
Key messages:

• Mental health needs are high in Haringey and people from some Black and Minority Ethnic groups 
are more likely than others to suffer from mental health problems. 

• Screening for breast and cervical cancers reduces mortality, but women from some ethnic groups 
are less likely than others to use screening services. 

• The majority of people suffering from tuberculosis come from Black and Minority Ethnic 
communities. Rates of tuberculosis have fallen over the last five years.

• Black Africans made up the highest number of new diagnoses of HIV in Haringey between 2004 
and 2008. More White men and women were newly diagnosed with HIV between 2004 and 2008 
than Black Caribbean, despite this ethnic group having higher estimated prevalence.

5.1. Mental health 

The scale of the problem

Mental health needs are high in Haringey. It is 
estimated that 28,757 people aged between 
16 and 74 years are living with common mental 
health conditions in the borough.48 This number 
is probably significantly underestimated because 
some people suffering mental health problems 
do not seek help. Many of the factors that can 
increase mental health problems, such as high 
levels of deprivation, unemployment, poor 

housing and homelessness, are prevalent among 
our population and in particular among migrants 
and Black and Minority Ethnic groups. 

Some groups have higher rates of 
mental health problems than others 

People from some Black and Minority Ethnic 
groups are more likely than others to suffer  
from mental health problems. An estimated 
22% of people committing suicide in Haringey 
in 2006–07 were from Black and Minority Ethnic 
groups, although this proportion is likely to be 

even higher as ethnicity was identified only for 
half of those committing suicide. 

The patterns of mental ill health vary across 
different ethnic communities. It is estimated  
that between 25,000 and 30,000 refugees and  
asylum seekers live in Haringey. Refugees and 
asylum seekers are likely to have more mental 
health problems than native populations.49 50

This group also has more complex mental health 
needs as a result of language and cultural issues 
and reasons for seeking asylum. Men from 
African and Caribbean backgrounds also have 
high levels of mental illness.51

Furthermore, mental health services are 
significantly under-used by Black and Minority 
Ethnic groups. Not only does this group of 
patients have difficulty accessing all health 
services, but there are particular issues related to 
stigma of mental health conditions that prevent 
them from seeking adequate treatment.  
In a recent Haringey project among the Turkish 
and Kurdish communities, a healthcare worker 
stated: ‘We have a large number of clients 
that complain of back aches, headaches, and 
digestion problems which have no physical 
causes’.52 These patients are probably suffering 
from mixed anxiety and depressive disorder, or 
a generalised anxiety disorder, but often only 
recognise the physical symptoms.
 

Removing barriers to accessing mental 
health services

Improving Access to Psychological Therapies 
(IAPT) is a government initiative that has now 
been mainstreamed into primary care services 
in Haringey. It gives sufferers of mild mental 
health problems direct access to a mental health 
counsellor based in local GP practices in Haringey. 
This treatment is particularly good for mild 
anxiety and depression. 

In Haringey a team of therapists provides  
face-to-face counselling. Figure 16 shows the 
variety of ethnic groups accessing the IAPT 
service through primary care. Sixty-five percent 
of the patients accessing the service are defined 
as ‘White’, which is broadly reflective of the 
population of Haringey. However, it does not 
reflect usage by people from Black and Minority 
Ethnic communities in line with the higher levels 
of mental health need. This indicates an ongoing 
level of unmet needs for mental health services 
among some ethnic groups. 

Figure 17 shows the country of origin of those 
patients who access IAPT services. As can be 
seen from the figure, IAPT services are accessed 
by diverse local populations, suggesting that 
the provision of these services is equitable and 
culturally acceptable to local diverse communities.

Over 65% of patients access the IAPT service 
after discussing their mental health problems with 
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Figure 16: The variety of nationalities accessing IAPT therapy in Haringey

Source: Haringey IAPT Service
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Figure 17: The countries of origin of patients accessing IAPT

Source: Haringey IAPT Service
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their GP. However, there is a variety of other ways 
in which patients can access the service, including 
self-referral (25%) and referrals from hospitals 
and social care services, as shown by Figure 18.

Patients accessing the IAPT service come from 
all over Haringey. There is a slightly greater 
concentration of patients in the east of Haringey, 

which could be predicted as East Haringey has 
greater levels of deprivation and a more varied 
minority ethnic population, factors that are 
known to be associated with increased mental  
ill health. 

