Complaint to Ethics Committee Ltd., 1 October 2007

1. My complaint relates to two pieces of written material produced by Dr Foster Intelligence - the report, Understanding the health needs of Waltham Forest’s Neighbourhood Management Areas, dated September 2006 (cover page appended as Appendix One), and the related website page (appended as Appendix Two).

2. I obtained the report after a request to Tracey Thompson, London Borough of Waltham Forest Better Neighbourhoods Initiative Manager; and downloaded the webpage on 10 August 2007.
3. It is my contention that both of these pieces contain substantial amounts of material which either contravenes the various subsections in paragraph 3 (‘Accuracy’) of the Ethics Committee code of practice; or breaches what I believe should be a consultant’s routine duty of care responsibilities to its clients.
4. I raised my concerns with Dr Foster directly on 14 August 2007; received a substantive reply from Dr. Martin Machray on 7 September 2007; and then exchanged two shorter communications with Dr. Machray on 14 September 2007 and 28 September 2007.

5. I accept that Dr Foster has admitted to a degree of liability, but I believe that several of my more substantive criticisms remain unresolved, hence this complaint.

A. Understanding the health needs of Waltham Forest’s Neighbourhood Management Areas
6. Dr Foster’s report, Understanding the health needs of Waltham Forest’s Neighbourhood Management Areas, is 140 pages long, and consists of 53 pages of double-spaced text; 24 pages of maps; 63 pages of appendices, including much generic material; and an electronic annexe, in the form of a spreadsheet, ‘[p]roviding postcode level data of all those lifestyle types at greatest risk of the targeted conditions’ (p.1).
7. The following paragraphs focus in turn on each of the report’s main elements as they are (rather idiosyncratically) set out – aims (pp.7-8), ‘health needs’ analysis (pp.9-15), ‘lifestyle profiles’ (pp.20-24), ‘recommended lifestyle interventions’ (pp.25-30), presentation of supplementary material (interviews with key stakeholders and focus groups) (pp.31-43), conclusions and recommendations (pp.44-53) – and then the electronic annexe.

The objective is to précis the text, and, where appropriate, draw attention to instances of contravention. 

Aims

8. On page 7, Dr Foster summarises its aims as follows:

1. Work with London Borough of Waltham Forest staff to establish the exact boundaries of the NMAs.

2. Work with Experian Ltd to fuse national admissions data with MOSAIC lifestyle type information in order to rank as an index all lifestyle types and their risk of admission for Coronary Heart Disease…and Cancers.

 3. Work with Experian Ltd to map the lifestyle types across the 5 NMAs and to therefore rank which lifestyle types and which postcodes within the 5 NMAS are most at risk of CHD and/or Cancers – the target audience(s).

4. Work with BMRB and use Target Group Index quantitative market research to analyse the lifestyle behaviours, beliefs and brand usage of the target audience(s).

5. Recruit and conduct four focus groups aimed at gaining deeper insight into target audience behaviours and attitudes to health.

6. Produce a detailed report on all findings and methodology, including recommendations for appropriate interventions based on the research carried out, and previous experience, including required timescales and funding for each intervention.

Health needs analysis (i) components

9. Dr Foster’s analysis is founded upon use of Experian’s Mosaic data base, which divides the British population into ‘11 clearly defined socio-economic groups, and then into 61 sub-groups’, and can locate these by post code (p.12).
10. The first element in Dr Foster’s analysis involves looking at which of these groups populates the NMAs. It finds that three are particularly preponderant, always making up more than 5 per cent each of the five different populations – 

· F36 Tenants of public housing in inner city areas, with a high proportion belonging to minority communities;

· D27 Young families and singles of varied ethnic descent, in high density, pleasant urban terraces;

· G41 Disadvantaged families with children on very low incomes, typically living in low rise council estates.

