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Comments

The COPD Equity Audit was informed by work undertaken mainly by NHS Hull. The
report includes information on risk factors, prevalence, hospital activity and mortality for
COPD for NHS East Riding of Yorkshire, but may not be complete in terms of existing and
future plans for services provision for this Primary Care Trust (PCT).
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Summary

Health equity was defined as (i) equity in health 7 the absence of systematic disparities in
health with all groups entitled to the highest attainable standard of health; and (ii) equity of
access or opportunity T equal access to services for equal need.

The health equity audit examined prevalence, hospital admissions, mortality, risk factors,
access to services and quality of care in relation to age, gender, deprivation and any other
groups for COPD where inequity could exist, where data was available to examine any
differences locally.

Programmes currently underway nationally or locally which could reduce inequalities in
relation to care of patients with COPD were highlighted.

The main findings were noted:

e The prevalence of COPD is increasing; registered QOF prevalence in Hull and
East Riding increased each year between 2004/05 and 2008/09, with an overall
increase over that period of 15%, such that in 2008/09 more than 10,000 people
were registered as having COPD in Hull and East Riding.

e Despite these increases, models suggest that between 1,100 and 9,200 people
may have undiagnosed COPD, with most of these in Hull (between 1,000 and
7,000).

e Each year from 2007/8 to 2009/10 1,325 patients were admitted into hospital due
to COPD, with almost 1,900 admissions per year. A further 3,200 patients had just
over 5,000 admissions for other reasons, but with COPD recorded as a secondary
diagnosis.

e 98% of admissions due to COPD were emergency admissions as were 69% of
admissions for other reasons where COPD recorded as a secondary diagnosis.

e COPD admissions are subject to seasonal variation, peaking in the winter months,
with the greatest peak in recent years during winter 2008/09.

e Each year around 300 residents of Hull and East Riding died from COPD,
accounting for around 6% of all deaths in Hull and just over 4% of all deaths in East
Riding.

e In 2006-08 all age mortality rates in Hull were 56% higher than England, while in
Hull they were 14% lower than England.
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e Differences were even greater for under 75 mortality, 78% higher in Hull than
England, 25% lower in East Riding than England.

e Smoking is the key risk factor for COPD, both current and former smoking. From
surveys conducted in 2009, 33% of adults in Hull were smokers, as were 16% in
East Riding, compared with 21% in England (2008).

e Almost 60% of men in Hull were current or former smokers, as well as more than
50% of women in Hull. In East Riding the equivalent percentages were almost
50% of men and more than 40% of women.

e 520 patients registered with Hull GPs were referred to pulmonary rehabilitation
between January 2009 and September 2010 inclusive, representing almost 10% of
patients on GP QOF registers. Data on pulmonary rehabilitation referrals for
patients registered with East Riding GPs were not provided.

e 696 patients registered with Hull GPs were in receipt of home oxygen as at
22/09/2010, representing 13% of patients on GP QOF registers. Data on home
oxygen for patients registered with East Riding GPs were not provided.

An equity audit is a continuous cycle of assessing potential inequalities present,
implementing programmes which change factors to reduce the inequalities found, auditing
and assessing these programmes, and re-assessing inequalities and considering further
programmes. Therefore, the intention is to examine COPD further at a later date.
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1. Abbreviations

British Lung Foundation

Black and Minority Ethnic

Body Mass Index

British Thoracic Society

Controlled Clinical Trial
Confidence Interval

Cluster Randomised Trial

Chronic  obstructive  pulmonary
disease

Eastern Hull (Primary Care Trust)
i pre 1/10/2006

East Riding of Yorkshire (Local
Authority and PCT)

Eastern Region Public Health
Observatory

East Yorkshire (Primary Care
Trust) i pre 1/10/2006

Forced expiratory volume in 1
second

. Gener al Househo

General Practitioner

Health Survey for England

Hospital Episode Statistics

Health Impact Assessment

Health Needs Assessment
International  Classification  of
Diseases

Index of Multiple Deprivation
Kingston-upon-Hull (Local
Authority)

Local Authority

Lower Layer Super Output Area
Local Strategic Partnership

Long term oxygen treatment
National COPD Resources and
Outcomes Project
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NICE National Institute for Health and
Clinical Excellence

NIV Non-invasive ventilation

NOS Not Otherwise Specified

NRT Nicotine Replacement Therapy

NSF National Service Framework

N&EY&NL North and East Yorkshire and
Northern Lincolnshire SHA 1T pre

1/10/2006
ONS Office for National Statistics
(formerly OPCS)

OPCS Office of Population Censuses and

--------- Surveys (now ONS)
PBMA Programme Budgeting and

Marginal Analysis
PCMD....... Primary Care Mortality Database

PCO_. ... Primary Care Organisation
PCT ... Primary Care Trust
PHO ... Public Health Observatory

PMSU Pri me Ministeros

PSA S u Publie $ervice Agreements

RCP_ Royal College of Physicians

QMAS____ Quality Management and Analysis
System

QOF Quiality and Outcomes Framework

RCT ... Randomised Controlled Trial

SHA ... Strategic Health Authority

SMR_ Standardised Mortality Ratio

SOA ... Super Output Area

WH_ ... West Hull (Primary Care Trust) i

pre 1/10/2006
WCC World Class Commissioning

YHPHO Yorkshire and Humber Public

------ Health Observatory
YHSHA  Yorkshire and the Humber SHA
YW&C Yorkshire Wolds and Coast

(Primary Care Trust) i pre
1/10/2006
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2. Equity Audit

2.1. Purpose and Outline

A COPD health equity audit aims to inform the planning and delivery of services for
reducing inequalities related to COPD in Hull and East Riding of Yorkshire.

Equity i s now a dimension of the Governmentos
managing performance on health inequalities. Targets aim to see faster progress

compared with the average in the most deprived areas (which includes Hull PCT). With

respect to the Public Service Agreements (PSA) target for the 2004 Spending Review

there is no specific focus on COPD. There are specific targets focused on reducing the
inequalities gap for life expectancy. Early deaths from COPD contribute to keepingHu | | & s

life expectancy at birth below that for England. Therefore any change in COPD mortality

will influence life expectancy.

The PSA targets for life expectancy are:

e By 2010 increase life expectancy at birth in England to 78.6 years for men and
to 82.5 years for women. Reduce health inequalities by 10% by 2010 as
measured by infant mortality and life expectancy at birth.

There are other PSA targets set against improving outcomes for people with long-term
conditions:

e To improve health outcomes for people with long-term conditions by offering a
personalised care plan for vulnerable people most at risk; and to reduce
emergency bed days by 5% by 2008, through improved care in primary care and
community settings for people with long-term conditions.

COPD is one of the key goal ar enmg (MCG)ragehtla,| | 6 s
and various initiatives around early diagnosis and getting patients on the correct pathways

are being developed by NHS Hull. NHS Hull is also working with the Yorkshire and

Humber Public Health Observatory (YHPHO) in a Programme Budgeting and Marginal

Analysis (PBMA) project for COPD. It is hoped that these can inform the equity audit.

The objectives of the COPD equity audit are:-

1. To support effective deployment of services and resources for diagnosing and
treating COPD according to need and potential for reducing inequalities.

2. To assess the quality and usefulness of routinely available information about
COPD in the local population.
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3. To provide a baseline to enable future audits to evaluate the effectiveness,
acceptability and usefulness of the new policies in relation to reducing inequity in
COPD.

Health equity audit would be expected to: -

¢ Influence the agreement of key local objectives between partners.
¢ Influence change in investment or delivery.

Because health equity audit is an iterative process future work should: -
e Review progress against local objectives.
¢ Inform the selection of future health equity audit topics.

2.2. Health Equity Audit Cycle

Figure 1 illustrates the health equity audit cycle, and how the public health tools such as
Health Needs Assessment (HNA) and Health Impact Assessment (HIA) are related.

Figure 1: Health equity audit cycle

HIA: helps identify
positive / negative
health effects of
proposed policy/
actions

Race Equality
Impact
Assessment

Agree partners,

Priorities and topics

6
Review progress
against local
objectives

Health Equity
profile
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HNA: analysis of
need; can contribute to
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priorities for action

The Health equity audit cycle

5

Influence change
in investment /

3 Use evidence
to prioritise
effective action:

Agree key local
4 objectives with
partners
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The health equity audit cycle is not complete until change occurs which reduces health
inequalities; therefore it is likely that there will be repetitions of the former steps in future.