The Haringey IAPT service is accessible to and 
used by people from many different Black and 

Figure 18: Referral methods to IAPT services

Source: Haringey IAPT Service
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Minority Ethnic groups. However, it is not clear 
that access to this service is sufficient to meet 
the existing unmet needs of the local population. 
The challenge for the coming year is to identify 
individuals and communities that either do not 
recognise their mental health problems or do  
not access the service due to stigma or other 
cultural barriers. 
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I have been involved since the 
beginning in August 2008, it’s giving 
your own talents to those less 
fortunate. You need to use your own 
talents or you become miserable and  
it affects your own health.

Once you retire from a professional 
job you need something to stimulate 
the brain, I am stretched! It keeps  
me fit and away from the doctor!

A new approach to health and  
well-being

Case study: Demonstrating the impact of 
Time Bank on users and the community 

Northumberland Park Time Bank rewards 
local people for helping others. For every 
hour a member spends helping someone 
else, they acquire an hour of ‘time credit’ 
in return, which they can ‘spend’ by 
asking for help themselves: for example, 
ironing, gardening, dog walking, 

washing a car, shopping, DIY, and so on. 
The principles behind Time Bank include 
recognition that everyone has assets and 
skills to share, encouraging reciprocity and 
exchange rather than dependency. 

The Time Bank is open to all members of 
the Haringey community, irrespective of 
their age, gender, religion, or mental or 
physical disabilities. It has 73 individual 
members, comprising 51 women and 22 
men. Of these members, about 77% are 
from Black and Minority Ethnic and other 
Non-British White groups. 
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The Time Bank is being managed by one  
part-time member of staff and a line manager. 
The organisation Groundwork is delivering  
the project with funding from Communities  
for Health. 

In 2008 over 2000 hours were exchanged for 
activities such as caring, IT lessons, gardening, 
dog walking, hospital visiting, shopping and 
reflexology. Requests for help from Time Bank 
are growing and are becoming more diverse. 
Members are increasingly asking for help with 
transport for hospital appointments, shopping, 
gardening, DIY and simple decorating, simple 
home hairdressing, basic knowledge of domestic 
electrical equipment, IT skills, dance and exercise 
classes and massage and relaxation. 

There is evidence that Time banks have 
beneficial effects on economic, social and 
human capital. They are known to be effective 
in moving people into training or employment; 
achieving something useful and doing more 
volunteering;53 and attracting participation 
among the most deprived neighbourhoods and 
those least likely to be involved in traditional 
volunteering.54 Other benefits that have been 

demonstrated include: increased self-esteem 
and confidence; the gaining of skills; growing 
social networks and building friendships; greater 
involvement in the community; meeting needs; 
overcoming social exclusion; and enabling  
active citizenship. 

A recent assessment of the impacts of 
Northumberland Park Time Bank on the 
well-being of its members was reassuring. 
Northumberland Park Time Bank members 
reported that the service has improved their  
skills and attributes, as well as opportunities for  
self-help. It has positive impacts on their sense  
of belonging and it decreases isolation and 
improves communication.55

Other benefits identified by members include: 
building networks and trust in the community; 
increasing relaxation and enabling  
inter-generations of cultures; increasing feeling 
of involvement, confidence and inspiration; 
improving trust between members and the 
community. Members are feeling safer at home, 
and their isolation and anxiety has reduced. 
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5.2. Screening

Why screening matters

Screening for cervical and breast cancer have 
been shown to be effective in reducing mortality. 
Cervical screening is one of the best ways of 
preventing cervical cancer as regular cervical 
screening can detect abnormalities in the cells 
of the cervix before cancer develops.56 Women 
aged 25–64 are eligible for screening. All women 
from the age of 50 years are eligible for breast 
screening. Breast screening allows abnormalities 
in breast tissue to be detected before they are 

palpable by hand, therefore screening allows 
breast cancer to be diagnosed at an early stage 
and early detection improves the outcome  
for individuals.57

Who are not using screening services,  
and why

Although screening is very effective, some 
women do not use these services. NHS Haringey 
recognised the need to understand why.  
We therefore started two projects to explore the 
factors that contribute to non-attendance for 
screening appointments so that an intervention 
could be developed to motivate those women to 
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Table 6: Women who have never been screened or have not been screened in the last five years, by mosaic group type 

Source: Barkers Social Marketing; NHS Haringey Increase Uptake of Breast Cancer and Cervical Screening Scoping Reports, 2009 59   

Group Type Ethnicity 
% DNA Breast 
Screening (women  
50-69 years)

% DNA Cervical 
Screening (Women  
25-64 years)

Settled Minorities-
economically deprived 

Mix of Caribbean, African, 
Cypriot and Pakistani origin

45% 35.7%

Metro Multicultural- 
modest income, low 
educational attainment, 
high unemployment 

Multi-ethnic mix, particularly 
Black Africans and those of 
Asian origin

22% 17.8%

Counter Cultural Mix-
No defined ethnic 
breakdown

14% 15.9%
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access screening. A social marketing approach 
was used for both projects.58 This approach has 
been defined as ‘the systematic application of 
marketing concepts and techniques to achieve 
specific behavioural goals relevant to a social 
good’. Behaviour change is a complex process. 
Social marketing seeks to understand what 
‘moves and motivates’ people to change. 

