the birth of a new baby,
children growing up and starting school, young people
starting out in their own lives, family members experiencing
ill health and getting older.
And just as families change, so do organisations. The NHS
is undergoing massive change with the abolition of PCTs,
the emergence of GP led Clinical Commissioning Groups,
and the introduction of new responsibilities for health and
wellbeing for local authorities. All of this is happening
at a time of great economic pressure across Europe,
resulting in a reduction in funding to public services, rising
unemployment and new challenges to the health and

wellbeing of our Bolton family.
So although we have noted some remarkable achievements
over the past 10 years, many challenges remain. I am
confident however that the new Clinical Commissioning
Group and Bolton Council will continue with the excellent
partnership which the PCT has developed over the past
decade, to maintain and accelerate the progress that we
have made in improving health and reducing inequalities
since 2002.
As ever, I am grateful for the contribution of colleagues to
this report, in particular Billie Moores and David Holt.
This is my last Public Health Annual Report before my
retirement. It has been a privilege to serve as Director of
Public Health in Bolton.

Jan Hutchinson
Director of Public Health
Bolton
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She was one of the
3170 babies born
in Bolton this year.
We’ve seen quite an
increase since then.

Born in Bolton in 2002,
this little girl could
expect to live to 79.2
years. A little boy could
expect 74.3 years.

I’m so glad to hear
that my sister has
decided to breastfeed
her baby Breast is best!
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breastfeeding rates

Although we have
seen an increase
in breastfeeding in
the first few days,
the challenge is to
sustain this beyond
6-8 weeks...

National Healthy Schools

What is it?

Programme

Although a national progra
mme, it is delivered locally by
a Healthy Schools
Team. A Healthy School pro
motes the health and wellbe
ing of pupils and
staff through a well planne
d, taught curriculum in an env
ironment that
promotes learning and hea
lthy lifestyle choices. Pupils
in Healthy Schools
report a range of positive beh
aviours such as diminished
fear of bullying
and reduced likelihood of usi
ng illegal drugs.

Why did we do it?

The aims of the programme
are:
• to support children in dev
eloping healthy behaviours
• to help raise pupil achievem
ent
• to help reduce health inequa
lities
• to help promote social inc
lusion

What has this helped to

First day at school

achieve?

• By March 2011, 96% of Bol
ton’s 125 schools had achiev
ed the National
Healthy School Status, exceed
ing the 80% national target
• Online audits and surveys
show the following successes
:
- 2% increase in school attend
ance
- 100% of children participat
e in SEALs (social & emotional
aspects of
learning) and circle time act
ivities
- 45% of pupils now eat 5
daily portions of fruit and veg
etables
- There is now an assessme
nt format for PSHE (Personal
Social and
Health Education) where sta
ff monitor pupil progress
towards annual targets
- 100% of children participate
in at least 2 hours of weekly
physical activity
- Increase in identification of
and provision for vulnerable
children
- A 6% fall in 14-17 year old
s claiming to drink once a we
ek or more
compared to 2007
- Over half of schools curren
tly moving forward
to enhanced programme

What else are we doing?

Ageing Well
What did we do?

The aim of Ageing Well (a Partnership
initiative between NHS Bolton and
Age Concern Bolton) is to promote the
health of people over the age of
50, particularly those who struggle to get
involved in mainstream activities.
Ageing Well trains older volunteers to
deliver health promoting initiatives
such as chair based exercise or tai chi class
es within local communities.

Why did we do it?

• Older people are often excluded from
mainstream activities due to
transport/disability/finance/social acceptab
ility reasons
• Remaining physically active in older age
can help people remain
independent, prevent falls, reduce socia
l isolation and improve
or prevent health conditions
• Ageing Well trains and utilises older volu
nteers, which has health
and social benefits for the volunteers as
well as participants

What has this helped to achieve?

Ageing Well currently has 36 trained volu
nteers and 36 groups running
throughout Bolton. Approximately 500
different older people access the
programme each week.
Evaluation has shown many health bene
fits for participants. Individuals have
reported that they have fallen less since
taking part, been able to reduce
medication, felt fitter, healthier and mor
e confident.
Importantly, people have told us that they
have made friends
and feel less lonely and that they have
fun at the classes.

What else are we doing?

• Ageing Well classes continue and the
programme continues to develop
• We work in partnership with other orga
nisations to examine how we can
access more excluded older people
• We have developed a Home Based Cha
ir Exercise programme so that those
who are housebound can take part

• Despite the national progra
mme ending in March 2011,
the
Bolton programme has bee
n retained to take forward
an
enhanced programme which
inc
of healthy weight, healthy rela ludes the overarching topics
tionships, substance misuse
and emotional health and we
llbeing
• Support for schools based
upon needs analysis and
proportional to deprivation
ranking
• Continued staff training to
increase capacity to
deliver health messages

Stop Smoking Service
What have we done?

Bolton’s Stop Smoking Service
was established in 1999 and
the Public Health Department
has worked in partnership with
them since then to help people in
Bolton to quit smoking. In 2003,
we provided a health equity audit
to inform a service redesign to
meet the differing needs of the
population.

Why did we do it?

those living in the least deprived
areas (41% vs 43%)
• T housands of Bolton people have
quit smoking with the help of the
service since its inception
 ver the past decade, the
•O
smoking prevalence in adults in
Bolton has reduced from 29.5%
to 20.7% - approximately 18,000
less smokers now than in 2001

• To improve the overall health and
lifestyles of people in Bolton –
smoking is a major cause of death
What else are we doing?
and inequalities
• The stop smoking service
• To provide a fair and responsive
continues to develop with targets
ring
service tailored to the diffe
increasing each year
needs of people trying to stop
• Bolton’s refreshed tobacco
smoking. The health equity audit
in
g
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• To improve life expectancy –
• This strategy includes the objective
smokers who quit before the age
to motivate and assist every
of 45 have a life expectancy close
ked
smo
smoker to quit – aspiring to
to those who have never
reduce the adult smoking rate
• To reduce the impact of second
to 10%, halving the rate in
hand smoke, which increases the
routine and manual workers,
chances of a non-smoker getting a
pregnant women, and those
smoking related illness by 25%
from the most disadvantaged
to
ped
areas by 2020
hel
this
What has

I was one of almost
14,000 people to have
quit smoking in Bolton
since 2003 with the
Stop Smoking Service...

achieve?

• A repeat of the health equity
audit in 2007 showed a marked
improvement in the proportion
of people from deprived areas
successfully quitting smoking with
their quit rate almost equal to

Childhood immunisation programme
What do we do?
The routine national childhood immunisation programme consists of the following
immunisations at the following ages:
• Within the first year - Diptheria/Tetanus/Pertusis/Polio/Haemophilis Influenza b
(DTaP/IPV/Hib), Pneumococcal (PCV), Meningitis C (MenC)
• Between 12 & 18 months - Hib/MenC, Measles Mumps Rubella (MMR) and PCV
• Then later in their childhood years - Human Papilloma Virus (HPV) (girls only),
Tetanus, low dose diphtheria and polio (Td/IPV)

Why do we do it?
After clean water, immunisation is the most important public health
intervention worldwide.
• Protects the vulnerable against a range of serious infections
• Saves lives and reduces complications of infection
• Protects individuals for life
• Protects those who can’t be immunised via “herd immunity”. An
immunisation uptake rate of 95% is accepted as the proportion of the
population needed to be immunised to prevent outbreaks of disease and also
protect those who cannot be immunised for varying reasons.

What has this helped to achieve?

Since 2005, all childhood immunisation uptake rates in Bolton have been
above 90%. In 2011, the following rates apply:
DTaP/IPV/Hib
97.6%
Men C
96.2%
MMR
96.1%
Hib/Men C
94.6%
PCV
96.9%
As a consequence we have seen a much reduced number of cases of
meningitis and we have had no new outbreaks of measles, mumps
or rubella.

What else are we doing?
• We need to maintain and increase uptake rates until 100%
• Promote immunisation via a variety of routes and initiatives
• Identify incompletely immunised individuals and ensure they
are vaccinated

East Bolton R

What was it a

nd ho

egeneration

w were we in
East Bolton Re
volved?
generation (EBR
) was an area ba
Single Regenera
se
tio
delivered throug n Budget and City Challeng d initiative funded by
e. The main ac
h the following
tivities were
improve the ar
themes: build
ea’s
su
build a better fu image; improve access to w stainable communities;
or
tu
development w re for children and young pe k and services; and
orker as an inte
op
gral member of le. Providing a health
community de
velopment wor
the EBR team an
k en
was gained thro
d
ughout the initi sured the maximum health im
ative.
pact

Why did we d

o it?

• To improve he
alth in the area
and reduce ineq
• To influence
ualities
other work topi
cs
to maximise th
• To develop th
eir impact on he
e social prescrib
alth
ing project
• To develop w
elfare rights in
primary care se
• To develop th
ttings
e community fo
od growing initi
ative
W

hat did our in

volv

ement help a
Our Health Dev
chieve?
el
for use by heal opment Worker developed a
th
social prescribin
g directory
emotional need staff in EBR to address local
peoples socios that negativel
economic and
y impact on he
developed and
alth
is now provided
borough wide. , which has been further
They also deve
lope
as health centre d a Welfare Rights Service
in Primary Care
s
settings such
and improving and GP Surgeries within EBR,
quality of life.
This project ha reducing health inequalities
wide and sustai
s no
nable funding
is being sought w been piloted borough
.
W
hat else are w

ed

oing?
• Health Needs
Assessments co
nducted by Hea
in other depriv
lth Developmen
ed
t Workers
development ap parts of Bolton confirm the
ne
proaches to im
proving health ed for community
• Core funding
and well-being
has
Workers to supp been obtained to provide H
ealth Developm
ort neighbourh
ent
through comm
ood renewal te
unity developm
ams in Bolton,
ent approaches
.
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What is it?
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What else are we doin

5-A-Day message
n ongoing promotion of the developed cook and
Since 2005 there has bee
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Bolton (FAB) project wh
through the Food Access
café, a mobile fruit &
projects, a healthy eating
g
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d
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Homophobic bully

ing in schools

‘Living It’, a Tackling
Ho
secondary schools wa mophobic Bullying teaching resource fo
r
s
Department and a br developed by members of the Public He
alth
oader steering grou
p.
complemented the
resource pack was pr A video drama which
oduced by Crag Rats
Theatre in Education
Company.

