
Tower Hamlets Federation of Tenants and Residents’ Associations, June 2015
Discussion with Somen Banerjee (SB), Director of Public Health LBTH

Dr Banerjee gave an introduction to Public Health (PH) in the borough, assisted by a 
handout.  PH was a local authority function up to 1974, when it became an NHS 
responsibililty – in the Primary Care Trust. Two years ago it moved (nationally) to local 
authorities.  There is a duty on Councils, as part of the Health & Social Care Act, to put 
health at the heart of everything they do.  PH is very broad: it relates to factors such as 
housing, income, education.  Many of the levers for change in these factors are in the 
hands of the Council, so that is why PH has moved.

Inequality and poverty make public health worse, and we all have a part to play in making 
it better. Tower Hamlets (TH) PH has two main aspirations in terms of where it acts to 
improve PH: via PLACE and via PEOPLE.  Our physical environment, and the Council’s 
services, must support good health.  The PH job is also to persuade more people in the 
borough to avoid health harm (disease, substance abuse and issues regarding 
safeguarding and mental health) and find a route to leaving a healthy life.  The foundations
for health and wellbeing are factors which apply to everyone: a good income, housing and 
environment help, but so do good services.  

“Health” covers the whole lifespan.  What happens in the womb and in your first five years 
affects your subsequent health – so maternal health and the pre-school years are 
important.  In adulthood, how much control you feel you have over your life affects your 
health and wellbeing.  In older age, strong family and social relationships are important.  
Social isolation is linked to disease, and premature death, in old age.  Services for older 
residents must be integrated and linked to residents’ needs, not just the internal needs of 
the service.  They must be integrated so that people get the best out of them.  This all 
shows how many life-needs affect our health.  

PH is organised along these lines.  Unfortunately, not all of these factors have safeguards 
which are available in TH.  In TH, people are “iller” earlier than the average: this means 
that our residents must be accumulating risk factors in their early-adult years which then 
affect their lives when they are older.  We can focus on these risk factors, which are often 
neglected.

“Healthy life expectancy” (HLE) is the term given to the period of your life during which you
expect to be generally healthy.  TH has the lowest HLE for men and the fourth lowest for 
women.  People in TH spend a greater proportion of their lives in poor health.  This is a 
shocking statistic.

Deprivation and poor health go hand in hand.  Important factors in TH are outdoor space 
and homelessness – but you have to look at these as real phenomena, not just 
penpushers’ statistics. For example, in TH air quality is bad, most notably along the A13.  
We’ve always known that air quality is important for children’s health, and new research 
has just shown that air quality affects the development of young lungs.  So although we 
work to provide open space, we also have to take note of the air quality.  

There is a high level of childhood poverty in TH (which we can see from the marker of low 
birth weights).  There is poor dental health (nationally this is improving, but it’s getting 
worse in TH).  There is low “school readiness”: cognitive development by the age of 5 is 
poorer than elsewhere.  Despite our low birth weights, we have some of the highest 
obesity rates at ages 5 and 11 (clearing indicating we need targeted interventions).  



Health during the “transition” years, when people move from using children’s services to 
adolescent or adult services is poor.  Just one example: children with diabetes tend to 
have good control of the condition, but there tends to be a dip when they reach 
adolesence.  Substance misuse is a real issue.
We also have the sixth highest incidence of SDIs in the country.  

In adulthood, our residents’ health is affected by several factors, including the obvious. 
There are high rates of smoking, though not uniformly across all sectors of the population: 
47% of Bangladeshi men smoke, but the rate in Bangladeshi women is the lowest in the 
UK; the rate is high in the white working class too. The result is that we also have a high 
incidence of lung cancer and heart disease.  We also have a high prevelance of TB, in 
large part due to our housing conditions.

There are specific issues relevant to the last years of life and end of life care.  Most people
prefer to die at home, but 60% of people in TH die in hospital.  

What are our aspirations in PH?  We look at the different “ages of man” and what can 
improve matters for those of that age group.  There are specific lists for the under 5s, 
children, adolescents and adults.  

Our budget is £32 million.  We spend a tiny bit on staff, but most of it is for services as well
as health promotion, much of which is delivered in the community (e.g., our “health 
trainers”).  This year, a successful approach we have adopted is being repeated.  We train 
people in the community to be researchers.  They have explored issues such as women’s 
take up of breast screening and diabetes.  They are now looking at mental health and the 
stigma around it.  The Clinical Commissioning Group has begun a practice called “total 
prescribing”.  This looks at how a single health professional can deal with all (or at least 
more of) the causes of a health complaint.  For example, a GP with a patient who has 
respiratory problems should realise this could be caused by housing conditions and should
be able to alert relevant professionals in other service. PH is trying to ensure front line 
providers expand their mindsets so they can deal with those issues.  