11. For good measure, Dr Foster then adds in a further group, ‘I49 Elderly people living in low rise council housing, often on low incomes’, because ‘Although this type only forms a small percentage of the population of the NMAs, these elderly people are at particularly high risk of [sic] a range of conditions, and their health needs make them an important target audience’ (p.13).
12. The second step that Dr Foster takes is to introduce another of its sources, ‘Health Episode Statistics (HES)’. It does not explain where the HES come from, how they are calculated, or by whom. What it does do is produce a table that shows, for the four socio-economic groups being concentrated on, the ‘national levels of risk’ which each has of suffering from a range of illnesses. So, for example, D27s have a risk index of 72 when it comes to heart disease. To contextualise these figures, Dr Foster explains that

· 100 is the average level of risk for the population as a whole.

· 50 is half the average level of risk.

· 200 is twice the average level of risk.

The complete findings are as follows [p.15]:

	Lifestyle type
	CHD
	Bowel cancer
	Breast cancer
	Cervical 

cancer
	Lung cancer

	D27
	  72
	  74
	  89
	112
	  79

	F36
	  75
	  74
	  82
	130
	108

	G41
	  73
	  40
	  46
	156
	  77

	I49
	168
	149
	128
	110
	179


Summarising:

· I49s have an above average risk of all cancers and CHD;

· D27s, F36s, and G41s each have an above average risk of cervical cancer; 

· F36s have an above average risk of lung cancer; and

· In every other case, the groups have below average risks.

13. However, Dr Foster also provides a second table, which shows that, if the NMAs generally do not suffer unduly from cancers and CHD, they certainly do have other major health problems:

	Lifestyle 

type
	Heavy

smoking
	COPD*
	Alcohol

 and drug 

abuse
	Mental 

health
	Teenage

Pregnan-

cies
	Diabetes
	Asthma

	D27
	  70
	  71
	  90
	115
	108
	 89
	135

	F36
	114
	111
	155
	161
	145
	 95
	162

	G41
	261
	102
	218
	178
	367
	 95
	253

	I49
	114
	214
	139
	151
	  96
	171
	103


* COPD = Chronic Obstructive Pulmonary Disease

14. The final element in the Dr Foster analysis is a mapping exercise. Again, the report contains little information about how this is accomplished, but the following seems to be the likely method. Dr Foster knows (as has been noted) how each postcode is constituted by socio-economic group. From that, and using the HES, it then calculates what the risks are of the addresses in that postcode suffering from different illnesses. Armed with this information, it then places coloured dots on maps of the NMAs, showing, for each postcode, and for each major illness, the calculated level of risk (high, above average, below average or low).

Health needs analysis (ii) issues

15. Three issues arise from this analysis:

(a) Confusion regarding terminology

In the report, Dr Foster (as has been noted) repeatedly refers to ‘Health Episode Statistics’. In his letter of 7 September 2007, Dr Machray refers to ‘Hospital Episode Statistics’. Presumably the latter is correct, which means that the use of the former is inaccurate and confusing.
(b) Contextualisation of key findings

Several of Dr. Foster’s key findings are controversial – that is to say, they are at odds with expert opinion, the trend of official statistics, and indeed intuition.

One example will suffice. 

In Waltham Forests PCT’s Public Health Report for 2005-06, figure 1.7 presents ‘Indirectly Standardised Admission Rates for Coronary Heart Disease admissions to hospital 2003-04 Persons all ages’, and shows that, as had often been demonstrated before, Cann Hall has a problem, in that while the ‘rate’ index for England is 100 and for Waltham Forest PCT is 113, for Cann Hall is 117. 

Yet, when Dr Foster looks at CHD, its unambiguous conclusion is that in the 5 NMAs ‘Levels of risk for coronary heart disease are below the national average’ (p.2).
A possible explanation of these profoundly different conclusions is that the PCT and Dr Foster are focusing on different spatial units – the ward, in the former case, and the NMA, in the latter – and that these in turn have different demographic and socio-economic characters which explain the different rates of CHD. Dr Foster seems to go down this route, as it on several occasions claims that NMA populations are notably young.
 