Why did we do it?

• Bolton schools expr
essed concern abou
t th
gay pupils and wish
ed to learn how best e mental wellbeing of
to support them
• Studies have show
n that the rates of su
icide
gay and lesbian adole
scents are 2-3 times and self-harm among
heterosexual peers
higher than for their
• In one study, 40%
of yo
attempted suicide on ung lesbians, gay men and bisexuals ha
d
at least one occasio
n.
72% indicated that
they had either playe In the same study
d truant or feigned
to avoid homophobic
illness
abuse at school
• Ofsted recognises
that ‘…in too many
seco
homophobic attitud
es among pupils ofte ndary schools
n
The problem is com
pounded when dero go unchallenged.
gatory terms about
homosexuality are us
ed
use passes unchallen in everyday language in school and th
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ged by staff.’
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hieve?
• All Bolton second
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resource and training
e
on tackling homopho
bic bullying
• Health sessions fo
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to address homopho ndary schools now include activities
bic bullying as well
as
disadvantaged grou
ps - delivered to over that of other
20,000 young peop
• Resource formed
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basis of national ‘St
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• S pecialist support
group has been set
up fo
& Trans-sexual youn
g people in partnersh r Lesbian Gay Bisexual
ip with Bolton Coun
cil
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• Ongoing teacher
training
• Inclusion in paren
tal Speakeasy training
• Inclusion in initial
teacher training prog
ramme
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FAB Van

What did we do?
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What did we do?
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We worked with healt
h visitors to help reduc
e the incidence of Iro
Deficiency Anaemia (ID
n
A) in the local presch
ool population.

Why did we do it?

• IDA is a common pre
ventable childhood co
ndition which is easy
• Studies in Bolton ide
to treat
ntified that up to 28%
of children under 3 ma
suffer from IDA
y
• Longstanding IDA in
childhood impairs co
gnitive and behaviour
development and the
al
immune function

What has this helped
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eve?
An IDA opportunistic
screening service was
de
the incidence of IDA
in the under five popu veloped to try and reduce
lation. Any child whos
intake was of concern
e dietary
to either parents or a
relevant health profes
or who had indicative
sional,
symptoms of anaemi
a was offered a finge
estimation of haemog
r prick
lobin. A protocol for
subsequent treatmen
action was implement
t and
ed.
Since then, hundreds
of children have had
their haemoglobin lev
recorded with significa
els
nt
Following the protoco numbers identified as being iron deficient.
l, these children have
either been referred fo
further investigation,
r
treated with iron medic
ation, or given dietar
advice and in each ca
y
se their progress has
been monitored.

What else are we do

ing?

Following the success
of the service in ident
ifying IDA:
• The service was exten
ded to include children
of school age
• In 2010 the manage
ment of the service wa
s removed from healt
visiting and school nu
h
rsing to the Child He
alth Development Team
Halliwell and now inc
at
ludes all children in th
eir care
• Preventing its occurre
nce and recurrence ha
s proved more difficult
in most cases, its unde
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standing feeding beha ing causation is dietary and related to lon
g
viour which proves ha
rd to rectify

g Project

Johnson Fold Health Visitin

Research into the outcomes of the project showed a
significant change to residents’ perceptions of what
health visitors did and a welcoming of their empowering
approach and support.

What did we do?
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What else are we doing?
• The project provided a blueprint to support a redesign
of the health visiting service across Bolton to support
community based working
• Lessons learned from the project identified the need
for community based health development workers and
three have been appointed to work within some of the
most deprived areas of Bolton
• Building on this work, a health needs assessment
has been undertaken. This will inform the Wellbeing
Strategy currently being developed at a time when
wellbeing, as an important determinant of health, is
beginning to be a driver of the health agenda

Why did we do it?
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What has this helped to ach

lth visitors acted
Through local consultation, hea
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Food Hygiene

What did we d

o?

and Nutritiona

In 2005 we were
jo
with Bolton Coun int organisers
cil of a Bolton w
ide
curry chef compe
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from local restau ion featuring chefs
rants to highlight
the public health
sig
good food hygien nificance of
e and nutritiona
l
standards.

Why did we do

it?

• To promote th
e exce
hygiene standard llent food
s of local curry
restaurants
• To improve an
d promote good
nutritional standa
rd
curry restaurants s within local
• To illustrate th
e rang
food available fro e of cultural
m local curry
restaurants

l Standards

What has this h
elped to
achieve?

• The competitio
n fu
range of interest elled a wide
fro
restaurants show m a variety of
casing the divers
ity
of Bolton’s food
s culture
• It helped to ra
ise th
standards in com e food hygiene
pe
as well as provid ting restaurants
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ty
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importance of go
od
nutritional levels
within their food
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Following on fro
m
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establishments fo e from catering
r
of a Greater Man the introduction
chester Good Fo
od
Award which wou
ld encompass, Fo
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od
y Ea
sustainability inclu ting and possibly
ding food miles
and
food waste. It is
anticipated that
this
work will start in
2012

Fuel poverty – the Afforda
ble Warmth
Strategy
What did we do?

Bolton’s Affordable Warmth
Strategy
was launched in 2005 develo
ped by
a multi agency steering gro
up. NHS
Bolton is the only PCT to fun
d an officer
with a particular remit around
fuel
poverty/affordable warmth.
This has
helped raise the profile of fue
l poverty
What has this helped to
among health staff and rea
ch the
ac
hieve?
more vulnerable people wit
hin Bolton.
Affordable Warmth has traditi
onally
Why did we do it?
been led by the Local Autho
rity Housing
Department. The close partne
• Increasing numbers of peo
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Fuel Poverty
has led to a more holistic app lth
• In 2005, a household was
roach
in fuel
to addressing fuel poverty,
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poverty if it spent more tha
n 10%
behaviour change.
of its income on fuel to ade
quately
Bolton has seen a reduction
heat the home
in excess
winter deaths since the intr
oduction
• Fuel Poverty impacts upon
health
of the strategy.
including more illness and dea
ths
in winter
What else are we doing?
• Fuel poverty contributes to
• Undertaking a Health Imp
act
inequalities in health
Assessment on fuel poverty
• Fuel poverty is preventable
• Raising awareness of the
with
impact of
appropriate action such as
fuel poverty on health within
cavity
local
wall/loft insulation, switching
health services
energy
suppliers, income maximisat
ion and
• Developing an approach to
behaviour change.
enable
more sustainable approache
s and
funding to tackling fuel pov
erty
across Greater Manchester

Oral Health – The Brush Bus
What did we do?
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year
5
e
g
a
r
e
v
a
The
now
old in Bolton d/
e
has 1.9 decay eeth
t
missing/filled 3.2
o
as opposed t
in 2003...

e
When the Brush Bus Programm
istics
stat
al
ion
nat
the
ed,
nch
lau
was
in
g
livin
s
showed that 5 year old
of
Bolton had an average number
(dmft)
th
tee
d
fille
or
sing
decayed, mis
al
of 3.2 compared to the nation
average of 1.5.
sh Bus
The health reasons for the Bru
s:
Programme were as follow
shing
1. E vidence states that tooth bru
t
oun
am
ed
end
mm
reco
the
with
s
uce
red
of fluoride toothpaste
dental decay
2. T he programme teaches
children dexterity when
brushing
3. It gives the children an extra
“fluoride hit” by brushing
with a pea-sized blob of
family fluoride toothpaste
4. It gives the children the
opportunity to brush with
their own toothbrush, if this
is not always possible
at home

Programme

rove
5. To reduce inequalities and imp
very
’s
ton
dental health amongst Bol
young children.

What has this helped to
achieve?

cessful
The outcome has been very suc
with over 40 Nursery/Reception
sh Bus
classes brushing using the Bru
the
out
ugh
thro
ay
Programme everyd
tely
ima
rox
app
ans
me
ich
borough, wh
the
from
ting
efit
ben
n
dre
chil
1,200
programme.
We have seen a reduction in the
r
average number of dmft in 5 yea
4
3/0
200
in
olds in Bolton from 3.2
9.
to 1.9 in 2008/0

What else are we doing?

mme
• We must maintain the progra
all
as it stands encouraging
to
Nurseries and Reception classes
e
ctic
pra
itive
pos
h
continue wit
 e must seek further funding
•W
to ensure the security of the
future
programme in the foreseeable
as new
• Develop further programmes
nt to
wa
ses
clas
ion
ept
Nurseries/ Rec
e
em
sch
join the
er
• Work in partnership with oth
h as
suc
als
ion
fess
pro
Health Care
m
tea
s
ool
Sch
lthy
the Hea

ing

Diabetic retinopathy screen
What did we do?
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What else do we need to do
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Mass vaccination exercise
What did we do?
Bolton hosted one of the UK’s first large scale NHS Mass Vaccination
exercise. Following a series of briefings, participants were put through
the mass vaccination process and were given specific scenarios to test the
responsiveness of the model.