Various sources of data including census;  
NHS screening service data; profiles of Haringey’s 
population’s household make-up and socio-
demographics, lifestyle, culture and behaviour; 
and ward maps were used to identify those 
women who had never attended screening or 
had not been screened in the previous five years. 
The research found that women who did not 
attend breast and cervical screening were resident 
predominantly in the more deprived wards of East 
Haringey. The results of the analysis according to 
group and ethnicity are outlined in Table 6. 
Barriers and motivations to attend screening were 
explored with women from the ethnic groups 
described in the table below and data obtained 
 were analysed to identify any key differences 
in knowledge, attitudes and beliefs that might 
influence non-attendance. 

Those women eligible, who had never attended 
or had not attended breast screening in the 
previous five years, reported the following range 
of views:60

• Felt only those at risk of breast cancers would 
need screening, but did not know the factors 
that place an individual at risk. 

• Fear of detecting cancer, undergoing 
mastectomy and possible death was a barrier. 

• Prefer not to know that they have cancer and 
did not see an association between breast 
screening and improved survival chances.

• Perception that the procedure was painful  
and embarrassing.

• Myths and misconceptions about breast 
cancer and breast screening existed, including 
the belief that breast cancer is a White 
person’s disease and could be caused by 
physical trauma.

• Some groups did not know who was eligible 
for screening and never received an invitation 
to attend. 

• Some groups felt that breast self-examination 
was ‘wrong’.

• Some participants expressed embarrassment 
using the Mobile Breast Screening Unit, which 
clearly displays its title. 

• The opening hours of the screening unit were 
also perceived as barriers. 

• Haringey’s mobile population results in 
inaccurate patient lists for inviting  
eligible women. 

Those women eligible for cervical screening who 
had never attended or had not attended in the 
previous five years reported the following range 
of views:61

• Knowledge and awareness of cervical cancer 
was very low.

• Lack of knowledge and awareness of the risk 
factors associated with cervical cancer was 
found across all groups. Some thought it was 
hereditary; others linked it to promiscuity  
and on that basis excluded themselves from  
at-risk groups.

• There was a lack of understanding of the 
purpose of cervical screening, eligibility and 
frequency of screening. 

• Anxiety and stress associated with receiving 
positive results for cancer and pain and 
embarrassment associated with procedure 
reduced motivation to attend.

• Some women would not feel comfortable 
discussing cervical screening with male GPs.

• Health professionals do not do enough 
to ensure that women receive the correct 
information. Language issues are also a factor.  

• There is a perception that cervical cancer is 
detectable to ‘the naked eye’.  

This insight enabled specific messages to be 
developed to target those groups of women 
who never attended screening or who had not 
attended in the previous five years, with the  
aim of motivating them to attend screening  
in the future. 

5.3. Communicable diseases

Tuberculosis (TB) 
Action to combat tuberculosis

Effectively diagnosing, treating and stopping the 
spread of tuberculosis (TB) has been a priority 
in Haringey for the last five years, during which 
Haringey has provided additional resources to TB 
services. The borough has seen a decrease in TB 
rates from nearly 70 per 100,000 population in 
2004 to 46 per 100,000 population in 2008, very 
close to the London average (see figure 19).

This significant decrease in TB rates in recent 
years compares well with the other North 
Central London (NCL) PCTs, but Haringey still 
has a disproportionate share of TB notifications 
(21.2%) in North Central London compared to 
its share of the North Central London general 
population (17.6%).

Source: London TB Register, Health Protection Agency London
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Figure 19: TB rates per 100,000 population, North Central London, 2004–2008
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The success in rate reduction is a result of proactive 
action over the last five years, which included the 
development and implementation of the Enfield 
and Haringey TB Strategy and the North Central 
London TB Strategy. This work was been guided 
by the National TB Action Plan and National TB 
Commissioning Toolkit and included rationalisation 
of services with additional investment to increase 
the multi-disciplinary staffing levels, better meeting 
the needs of TB patients.