Health equity audit then, is an iterative process which fits in the planning cycle and
conforms to the above structure.

This means that this health equity audit is only the first step as subsequent step(s) are
required in the future to assess the progress against local objectives. It would be hoped
that local objectives could be set in relation to an evidence-based evaluation of what
polices work to reduce inequalities. However, it is possible that there is little evidence
base for this, and local objectives need to be set in relation to educated supposition.
Therefore, a single health equity audit will not necessarily reduce the inequalities
observed. So, even if the changes made were successful, there still may be inequalities
present (either different inequalities or the same inequalities at a reduced level) and it may
be necessary to repeat the health equity audit to agree new actions to reduce inequity
further.

2.3. Definition of Health Equity Audit

There are a range of meanings and definitions relating to health equity and inequalities.
The following definitions of health equity have been adopted for the purposes of this audit.

e Equity in health is the absence of systematic disparities in health (or in the major

social determinants of health) between groups with different levels of underlying

social advantage/di sadvantage. é. .11t
of health, as reflected by the standard of health enjoyed by the most socially
advantaged group within a society (Department of Health, 2003b).

e Equity of access (opportunity) to services for equal need involves ensuring that
there are appropriate and accessible services for all; and consequently that
services address any barriers to access and specific needs relating to particular
groups (Department of Health, 2003c).

Two primary benchmarks were therefore used to define health inequalities in Hull and
East Riding of Yorkshire and examine the potential for improvement:

e The level of inequality in COPD between Hull and East Riding of Yorkshire
populations in comparison with the national average for England.

¢ The inequalities in COPD between the different social groups/areas within Hull and
East Riding of Yorkshire.
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2.4. COPD Equity Audit Context

2.4.1. Policy context

In the UK there is an increasing policy focus on long-term conditions. As an incurable
chronic lung condition that can severely affect quality of life, COPD is recognised as an
important long-term condition. COPD has no single definition. It is an umbrella term for a
number of chronic lung disorders, including chronic bronchitis, emphysema, chronic
obstructive airway disease and chronic airway flow limitation.

It is estimated that over 3 million people in England live with COPD, of whom 2 million are
undiagnosed, and that 25,000 people die from it every year. COPD is the second most
common cause of emergency admission to hospital and the fifth largest cause of
readmission to hospital. It is also one of the most costly diseases, in terms of acute
hospital care. Most COPD cases are directly attributable to smoking. In this country, as
infectious diseases decline, the population ages and cigarette smoking persists, the public
health burden of COPD is certain to rise.

In 2001, the British Thoracic Society report @ he bur den of (BTSROOH) wasi s e a s |

one of the first documents to point out the high levels of respiratory disease in the UK and
its potential impact.

The Chief Medical Officer focused on smoking in his annual reports for 2002 and 2003. In
his annual report for 2004, dt takes your breath away: the Impact of COPD6 ( CMO
he made a number of recommendations, including the need for a more accurate diagnosis
(through an improvement in the standards of spirometry) and more structured care for
people with COPD. At the same time he also commissioned a strategic scoping review of
lung and respiratory disease. This then led to the decision to take national action on these
conditions.

The NHS already has some guidance available through the National Service Framework
for long-term conditions (Department of Health 2005). This set out a range of quality
requirements and key priorities that can be applied to people with COPD and other
respiratory conditions.

However, as the 2006 report by the Healthcare Commission, & | e ar i n g (CHA
2006) highlighted, there remained a need for PCTs and the NHS in general to:

A improve diagnosis for COPD

devel op structured care appropriate t
help people manage their condition themselves

reduce the number of people admitted to hospital.

address the poor prognosis for people with COPD

improve access to end-of-life care for people with COPD.

I I > > >
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The 2007 report dnvisible Livesdby the British Lung Foundation (BLF 2007) identified
specific communities throughout the UK where 1.9 million people are at high risk of
hospital admission with COPD. The British Lung Foundation have also suggested the best
communication channels to reach and engage these people, making it possible for those
at risk to be diagnosed and treated.

2.1.1.1. A National COPD Strategy for England

Since 2005 the Department of Health, the NHS, patients, clinicians and other key
stakeholders have been working together to identify the best ways to improve care and
outcomes for those with COPD and to reduce the overall prevalence of the disease.

The draft strategy (Department of Health 2010) was consulted upon up to April 6™ 2010.
The strategy intends to complement other national and local initiatives to improve
prevention, diagnosis and treatment. These include the clinical guidelines developed by
the National Institute for Health and Clinical Excellence (NICE) and other broader health
promotion initiatives such as the national tobacco control programme.

This strategy is intended to help:

reduce the risk of developing COPD by improving prevention

early identification of those people with or at risk of developing COPD

ensure accurate diagnosis and evidence-based treatment through an integrated
care pathway

ensure better support for people with COPD and their carers

provide the best support and integrated treatment for COPD exacerbations
provide access to the best available support for those who are at the end of life
and for those who are bereaved.

DD DD D

Clinical guidance regarding the management of COPD (CG12) was produced by the
National Institute for Health and Clinical Excellence in 2004 (NICE 2004), updated
(CG101) in 2010 (NICE 2010); and by the Global Initiative for Chronic Obstructive Lung
Disease (GOLD), updated in 2009. (http://www.goldcopd.com/GuidelinesResources.asp)

2.1.1.2. National COPD Audits

A comprehensive national COPD audit was carried out in 2003 by the British Thoracic
Society and the Royal College of Physicians. Mortality rates were worryingly high. An
average of 15% of patients died within three months of being admitted to hospital with
acute exacerbations of COPD (CMO 2004).

The Royal College of Physicians published a further UK wide COPD audit in December
2008, the dNational COPD Resources and Outcomes Project6 (NCROP), which covered
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the organisation and delivery of care via five reports, each with their own
recommendations:

UK General Practices

Acute NHS units

UK primary care organisations

Patient survey

COPD exacerbations admitted to NHS acute units

ogkrwnhE

The 2008 COPD audit was carried out to assess progress since the 2003 National COPD
Audit and the 2004 NICE guideline.

2.4.2. Cost of COPD on the NHS and wider economy

The profile of COPD means that it is an expensive disease for the NHS when it is not
identified and treated early. The direct cost of COPD to the UK healthcare system is
estimated to be between £810 million and £930 million a year; and without change this
impact is set to grow.

There is a broader economic cost. The annual cost of COPD- related lost productivity to
employers and the economy has been put at £3.8 billion. Some 25% of people with COPD
are prevented from working due to the disease. COPD causes at least 20.4 million lost
working days among men and 3.5 million days among women every year i more than any
other respiratory condition.

COPD is responsible for 1.4 million general practice consultations and the use of one
million in-patient bed days every year, as reported in the Chief \
Report for 2004 (CMO 2004).

In addition there is a social cost. Quality of life is undermined. Problems with restricted
mobility may be compounded by social isolation and the psychological conditions that go
with it. A survey by the British Lung Foundation found that 90% of people with severe
COPD were unable to participate in socially important activities such as gardening, 66%
were unable to take a holiday because of their disease and 33% had disabling
breathlessness.

2.5. COPD Equity Audit Scope and Framework

2.5.1. Scope of COPD Equity Audit

The COPD Equity Audit will concentrate on COPD defined on the basis of the
International Classification of Disease version 10 (ICD 10) coding. The relevant codes
are presented in Table 1. It is anticipated that throughout this report all chronic
obstructive pulmonary diseases will be combined.
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Table 1: Coverage of equity audit

Disease or medical condition ICD 10 codes
Chronic obstructive pulmonary disease J40-J44
Bronchitis J40-342
Emphysema J43

Other chronic obstructive pulmonary disease J44

Further details of the definitions used in the COPD Equity Audit are given in Appendix A

on page 278.

2.5.2.

COPD Equity Audit Framework

The framework for the audit is presented in Figure 2.

Figure 2: COPD equity audit framework
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2.5.3. Profiling the Pattern of ONE€EGRD6 Wi th Resp

The prevalence of COPD is the foremost measure of need; however, because of

problems in obtaining comprehensive and analysable prevalence data (both overall and

with respect to inequalities), ot her indicato
The factors considered include risk factors for COPD, GP registers for COPD, estimated

prevalence of COPD using a model, prescribing, day case and inpatient hospital

admission and mortality. However, not all information was available from all of these

sources (both overall and with respect to inequalities), and it was not possible to examine

all of these in detail. This occurred in particular for prescribing.