Why did we do it?
• Development of Civil Contingencies Act 2004 and DH guidance 2005
• To practice setting up and running a mass immunisation centre in light
of the risk of pandemic flu
• To test the logistics of a mass immunisation approach
•C
 rowd management and patient flow assessment including triage
• T o produce a generic mass immunisation framework

What did this help to achieve?

• The Department Of Health tasked us with developing a formula to
determine the number of people who could be immunised by a set number
of immunisers over a given period of time. The results of the exercise
indicated that one immuniser could immunise 80 individuals in 90 minutes
• T he template has been adopted nationally in the UK, in Western Europe
and the USA
• The template was used in 2009 during the swine flu pandemic

What else are we doing?
• Major incident exercises are now held annually throughout NHS Bolton
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Smoke Free Homes
What did we do?

The Bolton Smoke Free Homes project,
initiated in 2006, asks people
to make a promise to keep their homes
smoke free and protect
children and other adults in the home
from second hand smoke.

Why did we do it?

• Second hand smoke is a toxic cocktail
of over 4000 chemicals – as
babies and children breathe faster and
deeper than adults, they are
at a greater risk of these dangerous chem
icals
• To reduce exposure to second hand smo
ke - when an adult smokes
with children around, the child can inha
le the equivalent of 150
cigarettes per year
• To change children’s attitude to smoking
– smoking restrictions in
the home will encourage children to rem
ain non-smokers
• To improve child health – many children
are hospitalised each year
due to conditions exacerbated by expo
sure to second
hand smoke in the home
• To help reduce smoking related house
fires

Our home is now
one of 2,185 homes
in Bolton to pledge
to be a Smoke
Free Home...

What has this helped to achieve?

By end of 2011, 2,185 homes in Bolton
had
signed up to the project. Almost 3,400
children
live in these homes that have pledged
to
remain smoke free.

What else are we doing?

• Increasing the promotion of the smoke
free
homes project across Bolton
• Combining this work with the smoke
free
pregnancy project

Income maximisation
What did we do?

Following the example of income maximisation and integral
evaluation from East Bolton Regeneration, funding was secured
to provide a Welfare Benefits Advice in Primary Care service
across the borough of Bolton.

Why did we do it?

• The impact of poverty upon health is well proven and
documented
• P overty hugely contributes to the inequalities in health
present in Bolton
• The number of children living in poverty can be reduced with
income maximisation
• Fuel poverty can be minimised through income maximisation

What has this helped to achieve?

• Over 2,000 people helped by the service
• Cash gains through appropriate benefit claimed total
£2,187,000
• E valuation of the project has shown the common themes that
participants spent their extra income on was trips out, food
and heating bills
• Evaluation has also shown a significant increase in wellbeing
of those benefitting from the project

What else are we doing?

• Working towards securing sustainable funding to provide a
service across Bolton
 onducting a Health Impact Assessment of the project
•C

Childhood obesity – National
Child Measurement Programme

What did we do?

The National Child Measurement Programme is a survei
llance programme where
children in reception and year 6 classes are weighed and
measured each year
to help monitor childhood obesity. Recently the programme
has evolved to
become a screening programme with feedback of result
s to parents and offers
of support packages.

Why did we do it?
• T o monitor and understand local childhood obesity
• T o help plan interventions for weight-related problems
in Bolton
• T o raise awareness of the importance of healthy weigh
t and help parents and
families engage with issues about healthy lifestyles

What has this helped to achieve?

Every year approximately 8000 reception and year 6 childr
en are weighed and
measured. The figure for 2010/11 shows that 9% of Recep
tion and 21.2% of
Year 6 children are obese.
This year, all year groups in 12 primary schools in Farnw
orth were
weighed and measured, with the results posted to paren
ts. The
results are promising in terms of take up of the local childr
en’s
weight management programme MEND (Mind Exercise
Nutrition
Do It).

What else are we doing?

In relation to the Farnworth project:
• Offering parent support, such as a place on MEND
• L ocal activity incentives for families such as free passe
s to local
leisure centres
• E nrolling Farnworth schools on the enhanced health
y schools
programme to tackle obesity, including a focus on activit
ies in
schools delivered by a range of organisations
• The healthy weight strategy provides a vision of how
a multiagency co-ordinated approach is needed to tackle obesit
y in
Bolton, acknowledging that schools are just one part of
a large jigsaw.

NHS Bolton Library
What did we do?
At the end of 2007, the NHS Bolton Library moved into shared premises
with the local authority library – the 1st health library in the UK to do
so. The library provides a unique blend of services to its users: from
traditional library provisions such as resource loan, to health promotion, to
supporting the public health and commissioning functions within Bolton to
providing the means for best practice, be it supplying the latest evidence or
information skills training.

Why did we do it?
• Opportunity to work closer with the local authority in partnership
• Increase the quality and access to health information for the general public
• Develop the library as an evidence hub to inform all local health related
decision making

What has this helped to achieve?
- The ‘Bolton Model’ for partnership working in libraries is being
replicated across England
- Improved consumer health provision throughout Bolton
- Further development of the library as an evidence based
practice resource

What else are we doing?
• Providing Health Information Points in branch libraries
• A breastfeeding area has been provided within Central Library to
provide a pleasant environment for mothers and to support
initiatives to increase breastfeeding in Bolton
• Development of a Self-led Cognitive Behavioural Therapy Pilot
hosted on Library computers
• Developing a knowledge hub website for Bolton’s Joint Strategic
Needs Assessment to be a ‘one stop shop’ for all intelligence and
evidence to inform effective commissioning of health and care services.

Get Active
What did we do?

The Get Active Programme in Bolton encourages
adults to become more active and achieve the
national recommendations for physical activity,
which can be achieved by taking at least 30
minutes of moderate intensity physical activity
on five or more days of the week.

Why did we do it?

 eeting the recommended levels of physical activity helps
•M
to prevent and manage over 20 chronic conditions including
coronary heart disease, stroke, Type 2 diabetes, cancer, obesity,
mental health problems and musculoskeletal conditions
• To reduce levels of obesity in adults across Bolton
• Physical activity is important in both preventing mental health
problems and improving the quality of life for those with
such problems
• T o help narrow the gap in life expectancy

What has it helped to achieve?

• Currently 2,296 adults in Bolton are registered with
the Get Active Programme
• On average 835 people attend a Get Active session each week
• Get Active has developed links with more than twenty different
partners to engage adults in physical activity
• There has been an improvement in the proportion of people
doing no sessions of physical activity in a week

What else are we doing?

• Development of a specialist Physical Activity Care Pathway
• Development of a training strategy for instructors enabling them
to deliver specialist sessions for patients with long term conditions
• Development of partnerships to broaden the number and
scope of activities
• Development of the national NHS relay triathlon challenge
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Smoke free Bolton
What did we do?

18,000 less
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On July 1st 2007, new laws were
introduced to make virtually all enclosed
public places and workplaces in England
smoke free. Prior to the legislation, there
was a programme of awareness raising,
community engagement and lobbying to
raise awareness of the health impact of
breathing in second-hand smoke, helping
non-smokers recognise their right to
smoke free environments.

Why did we do it?
• Significant health risks associated
with breathing in second-hand smoke
such as heart disease, cancer and
respiratory diseases
• Smoke-free environments
encourage and support
smokers who want to quit
• They also help create
societal smoke-free norms
leading to fewer young
people taking up smoking

What has the
legislation helped to
achieve?
• Smoking prevalence
amongst adults in Bolton
has reduced from 23% in
2007 to 20.7% in 2011,
and from 23% to 19%
in young people aged
14-17 years

• T he greatest reductions have been in the
most deprived areas of Bolton helping to
reduce health inequalities
• S moking during pregnancy has fallen
from 23.4% in 2006 to 16.8% in 2011
improving infant and maternal health

What else is happening in
partnership?
• Tackling illegal sales to under 18 year
olds through test purchase programmes
• Action on counterfeit and
smuggled tobacco
• T obacco education through the Healthy
Schools programme
•C
 igarette vending machines were
banned on 1st of October 2011
• Point of sale cigarette displays are to be
banned in large supermarkets and small
stores in the future
•G
 overnment consultation on plain
packaging is expected in 2012

Human Papilloma
Virus vaccination
& cervical cancer
screening
What did we do?
The Human Papilloma Virus (HPV)
vaccination started in September
2008, inviting 12-13 year old girls to
take part, largely delivered through
secondary schools. A catch up
programme also started in 2008 to
vaccinate 14-17 year olds.

Why did we do it?
• HPV is responsible for causing
changes in cells that can lead to
cervical cancer, the second most
common cancer in women under 35
• HPV vaccine protects against 70%
of the types of HPV that can lead to
cervical cancer. As it does not protect
against all causes, participation in the
NHS Cervical Screening programme is
still important.
• Women from South Asian
backgrounds are less likely to take
part in screening. In 2008, the Bolton
Community Engagement Network
undertook a project to identify
barriers in taking part, using an
innovative approach of a ‘Road Map’
to highlight areas of concern.

What has this helped to
achieve?
• 85% of girls aged 12-13 have
taken part in the HPV vaccination
programme. There has been an
increase in uptake over the past
few years.

•B
 y 2008, 55,000 Bolton women
had had one cervical screen during
the last 5 years, representing 77%
of the eligible population. Since
2008, the uptake of screening
has slightly decreased, and is lower
in younger women (aged 25-29)
at 66%.
•O
 f the 17,324 women who took
part in screening in 2008, 91%
received a normal result, with
around 4% needing a repeat
smear and 5% needing referral
for further investigations.