One way of checking on this is to look at the 2001 census. This reveals that:

· the Cann Hall NMAs typically contain more very young and very old people than the ward as a whole, but fewer people aged 20-44 and 45-64, though these latter differences are not very marked; and 

· there is a much higher proportion of people in the Cann Hall NMAs who are social class C+, D and E as compared to the ward as a whole.

Of course, such findings in a sense pull against each other (because it is reasonable to assume that both middle-aged people and poor people have higher rates of CHD). However, it is difficult to see how the findings can be made consistent with the hypothesis that the NMAs are of character which produces low rates of CHD. Indeed, given the fact that the socio-economic differences between the NMAs and the ward as a whole are much bigger than the age differences, one might reasonably expect the NMA populations actually to suffer from higher rates of CHD than the ward as a whole - something that is, needless to say, consistent with the PCT’s analysis but the exact opposite of what Dr Foster suggests. 

When I raised this point with Dr Machray, he contended that it was a question of ‘different perspectives, used for different reasons’, and added that, in his view, these perspectives were ‘complimentary’ rather than ‘inconsistent’.

I do not follow his logic. The incidence of an illness in a defined area is not a question of ‘perspective’ but quantifiable fact. 

However, leaving this issue aside, given that Dr Foster’s findings were so singular, I believe it had a duty to explain why this was the case, but note that such an explanation does not appear anywhere in the report.
(c) ‘Other illnesses and conditions’

As has been noted, Dr Foster provides striking evidence about the prevalence of other illnesses and conditions in the NMAs.

For example, G41s are shown to be more than twice the national average at risk from heavy smoking, alcohol and drug abuse, teenage pregnancies, and asthma.

Yet Dr Foster’s treatment of these problems is perfunctory, essentially a matter of scattered asides.

Moreover, some of the asides are, to say the least, confusing. For example, Dr Foster observes at one point of the five NMAs that ‘There are high levels of risk for other conditions, such as diabetes’ (p.9), in flat contradiction to 

· the figures in the table on p.15, which show that I49s (old people) are in fact the only group that has above average rates of risk in relation to this disease; and

· the paragraph on pp.10-11 which shows that three of the five NMAs actually have only average risk. 

Lifestyle profiles

16. Dr Foster follows its health needs analysis with a chapter on lifestyle profiles. It bases this on its Target Group Index (TGI), described as ‘a means of understanding target groups in terms of communication needs and preferences’. The reader is led to expect big things:

By accessing TGI data, Dr Foster…has extremely valuable information at its fingertips for all its healthcare marketing analysis and planning, whenever it is needed. Whatever the priority, whether it is target-group profiling, market segmentation, product development or media planning, TGI can help’ (p.20)
17. Nevertheless, what follows is somewhat disappointing. Having read through the previous chapters, the reader legitimately expects the discussion of lifestyle choices to be linked to the four socio-economic categories that have previously been discussed. However, what Dr Foster in fact deals with is just two categories – ‘younger urbanised people’ (explained as a ‘composite’ of D27 and F36) and ‘low-income elderly’ (presumably the same as I49).

18. Dr Foster does not explain how the composite D27/F36 has been achieved. But the bigger problem with this simplification is that there is no discussion at all of G41 lifestyles. This is all the more remarkable because, amongst other things, G41s – earlier tables show – make up 32.62 per cent of the population of the Higham Hill and Valley NMA, and 8.97 per cent of the Cann Hall and Cathall NMA; and also notably suffer from – as has been observed – very high rates of ‘other illnesses and conditions’, not to say cervical cancer.

19. Turning to the actual statements about lifestyle, these, too, are in part disappointing. Dr Foster cannot be faulted for statements of fact – for example, in relation to the low-income elderly, ‘Newspapers are purchased every day, in particular The Sun’ – always presuming that these are substantiated by real market research. But much of what Dr Foster produces as substantive comment actually boils down to the rather trite observation that while younger people tend to be in touch with broader cultural developments and modern technologies (for example owning IPods), the low-income elderly are not – something that is really just common sense.