Fifty-eight percent of TB cases in 2008 were in 
males. The majority (64%) of TB cases (male 
and female) were aged 20–49 years. No children 
under the age of 10 years were notified with TB 
in 2008 and, since children with TB are usually 
indicative of community transmission, this is a 
positive outcome probably due to the Haringey 
universal neonatal BCG (Bacillus Calmette-
Guerin) vaccine programme and decreases in TB 
notifications from Black African communities. 

TB and ethnicity 

There have been significant changes to the 
ethnicity of TB cases in Haringey over the last five 
years, as described in Figure 20. TB notifications 
from Black African communities have shown 
the single biggest decrease, from over 50% of 
total TB notifications in 2003 to 35% in 2008. 
The exception to this is TB notifications from the 
Somali community, which are showing a different 
pattern to Somali TB notifications across North 
Central London. 

Figure 21 shows how TB notifications by country 
of birth have changed over the last five years. 
Cases according to country of birth show 
substantial decreases in new cases in people born 
in individual sub-Saharan African countries, such 
as the Congo and Nigeria, in contrast to people 
born in Somalia, Turkey, India, Pakistan and the 
UK, which have shown marked increases. The 
most significant increase was in people born in 
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Figure 20: TB notifications, by ethnicity, in Haringey, 2003 and 2008

Source: London TB Register, Health Protection Agency London
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Figure 21: TB notifications by country of birth, UK, 2003 and 2008

Source: London TB Register, Health Protection Agency London
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the UK. Half of the TB notifications in UK born 
people were from non-White ethnic backgrounds 
and the majority of notifications were in those 
over 50 years of age.

Of those notifications where year of entry to the 
UK was known, 65% had been in the UK for 10 
years or less, and a further 38.5% had been here 
for five years or less. Of those patients with TB 
who were in the UK for 10 years or less, 30% 
were from the Somali community. TB notifications 
from the Somalian community live exclusively in 
the N15, N17 and N22 areas of Haringey and 
members of the Turkish community with TB live  
in N15 and N17.

There was one death known to be associated 
with TB in Haringey in 2008. 

New entrants or migrants may have difficultly 
engaging with UK health services to seek 
treatment for TB for a number of reasons. 
These reasons include illegal entry, lack of 
understanding of UK healthcare processes and 

lack of knowledge of the English language.
The impact on people who suffer from TB, 
and on their families, is often underestimated. 
Time spent in hospital, being unwell or being 
on treatment, and therefore having frequent 
visits to hospital, results in time spent away 
from school and college and has an impact on 
ability to take examinations, employment and 
caring for children and other family members. 
Stigmatisation by the community also affects 
a person’s ability to lead a ‘normal’ life for the 
duration of the illness and treatment.  
This can impact on life after TB through lack of 
education, poor examination results, employment 
continuity and exclusion from their community.

A London-wide strategy for TB service provision 
is being developed and will include a needs 
assessment encompassing service provision  
and service users’ and population needs, leading 
to the implementation of a London-wide TB 
control programme. Haringey will benefit from  
a pan-London approach that ensures public and 
patient engagement. 
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the estimated HIV prevalence of the White 
population (0.09%).63 In line with these figures, 
Black Africans made up the highest number of 
new diagnoses in Haringey between 2004 and 
2008. However, more White men and women 
were newly diagnosed with HIV between 2004 
and 2008 than those who were Black Caribbean, 
despite their ethnic group having higher 
estimated prevalence (0.4% compared  
to 0.09%).

5.4. Health protection in 
Haringey

Roles and responsibilities in health 
protection

The Health Protection Agency, and locally the 
North East and North Central London Health 
Protection Unit, holds shared responsibility for 
the protection of the local population’s health 
with NHS Haringey and the local authority. 
This is achieved through robust partnership 
arrangements and an overall Framework 
Agreement. This includes:  

• Expert health protection advice, 24 hours 
a day, 7 days a week and Proper Officer 
arrangements (Public Health Acts).

• Joint business planning.

• Support on emergency preparedness.
• Robust outbreak/incident plans and exercises.
• A growing emphasis on supporting the 

Primary Care Trust to commission the most 
effective health protection services.

• Joint communications approaches.
• Environmental public health.  