What else are we doing?
•A
 lthough the road map project
slightly increased screening uptake
in the short-term, it was not
sustainable. To create a longer
lasting change, we need to embed
the project recommendations
into practice.
•D
 omicillary catch up visits to
immunise girls absent from school
on the day of HPV vaccination have
recently begun
• With the advent of the HPV
vaccination, we must ensure
that participation in the cervical
screening programme remains
high, particularly in the younger
age group.
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Community Engagement Network
What did we do?
We commissioned the
Community Engagement
Network at Bolton Community
Voluntary Service to provide a
fun and interactive programme
to improve people’s health
and wellbeing.

Why do we do it?

• To systematically engage local
people and communities in
improving their health
• To improve the equity of uptake
of health improvement services
and programmes as some
communities and populations
are less likely to seek treatment
or the help of such services as
screening services.

breast cancer using ‘biolike’ models
with hidden lumps
• An increase in women from BME
communities attending cervical
screening appointments
• Increased uptake of Bowel Cancer
Screening in deprived areas
• Increased awareness of dangers
of shisha tobacco smoking with
increasing members of BME
communities reporting that they
have cut down or stopped
using shisha

What else are we doing?

• Applying social marketing principles
and methods to mass media
awareness raising campaigns
• Health Development Workers based
in Neighbourhood Management
Areas are helping to ensure that
What has this helped to
health improvement interventions
achieve?
address the needs of local residents
taken
have
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• Over
• Recruitment of local ‘Cancer
part in ‘Upsy Downsy’ and ‘Noodle
Champions’ to raise awareness
Doodle’ workshops which promote
of screening programmes and
mental wellbeing
symptoms of cancer to encourage
early presentation
• Over 1,000 people have been taught
to be body aware for testicular and

Bowel cancer screening
What did we do?
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Why did we do it?

A friend of mine
passed away this
year from Bowel
Cancer. I did take
the test.

Equality Target Action Groups (ETAG) were
developed as a way for NHS Bolton to
communicate with excluded community
members and their representatives. The
groups were divided into disability, gender,
race, religion, sexual orientation and age
to meet the new equality legislation. As
an addition, NHS Bolton decided to have
a carers group as this is a large group who
are particularly vulnerable to suffering
from health inequalities.

Why did we do it?

• The aim of the ETAGs was to act as a
consultation mechanism for NHS Bolton
and to give the groups the opportunity
to challenge NHS Bolton in terms of
services and strategies
• Local and national research tells us that
people who fit into the target groups
often suffer worse health than the
general population
• We recruited community members to
join the ETAGs and they were offered
support and training by a community
development worker
• The groups developed action plans
to tackle health inequalities and were
supported to challenge NHS managers

el
• The latest uptake figure for bow
is
ton
Bol
in
ng
cancer screeni
approximately 56%
• T his has improved greatly, be
it broken down by gender or
deprivation level
• To date, 59 cancers and 461
t
polyps have been identified tha
ed
nos
iag
und
e
gon
e
hav
may
without screening.

What else are we doing?

• Bowel cancer screening is a
• P ilot studies show that GP
e
way of detecting cancer and
endorsement of the programm
into
age
eng
turn
polyps (which may
improves uptake. We will
cancer) before symptoms
closely with primary care to
.
,
this
ng
doi
By
t.
sen
are pre
identify ways to improve uptake
of
the chances of successful
• Continue to target areas
treatment are very high –
deprivation and men as well as
90% of bowel cancers are
the general population
treatable if caught early.
(a
• F lexi-sigmoidoscopy screening
55)
of
age
• The incidence of bowel
the
one-off screen at
–
cancer in Bolton is higher
will be introduced from 2013
uce
red
than the national average
to
wn
sho
n
bee
has
this
r
.
• NHS Bolton hosts the Greate
bowel cancer mortality by 34%
el
Bow
lth
Hea
r
h
Mancheste
• It is important that people wit
er
rath
Cancer Screening team, who
GP
ir
the
t
visi
ms
pto
sym
aim to increase uptake and
than wait for a screening kit –
s.
litie
qua
ine
reduce screening
we will continue to support
The team have worked closely
and develop initiatives that
with the Bolton Community
encourage this.
Engagement Network, who
developed the pioneering
game of ‘Bowel Bingo’ – a
fun interactive way for
community groups
to discuss issues around
bowel screening.

Equality Target Action Groups
What did we do?

What has this helped to
achieve?

What has this helped to
achieve?
The ETAGs have had many successes,
some seemingly small such as encouraging
Greater Manchester Ambulance Service to
clarify its position around disabled escorts
and some bigger, such as the development
of a disability training DVD for health care
professionals in Bolton. The disability ETAG
also supported NHS Bolton to review its
eligibility criteria for wheelchairs.

What else are we doing?
• The ETAGs continue to meet as
one large group to add strength to
their voice
• The Disability training DVD is to
made be available to all health
care workers
• Equality and Diversity
training continues for
all staff

Party Hard, Party S

afe

What did we do?

‘Party Hard, Party Safe’
is
health education camp a relationships and sexual
aign before the Chris
tmas
party season, for youn
g people in Year 11,
sixth form
and colleges. Session
s on safe choices aroun
d sex and
alcohol were provided
for those taking part.

Why did we do it?

• P revention of teena
ge pregnancy
• T o reduce serious se
xual assaults on female
s aged 15 to 19
at weekends
• S afeguarding young
people
• Raise alcohol aware
ness

What has this helped

to achi

eve?
•A
 pproximately 2,000
young people have cu
rrently taken part
in the campaign with
more to follow
• T he campaign has be
en offered for 3 years
now and this coincide
with a decrease in th
s
e teenage pregnancy
rat
e
•1
 2 of the 17 High Sc
hools in Bolton have
taken up the offer of
education sessions an
d we hope more will
follow

What else are we do

ing?

During my recent
hospital stay,
I made sure
I chose the
healthier options

• T he Healthy Schools
enhanced programme
includes teenage
pregnancy reduction
•A
 Sexual Relationships
Ed
to train school staff an ucation Development Officer continues
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lum and policy
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hy Schools team
• Commissioning of yo
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alth services
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Royal Bolton Hospital –
a Health Promoting Hospital
What did we do?
A Health Promotion Specialist worked with colleagues at Royal Bolton
Hospital to gain Health Promoting Hospital status. The hospital has pledged
to make health improvement and public health a priority throughout its
provision of services.
• Developed a patient health promotion assessment and referral pathway
between secondary care and primary care, helping to advise people on
keeping healthy
• Improved food and nutrition including traffic light labelling and calorie
counts and removing the unhealthy snack food and drink products and
increasing fruit and vegetable consumption
• Developed a nationally recognised stop smoking pathway and a smokefree hospital site policy

Why did we do it?
• Act as a role model for individuals and other large organisations
• Engage with many thousands of people to offer advice and support
on improving health
• Reduce the avoidable harm to health caused by lifestyle choices
• Demonstrate good corporate citizenship

What has this helped to achieve?
Over 1,500 hospital staff have been trained to give advice on aspects of
lifestyle health. We have signposted or referred thousands of people to
community support services and this will continue to increase. We have
reduced the sales of many high sugar, salt and fat foods and drinks so
making them less available for general consumption.

What else are we doing?
• Continuing to increase access to healthy food and reduce access to
unhealthy food and drink
• Increase the number of staff who are trained in health promotion so that
we can make every contact count
• Strengthen compliance with the smoke free site policy and help other
hospitals to put smoke free policies in place
• Increase opportunities for people to get more physically active
• Taking a lead on prevention of ill health as well as the treatment of it

The Big Bolton Health Check
What did we do?

The BIG Bolton Health Check aimed to
identify people aged 45 years and over,
at risk of developing cardiovascular
disease within the next 10 years. The
project supported local GPs to offer
a comprehensive health check to
eligible patients and subsequently build
registers of patients at risk of developing
cardiovascular disease.
This was the first time in England that a
primary prevention project of such scale
had been undertaken.

Why did we do it?

• Identify people at risk of developing
cardiovascular disease such as heart
disease, stroke and diabetes and help
manage them to prevent
future disease
 educe mortality rates from heart
•R
disease, stroke and related diseases in
people under 75
• P rovide support and advice for people
at risk of cardiovascular disease to
adopt a healthier lifestyle
 ddress health inequalities
•A
within Bolton
• Increase life expectancy, narrowing
the internal gap and to the
England average

What has this helped to
achieve?

Between April 2008 and March 2009,
over 70,000 local people were provided
with a comprehensive health check to
establish their risk of developing the
above mentioned conditions. 82% of
the eligible population took advantage
of this opportunity. In April 2008 the
Primary Prevention registers consisted
of 9000 patients. By April 2009,
the registers had increased to
19,000 patients.

Those patients identified as being at
‘high risk’ of developing cardiovascular
disease are offered the chance to
discuss how to manage their risk
with either their Practice Nurse or GP.
They are then referred onto a Health
Trainer who motivates and supports
them to undertake a comprehensive
lifestyle assessment as well as develop
a personalised health plan to change
unhealthy behaviours.
Latest figures show that Myocardial
Infarction hospital admissions have
almost halved from 125 per quarter in
2007/8 to 64 per quarter in 2011 and
deaths from heart attacks and stroke
have similarly reduced.