Recommended interventions

20. The pages on recommended interventions cover CHD, cancer and diabetes, and merely repeat – with correct attribution – the advice that is put out by the relevant expert body (The British Heart Foundation, Cancer Research UK, and Diabetes UK).

Supplementary material

21. Alongside the analysis based upon its proprietary techniques, Dr Foster produces two short chapters drawing on other kinds of evidence, ‘Interviews with key stakeholders’, and ‘Focus groups’.

22. ‘The Interviews’ chapter is 3 pages long, and does not explain either who the key stakeholders are or why they were interviewed – omissions which leave the reader unable to judge whether the reported statements are authoritative or not. 

Three subjects are touched upon – Polish workers, the stop smoking service, and physical exercise.

The decision to include discussion of Polish workers is jarring, because no background information is given whatsoever, either here or in the rest of the report, about their prevalence in the NMAs. 

23. The section on smoking consists of one or two banal observations (‘Very few resources and money are available’ [sic]); several rhetorical questions, presumably garnered from the interviewees; and a couple of somewhat vague judgements about the failures of previous policy (‘there have been attempts at community action groups but they have never had the necessary impetus’), which notably avoid any discussion of exactly why things went wrong, or who bore the responsibility.

24. The poverty of the section on ‘physical exercise’ is adequately summed up by its introductory sentences:

There are two likely explanations for why some people do not exercise:

· There are a number of people who are inactive for reasons of transport, finance, culture, access, language or other barriers.

· There are a number of people who would be more active if only they knew what was available and therefore need sign posting [sic] (p.33).
25. The chapter on ‘Focus groups’ is equally perplexing, though for different reasons.

The chapter reports on four focus group meetings with residents of the NMAs, though omits to say when these occurred, how the participants were chosen, or how many participated.

However, the most striking aspect is that, in the discussion, only the views of people from ‘Afro-Caribbean Background’ and ‘South Asian Background’ are reported.

No justification for this selectivity is presented. Moreover, it appears rather curious.

Dr Foster notes that its categories F36 and D27 contain ‘a high proportion belonging to minority communities’ and people of ‘varied ethnic descent’, respectively, but it at no time claims that the white component of either group is in a minority, let alone such a small minority that its views can safely be ignored.

In fact, the census data show that the white population of the NMAs is substantial. The figures for the Cann Hall and Cathall NMAs, for example, are as follows:

White 47.47 per cent

Asian or Asian British 14.76

Black or Black British: Caribbean 13.21

It might be that Dr Foster believes that people from ‘Afro-Caribbean Background’ and ‘South Asian Background’ have greater than average propensity to the illnesses being investigated, but, again, this argument is nor spelt out or justified, except in relation to one case, diabetes.

Dr Foster observes that ‘People of Afro-Caribbean and South Asian origin’ are more than five times as likely as white people to develop Type 2 diabetes (p.10).
However, as has already been seen, Dr Foster’s local area data shows that, for the four target groups selected, only I49s – always a small minority - in fact have above average risk in terms of this illness.

Dr Foster’s selectivity in regard to the Focus groups is therefore a mystery. But as it stands, the accusation might be made that Dr. Foster’s approach is discriminatory, in that it explores the heath needs of some groups living in the NMAs but ignores others.
‘Conclusions and recommendations’

26. The conclusions and recommendations section draws together the information in the preceding chapters, and introduces ‘the most promising interventions and possible approaches for any campaign’ (p.44).
Once again, the reader starts this section with the reasonable expectation that the discussion of interventions will revolve around the four socio-economic categories that are at the heart of Dr Foster’s overall approach, but once again, the prescriptions turn out to be essentially general.

27. Dr Foster is prepared to make recommendations specifically for the low-income elderly, but otherwise its approach is shaped by the observation that ‘to develop separate interventions for the many lifestyle types in the NMAs or by NMA would not be a good use of public resources. Whilst there is great diversity in each, there is similar to all the areas [sic]’ (p.45).
Many will wonder why, if this is the case, Dr Foster introduced place-based socio-economic and lifestyle categories in the first place. After all, the basic characteristics of the NMAs can be discovered for free by using the census.