Different groups of individuals will be examined in relation to inequity, such as differences
between the genders, age groups, ethnic groups and deprivation, etc. Deprivation, as
measured by the Index of Multiple Deprivation (IMD) 2007, is used as the main measure
of deprivation at a small geographical area level. Details of how the IMD scores were
calculated, how the scores were analysed within this report and the local scores are given
in section 7.3 on page 39.

2.5.4. Equity Audit of Services

There was an intention to examine evidence that there was differential access of services
locally by different groups of individuals by assessing the relationship between different
groups and use of services, and an intention to examine the quality of available datasets
and evidence. If this assumption was correct it could be assumed that development of the
service could contribute to reducing inequalities in COPD for people of Hull and East
Riding. It was recognised from the start, however, that there may be challenges brought
about by non-availability of data.

The quality of care will also be examined. Although a National Services Framework
(NSF) for COPD has yet to be published, NICE guidelines were published in 2004 and
revised in 2010. This has been undertaken primarily within the section Potential
Programmes for Reducing Inequalities in COPD starting on page 213.
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3. COPD and Risk Factors for COPD

3.1.

Chronic Obstructive Pulmonary Disease

Chronic obstructive pulmonary disease (generally referred to as COPD throughout this
report) is an umbrella term for a range of diseases of the lung, including bronchitis,
emphysema and chronic obstructive airways disease. COPD is one of the most common
respiratory diseases in the UK. The main symptom of COPD is a restriction on the ability
to breathe properly. Much COPD is diagnosed in middle age in smokers or ex-smokers
with a persistent chesty cough (especially in the morning), breathlessness on slight

exertion or persistent coughs and colds in the winter.

breathing test.

It is diagnosed by a simple

The 2004 NICE guideline from the National Institute for Health used the following
definition of COPD:

fChronic obstructive pulmonary disease (COPD) is characterised by
airflow obstruction. The airflow obstruction is usually progressive, not
fully reversible and does not change markedly over several months. The
disease is predominantly caused by smoking.

Airflow obstruction is defined as a reduced FEV1 (forced expiratory
volume in 1 second) and a reduced FEV1/FVC ratio (where FVC is
forced vital capacity), such that FEV1 is less than 80% predicted and
FEV1/FVC is less than 0.7.

The airflow obstruction is due to a combination of airway and
parenchymal damage.

The damage is the result of chronic inflammation that differs from
that seen in asthma and which is usually the result of tobacco
smoke.

Significant airflow obstruction may be present before the individual is
aware of it.

COPD produces symptoms, disability and impaired quality of life
which may respond to pharmacological and other therapies that have
limited or no impact on the airflow obstruction.

COPD is now the preferred term for the conditions in patients with
airflow obstruction who were previously diagnosed as having chronic
bronchitis or emphysema.

Robert Sheikh Iddenden, Public Health Sciences.

27



e Other factors, particularly occupational exposures, may also
contribute to the development of COPD.

There is no single diagnostic test for COPD. Making a diagnosis relies
on clinical judgement based on a combination of history, physical
examination and confirmation of the presence of airflow obstruction
using spirometry.o

(NICE guideline No. 12 (NICE 2004) page 1)

3.2. Complications of COPD

People with COPD may often be short of breath, have a persistent cough, and may have
a build up of phlegm and mucus in the throat. Many patients with severe disease carry a
supply of oxygen with them at all times, as exertional breathlessness can be severe.
Emergency admissions to hospital are common in those with acute exacerbations,
representing a significant worsening of prognosis (NICE 2004) with one study showing
34% were readmitted and 14% died within 3 months (Roberts et al, 2002) while in a
Spanish study 63% were readmitted within 1-year (Garcia-Aymerich et al).

3.3. Risk Factors for COPD

The main risk factor for COPD is smoking. Smoking is responsible for around 80% of
COPD (NHS Choices). The risk of developing the disease increases the longer that an
individual smokes. The reduction of lung function that naturally occurs around the age of
35-45 is speeded up, by up to three times, in smokers (NHS Choices). COPD tends to
develop in middle age due to the cumulative effect of smoking, so is very rare under the
age of 40.

Less common causes are passive smoking, pollution (this was a more important factor
before the clean air act reduced the incidence of smog in the large UK cities), fumes and
dust, genetic susceptibility to COPD.

While not a risk factor for developing the disease, being overweight or obese can make
the condition worse, as well as leading to other conditions such as diabetes and heart
disease (NHS Choices).

3.4. Confounders and Combined Risk Factors

When examining potential risk factors it is possible that they could be confounders rather
than having a direct influence on COPD. For example, there is a strong association
between deprivation and the risk of developing COPD, and if there was a strong
association between different general practices and deprivation, then an association could
exist between general practices and COPD. However, if such an association was found,
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it could be because COPD is indeed related to the particular general practices (a true
relationship which is unlikely) or it could be because the risk of developing COPD
increased with deprivation (a confounder, i.e. COPD and general practices are only
associated indirectly through their association with deprivation). Age is frequently a
confounder.

The effect of having two or more risk factors is not necessarily additive. For example,
singly factor A (for example COPD) doubled the risk of dying from respiratory disease and
singly factor B (smoking) doubled the risk of dying from respiratory disease. If the effects
were additive then one would expect that having both A and B present would increase the
risk by four times. However, having both factors A and B present together may increase
the risk of dying of respiratory disease tenfold (i.e. increase by more than expected based
on the sum of the single effects) or double the risk of poor health (i.e. increase by less
than expected based on the sum of the single effects).

3.5. Causality

Just because an association between two different factors occurs does not mean that one
causes the other. If the factors are measured at the same time (for example, in a cross-
sectional survey), then it could be that both could have influences on each other. For
example, people with mental health problems could live in deprived areas because they
are more likely to not have a job and have lower incomes or live in supported
accommodation, and/or people living in more deprived areas may be more likely to have
mental health problems due to additional stress in their lives. However, more importantly,
an association could exist through chance or due to a confounder. There are a number of
arguments that can strengthen the likelihood of causality, for instance, a dose response
(heavy smokers more likely to get lung cancer than light smokers), other studies finding
similar results, biological plausibility, etc. Just observing a relationship is not sufficient to
deduce causality.
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4. lIssues in Assessing COPD

4.1. Assessing the True Effect of COPD

It may be difficult to assess the true effect of COPD on the National Health Service owing
to the coding of diagnoses. It is likely that a number of health contacts and admissions
occur for patients who have COPD which would not have occurred if the patient had not
had COPD. However, it is likely that not all such health contacts would have been coded
as related to COPD. It is hoped that where a patient is admitted for a condition other than
COPD that COPD would have been coded as a secondary diagnosis, but this may not
always be the case.

4.2. Applying National Prevalence Data to Local Population

Where it is not possible to obtain local estimates of the prevalence of COPD, the only way
to obtain an estimate of the number of people with COPD in Hull and East Riding is to
estimate the number based on the national prevalence and local resident population. This
makes the assumption that the national prevalence applies to the local population. This
may not be the case, and this needs to be considered when interpreting the results. It is
likely that Hull has a higher prevalence compared to the national figures or East Riding of
Yorkshire due to its increased deprivation. The Eastern Region Public Health
Observatory (PHO) created a model which predicted COPD prevalence at local authority
level for English local authorities, and was updated in October 2008. The model has been
used within section 8.1.2 on page 66 to predict the expected number of residents with
the disease (whether or not diagnosed) within Hull and East Riding. The model derived
estimates based on age, gender, ethnicity (each from 2005 estimates provided by ONS),
smoking prevalence (synthetic estimates derived from Health Surveys for England),
prevalence of ex-smokers (national prevalence from 2003-2005 Health Surveys for
England applied to each local authority), rurality and deprivation scores (Index of Multiple
Deprivation 2004). Projected COPD prevalence estimates up to 2020 were also made,
using the ONS 2006-based population projections, along with projections to 2020. The
use of ethnic distributions in the projections is best explained in the Information worksheet
of the Excel workbook containing the projections:

0The 2005 ethnic distri4{009 prgesctions.sThar s e d
distribution of ethnic groups within the population is lagged by 5, 10 and 15
years for the 2010, 2015, and 2020 projections respectively. So, for example,
in 2015 the ethnic distribution in the age group 40-44 is calculated using the

A

ethnic proportions from the 30-34agegr oup i n 2005. 0

- ERPHO 2008
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5. COPD and World Class Commissioning

As part of the NHS Hull 6s Wor | d wéslcleosesasGmemmi s s

of the 8 priority goal areas to receive additional funding to help improve outcomes. The
over-arching goal of the COPD strategy group was to increase the recorded prevalence of
COPD on general practice registers by 30% over the next 5 years, and to ensure that all
diagnosed patients are on the COPD care pathway with an active management plan.