What else are we doing about
this issue?
• Health Checks are now routinely
carried out in primary care
• The age threshold for
health checks has been
reduced to 40 years
and over
• An annual review with
a health professional
is now offered to all
those patients who
are identified as
high risk
• Due to the success
of the project –
the team now
support other
NHS organisations
to develop
similar projects
throughout
the UK.

70,000 people
given a health
check in one year!

10,000 people
identified as
being at risk of
cardiovascular
disease...

Swine flu pandemic
What did we do?
April 2009 saw the first reports of a new strain of influenza virus appearing in
the USA/Mexico. The virus spread around the globe quickly, reaching the UK in
May. The UK response was divided into 3 phases - containment, mitigation and
vaccination. The pandemic was declared over in 2010.
Bolton’s response was on two levels. Firstly, we co-ordinated the local Bolton
response, providing training/information to professionals/public, arranging and
running an anti viral distribution system for the population and latterly arranging
and delivering a swine flu vaccination programme. NHS Bolton is also the lead
PCT for emergency planning in Greater Manchester, so we also co-ordinated their
wider response.

What did this help to achieve?
• Nationally fatalities were relatively low at 474, with Bolton’s fatality rate one of
the lowest in the UK
• Longer term, the pandemic has helped ensure that Bolton’s responsiveness
to emerging threats remains extremely robust and highlighted the value and
importance of multi agency work.

What else are we doing?
• Bolton has built on its response to the 2009 pandemic. Our pandemic flu plan
is reviewed annually and dovetails with the response plan of the wider NHS
and with partner agencies.

Bolton Health & Wellbeing Survey 2010
What did we do?

The 2010 Bolton Health & Wellbeing Survey was the third in a series of
adult health surveys delivered by the Public Health Department over the past
decade. The survey includes a wealth of questions to monitor the key health
needs and lifestyles of the Bolton population.

Why did we do it?

• To help us understand population health needs to inform service planning
• To monitor changes in health and lifestyles and adjust strategies and
services accordingly
• To understand inequalities in health and to target initiatives and services to
those most in need

How has this helped us?

The surveys have highlighted many changes in the health and lifestyles of the
Bolton population over the past decade including:
• Smoking prevalence has reduced from 30% to 21%
• The prevalence of diabetes has increased from 6% to 9%
• Obesity in adults has increased from 13% to 20%
• People doing no physical activity in a week has reduced from 29% to 17%
• The prevalence of possible mental health problems has increased from
22% to 27%.

What else are we doing?

We will continue to survey the population at regular intervals as the
information is now embedded into local strategic planning of health and
care services.
More information about the surveys and numerous reports on the results are
available at http://bit.ly/tkLCAc
The health survey series has played a major role in informing the Joint
Strategic Needs Assessment for Bolton which describes and prioritises the
major health needs of the Bolton population.

I receive
d a lette
rf
Public H
ealth tod rom the Director
ay
of
a Bolton
Health a asking me to fill
in
nd W
It’s got a
lot of que ellbeing Survey.
s
health an
d things tions in about my
lik
take exe
rcise. Th e, do I smoke and
e alc
already g
ot me thin ohol section has
k
I had to
drink las ing about how mu
ch
tw
make tim
e to fill it eek. I’m going to
in this w
feel like
ee
I’m doing
my bit to kend. I’ll
plan for
h
people’s
health ca elp them
re in Bolt
on.

Chlamydia Screening
“RU Clear” campaign

What did we do?

This was the widesprea
d rol
“RU Clear?” – the Chlam l out of
ydia and
Gonorrhoea screening
programme,
with a target to test 35
% of
15-24 year olds each yea
r.

Why did we do it?

the target population. Alt
ho
target was missed, this wa ugh the
s a marked
improvement in perform
ance on the
previous year.
• In 2009/10 Bolton had
the lowest
RU Clear screening rate
in Greater
Manchester with just 9.1
%.
2010/11, Bolton achieved In
the second
highest rate in Greater Ma
nchester
and the 61st best rate na
tionally.
• The positivity rate for Ch
lam
reduced from 9.1% in 20 ydia
09
7.1% in 2010/11. This sug /10 to
gests that
15-24 year olds in Bolto
n are aware
of the RU Clear programm
e and
are taking up Chlamydia
screening
opportunities. It is also like
ly
they are completing treatm that
ent and
increasing their use of co
ndoms.

•C
 hlamydia is the most
common sexually
transmitted infection (ST
I)
and particularly prevalen
t in
young people
• It can be symptomless
so
can be passed on
without knowing
•U
 ntreated infection can
lead to infertility
(for both sexes)
•A
 ll STI rates are
What else are we do
increasing annually
ing?
with consistent condom
• L inking RU Clear with
promotion of
use remaining the only
Bolton’s C-Card (free co
ndoms for
method of prevention
young people) scheme
• Chlamydia treatment
• T raining professionals
and parents
is quick, simple
to increase their knowled
ge of
and effective.
sexual health issues
• Improving young peop
What has this
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confidence in relation to
helped to achieve?
sexual
health and facilitating
In order to achieve the
access to
confidential, non-judge
35% annual screening
mental
ser
vices
target, Bolton needs to
•W
 orking with schools an
screen over 12,000 peop
d the
le
police to highlight the
aged 15-24 years. Durin
sex
ual health
g
and safety risks of excess
2010/11, Bolton achieved
alcohol
use via the Party Hard,
9,500 screens, 27% of
Party Safe
programme.

Breast cancer screening
What did we do?
Breast cancer screening involves an x-ray of each breast - a
mammogram. The mammogram can detect small changes in
breast tissue which may indicate cancers that are too small to be
felt either by the woman herself or by a doctor.
Bolton was a pilot site for the age extension for breast cancer
screening – the addition of women aged 47-49 and 71-73 years
of age.

Why did we do it?
• Breast cancer is the most common cancer in women
• Breast screening started in 1988, inviting women aged
between 50-70
• Breast screening can detect breast cancer early
• If cancer is caught early, it is much more treatable
• About a third of all breast cancers are found from screening

What has this helped to achieve?
• In 2010, 10,408 women took part in breast screening in Bolton
(uptake rate 71%), with 73 cancers detected.
• The incidence of breast cancer in Bolton has increased as it has
nationally in the past decade due to screening
• Survival after diagnosis is increasing and mortality rates have fallen
• Bolton piloted a scheme to encourage non-attenders to go for
screening, achieving a 2% increase in attendance by using a
reminder postcard.

What else are we doing?
• Breast screening will be part of the new services provided at
Bolton One in the town centre
• Improving uptake – Bolton Community Engagement Network
have undertaken work to encourage increased participation,
particularly within Black & Minority Ethnic groups where
uptake is generally low, and this needs to continue
• Continuation of the reminder postcard strategy

Clock on 2 Health
What did we do?
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Alcohol Relapse Prevention Project

What did we do?

2010/11 saw the introduction of new national substance
misuse targets,
focussed on moving people through alcohol treatment
services into
sustained recovery. Consequently, we introduced a pilot
Bolton (Alcohol)
Relapse Prevention Project enabling alcohol service provid
ers to maintain
contact with clients using mobile phone messaging and
other technology.

Why did we do it?

•A
 lcohol related premature deaths have increased in the
last decade,
especially in the most deprived areas of Bolton
• The health harms of excessive alcohol use include cardio
vascular disease,
cancer, self harm, accidents, assault, suicide and menta
l ill health – having
a major impact on life expectancy and health inequalities
•A
 lcohol dependency is a relapsing condition resulting in
heavy burdens
on health and social care and maintaining clients’ motiv
ation to remain
abstinent is problematic
• Sustained recovery from alcohol dependency is better
for the health and
safety of individuals and communities and reduces the
economic
burden on society.

What has this helped to achieve?

The aim of the programme is to increase engagement in after
care.
• As of November 2011 the engagement rate had increased
to 62%
compared to 42% in the previous year
• Clients were more likely to attend after care compared to
those
who had not taken part (87% vs 57%)
• Client and service feedback has been very positive sugge
sting
it has the potential to be highly cost effective

What else are we doing?

•W
 orking with a range of colleagues to reduce alcohol
related repeat
hospital attendances
•R
 aising awareness of the scale of excess
alcohol use via a Triple Aim primary care
project
• Promoting Bolton’s substance misuse
website (www.boltondrinkanddrugs.org)
• E ngaging services and communities in
alcohol awareness and health improvement
initiatives e.g. The Flipside.

My Uncle is much
more confident in
his ability to not
return to drinking
since this project.

Safe Sleeping
What did we do?

Sleeping campaign across Bolton
2011 saw the development of a Safe
e clear consistent messages to
(Salford and Wigan) to communicat
ors for Sudden Unexpected
fact
parents on the risk and protective
aim of reducing the incidence of
Deaths in Infancy (SUDI), with the
SUDI deaths.

Why did we do it?

of infant deaths in Bolton
• A higher than average incidence
xplained Deaths or Sudden Infant
• A high incidence of Sudden Une
in Bolton
Death Syndrome deaths (cot deaths)
rview Panel review of cases
• Evidence from the Child Death Ove
entially preventable,
showing that some deaths were pot
ressed
add
e
wer
if modifiable risk factors area

e?

What has this helped to achiev

launch of a high profile media
Thus far, the outcome has been the
guidance, the introduction of
ping
campaign, publication of Safe Slee
nts, training for practitioners
new visual tools to use with new pare
ping Assessment and action plan
and the introduction of a Safe Slee
for families.