PH commissions a “healthy lives” programme, service by service, on issues such as 
smoking, sexual health, whatever – but we are now looking at holistic wellbeing too now, 
which is how we want to use PH money.  The Council is now restructuring: it is not clear 
how PH, with its three teams, will fit in, but we will find a way as our brief is that we have to
work across the whole Council.

Questions and discussion points

Terry McGrenera: You have stressed that having a sense of control over one’s life affects
one’s health. TH has a large Asian population, within which there is a paternalistic society 
which gives women in that community a rough deal, as they have reduced control over 
their lives and often limited opportunity.  What programmes or campaigns do you have on 
the go to improve the lot of this Cinderalla group?  Is there a link between experiences of 
childbirth and infant mortality?

SB:  We engage with Bangladeshi women in several specific areas.  For example, physical
activity is lower among Bangladeshi women than other groups.  The positive thing is, if you
take a programme such as the health trainers programme, running activities 



commissioned through the voluntary sector, Bangladeshi women use this service more 
than other sectors.  We engage with Bangladeshi women and learn from them how we can
gain benefits from a targeted PH intervention.  One thing we picked up from research was 
that Bangladeshi women wanted to go swimming but poor design of changing rooms and 
not enough women attendants were the factors stopping them.  The Heath Trainers got a 
group of women together and then worked with the leisure centres on the attendants’ rotas
and the scheduling of women-only sessions and solved the problem.  On the other hand, 
men don’t engage with Health Trainers so well.  Research found out that they had often 
played badminton when they were young – so facilities for badminton for adults were 
improved and better publicised, and men flooded towards it.  

Another example of how PH works: there was a drop in the number of under-25s going to 
leisure centres.  The Council has a lever: it provides leisure centres via Greenwich 
Leisure, so the Council can talk to the provider about taking steps to bring under-using 
groups in.  One key thing is that you get the biggest gains from physical activity if you 
move from nothing to doing a little – even if it’s just walking a bit more or getting out more. 
The superfit don’t get huge marginal benefits from doing even more.  

On maternal health, the clinical outcomes of local maternity services are  good, but 
perceptions are not.  The CQC report raised issues for Barts on this.  Bangladeshi women 
have particular issues.  The “Maternity Mates” programme, with its peer approach to 
supporting new mothers, came out of this.  

Brian Stanley:  I used to work for BT, in the City and West End.  We used to have very 
good communication with the relevant local councils: we reported things which were health
risks to the Council when we came across them – e.g., rat infestation.  We also co-
ordinated with the fire brigade: when fitting phones, you come across things which are fire 
traps, and we would tip off the fire brigade so they could take action.  This cross-
practitioner working is very important.
On TB:  isn’t this a disease of the past?  Is there an ongoing immunisation programme?

SB:  There is a real issue about how services are co-ordinated, within the Council and then
with external partners.  The Integrated Care programme is very well established, but it’s 
not necessarily as good as it could be. Just one example:  PH funded a “health and 
housing” programme to join housing providers and health providers.  Some of the housing 
I visited around Whitechapel, e.g., where people were ill with respiratory issues in homes 
with poor heating or with infestations, convinced me we need to make better connections 
between health and housing providers.  
On TB: we have a good track record on immunisation, but we have high levels of other 
risks.  Some South Asian residents were infected when young, and TB can re-emerge.  
Then it’s the homeless or drug users in hostels – they acquire multi-drug resistant TB.  It’s 
how you get these sufferers into treatment and making sure the full course of treatment is 
concluded that are the issues now.  
BS:  If TB is a problem in homeless hostels, why not test (or even immunise) residents on 
admission?
SB:  Yes, we may be able to do targeted work like this.

Glen:  I use various local sports centres and find the main users are the under 25s in the 
main.  How do we get the whole community in them?
Pollution: the A13 is bad, as you said.  I walk round the borough.  People who repair roads 



often cut slabs, with dust going everywhere.  This is a small point, but it is on our doorstep:
is there any kind of instant reporting route we can have for that kind of hazard?
SB:  I have covered some of these points – but air pollution is a national indicator PH has 
to report on, so I can ask the Council what can be done about this.  There is much work to 
be done: e.g., you try to encourage children to walk to school, but you can’t do this round 
here if you are also trying to reduce their exposure to harmful pollution.  So if there are 
local sources of pollution, we need to assess the impact of that pollution and we need to 
see what we can do. We need to use our levers – though our levers are somewhat limited 
when pollution comes from traffic on the roads the Mayor of London is responsible for.