A number of initiatives were designed to achieve this goal, and so to reduce the risk of
admissions into secondary care for these patients. The following was extracted from Hull
PCT6s World Class Commi s ssubmittednn@008.t r at egy

Initiative 7. COPD Prevention, Detection and Diagnosis

7a Prevention
All patients over 35 who smoke or who have smoked are screened for
COPD in primary care and offered smoking cessation

7b Detection
A public awareness campaign to target high risks groups with
Information about COPD symptoms, risks of smoking and services
available

7c Diagnosis
All GP practices to perform spirometry as part of the COPD diagnostic

pathway in all patients over 35 who smoke or who have smoked and
present with exertional breathlessness, chronic cough, regular sputum

productionand/or fr equent Owintero6 bronchiti

Initiative 8: COPD Treatment and Rehabilitation

8a Treatment
Target practices with low prevalence of recorded COPD and high
emergency admissions to optimise treatment as per staged approach
to care on COPD pathway in line with Year of Care model and care
conductor role

8b
Implement the COPD pathway introducing staged management of
care across primary and secondary care 1 including existing Physio
Outreach post
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8c
Increase access to LTC support OOH i episode avoidance schemes
with GP practices including patient self management plans

8d Rehabilitation
Provide pulmonary rehabilitation that is equitable across Hull at times
and venues suitable for the patient within a reasonable time of referral
providing programmes that are multi component and multi disciplinary.
- Hull PCT World Class Commissioning Strategy 2008 - 2013
These initiatives were refined in the subsequent refresh of the World Class
Commissioning Strategy, submitted in February 2010, with the following extracted from
the submitted document.
Primary Prevention

7a’ Increase public understanding of COPD and encourage smokers
to access the Hull Stop Smoking Services and quit smoking.

Diagnosis and Detection

7b? All patients over 35 who smoke or who have smoked and have
symptoms will be screened using spirometry and referred to Hull
stop smoking services.

Treatment and Management

8a Identify practices with low COPD prevalence

8b*® Transform the care pathway.

8c* Evaluate the increase in LTC support out of hours and increase
the number of admission avoidance schemes.

! This deliverable has been updated following social marketing work carried out in 2008/09 to inform a public
awareness campaign scheduled to take place in Hull in Jan 2010.

2 The deliverable has been adjusted following feedback from patients and the Hull Stop Smoking Services
undertaking the screening in 2009/10. it now includes criteria to assist in making a clinical judgement on
which patients to screen and is consistent with NICE guidance and the General Practice note book.

® This deliverable has been changed to follow on from the implementation of the staged management
approach in primary care and to reflect the need to concentrate on the treatment and management of the
moderate to severe COPD patient in order to realise efficiencies in the current system and optimise care.

* This deliverable has been updated to ensure the LTC increase is effective and self management is
optimised. The deliverable has also been extended to further develop the role of PBC in relation to the
management of COPD.
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Rehabilitation
8d Provide pulmonary rehabilitation that is equitable across Hull.

- Hull PCT World Class Commissioning Strategy 2009 1 2014

6. Sources of Data, Definitions and Statistical Methods

Details of sources of data, definitions and statistical methods are given in Appendix A
starting on page 274.

The following is included:

Sources of Data includes data from national surveys, various local surveys in Hull and
East Riding of Yorkshire and information on the Quality and Outcomes Framework.
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Definitions and Classifications Used includes definitions used for risk factors in the
local Health and Lifestyle survey and classifications of diseases based on the
International Classification of Diseases version 10.

Statistical Methods and Terms includes explanations of standardisation, significance
testing, confidence intervals and the problem of small numbers.
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7. Kingston-upon-Hull and East Riding of Yorkshire

7.1 Geographical Area

Kingston-upon-Hull will generally be referred to as Hull, while East Riding of Yorkshire will
generally be referred to as East Riding and abbreviated to ERoY within this report. Hull
Teaching Primary Care Trust (PCT) and East Riding of Yorkshire PCT are both within the
Yorkshire and the Humber Strategic Health Authority (SHA). The two PCT boundaries
are coterminous with the two local authorities. Hull is made up of 23 wards which are
illustrated in Figure 3, while East Riding of Yorkshire is made up of 26 wards which are
illustrated in Figure 4.

Figure 3: Wards within Hull
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Figure 4: Wards within East Riding of Yorkshire
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7.2. Population

There are different estimates of population available from different sources. Official
estimates by the Office for National Statistics (ONS) are derived from the 2001 Census
population updated for births, deaths and migration (updated mid-year population
estimates available annually). Alternatively, population estimates can be obtained from
the number of patients registered with General Practitioners (GPs). Local population
estimates are available from both sources, and the number of residents from the GP
registrations is usually slightly higher than the figures from ONS. In this report, population
figures and analyses involving the calculation of rates, for instance mortality rates, will
generally use the GP registration file (either based on residence of patient or location of
GP depending on the context).

Based on GP registration data for October 2009 (Table 2), it can be seen that 10%

(28,394 out of 286,967) of the patients who are registered with a Hull GP live in East
Riding of Yorkshire (ER0Y). Fewer patients among those registered with East Riding GPs
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lived in Hull (4,179; 1.3%). This is an important consideration with respect to access to
services.

Table 2: Estimated registered and resident population as at October 2009

Local Authority of based on GP practice location and residence of patients, 2009

ERoY GP,

Hull GP,

Age ERoY GP | Hull GP ERoY Hull GP, . . GP outwith | GP outwith
(yrs) and and GP, Hull ERoY SIS L area, ERoY| area, Hull Tl
. . ’ . outwith outwith " .’
resident | resident | resident | resident area area resident resident

0-4 14,466 16,238 260 975 10 3 421 19 32,392
5-9 15,078 13,904 207 1,274 9 3 419 33 30,927
10-14 17,684 15,083 236 1,618 19 2 482 22 35,146
15-19 19,268 17,871 213 2,075 25 6 432 51 39,941
20-24 16,143 22,516 329 2,032 11 7 351 118 41,507
25-29 14,548 20,308 298 1,222 15 5 364 93 36,853
30-34 14,814 17,597 316 1,236 17 4 417 80 34,481
35-39 19,679 18,778 333 1,773 15 4 615 84 41,281
40-44 22,656 18,891 304 2,251 19 1 690 75 44 887
45-49 23,206 18,529 320 2,277 28 2 660 52 45,074
50-54 21,133 15,687 272 2,074 29 2 572 42 39,811
55-59 20,709 14,037 241 1,960 23 0 586 29 37,585
60-64 23,834 13,517 209 2,083 14 1 676 21 40,355
65-69 18,122 9,371 148 1,555 12 3 479 13 29,703
70-74 15,682 8,881 168 1,503 9 0 364 9 26,616
75-79 12,211 7,453 153 1,213 10 0 252 11 21,303
80-84 8,788 5,346 88 689 5 0 204 5 15,125
85+ 8,040 4,523 84 584 3 0 228 23 13,485
Total 306,061| 258,530 4,179 28,394 273 43 8,212 780 606,472

Population pyramids for resident populations 2009 are shown in Figure 5 for Hull and
Figure 6 f or
that for England, although people aged in their twenties formed a larger proportion of
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population is older than that for England.
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Figure 5: Population pyramid for Hull (bars) relative to England (line), 2009
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*England data from Office for National Statistics Population Estimates Unit. Crown Copyright

Figure 6: Population pyramid for East Riding (bars) relative to England (line), 2009
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*England data from Office for National Statistics Population Estimates Unit. Crown Copyright
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7.3. Deprivation

The Index of Multiple Deprivation (IMD) 2007 (Communities and Local Government, 2007)
has been calculated for small geographical areas, lower layer super output areas’
(LLSOASs), of around 1,500 people. The IMD 2007 measures multiple deprivation across
seven domains and the scores on each domain are weighted and combined to give the
final index score for each LLSOA (Table 3). The IMD 2007 is an update of the IMD 2004
(Communities and Local Government, 2004), and the domains and weights are the same
for each The IMD, whether 2004 or 2007, is not as good at measuring affluence.