28. The sense of wasted opportunity is increased by the paragraphs which deal with the recommended interventions themselves. Dr Foster prescriptions for the non-elderly population include 

· ‘Using existing community events’;

· ‘Building community capacity’;

· ‘Targeted literature’;

· ‘Direct marketing’; and

·  Renewed action on smoking

These are all uncontroversial. Indeed most, if not all, have been either recommended or tried before – a point that can be easily substantiated, for example, by perusing Waltham Forest PCT annual reports. Dr Foster could have provided a valuable service by examining why previous initiatives had not worked, but the few comments that are made about the past tend to be vague and inconclusive, and suggest a lack of real knowledge about the subject at hand. One typical passage reads: ‘There are valuable lessons to be learned from the Community Outreach Workers  for example, viewed as a positive idea, [sic] but the work has trailed off and demands a high level of resources’ (p.47). There is no attempt either to specify what the ‘valuable lessons’ are supposed to be, justify the comment about ‘a high level of resource’, or indeed explain the fate of what were actually called ‘Community Health Outreach Workers’ or CHOWs.

29. Finally, it is worth noting that though Dr Foster was asked to provide information on funding, it largely passes over this subject, and provides only sketchy estimates.

The electronic annexe

30. The electronic annex presents a breakdown of all the postcodes which Dr Foster believes are in the 5 NMAs, lists their lifestyle type, and then gives their risk index for CHD and four types of cancer. 
An example of the format that is used is as follows:

	Postcode
	Ward Name 
	Lifestyle Type
	Coronary Heart Disease
	Bowel Cancer
	Breast Cancer
	Lung Cancer
	Prostate Cancer

	E17 3BN
	Hoe Street
	D27 Settled Minorities
	72
	73
	88
	78
	66
	


31. There are various obvious problems with this listing.

(a) One concerns the choice of cancers in this table. In the report, Dr Foster deals with bowel cancer, breast cancer, cervical cancer, and lung cancer (see paragraph 12, above), but in the annexe, prostate cancer is substituted for cervical cancer, without any explanation.
When I raised this with Dr. Machray, he commented: ‘There is an inconsistency in the way that the cervical cancer data is reported in the Report and is not reported on within the annex. We, nor the client, picked this up at the time’.
Dr Machray’s recognition of the facts is welcome, but the ‘inconsistency’ he acknowledges is rather more significant than he appears to realise. According to the report, cervical cancer was the only cancer which all the lifestyle types examined had higher than average risk of contracting (see paragraph 12 above). Suppose the Household Health Improvement Managers had acted on the report’s annexe, as was originally planned: then, as they went about their work, they would not have visited, or even taken account of, anyone at risk of what was in fact by far the most menacing cancer locally. This oversight might in the end, therefore, have had consequences that were extremely serious, and perhaps quite devastating.

(b) A second is that there is some confusion about the risk indices. For example, the D27 risks of bowel cancer, breast cancer and lung cancer are given as 74, 89 and 79, respectively, in the main report (see p.15), but 73, 88 and 78 in the annexe (see above) – a source of confusion.

(c) A third is that a large number of the postcodes that Dr Foster asserts are in the NMAs appear to be completely fictitious. For example, Dr Foster lists 207 post codes for the Cann Hall and Cathall NMA. But on inspection, no less than 80 of these come up as void when checked against the the Post Office’s own data base –

http://www.royalmail.com/portal/rm/addressfinder;jsessionid=YBEKXBSIVJFBSFB2IGEUNZQUHRAYUQ2K?catId=400145&pageId=pcaf_a_search&gear=postcode
· while another two are outside the NMA area.

32. Dr. Machray’s comment about this matter is as follows:

‘The postcodes we used were provided by the PCT, I believe after consultation with the local authority. We accepted these in good faith as accurate and supplied them to Experian who undertook this aspect of the analysis for us. There was no indication from either the client or Experian at the time, or subsequently that there were such inconsistencies’.