What else are we doing?

ility and impact of the campaign –
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has it increased parents understand
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• The campaign is running for thre
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housing providers, health and soci
munity sector.
centres and the voluntary and com

Don’t be a Cancer Chancer
What did we do?
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Why did we do it?

on
the 3 most common cancers in Bolt
• Breast, bowel and lung cancer are
y
er when the cancer is detected earl
• The survival rate for cancer is high
ncer was to:
• The aim of Don’t be a Cancer Cha
symptoms of the three cancers
- Raise awareness of the signs and
to visit their GP
- Encourage people with symptoms
aging health professionals to engage
- Work with primary care by encour
with the campaign
from
aged 45+ and particularly people
• The target audience was people
South Asian communities
, radio and local press advertising,
• The campaign consisted of posters
ertising.
community events and outdoor adv

e?
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a
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What else are we doing?

cer
ary care and referral pathways - can
• Further work to engage with prim
2
is one of the priority topics for 201
onal campaign ‘Be Clear on cancer’
nati
lth
Hea
of
• There is a Department
bowel cancer. This will involve TV
starting January 2012 focusing on
advertisements for the first time.
ded GP to lead on cancer
• Appointment of a Macmillan fun
ork
and community engagement netw
• Continuation of cancer champions
and
der
blad
on
nosis, focussing
to promote early awareness and diag
kidney cancer

Healthy Heads Wellbeing Programme
What is it?
Healthy Heads is a package of wellbeing programmes for Bolton workplaces,
schools, communities and residents.

Why did we do it?
• Emotional wellbeing lies at the root of improving health and tackling
health inequalities
• Better mental wellbeing has many beneficial effects including the prevention
of physical and mental illness, improved achievement and attainment including
education and career prospects and better quality of life
• Key to achieving better mental wellbeing is developing people’s ability to take
care of their own wellbeing
• There are a range of effective messages and techniques to help people take
care of their mental wellbeing.

What has this helped to achieve?
In the first year, 58 programmes across schools, workplaces and community
settings were attended by over 1000 individuals.
Evaluation thus far has revealed positive results. People were generally aware of
the importance of wellbeing before taking part in Healthy Heads, but lacked the
knowledge and motivation to make improvements. After taking part, there were
measurable and significant improvements amongst those involved. Major Bolton
employers have reported reductions in workplace sickness absence where Healthy
Heads has delivered a programme focussed on workplace stress.

It was really
fun and relaxing
painting healthy
heads!

What else are we doing?
• Healthy Heads will develop in the coming years in order to work with three
times as many Bolton residents per year
• We will also develop what is on offer. For example, provide training for front line
staff in health to support the emotional health needs of the people they see.
• A new service to support the emotional health needs of people suffering from
low level symptoms of anxiety and depression will be established in 2012
• The ‘Think Positive’ service will help us to better support the thousands of
people living with emotional health distress in Bolton

Opening of
Bolton One
What are we doing?

Bolton One, a health, leisure
and research centre, is
due to open in the centre
of Bolton during the early
months of 2012. The project
is a partnership between NHS
Bolton, Bolton Council and the
University of Bolton.

What will be offered by
Bolton One?
• Primary care services
 eral outpatient services
• Gen
• Thoracic medicine
• Podiatry services
• Musculoskeletal services
• Diagnostics
• Screening services
• Wellness services
 pharmacy
•A

• Leisure facilities including
an 8 lane 25m pool,
hydrotherapy pool,
fitness suite
• Teaching and research
facilities

Why did we do it?
NHS Bolton has
listened to local people
about what they want
from health buildings.
Bolton One reflects these
views by providing convenient
services in a central location,
easily located by car or
public transport.
Bolton One brings a range
of community and primary
services and facilities together
with services traditionally based

Targeted prevention
support for older people
What are we doing?

port for older people who have
This project targets preventative sup
need.
a high potential future social care

Why are we doing it?

pendence in older age
• Promote health, wellbeing and inde
easingly expensive social care need
• Ageing population will lead to incr
are ad hoc and inequitable
• Current prevention interventions
h
service provision – an holistic approac
• A driver for better integration of
in the wider determinants of health
 driver for engaging primary care
•A

What will this help to achieve?

wing over 50’s at relative risk
• Development of a profile tool sho
of potential future care need
to inform service redesign
• Equity audits of service provision
tool to enable one to one
• Design of conversation checklist
ut issues which may impact on
abo
ple
discussion with older peo
py and independent as they
their ability to remain healthy, hap
grow older
ents registered at six GP practices
• Pilot of project in 2012 with pati
kshop involving older
– design of project informed by wor
community and voluntary
rs,
people, carers, existing service use
health, social care, housing,
organisations and front line staff from
police, and welfare rights.

What else are we doing?

ices better target those with
• Using the profile tool to help serv
audits and by building into
highest need through further equity
ial Services preventative grants
the allocation criteria for Adult Soc
understanding of different
• Qualitative research to gain deeper
le tool
population groupings within the profi
50’s time bank project
• S upporting development of over
among health care
• Promotion of ‘social prescribing’
initially developed during
professionals. Social prescribing was
primary care staff
bled
East Bolton Regeneration and ena
to address their
ects
proj
l
dica
to refer patients to non-me
lems. It has been further
socio-economic and emotional prob
y 2012 as a website (Open
developed and will be launched earl
and the general public.
f
Bolton) for use by primary care staf

at the hospital under one roof to make it easier to carry out
assessments and diagnostic tests in just one visit and one easily
accessible location.
A key development will be the creation of a new ‘wellness
service’ bringing together services such as the Health Trainers,
Stop Smoking Service, ‘Rite Weight’, ‘Get Active’ with the brand
new ‘Think Positive’ Service to provide an holistic approach to
supporting individuals make positive lifestyle changes to improve
their health.

The family will be
putting the range
of services in
Bolton One to good
use in 2012.

Improving infant health
What are we doing?

What is this helping to
achieve?

Giving every child the best start
Recent outcomes show:
in life is the foundation for future
• Reduction in the infant mortality
health and wellbeing. The Healthy
easy
rate but still unacceptably high
Child Programme ensures early,
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Why are we doing it?

In comparison to the national
:
average, Bolton has historically had
• higher infant death rates
• lower rates of breastfeeding
initiation and continuation
• higher rates of smoking
in pregnancy
• higher rates of stillbirth and low
birth weight babies
n
• higher rates of hospital admissio
ns
ctio
for infe
• higher teenage pregnancy rates.

A baby boy born
in Bolton can now
expect to live to 76.5
years and a baby girl,
80.6 years!
% of low weight
births have
decreased...
10.7% in 2002
7.6% in 2010

What else are we doing
and still need to do?

• Improving the outcomes for
parents and young children
through delivery of an integrated
Healthy Child Programme
• Halting and reversing the increase
in childhood obesity
• Focus on key initiatives including
promotion of breastfeeding,
Healthy Start and safe sleeping
• Reduce smoking in pregnancy and
increase smoke free homes
• Promoting parental mental
health, positive parenting and
safeguarding children
.

Teenage conceptions
have fallen from
286 per year in
2002 to 206 in the
last period...

Wellbeing Project
What are we doing?

What has this achieved so far?

Bolton Market and NHS Bolton have
From the 16 starters on the first 10
formed a partnership to fund the
week course, 14 have successfully
‘Wellbeing Project’. This provides Bolton completed. Follow
up sessions with
residents aged 16 and over with an
this first group are already planned
opportunity to learn and improve their
for the next year. Four members have
cookery skills whilst also learning how
now become volunteers to support
to shop at the market. Advice is given
the project in the next term, and also a
on choosing seasonal produce, how
sub group has formed with organised
to cook specific foods within healthy
weekly craft activities.
recipes and provides weekly sessions
Participants are now regularly shopping
with other services to help improve their
at the market and choosing a wider
health and wellbeing and encourage
range of healthy seasonal ingredients
them to become more physically
for them to test out new recipes at
active. The project aims to teach the
home with family and friends.
supermarket generation how to shop
on the market and what to do with the
What else are we doing?
produce bought.
• 3 more terms of the wellbeing project
planned for 2012
Why are we doing it?
•
P

lans for healthy shopping tours of
• Improving residents food and
the
produce market are in progress
nutritional knowledge
• Improving understanding of the health • Quarterly health fairs to be held
at the market
benefits gained from a healthier diet
• P lans to continue to liaise with other
• Market shopping and the shared
health services for input on a
cooking experience can help improve
regular basis
a person’s wellbeing by raising
confidence and self esteem and
improve social inclusion in Bolton

The future
Having looked at the last 10 years of public health in Bolton, it’s
timely to consider what the next decade may bring. Although no-one
has access to a crystal ball, there a number of issues that we already
know about that will influence the shape and direction of public
health in the future. This section of the report looks at three main
issues, and makes recommendations for future strategy.
The three main aspects to consider when we look to the future are:
• Changes to the structure of Bolton’s population and its overall
socio-economic status
• New or increasing health challenges
• Major changes to the way in which the public health function is
structured and delivered.

Demographic and
socio-economic changes
An ageing population
Due to improved health services, better prevention and improving
quality of life, we have an increasingly ageing population, and
therefore there is increased prevalence of the diseases of old age.
As more people live to be over 75, the prevalence of cancer, mental
health problems, falls, stroke and dementia increase. In addition,
the number of people caring for older people will increase, and
a proportion of these will be older people themselves. Our public
health annual report in 2009 focused on the challenges that an
ageing population bring, and many of the issues were considered in
depth in that report. However, one issue that is becoming increasingly
important is that of dementia. In December 2011, a comprehensive
external review of dementia services was undertaken, which also
included the needs of carers. In addition, two complementary local
strategies, the Carers Strategy and the Mental Health Strategy, have
recently been developed.
Recommendations:
• That the findings from the external review on dementia are
implemented, in partnership with service users and carers, Bolton
Council, Bolton Foundation NHS Trust, Greater Manchester West
Mental Health Trust, Bolton Clinical Commissioning Group and third
sector partners.
• That the opportunities afforded by the integration of public health
within the Local Authority be maximised to enable increased joint
working around the health and wellbeing needs of carers.
• That the content of the Mental Health Strategy and the Carers
Strategy is used to inform future development and commissioning
of services for older people.