Table 3: Domains of the Index of Multiple Deprivation 2007 and their weights

Domain of IMD 2007 Domain weight (%)
Income deprivation 22.5
Employment deprivation 22.5
Health deprivation and disability 13.5
Education, skills and training deprivation 13.5
Barriers to housing and services 9.3
Living environment deprivation 9.3
Crime 9.3

It is possible to combine LLSOASs into larger geographical areas by weighting the IMD
2007 scores by the population of the LLSOA. IMD 2007 scores have been produced for
local authorities, wards and general practice populations.

In the IMD 2007, Hull is ranked as the 11™ most deprived local authority of England
whereas East Riding of Yorkshire is ranked as the 232" most deprived local authority (out
of 354). So Hull is in the most deprived 4% of all local authorities in England and East
Riding is in the most deprived 66% of local authorities.

The IMD 2007scor es f or alLLSOAs &nd \andg hagerbeet divided into five
approximately equal-sized groups ranging from the 20% most deprived areas to the 20%
least deprived areas. These groups are referred to as national quintiles®. The national
qguintiles give an indicat i ohLSOAs and wards tommgareHu | |
with England in terms of deprivation. Figure 7 illustrates the IMD 2007 deprivation
national quintiles for each LLSOA within East Riding. The darkest areas in red are within
the top 20% most deprived areas nationally and lightest areas in white are within the top
20% least deprived areas nationally. It can be seen that there are pockets of deprivation
in East Riding, which include areas within Goole, and coastal areas within Bridlington and

® LLSOAs are a geographical unit designed to improve the reporting of small area statistics. They were
introduced initially for use on the Neighbourhood Statistics (NeSS) website, but with the intention that they
would eventually become the standard across National Statistics.

® The IMD 2007 score for wards can also be estimated from the average score for each LLSOA within the
ward (weighting by the population within each LLSOA), and these ward scores can also be grouped into
quintiles (either national or local).
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Withernsea. Six percent of the 209 LLSOAs within East Riding are in the most deprived
20% of LLSOAs nationally, 13% in the second most deprived quintile, 20% in the middle
quintile, 27% in the second least deprived quintile and 34% in the least deprived quintile.
As can be seen in Figure 8, there is a much higher level of deprivation within Hull. Fifty-
three percent of the 163 LLSOAs in Hull are in the most deprived 20% nationally, 25% in
the second most deprived 20% nationally, 15% in the middle deprivation quintile and 7%
in the second | east deprived quintile.
deprived 20% nationally.

Figure 7: Index of Multiple Deprivation 2007 national quintiles for East Riding of Yorkshire

Index of Multiple Deprivation 2007
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4
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Source: ONS, Super Output Area Boundaries. Crown
copyright 2004. Crowwn copyright material is reproduced
with the permission of the Controller of HMSO.
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Figure 8: Index of Multiple Deprivation 2007 national quintiles for Hull
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Source: ONS, Super Output Area Boundaries. Crown
copyright 2004, Crowwn copyright material is reproduced
with the permission of the Controller of HMSO.

Table 4 gives the IMD scores for the wards of Hull. The higher the IMD score, the worse
the deprivation. The local ranks are provided with a value of one denoting the most
deprived ward locally and 23 denoting the least deprived ward locally. The national
ranking is also given, and similarly the lower the rank the greater the level of deprivation.
The national rank percentile is provided. For example, if the percentile is 10, it means that
the ward is in the worst 10% of deprived wards nationally, and a value of 75 means that
the ward is in the top 75% of deprived wards or alternatively the top 25% least deprived
wards. Whilst 11% and 6% of Hu | LL&®As were in the middle deprivation quintile and
second least deprived quintile respectively, as illustrated in Figure 8, there were no wards
in these deprivation categories when the LLSOAs were combined into wards. The reason
for this is that the wards that contain less deprived areas (with wards illustrated by thicker
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black lines in Figure 8), also contain areas which are moredepr i ved, so Oaver
deprivation score across the entire ward averages out the extremes’.

Table 4: Index of Multiple Deprivation 2007 scores and ranks of wards in Hull

Ward Index Score| Local Rank National Rank National
(out of 23) (out of 7,932) Percentile

St Andrew's 67.0 1 17 1
Orchard Park and Greenwood 66.0 2 23 1
Myton 63.0 3 34 1
Southcoates East 53.6 4 117 2
Marfleet 53.4 5 120 2
Bransholme East 53.0 6 127 2
Newington 50.4 7 178 3
Bransholme West 50.2 8 180 3
Longhill 445 9 342 5
Drypool 35.7 10 824 11
University 34.1 11 934 12
Pickering 34.0 12 947 12
Newland 33.4 13 985 13
Avenue 32.1 14 1,091 14
Southcoates West 31.2 15 1,167 15
Ings 30.1 16 1,280 17
Sutton 28.8 17 1,408 18
Derringham 26.4 18 1,677 22
Boothferry 22.3 19 2,284 29
Holderness 17.6 20 3,141 40
Beverley 16.9 21 3,355 43
Bricknell 16.7 22 3,391 43
Kings Park 16.4 23 3,483 44

Table 5 gives the equivalent data for the wards in East Riding

Table 5: Index of Multiple Deprivation 2007 scores and ranks of wards in East Riding of
Yorkshire

Ward Name IMD | Local Rank | National Rank | Percentile
Score | (out of 26) | (Out of 7,932) National
Rank
Bridlington South 38.4 1 633 8
Goole South 31.4 2 1,147 15
Bridlington Central and Old Town 29.0 3 1,388 18
South East Holderness 27.1 4 1,581 20
Goole North 18.8 5 2,897 37

’ For instance, in Boothferry ward, one LLSOA is in the second least deprived quintile, one in the middle
quintile, five in the second most deprived quintile and one in the most deprived quintile so overall the ward is
in the second most deprived quintile.
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North Holderness 17.4 6 3,214 41
Bridlington North 17.0 7 3,316 42
East Wolds and Coastal 15.7 8 3,682 47
Snaith, Airmyn, Rawcliffe & Marshland 14.1 9 4,173 53
Hessle 13.6 10 4,318 55
Driffield and Rural 13.0 11 4,568 58
Cottingham South 13.0 12 4,572 58
Minster and Woodmansey 13.0 13 4,575 58
Mid Holderness 12.6 14 4,734 60
Tranby 12.3 15 4,824 61
Howdenshire 12.0 16 4,935 63
South West Holderness 11.4 17 5,182 66
Wolds Weighton 10.3 18 5,614 71
Howden 9.5 19 5,984 76
St Mary's 8.1 20 6,516 83
Cottingham North 7.1 21 6,887 87
Pocklington Provincial 6.9 22 6,983 89
Beverley Rural 6.1 23 7,241 92
Dale 4.8 24 7,608 96
Willerby and Kirk Ella 4.6 25 7,670 97
South Hunsley 3.9 26 7,784 99

IMD 2007 deprivation scores for general practices are given in Appendix B on page 282.

7.4. Geodemographic segmentation

An alternative method of examining deprivation in small areas is to utilise one of the geo-
demographic segmentation tools on the market. A number of geodemographic
segmentation tools are available, of which Hull PCT currently holds a licence for the CACI
Insite software, from which ACORN and Health ACORN classifications may be produced.

The dominant ACORN categories (the highest level ACORN classification) at output area

level are shown in Figure 9 for Hull and Figure 10 for East Riding of Yorkshire. 44% of

Hullr esi dents | ived in output areas <c¢lassified

ACORN category, while only 3% of Hull 6s resi dents I|lived in out
OWeal thy Achieverso, t lcategorye @8y tontrase p2%i of Eadt A COR
Riding of Yorkshire residents |lived in output
just 11% lived in outputareascl assi fi ed as O6Hard Pressedé6.
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Figure 9: Dominant ACORN categories by output areas in Hull
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Flgure 10 Dominant ACORN categorles by output areas |n East Riding of Yorkshire

oduced with the permission of 1 ontroller of HMSO

ul Area Boundaries

Of course, if we were to look at smaller areas within East Riding we would see pockets

with much higher concentrations of 6Hard Pr es
are fairly diverse in terms of ACORN categories. To this end the percentage of residents

in each ACORN category within each ward are presented in Table 6 for Hull and for East

Riding of Yorkshire. Seven wards in Hull have some outputar eas cl assi i ed a
Achieversb6 although at 29%, Kings Park is the only ward in Hull with more than 10% of its

residents living in these output areas. In East Riding of Yorkshire, eight wards had more

than one fifth of its residents living in outputar eas defined as o6Hard P
highest percentages in wards in Bridlington and Goole.