One issue here is how the void postcodes entered into the analysis in the first place. Dr Machray, as has been seen, places the blame squarely on the PCT. For its part, the London Borough of Waltham Forest has commented: ‘The PCT were [sic] aware that some postcodes were incorrect at the outset and these were pointed out to Dr Fosters [sic], with the understanding that they had been removed [sic]’ (letter Knight - Tiratsoo, 6 July 2007).
But leaving this issue aside, if Dr Machray’s statement is taken at face value, it still raises a major difficulty. According to the Post Office data search engine, the postcode E114PQ – to take one example – does not exist. Yet in the annexe, Dr Foster confidently claims, apparently on the basis of the Experian data, that it is in Cathall; that it is predominantly composed of G41 families on benefits; and that these people have a range of stated risks of various illnesses.

Quite clearly, something, somewhere, in the postcode analysis has gone drastically wrong; and that an error of such magnitude could have occurred inevitably casts a long shadow over the rest of the data in the annex.

Conclusions

33. Taken as a whole, the Dr Foster report

· lacks rigor, especially in relation to cervical cancer and diabetes;

· is very controversial in certain of its findings (for example CHD in Cann Hall and Cathall), but without any further elucidation;

· fails to make a plausible set of connections between the basic socio-economic categories used and lifestyle data;

· uses misleading terminology, and does not explain key elements of its methodology; 
· presents recommendations that are far from original; and
· appends an annexe of postcode analysis that is patently flawed.

B. http://www.drfosterintelligence.co.uk/marketingServices/walthamForest.asp.

34. A hard copy of the Dr Foster webpage – downloaded on 03/08/2007 - is attached as Appendix Two.

35. In the first paragraph, it is noted of the NMAs that ‘Cancer, coronary heart disease and diabetes rates are all significantly high’.
 


Yet Understanding the health needs of Waltham Forest’s Neighbourhood Management Areas in fact states:

 

· ‘Levels of risk for coronary heart disease are below the national average’ [p.9];

· only two of five cancers in the neighbourhood management areas have rates above the national average [p.10]; and

· levels of risk for diabetes are above the national average in only one of the five areas studied [pp.10-11].

 36. In the final paragraph, it is noted that ‘The research identifies a series of marketing interventions for the PCT, the local authority and their strategic partners. This material will be used to inform public health plans, staff development and local authority objectives’.

37. The second sentence clearly implies that the report has been or will be used practically at some point (it is unclear when it was written). 

38. But, in fact, there is no evidence that this is true. A Freedom of Information Act deposition dated 8 August 2007 states quite unequivocally that the report has not been used ‘to fashion or operationalise practical interventions’ up to the present (see copy of correspondence from Lucia Adeyemi, attached as Appendix Three). And it is my understanding that neither the London Borough of Waltham Forest nor the Waltham Forest PCT has any intention of changing their stance in the future.

39. When I raised these issues with Dr Macray, he commented as follows:
‘You point out a clear discrepancy between the website (that states that rates of cancer, chd and diabetes are high) and the Report (that shows this is not the case). This was misleading. I am grateful that this was pointed out and have had the entry removed. I am sorry for any misunderstanding this has caused.

…it is argued that the website was also misleading as it implied that the Report had been or was going to be used operationally. As Lucia Adeyemi’s letter points out it has been used as background research but, as the entire website entry has now been removed, any contention on this point is made redundant’.

40. I welcome Dr Machray’s apology on the first point, but find his comments on the second to be premature. Waltham Forest Council did not commission Dr Foster to produce something that could be used for ‘background research’. The facts are that (a) this report was supposed to be a guide to practical interventions, and (b) it has never been used as such. If Dr Foster has any credible evidence that either the Council or the PCT stated to it that it was going to use the report in practice, it should say so, and provide the date of the communication, so that it can be cross-checked. Until this has been done, Dr Machray’s statement that ‘any contention on this point is made redundant’ cannot be accepted.
Nick Tiratsoo

1 October 2007
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