There is a statutory requirement for the 
notification of certain infectious diseases, 
organisms or non-infectious environmental 
hazards, such as land contamination, water 
incidents, fire or carbon monoxide poisoning.  
On the whole, GPs or hospital clinicians will notify 
either a suspected or confirmed case depending 
on the urgency of the public health action 
required. However, anyone can notify a health 
protection concern to the Health Protection Unit. 
The Health Protection Unit will then provide 
expert advice, guidance and often leadership in 
incidents and outbreaks.

The Health Protection Unit works alongside 
other organisations and stakeholders with health 
protection responsibilities, such as Environmental 
Health Officers, acute and mental health NHS 
trusts, police, London Ambulance Service, London 
Fire Brigade and local authorities. The Health 
Protection Unit also supports other organisations, 
including colleges, schools, care homes and 
businesses, among others.
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Human Immunodeficiency Virus (HIV)

Human Immunodeficiency Virus (HIV), the 
virus that causes Acquired Immune Deficiency 
Syndrome (AIDS), is transmitted through 
unprotected sexual intercourse, sharing 
contaminated needles and syringes, and 
contaminated blood products. As there is still  
no vaccine to prevent the onward transmission  
of HIV, prevention interventions focus mainly  
on behavioural change and provision of  
good information.

Haringey has the ninth highest number of  
HIV-diagnosed people of all local authorities  
in London.

In 2008, 1,133 people with HIV accessed HIV 
treatment and care in Haringey.62 The most 
prevalent route of HIV infection is sex between 

men (see figure 22). However, trends suggest that 
‘women who have sex with men’ is becoming the 
second most common route of HIV infection.62

HIV and ethnicity

HIV infection has an unequal impact on some 
ethnic and minority groups. Britain’s African 
communities have been particularly adversely 
affected by HIV/AIDS, with high levels of new 
infections reported among both adults and 
children. Haringey has a large population of 
Black and Minority Ethnic communities, of which 
Black Caribbean, Black African and Black British 
represent the largest Black and Minority Ethnic 
groups within the borough.

In the UK the estimated prevalence of HIV 
in Black Africans is 3.7% and 0.4% in Black 
Caribbeans, which is significantly higher than 

Figure 22: Number of Haringey residents with HIV infection receiving treatment, by gender, 2004–2008

Source: The Survey of Prevalent HIV Infection Diagnosed (SOPHID)
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Infectious diseases in Haringey

Between April 2008 and March 2009, a total 
of 390 notifications of infectious diseases in 
Haringey’s residents were reported to North East 
and North Central London Health Protection Unit. 
Fifty-six percent of the notifications were in males 
and 46% in females. Ninety-nine percent of 
notified cases were registered with a GP.  
This is very encouraging due to the high mobility 
of the population in Haringey and London overall.

The main diagnoses were gastrointestinal illness, 
which included norovirus (winter vomiting bug), 
unspecified food poisoning, salmonella (19%), 
campylobacter (50%), shigella, paratyphoid 
and hepatitis A. The most common cause of 
gastrointestinal illness in the UK is campylobacter. 
In 2008, there were 49,880 laboratory reports 
in England and Wales.64 Hepatitis A is usually 
associated with travel abroad and is investigated 
thoroughly due to its high infectivity rate, 
especially among children. A breakdown is shown 
in Figure 23. 

Twenty-eight outbreaks or incidents were 
reported between April 2008 and March 2009. 
See Figure 24 for a breakdown of the main 
causes of local outbreaks.

The Health Protection Unit investigates all cases 
of vaccine-preventable diseases to ensure that 
both the case and wider contacts are protected 
where possible. Developing clusters of disease 
can often be interrupted by mass vaccination 
campaigns and education.

Accessing health  
services5

Health protection and ethnicity 

Inadequate data collection and analysis on 
ethnicity remains an issue for notifiable diseases. 
This is an ongoing concern which the Health 
Protection Agency is attempting to address.  
It is often very difficult to ascertain the ethnicity 
of an individual, and although the NHS collects 
this data where possible, it is not always feasible 
to ascertain ethnic background at the time of  
the investigation. A new Health Protection 
Agency database, currently in development,  
will place ethnic recording at the forefront of  
risk assessment. 

Please see www.hpa.org.uk/
web/HPAweb&HPAwebStandard/
HPAweb_C/1219908762203 for further 
information on the work of Health Protection 
Units, and www.hpa.org.uk for more details of 
the Health Protection Agency.

Figure 23: Main diagnosis of notifications of infectious diseases in 
Haringey (April 2008 - March 2009)

Source: North East and North Central London Health Protection Unit
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Figure 24: Outbreaks and incidents in Haringey, April 2008 to 
March 2009

Source: North East and North Central London Health Protection Unit
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