Of course, within each of the four headline ACORN categories there are many subgroups,
with 17 ACORN groups and 56 ACORN types defined. These are also shown in Table 6,
together with the percentage of residents of Hull and East Riding of Yorkshire PCTs
overall within each ACORN category, group and type. Within Hull, the most common
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ACORN group was 5. N 06St r uofHull residgnts Fesidimg inthess 6 wi t
output areas, while the most common ACORN type was 5.N.47 6 aw Income Families,

Terraced Estatesb, with 14% of Hul | residents | iving
of three ACORN types that each accounted for more than 10% of Hull residents, the

others being 4.M.42 dHome Owning Families, Terraces6 ( 1 4 %H.0.54 Sinle Barents

and Pensioners, Council Terraceso (10%). East Riding has a more heterogeneous
population, with no ACORN type accounting for more than 10% of its residents. The most

common ACORN type was 1.C.11 & ell-Off Managers, Detached Houses6 wi t h al mo st
of East Riding residents, one of only four ACORN types that accounted for more than 5%

of East Riding residents. The most common A
and 3. H 6Secure Famil i es D6%é&oaotCHast Riding esidentsi ng f or

1,438 residents of Hull and 3,375 residents of East Riding of Yorkshire live in output areas

that are unclassified in terms of ACORN so do not feature in Table 6.

Table 6: ACORN classifications (based on dominant ACORN classifications at output
area) for Hull and East Riding of Yorkshire, October 2008 population

Number and percent of residents
o by ACORN classification
ACORN classifications (Category, Group and Type) Aull East Riding
N % N %

1.A.1 Wealthy Mature Professionals, Large Houses 428 0.2 6,843 2.0
1.A.2 Wealthy Working Families with Mortgages 374 0.1 8,725 2.6
1.A.3 Villages with Wealthy Commuters 0 - 7,998 2.3
1.A.4 Well-Off Managers, Larger Houses 0 - 15,174 4.4
1.A Wealthy Executives 802 0.3| 38,740| 11.3
1.B.5 Older Affluent Professionals 0 - 7,881 2.3
1.B.6 Farming Communities 0 -| 20,273 5.9
1.B.7 Old People, Detached Homes 0 - 9,908 2.9
1.B.8 Mature Couples, Smaller Detached Homes 0 -| 15,476 4.5
1.B Affluent Greys 0 -| 53,538 15.7
1.C.9 Older Families, Prosperous Suburbs 985 0.4 7,964 2.3
1.C.10 Well-Off Working Families with Mortgages 5,215 20 11,378 3.3
1.C.11 Well-Off Managers, Detached Houses 0 -| 29,126 8.5
1.C.12 Large Families and Houses in Rural Areas 0 - 1,615| 0.5
1.C Flourishing Families 6,200 2.4 50,083 14.6
1. Wealthy Achievers 7,002 2.7 142,361 41.6
2.D.13 Well-Off Professionals, Larger Houses and Converted Flats 1,597 0.6 0 -
2.D.14 Older Professionals in Suburban Houses and Apartments 283 0.1 2,603 0.8
2.D Prosperous Professionals 1,880 0.7 2,603 0.8
2.E.15 Affluent Urban Professionals, Flats 0 = 0 =
2.E.16 Prosperous Young Professionals, Flats 0 - 0 -
2.E.17 Young Educated Workers, Flats 1,048 0.4 0 -
2.E.18 Multi-Ethnic Young, Converted Flats 0 - 0 -
2.E.19 Suburban Privately Renting Professionals 1,364 0.5 228 0.1
2.E Educated Urbanites 2,412 0.9 228 0.1
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ACORN classifications (Category, Group and Type)

Number and percent of residents

by ACORN classification

Hull East Riding
N % N %
2.F.20 Student Flats and Cosmopolitan Sharers 3,832 15 338 0.1
2.F.21 Singles and Sharers, Multi-Ethnic Areas 0 - 0 -
2.F.22 Low Income Singles, Small Rented Flats 4,159 1.6 2,950 0.9
2.F.23 Student Terraces 2,954 1.1 324 0.1
2.F Aspiring Singles 10,945 4.2 3,612 1.1
2. Urban Prosperity 15,237 5.8 6,443 1.9
3.G.24 Young Couples, Flats and Terraces 1,369 0.5 542 0.2
3.G.25 White Collar Singles and Sharers, Terraces 4,232 1.6 5139 15
3.G Starting Out 5,601 2.1 5681 1.7
3.H.26 Younger White Collar Couples with Mortgages 4,300 1.6 5,064 1.5
3.H.27 Middle Income, Home Owning Areas 0 - 10,032 2.9
3.H.28 Working Families with Mortgages 6,263 2.4 6,785 2.0
3.H.29 Mature Families in Suburban Semis 5,036 19| 10,762 3.1
3.H.30 Established Home Owning Workers 13,472 5.1 20,715| 6.1
3.H.31 Home Owning Asian Family Areas 0 - 0 -
3.H Secure Families 29,071 111 53,348| 15.6
3.1.32 Retired Home Owners 1,663 0.6 9,418| 2.8
3.1.33 Middle Income, Older Couples 1,248 0.5 22,343 6.5
3.1.34 Lower Incomes, Older People, Semis 6,102 2.3 16,182 4.7
3.1 Settled Suburbia 9,013 3.4 47,943| 14.0
3.J.35 Elderly Singles, Purpose Built Flats 0 - 2,384 0.7
3.J.36 Older People, Flats 888 0.3 4,224 1.2
3.J Prudent Pensioners 888 0.3 6,608 1.9
3. Comfortably Off 44573 17.0| 113,580| 33.2
4.K.37 Crowded Asian Terraces 0 - 0 -
4.K.38 Low Income Asian Families 0 - 0 -
4.K Asian Communities 0 - 0 =
4.1..39 Skilled Older Families, Terraces 12,854 4.9 6,463 1.9
4.1..40 Young Working Families 11,647 4.4 2,249 0.7
4.1 Post Industrial Families 24,501 9.3 8,712 25
4.M.41 Skilled Workers, Semis and Terraces 5,113 1.9 10,565 3.1
4.M.42 Home Owning Families, Terraces 36,761 14.0/ 11,538 34
4.M.43 Older People, Rented Terraces 12,187 4.6 7,921 2.3
4.M Blue Collar Roots 54,061 20.6 30,024| 8.8
4. Moderate Means 78,562 29.9 38,736 11.3
5.N.44 Low Income Larger Families, Semis 1,006 0.4 6,671 2.0
5.N.45 Low Income, Older people, Smaller Semis 4,736 1.8 8,401 2.5
5.N.46 Low Income, Routine Jobs, Terraces and Flats 0 - 0 -
5.N.47 Low Income Families, Terraced Estates 37,129 14.2 7,966 2.3
5.N.48 Families and Single Parents, Semis and Terraces 18,006 6.9 2,230 0.7
5.N.49 Large Families and Single Parents, Many Children 13,650 5.2 807 0.2
5.N Struggling Families 74,527 28.4| 26,075 7.6
5.0.50 Single Elderly People, Council Flats 5,957 2.3 4,538 1.3
5.0.51 Single Parents and Pensioners, Council Terraces 26,874 10.2 5508 1.6
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Number and percent of residents
o by ACORN classification

ACORN classifications (Category, Group and Type) Aull East Riding

N % N %
5.0.52 Families and Single Parents, Council Flats 0 - 0 -
5.0 Burdened Singles 32,831 125 10,046 2.9
5.P.53 Old People, Many High Rise Flats 5,683 2.2 1,462 0.4
5.P.54 Singles and Single Parents, High Rise Estates 2,470 0.9 0 -
5.P High Rise Hardship 8,153 3.1 1,462 0.4
5.Q.55 Multi-Ethnic Purpose Built Estates 0 - 0 -
5.Q.56 Multi-Ethnic, Crowded Flats 0 - 0 -
5.Q Inner City Adversity 0 - 0 -
5. Hard Pressed 115,511 44.01 37,583| 11.0
Total 262,323 100| 342,078| 100