Economic environment
With economic growth slower than anticipated, increasing
unemployment (particularly for young people), a reduction in public
sector budgets and increasing overall cost of living (particularly
fuel and food), it is likely that that the next 10 years will see more
people facing financial hardship. The relationship between income
and health is well documented, with people on restricted incomes
experiencing poorer health. In this socio-economic environment,
the challenge of protecting the health of the population becomes
greater. Despite the potentially bleak outlook there are a number
of areas where we can have a positive impact – particularly in the
early identification of problems, such as increased substance misuse,
poorer mental health and fuel poverty.
Recommendations:
• The challenge will be to maintain a preventative focus, whilst
attempting to address the consequences of poorer health. Work
to fully implement the targeted prevention strategy will become
increasingly important. New approaches will be needed to address
the key issue of worklessness.
• Improved collaboration between the NHS and Local Authority to
maximise low incomes and support the most vulnerable individuals/
communities, whilst also addressing associated physical and mental
health issues.
• Conduct an impact assessment on the effects of the economic
environment on health and ensure that the findings are used in
future planning and partnership working, particularly in relation to
the implementation of the Community Strategy and the Health and
Wellbeing Strategy.

Health issues
If we look back at 2002, the main challenges to be tackled by
public health colleagues in Bolton were smoking, cardiovascular
disease, diabetes, inequalities in life expectancy, and vaccination and
immunisation rates, particularly MMR. Over the last 10 years, we
have seen positive changes in all of these areas – both as a result
of investment in specific services, public health interventions, better
health care and societal changes. Over the next ten years, there are 3
issues that are becoming increasingly prominent. These are alcohol,
obesity and new and re-emerging infections. Each of these areas will
be considered separately on the following pages...

Alcohol
What is the challenge?

Impact on health inequalities

Despite the fact that approximately 60% of the population drink
sensibly, there has been a year on year increase in alcohol related
deaths and alcohol related hospital admissions both nationally and
locally, over the last decade. Consequently, alcohol related harm
affects a large number of Bolton residents both directly and indirectly.

Alcohol is a key factor in health inequalities. In Bolton the highest
levels of alcohol consumption are found in the most affluent areas
of the borough but alcohol related premature deaths are more
common in the most deprived areas. The reasons for this are multifactorial; drinkers in deprived areas may not have the material assets
to enable them to make alternative choices to ongoing excess alcohol
consumption, and are more likely to have other health problems
which will be exacerbated by excess alcohol consumption.

Who drinks alcohol in Bolton?
Alcohol consumption is part of Bolton’s culture and tradition, as
it is in the rest of the UK. As such, alcohol consumption tends to
be highest in the white population. Nevertheless, it is known that
consumption is increasing in BME populations and is often regarded
as a hidden issue. Despite popular media coverage of young people’s
drinking, regular alcohol consumption spans all age groups from mid
teens to mid 60’s and beyond. The chart below, taken from the 2010
Bolton Health Survey, indicates how daily consumption of alcohol
increases throughout adulthood and older age.
Percentage of adults who drink alcohol on
7 days of the week by sex and age group
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What are the health impacts of excess
alcohol consumption?
Sensible drinking is currently defined as up to 14 units of alcohol
per week for women and up to 21 for men. It estimated that up to
90,000 Bolton residents regularly exceed these guidelines with up to
57,700 adults drinking at binge levels (6 units for women and 8 units
for men in one session).
The health impacts of binge drinking and sustained alcohol
consumption above sensible levels are premature death and/or
chronic ill health from cancer, stroke, accidents, mental illness, suicide
and unintentional injury.

Other impacts
In addition to health impacts, there are many other harms associated
with excess alcohol use. These include crime, being a victim of crime,
fear of crime, domestic abuse, child neglect, anti social behaviour
and violence. There are also large impacts on the workforce and on
productivity.
The cost of alcohol related harm is immense. The financial burden
on Bolton Foundation NHS Trust of caring for only the most frequent
users of alcohol related acute care was estimated at £650,000 in
2010. This was for 43 individuals requiring a total of 290 episodes
of care for mental illness, gastro-intestinal, liver and nervous system
disorders.

Given the ageing population and increasing consumption patterns
across most of Bolton’s demographic groups, the economic burden of
alcohol treatment will increase and eventually become unaffordable.
In addition, there will continue to be an adverse effect on health
inequalities and (healthy) life expectancy. It is therefore vital that
awareness of the harms of excess alcohol use is increased and that
there is a focus on prevention to reverse the current consumption
trends.

What are we doing about it?
Currently Bolton is delivering a number of initiatives aimed at
combating alcohol misuse. These include:
• Patients being asked about their alcohol misuse by GPs,
pharmacies and health trainers
• Expansion of the hospital based liver and alcohol liaison team
• Local media campaigns
• Healthy Schools and Colleges harm reduction programmes
• Alcohol awareness interventions particularly aimed at
home drinkers
• Outreach team to case manage people who frequently represent to hospital with alcohol related ill health and low
level depression/anxiety

What else do we need to do?
Bolton has recently developed an Alcohol Health Improvement Plan.
However, tackling the health related harms of alcohol in isolation is
not the answer and a multi-agency partnership response is required.
Alcohol has therefore been included as a cross cutting theme in
Bolton’s refreshed Community Strategy. It is only by implementing
this Strategy, can the wider impacts on individuals and communities
be addressed.

Obesity
What is the challenge?

Mirroring the ageing population, we are expecting to see obesity
rise in the growing older population. Families are also a key group as
obesity is inter-generational, where children of overweight or obese
parents are more likely to be overweight or obese themselves. Using
the Change4Life cluster analysis we can see which families are more
at risk of becoming obese and through this information can use social
marketing to target specific interventions.

Obesity can be considered the health time bomb of the 21st century
as rates have continued to rise annually in recent decades. According
to the 2010 Bolton Health Survey, over half of all Bolton adults
are now either overweight or obese, and this is likely to be under
reported. In children we have seen a steady rise over the last few
years and recently just over a fifth of reception year children and
a third of year 6 children were measured as overweight or obese.
If these current trends continue, by 2050 it is predicted that 60%
of men, 50% of women and 25% of children will be obese and as
overweight and obesity rises, it becomes the social norm making it
increasingly difficult to tackle.

Impact on health inequalities
The latest Bolton Health Survey (2010) highlighted a link between
obesity and deprivation with obesity highest in our most deprived
communities and lowest in the least deprived communities. However,
the greatest percentage increase seen between 2001 and 2010 was
in the least deprived areas, reflecting the fact that obesity is
a growing concern amongst all sectors of society.

What are the health impacts of being obese?
Obesity poses both physical and psychological risk factors for
developing diseases such as cancer, coronary heart disease, fatty liver
disease, dementia and type 2 diabetes. An obese adult male is five
times, and an obese female is 13 times more likely to develop type
2 diabetes compared to a healthy weight person. Children who are
overweight or obese are more likely to be overweight or obese as
adults and as they get older, this risk increases.
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Obesity also affects the health and wellbeing of children and adults
alike with links to mental health problems such as stigmatization,
poor self esteem, depression, bullying and social isolation.
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Other impacts
The financial burden is also significant. For example in 2010, it cost
an estimated £81.3 million to treat diseases related to overweight
and obesity in Bolton and this is set to rise to £86.9 million by 2015.
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In addition to the direct costs of treating obesity and related diseases,
there is the wider impact on society. According to the National Audit
Office, people who are obese experience higher sickness rates, earlier
retirement and greater dependency on state benefits, mainly as a
result of obesity related diseases.

How are we expected to tackle the issue?

What is the cause of this rise in obesity?

In 2011 Bolton developed a Healthy Weight Strategy which focuses
on three priority areas:
• tackling the obesogenic environment
• early years
• provision of appropriate weight management services

The simple answer is that people gain weight because their energy
intake is exceeding their energy expenditure. The complexity is in
determining the factors which have led to this so that mitigating
action can be taken. There are a multitude of influences on what
we eat and how much energy we expend, from physiology and
psychology, to food production and food consumption, the physical
environment and individual physical activity.

Who is at greater risk of becoming obese?
Obesity affects all groups and ages, however there are certain groups
who are more at risk of becoming obese than others. Individuals
of Asian origin, particularly South Asian, are at increased risk of
becoming obese and this is reflected in the local prevalence rates
with the Asian Pakistani population having the highest levels of
obesity. Other groups include people with mental health problems,
learning difficulties, physical disabilities, adults in semi-routine and
routine occupations and the unemployed.

To tackle the obesity crisis we need a multifaceted co-ordinated
approach which involves as many partners as wide and varied as
the complexity of the issue itself.

Some high level impacts include tackling the ‘fast food’ culture and
minimising the impact of take-away outlets, making breastfeeding
the norm and addressing weight within the context of the family.
To address the issues of both preventing obesity and taking action
to reduce obesity, it is essential that the recommendations within
the Healthy Weight Strategy are implemented.