Brenda Daly:  For the last 12 years, 8 without funding, we have run a chiropody clinic on 
our estate.  Anyone can come, but people with diabetes find it particularly helpful to have 
their foot checking done here.  We began the clinic because there was a 6 month wait to 
get an appointment at Mile End, so we were providing an NHS service sooner. However, 
there is so much demand that we now have a 6 month waiting list too.  After New Deal 
finished on our estate, funding for the clinic stopped.  We managed to find ways to keep it 
going, but one of the ways is that we have now had to charge users.  How can we get this 
service funded – or even expanded?  This could be a useful service on other estates.  
SB:  We have a Public Health Team which works on the estates, but we tend to work with 
Housing Associations, the housing providers.
BD:  We would welcome you working with us: we are very different from the landlords.  
And, come to think of it, years ago we had a mobile dental service that went round the 
estates in order to increase the rates of those visiting a dentist.  There are all sorts of ways
we can help get important services delivered to improve TH statistics.

SB:  The CCG funds services such as chiropody as they are a core NHS service.  I take 
on board what you say:  foot care is important for wellbeing and it is one of the most cost 
effective things you can do.  But I can’t say what is happening in the service, as it is not 
part of public health – it is part of CCG work.  I can ask the CCG what their thoughts are.  
Jane Milligan, Chief Operating Officer, may know.  
BD: We contacted Mile End years ago, but they didn’t want to work with us so we went it 
alone.  I don’t know of any similar service in the borough.
Myra Garret:  there is still a mobile dentist who goes round in a van.
SB:  I don’t know where the van goes, though I can find out 

Myra Garret:  There are no representatives of residents in the Council.  You (PH) talk to 
the landlords, because the Housing Forum is on the Health & Wellbeing Board (HWB) – 
but they are all landlords, and we have problems with most of the landlords in this 
borough.  Where can residents express their views? It’s good you have come here.  There 
are some Housing Associations doing interesting work, e.g., Tower Hamlets Communitiy 
Housing (THCH) is involved in good work.  They invested a lot of money on researching 
how they, as a landlord, and residents can work together.  On the other hand, Poplar 
Harca does things it says are pro-healthy living, but it is very disrespectful of residents.  
There is a huge potential to work with local residents through their TRAs.  Local people are
organised in TRAs which have rooms, resources, and knowledge.  My estate has a small 
room which could be used more often.  
SB:  I am looking to ensure that I am engaging with the right people so that what I am 
doing makes sense.  The next HWB has an agenda item on Health and Housing.  We are 
looking at “what opportunities to engage are we missing?” Maybe when it comes up at the 
HWB we could make these points and work with you.  I am from the NHS, so I don’t 
always know how the Council works.



As time was getting tight, a number of those present made further points from the floor, 
with Dr Banerjee only having the opportunity to come back once after all others had 
spoken.

Clare:  Under the social prescribing regime, health workers come across other issues and 
then we have to deal with our own work with the patient/client and with these other issues 
– at a time of cuts, when we have to do more even to get our own work done.  We have 
TRAs, as a huge resource, and there is no representation for TRAs in the structures.  
Housing is being privatised, which is a slap in the face to our own housing issues and can 
dent our ability to use those “levers”.  Government policy is wiping out a great deal of the 
good we can do.  

Glen XXX:  Respiratory issues – how are these affected by damp in homes?  

Margaret XXX:  one of my fellow residents told her GP she had a damp bathroom and the 
GP just said well, you don’t sleep in the bathroom.

Uche Onwubiko:  Thank you for giving a good opening lecture.  Not many people know 
how to use the services PH provides.  What is being done to campaign for healthy eating? 
You say there is a gap in life expectancy between Chelsea and TH: why was Chelsea 
chosen as a comparison?  
Housing is part of our environment and can affect our health, but most housing providers 
in TH are not accountable, so residents raise issues without being able to affect what their 
landlord actually does.

Jenny Fisher:  Our landlords have a record of detracting from rather than contributing to 
good PH.  E.g., Popar Harca got traffic restrictions (originally put in place 25 years ago to 
improve E14 air quality) removed, so now much more traffic goes through the estates, with
much standing traffic at rush hours – all adding to pollution and decreasing air quality.
Significant parts of our dwellings are occupied by childless singletons and couples 
(docklands residential building has not been of family sized homes): if this unbalances the 
overall population, potentially our child health stats are even worse than they look.
The last Mayor, who set up the HWB, wanted the Federation to have seats on the HWB, 
but the clerk did not write this down so the documentation sailed through the Council 
without us being included.  Also, “Healthwatch” spoke in favour of them having the brief for
patient input into the HWB (though we wanted resident input, not exclusively patient input).
TRAs can hep on the ground.  Just one example: health trainers booked our community 
centre to run a healthy eating programme, but they just came in to do it without building for
it so no one turned up.  At the same time, the established estate Bangladeshi Women’s 
Group was looking at how it could get someone in to run exercise classes.  The TRA could
have linked those up if it had known about PH.