While not a measure of deprivation, the Health ACORN geo-demographic profiles indicate

where current and future health needs are likely to be greatest. The Health ACORN

groups (the top level classification) are shown for Hull in Figure 11 and East Riding in

Figure 12. The percentages of residents of Hull and East Riding in each of these Health

ACORN groups, as well as in the 25 Health ACORN types, are shown in Table 7. 22% of

Hull residents and 12% of East Riding residents were defined a s having OEXxi
Pr obl.eThesé tend to be areas with a higher than average proportion of elderly

people (14% in Hull and 15% in East Riding aged 75 years and over). A further 36% of

Hull residents and 5% of East Riding residents wer e c¢cl assi fied as OFut
These tend to be in areas where risk factors such as smoking, poor diet and sedentary

lifestyles are higher than average. 10% of Hull residents and 38% of East Riding
residentswer e cl assified as OFuture PdaeaswthmroreConc e
affluent elderly people, as well as areas with lifestyle risk factors, including type 3.4

@&ffluent professionals, high alcohol consumption, dining out6 . 31% of Hdl | re
44% of East Riding residentswer e c¢cl assi fied as OHeal t hyo. T
younger than average age profile (particularly in Hull with its university students), or are

smaller communities (especially in East Riding of Yorkshire).

1,438 residents of Hull and 3,375 residents of East Riding of Yorkshire live in output areas
that are unclassified in terms of Health ACORN so do not feature in Table 7.
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Figure 11: Dominant Health ACORN groups by output areas in Hull
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Figure 12: Dominant Health ACORN groups by output areas in East Riding of Yorkshire

Health ACORN group Cre yright is rey ed with the permission of the Controller of HMSO
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Table 7: Health ACORN classifications (based on dominant ACORN classifications at
output area) for Hull and East Riding of Yorkshire, October 2008 population

Number and percent of residents

. by Health ACORN classification

Health ACORN classifications (Group and Type) Aull East Riding

N % N %
1.1 Older couples, traditional diets, cardiac issues 2,912 1.1 1,590 05
1.2 Disadvantaged elderly, poor diet, chronic health 2,538 1.0 703 0.2
1.3 Vulnerable disadvantaged, smokers with high levels of obesity 4,587 1.7 0 -
1.4 Post industrial pensioners with long term illness 8,598 3.3 5,738 1.7
1.5 Deprived neighbourhoods with poor diet, smokers 13,489 5.1 1,760/ 0.5
1.6 Elderly with associated health issues 7,114 27 12,358 3.6
1.7 Home owning pensioners, traditional diets 2,266 0.9 9,718 2.8
1.8hDisadyantaged neighbourhoods with poor diet and severe 17,090 6.5 9.018| 2.9

ealth issues
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Number and percent of residents
by Health ACORN classification

Health ACORN classifications (Group and Type)

Hull East Riding

N % N %
Existing problems 58,594| 22.3 41,785| 12.2
2.1 Poor single parent families with lifestyle related illnesses 16,459 6.3 1,300| 0.4
2.2 Multi-ethnic, high smoking, high fast food consumption 12,232 4.7 1,999| 0.6

2.3 Urban estates with sedentary lifestyle and low fruit and

: 37,141 14.2 1,926/ 0.6
vegetable consumption

2.4 Deprived multi-ethnic estates, smokers and overweight 12,037 4.6 7,953 2.3
2.5 SDr:fgsi\ézntaged multi-ethnic younger adults, with high levels of 17,782 6.8 3512 1.0
Future Problems 95,651 36.5| 16,690 4.9
3.1 :?feessiy?éfsl‘uent neighbourhoods, high fast food, sedentary 5708 29 14.420| 42
3.2 Affluent healthy pensioners, dining out 0 -| 15,478 4.5
3.3 Home owning older couples, high level of fat and confectionary 1,866 0.7 30,668 9.0
3.4 Affluent professionals, high alcohol consumption, dining out 1,413 0.5| 40,378| 11.8
3.5 Low income families with some smokers 14,378 55 12,762 3.7
3.6 Affluent families with some dietary concerns 3,064 12| 15,852| 4.6
Possible Future Concerns 26,429| 10.1| 129,558 37.9
4.1 Young mobile population with good health and diet 18,925 7.2 7,128| 2.1
4.2 Younger affluent, healthy professionals 6,197 2.4 9,051 2.6
4.3 Students and young professionals, living well 5,251 2.0 2,412 0.7
4.4 Towns and villages with average health and diet 26,371 10.1 33,638| 9.8
4.5 Mixed communities with better than average health 12,901 4.9 38,369 11.2
4.6 Affluent towns and villages with excellent health and diet 10,566 4.0 60,072 17.6
Healthy 80,211 30.6| 150,670| 44.0
Total 262,323 342,078
7.5. General Health

Table 8 uses local individual patient-level mortality data and GP registration population
estimates to calculate the age standardised mortality ratios (SMR) for all causes for
persons aged less than 75 years for each ward in Hull (2006-2008 pooled). This is a ratio
of all deaths observed in a population to all deaths expected in that population, where the
deaths expected are those that would have occurred had the age-specific rates in a
reference population applied. In this way, the ratios are adjusted to take into account
differences in the age and gender structure of the population (see page 279 for further
explanation). The reference population in this case is England, and the age-specific
reference rates are also from 2006-2008. If the SMR for a particular geographical area is
the same as England then the SMR will be 100. A value higher than 100 denotes higher
all-cause mortality than England and a value lower than 100 denotes lower all-cause
mortality than England. The overall mortality rate for Hull was 33% higher than the
mortality rate in England, with the difference between Hull and England greater in women
(SMR 136) than in men (SMR 130), in each case being statistically significant.
Considering males and females combined, the majority of Hull wards had higher mortality
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than England, with mortality rates statistically significantly higher than for England among
persons in 13 wards, while only 1 ward, Beverley, had mortality rates that were
statistically significantly lower than England®. Rates in Myton and St. Andrews wards
were double those seen in England. Amongst males, 11 wards had SMRs that were
statistically significantly above 100, with only one statistically significantly below 100.
Amongst females 13 wards had statistically significantly high SMRs and none had SMRs
that were statistically significantly below 100.

Table 8: Age-standardised mortality ratio from all causes for those <75 years for Hull
wards, 2006-2008 pooled

Ward Name Age-standardised mortality ratio for persons aged <75
years (95% CI), 2006-2008 pooled
Males Females Persons
Avenue 97 ( 74 ,124) 118 ( 85,159) 106 ( 87,128)
Beverley 66 ( 47, 91) 94 ( 65,132) 78 ( 60, 98)
Boothferry 83 ( 64,108) 80 ( 56,110) 82 ( 67,100)

Bransholme East

147 (113 ,187)

155 (113 ,208)

150 (123 ,181)

Bransholme West

154 (121 ,193)

140 (102 ,187)

149 (124 ,178)

Bricknell 96 ( 70,129) 68 ( 42 ,104) 85 ( 66 ,109)
Derringham 102 (79,130) 126 (. 95,163) 112 (. 93,133)
Drypool 144 (117 ,176) 91 ( 63,126) 127 (106 ,150)
Holderness 87 ( 67,110) 84 ( 60,115) 86 ( 70,104)
Ings 102 (. 81,128) 145 (114 ,181) 119 (101 ,140)
Kings Park 111 ( 80,150) 68 ( 39,111) 95 ( 72,123)
Longhill 132 (105 ,164) 147 (112 ,189) 138 (116 ,163)
Marfleet 167 (137 ,201) 158 (122 ,200) 163 (140,189
Myton 197 (169 ,229) 225 (182 ,276) 214 (189 ,242)
Newington 171 (141 ,206) 175 (135 ,223) 175 (151 ,203)
Newland 107 ( 78 ,143) 115 (. 75,168) 112 (. 87,141)
Orchard Park & Greenwood 151 (124 ,183) 182 (145 ,225) 164 (141 ,189)
Pickering 144 (117 ,175) 150 (117 ,189) 146 (124 ,169)
St Andrew's 210 (170 ,256) 201 (149 ,265) 211 (178 ,248)