Percentage	
  	
  change	
  2001	
  to	
  2010	
  

20	
  

Infectious disease
What is the challenge?
Towards the end of the 19th and throughout the 20th century,
public health interventions to improve the quality of water, air and
housing conditions made a huge impact on increased life expectancy.
The development of a wide range of vaccines to immunise against
infectious diseases has also meant that individuals are less likely to
suffer the consequences of preventable communicable conditions.
Nevertheless, there are some infectious diseases that are either
increasing or re-emerging even though preventative interventions have
been developed.
Sexually transmitted infections (STI) and Tuberculosis (TB) were
rife in the Victorian era and widespread, effective treatment was
unavailable. In the 21st century these infections are largely treatable
and preventable but remain potentially fatal. In the last decade, TB
infection has increased considerably locally as have STI/HIV rates.

TB is not entirely preventable and individuals known to be at greater
risk of contracting TB are offered BCG vaccination in infancy. However,
the current vaccine does not offer complete life long immunity and
whilst TB is more commonly found in people from BME communities,
deprived white populations are also at risk.

What are the health impacts of HIV and TB?
Both HIV and TB can be life threatening. If HIV disease cannot
be treated and managed effectively, then life expectancy will be
shortened. In the majority of cases, TB can be treated and cured.
The major health impacts of both diseases relate to the risk to wider
public health. Infections that are not quickly diagnosed and treated
can spread throughout communities, particularly when symptoms are
not immediately obvious.

Other impacts

Incidence Rate per 100,000 Population

Forecasting the North West trend for the last decade forward (and making no allowances for
Tuberculosis
incidence
rate per
People with HIV and/or TB are often stigmatised and may experience
impact of policy
or service changes)
suggests
that 100,000
North West TB incidence rates could
reach between 11.7
17.4 West
per 100,000
by 2019
(95% prediction interval).
anxiety leading to longer term problems. Myths about HIV/TB mean
byand
North
county
2002-2010
Cheshire
Greater Manchester
Merseyside
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that some communities’ understanding of the consequences of
infection is low. Also, some people who suspect that they may have
HIV and/or TB do not seek treatment for fear of reprisal, judgement
and loss of confidentiality.
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and TB infection impact negatively on healthy life expectancy with
the highest rates of infection found in Bolton’s most deprived areas.
Misunderstandings about prevention, transmission and treatment
often mean that those individuals with the poorest levels of health
education are the least able to practise safer sex and/or recognise signs
of infection.
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Key issues

The incidence Trends
of tuberculosis
show great
variation across the region (Figure 3
in HIVcontinues
rates intoBolton
2001-2010
& Appendix C1). Numbers & rates for 2010 by North West county* were as follows:
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Whilst consistent condom use is the key prevention message for HIV,
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Greater Manchester: 504 cases and incidence of 19.4 per 100,000 population
there are other issues that are common to both HIV and TB infection.
Prevalence rate per 100,000
(compared
to 524 cases and incidence of 20.1 per 100,000 population in 2009);
Incidence
rate
per
100,000
Lancashire: 185 cases and incidence of 12.8 per 100,000 population (comparedThese
to in the main relate to susceptibility, early diagnosis and treatment.
174 cases and incidence of 12.0 per 100,000 population in 2009);
20
Merseyside: 95 cases and incidence of 7.0 per 100,000 population (compared to 67
There is a need to improve the confidence of communities to
cases and incidence of 5.0 per 100,000 population in 2009);
primary care and specialist services and for services to widely
Cheshire: 34 cases and incidence of 3.4 per 100,000 population (compared toaccess
28
cases and incidence of 2.8 per 100,000 population in 2009);
communicate
the confidential nature of provision.
15
Cumbria: 10 cases and incidence of 2.0 per 100,000 population (compared to 8 cases
and incidence of 1.6 per 100,000 population in 2009).
Incidence rate (new cases)

120

In particular there remains a need for communities and professionals

In 2010, the highest Local Authority (LA) incidence occurred in Blackburn with
andincrease their knowledge of the symptoms of infectious diseases,
10 Darwen to
Manchester. Of the local authorities with the highest TB incidence in 2010, Blackburn with
40
resulting in a positive impact on onward transmission.
Darwen, Oldham, Preston, Salford and Liverpool showed increases from 2009 (Table 1).
2009

20

Local Authority
Blackburn with Darwen

0
2001

2002

Manchester

2003

Number

Rate

62

44.3

202

41.8

2004

2005
75

Oldham

36

16.5

Preston

23

17.1

Bolton

What are we doing about it?
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Table 1 Numbers and
incidence
rates
of TB
In Bolton in terms of HIV there is an increased focus on holistic harm
Number
Rate
cases by Local Authority
reduction. Prevention programmes focus on reducing risk taking
and
year,
2009
to
2010.
80
57.2
Only data for0 the 10
197
behaviours that may lead to unsafe sex (e.g. substance misuse).
40.7
Authorities with the
200770 2008
2009 Local
2010
26.4
highest 2010 incidence The wide distribution of free condoms across Bolton and targeted
54
24.7
rate are shown.
2010

2006

28.3

33

24.5

Who is at risk Pendle
of HIV27 and/or
TB
Bolton?
20 in 22.4
30.2

interventions with at risk groups aim to make safer sex choices easier.

48
42
23.4
20.5
Both HIV and TB areRochdale
communicable
diseases
passed
from person to
Across Greater Manchester a broad programme of TB awareness
Tameside
46
40
21.4
18.6
person. Certain groups are more at risk of these
infections
than others.
raising is underway and a new service specification for TB treatment
Salford
29
36
12.9
16.0
Frequently HIV and TB
co-infection
is 9.7
found in63the most
Liverpool
43
providers will be implemented in 2012. This is intended to drive up the
14.2 vulnerable of
these groups; including substance misusers, sex workers and some
quality of service provision and address current gaps in expertise and
There
also wide variation in incidence at LA and Primary Care Trust (PCT) level across
BME ispopulations.
capacity.

the North West (Maps 1 & 2 and Appendix A). Maps on the next two pages show the
distribution of TB cases across the NW, highlighting areas of greater incidence.

Generally,
Bolton,
the groups
most
at Erisk
are gay
*See
Appendix D in
(North
West boundaries
table) and
Appendix
(noteof
on HIV
geography).

men and
heterosexuals who have had unsafe sex with infected individuals.
Overall patterns of STIs indicate that rates are rising in both young
people and adults of working age, suggesting reliance on treatment
rather than prevention.

7
What
else do we need to do?

For TB/HIV there needs to be a stronger focus on prevention, symptom
recognition, early presentation and adherence to treatment. It is
essential that there is increased collaboration with local communities
to reduce the stigma associated with these diseases whilst improving
the acceptability of treatment services.

The future structure and function of public health
In November 2010, the Government published ‘Healthy Lives, Healthy People’ setting out the future for public health. Subject to
the Health and Social Care Bill passing through Parliament, from April 2013, public health will become the responsibility of Local
Government and at a national level, a new body, Public Health England, will be created. At the same time, major changes are
happening in the NHS with the abolition of PCTs and the development of GP led, Clinical Commissioning Groups, who will take
over many of the responsibilities that PCTs had over the last decade.
Bolton Council will employ a Director of Public Health (DPH)
(and a team of staff) who will lead, as they do now, the
implementation of policies and interventions to protect
and improve the health of their local population. The DPH
will focus on ensuring resources continue to be invested in
services that will lead to improved outcomes for local people’s
health and wellbeing. She or he will seek to ensure that
public health is always considered when the Local Authority,
Clinical Commissioning Group and the NHS make decisions
about health care and health improvement services.
Health and Wellbeing Boards, based in local authorities,
will provide a forum to bring together NHS commissioners,
council officers and elected councillors with patient
representatives, and the community and voluntary sector to
join up the public health agenda with the wider work of the
NHS, social care and children’s services. Bolton’s Health and
Wellbeing Board has been meeting in shadow form since the
spring of 2011 and has made a good start in developing its
understanding of the role it will take from April 2013.
There are many strengths in integrating public health within
Local Authorities:
• Giving this role to Local Government will create new
opportunities for community engagement, leading to the
development of holistic solutions to health and wellbeing
that embrace the full range of local services (e.g. health,
housing, leisure, planning, transport, employment and
social care).
• Having public health in the same organisation as the
regulatory body for services such as licensing and planning
will mean that cohesive and collective partnership responses
to shared problems such as alcohol will be easier to achieve.
• A new public health outcomes framework will set out a
range of outcomes with the aim of improving health and
wellbeing and reducing the health inequalities that still
persist. In order to achieve the outcomes, it is essential that
a joined up approach is taken, with a whole range of public

services – many of which are provided via the council.
• Although historically there has been some local progress
made in terms of the joint commissioning of local
health and care services, integration affords us further
opportunities to develop integrated interventions that
will result in seamless and flexible care that meets needs.
Examples already include collaborative work in relation to
sexual health, drugs and alcohol and children’s services.
The notion of individual budgets, an increasingly familiar
concept within Local Authorities, is based on individual
need, but could be expanded to include population based
approaches.

A final word

This is both my final Public Health Annual Report as a
Director of Public Health, as I am about to retire, and the last
Public Health Annual Report from public health in a PCT. As
we have described in the previous page, Directors of Public
Health and their staff are transferring to local authorities
during 2012/13. This will provide new opportunities to
improve health and wellbeing in Bolton, and will build on the
good things we have achieved in the last decade with NHS
Bolton and our partners.
Health is the most precious commodity that any of us
possess. I am confident that the good working relationships
between all the agencies who work in Bolton will help us to
face the challenges ahead and ensure Bolton is a happy and
healthy place for everyone.
Best Wishes

Jan
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