Vibeke Norberg:  How are you funded?  Noise pollution is an issue: our landlord bought a 
new noisy machine.  We could use some support to quieten it.

Mark:  Your budget is £32m this year:  is that less than the NHS was spending?  
Pollution: why are we having more river crossings in the east of the borough which will just
encourage more through traffic?  It is planned for us to have at least 80k more population 
by 2025: what are the implications for PH?  A while back we had a speaker from the 
Housing Ombudsman who spoke of residents battling, in their spare time, against 
unreasonable landlords. How true! Many local landlords grind their residents down till they 



give up in frustration. 

Michael:  there should be more encouragement to have more private and housing 
association tenants come together and discuss issues about where they live.  Many 
landlords try to stop this.  Public sector tenants need more protection, as do private 
tenants.  The very fabric of TH is changing to virtually only private tenants.  On health: we 
must promote PH locally, as it would cut NHS spending.

Jean:  Could the HWB meet in public, as the CHC used to?  That would start some 
involvement.  Residents could then put things on the agenda and could also find out who 
is on the HWB is and what they do there.  Fast food outlets: can you stop the licensing of 
them?  Many Bangladeshi Women’s groups want the Council to stop licensing new fast 
food outlets near schools.  How can we work with Community Health Services next year?  
I am part of Patient Procurement Panel.  We talk about integrated care, but it is hard to 
fathom what it means. I was a midwife in E14 in 1961: babies died because of pollution.  
We have had precursors of Maternity mates – but a lack of understanding in maternity 
services never seems to improve, despite these schemes.

SB:  Many of these questions cover that part of the ground which frustrates me.  I have 
worked in TH for ten years.  I have learned that when you get the right people round the 
table you can do a lot.  Some things have been successful.  The development of primary 
care was quite good, at least for Primary Care Trust – though residents may think 
differently.  I believe you need to get people together at all levels.  We do need to make a 
difference.  We need to get people together at a local level.  I ask GPs if they know where 
their local housing offices are, the employment agencies, if there are other relevant local 
organisations.  It’s not just about the formal organisations in the borough, but about the 
real local workers on the ground.  Someone who has a long term health issue interacts 
with many providers – who should all know each other.  This kind of working would help 
improve wellbeing.  We are not there.  The Council is making lots of cuts, and health 
expenditure is falling.  It is not an optimistic picture.  When public sector resources fall, 
your resource is your community and we are not harnessing it as well as we could.  We 
are taking this through the HWB.  Under the HWB is the Community Engagement Group, 
chaired by Diane Barham from Healthwatch.  It is not as effective as it could be.  It could 
bring lots more voices together to feed into the HWB.  May be this group [the Federation] 
could relate to that in order to feed in to HWB strategy. 

Damp:  one of the key issues around damp is how it affects asthma and other respiratory 
diseases.  There is also a mental wellbeing aspect too.  Then that feeds frustration.  So we
must get doctors to have a louder voice in sorting out damp: they need the knowledge, and
they need to speak up.

Healthy eating:  Health Trainers work with people to improve their diet.  Alongside that, 
many others want to improve their diet but can’t for other reasons.  For example, where I 
live in Poplar it is hard.  Shops close and chicken shops grow up to replace them!  Local 
levers we can use around Fast Food are limited.  We can stop Fast Food outlets within 
400 yards of a school – but there are so many others.  There are some pop ups which are 
trying to offer healthy alternatives.  Look at the area opposite All Saints: there are so many 
Fast Food Outlets!  You think in 10 years, what will happen as a result of what our school 
children have been eating… We do have a Fast Food award scheme for retailers which 
has taught them some good practice, eg., to change their frying oil more frequently. That’s 
a bit of a help, and makes us realise we need to get that information out there.  We need 
to work with businesses like these fast food shops, Housing Associations, voluntary 



organisations and residents – and we need to crank up that voice that says we are not 
happy and want change.  

We are funded by a grant from the Department of Health, via a ring-fenced grant to the 
Council.  We don’t know how long it will be ring fenced for!  It has to be spent on improving
health.  When PH was in the NHS, there were some services we didn’t fund (e.g., sexual 
health and alcohol-related services) which we do have to fund now.  So the NHS budget 
was smaller than our budget now, but now we fund more areas of work than we did when 
we were in the NHS.  It probably works out at around the same.  The bad news is that a 
national cut in this funding has just been announced.  This budget is never going to be 
adequate for a population like ours in TH, but you have to make the most of it.