Southcoates East

168 (132 ,212)

199 (151 ,258)

181 (151 ,215)

Southcoates West

105 ( 77 ,141)

131 ( 91,183)

116 ( 92 ,145)

Sutton 121 ( 97,148) 137 (106,176) 128 (109 ,150)
University 107 ( 80,140)] 143 (105,191) 121 ( 99 ,148)
Hull 130 (124 ,136)] 136 (129 ,145) 133 (128 ,138)

Table 9 gives the equivalent information for East Riding of Yorkshire. The overall under
75 all-cause mortality rate in East Riding of Yorkshire was 8% lower than for England.
The difference was greater for men (SMR 89) than for women (SMR 95), with the

® If the 95% CI does not include 100 then the rate differs significantly than the national rate. However, one
woul d expect 5% of statistical comparisons to be
there was no difference between the local rate and the national rate so this must be borne in mind.
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differences for men and persons statistically significant. Considering males and females
combined, only seven wards had higher mortality rates among men and women combined
than England, of which four (Bridlington Central and Old Town, Bridlington South, Goole
South and South East Holderness) had mortality rates that were statistically significantly
higher than England®. Eight wards had mortality rates that were statistically significantly
lower than England. Six wards had mortality rates in men that were statistically significant
below those in England, one ward having a statistically significantly high SMR. Three
wards had mortality rates in women statistically significantly lower than England, while a
further three wards had statistically significantly high female SMRs.

Table 9: Age-standardised all cause under 75 mortality ratio for East Riding of Yorkshire,
2006-2008

Ward Name Age-standardised mortality ratio for persons
aged <75 years (95% CI), 2006-2008
Males Females Persons
Beverley Rural 63 ( 48, 81) 86 ( 64,113) 73 ( 60, 87)

Bridlington Central and Old Town

118 (94 ,146)

130 (100 ,166)

123 (104 ,144)

Bridlington North

109 ( 91,129)

101 ( 80,125)

105 ( 92,121)

Bridlington South

130 (109 ,155)

139 (111,171)

134 (117 ,153)

Cottingham North 67 (. 48, 92) 78 ( 52,112) 72 ( 56, 91)
Cottingham South 80 ( 59,106) 109 ( 79,145 92 (74 ,112)
Dale 61( 47, 78 67 (. 48, 90) 63 (52, 77)
Driffield and Rural 100 ( 80,122)| 107 ( 83,136)] 102 ( 87,120)
East Wolds and Coastal 91 ( 74 ,111) 81 ( 61,105) 88 ( 74 ,103)
Goole North 98 ( 75,126) 80 ( 55,112) 91 ( 74 ,112)
Goole South 125 ( 97 ,159)| 170 (129 ,219)| 143 (119,171)
Hessle 82 ( 64,104)] 111 ( 85,141 94 (. 79,111)
Howden 67 ( 41,104 80 ( 45,132 73 ( 51,101)
Howdenshire 83 ( 66,104) 94 (. 71,122) 88 ( 74 ,104)
Mid Holderness 76 ( 60, 95 80 ( 60,105) 78 ( 65, 93)
Minster and Woodmansey 101 ( 81,124) 69 ( 49, 93) 88 ( 73,104)
North Holderness 90 ( 70,115) 82 (. 59,112) 88 ( 72,106)
Pocklington Provincial 76 ( 60, 95) 72 (53, 95) 74 (62, 89)
St Mary's 80 ( 63, 99) 99 ( 77 ,125) 87 (. 74 ,102)

Snaith, Airmyn, Rawcliffe & Marshland

115 ( 90 ,145)

111 (80 ,150)

114 ( 94 ,137)

South East Holderness

121 (102 ,143)

121 ( 96 ,150)

122 (107 ,140)

South Hunsley 53 (.38, 74 72 (1 49,101) 61 (47, 77)
South West Holderness 82 ( 65,102) 98 ( 75,126) 89 ( 74 ,105)
Tranby 90 (. 68,117)] 101 ( 73,136) 94 ( 77,115)
Willerby and Kirk Ella 66 ( 51, 85) 81 (. 61,106) 72 ( 60, 87)
Wolds Weighton 78 ( 61, 98) 84 ( 62,110) 81 ( 67, 96)
East Riding of Yorkshire 89 ( 85, 93) 95 ( 90,101) 92 ( 89, 95)

% If the 95% CI does not include 100 then the rate differs significantly than the national rate. However, one
woul d expect 5% of statistical compar iydanse eten whbne
there was no difference between the local rate and the national rate so this must be borne in mind.
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8. COPD in Hull and East Riding

This section presents information on prevalence, inpatient hospital admissions and
activity, mortality data, risk factors, access to services and quality of care where it is
available. Section 9 starting on page 140 will relate this information to other groups
based on age, gender, deprivation, ethnicity, etc to assess if there are potential
inequalities present.

8.1. Prevalence

8.1.1. Diagnosed Prevalence Based on General Practice Registers

As part of the contract for GPs which commenced on the 1 April 2004, General Practices
obtain points for achievements against a range of indicators. The system is known as the
Quality and Outcomes Framework (QOF) and is used for calculating financial payment.
One of the achievements is forming registers of patients with specific diseases including
producing a register of people with COPD. There is one indicator related to spirometry-
confirmed diagnosis of COPD, plus a further three indicators related to on-going
monitoring of patients on the COPD registers. Further details on the QOF indicators for
COPD are given in Quality and Outcomes Framework on page 276.

The information for the QOF is extracted from the GP systems using the Quality
Management and Analysis System (QMAS), and is provided at GP level for all practices
throughout England via the Health and Social Care Information Centre (Information
Centre, 2009). The information is available in the September after the end of the financial
year. As it is a financial payment system to allow payments to be made by the end of
April following the end of the financial year, the list size has been taken as at 1* January,
the register indicators are extracted from the QMAS on the 14" February and the on-
going care indicators are extracted on the 31% March. Patients who have joined the
practice within the last three months of the financial year are automatically excluded from
the register and on-going care indicators. The prevalence is calculated as at 14"
February (based on the list size on 1% January). It has been assumed that the difference
between the denominator for a specific on-going care indicator and the number of patients
on the register are the number of exceptions'®. For discussion regarding the number of
exceptions see GP Quality and Outcomes Framework Indicators on page 117.

The practice list size and number of people on the COPD register is known for all
practices, but the resulting prevalence from QOF is not adjusted for age in any way.
Therefore, practices with particularly young patients such as those predominantly serving
student populations will have a much lower prevalence rate and those serving older

Y“patients can be made 6exceptionsdéd from a parti
particular person or that particular patient did not attend a particular review. This was introduced so that
practices are not penalised, as some of the on-going care indicators depend on achieving a specified
percentage of patients receiving the designated level of care.
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populations and other populations, such as practices with a high number of nursing home
patients, may have a much higher prevalence. To make a partial allowance for the
differences in age structure among practices, Figure 13 gives the registered 2008/09
COPD prevalence for each General Practice in Hull and East Riding of Yorkshire sorted
by the mean age of all the patients in the practice (based on age as at October 2008). It
can be seen that the only practice with a register prevalence of below 0.5% is the practice
with the youngest population (Dr Nayar in Hull, with a large percentage of students). It
can be seen that the practices in East Riding of Yorkshire tend to have older age
structures, although in general they do not tend to have a higher prevalence of COPD.
There is considerable variability in the prevalence particularly in those practices that tend
to have an older population structure (right hand side of figure) or a younger population
structure (left hand side of the figure). COPD prevalence is likely also to be associated
with deprivation (see page 39) and the figures do not allow for this in any way. For
reference, the mean age of practice patients and mean deprivation scores are given in
Appendix B on page 282.

COPD prevalence was similar for previous years, as illustrated in Figure 14 (2007/08),
Figure 15 (2006/07), Figure 16 (2005/06) and Figure 17 (2004/05). The practices are
similarly sorted by mean age of patients in these figures, but mean age as at October of
the relevant year, so the order of practices may differ slightly. Furthermore, the practices
differed slightly due to mergers and closures.

In order to make comparisons over time, Figure 18 compares the registered COPD
prevalence over the five financial years 2004/05 to 2008/09 with the practices sorted by
the mean age of their patients (mean age averaged over each year).

One practice, Dr. Josephsdin Hull was a particular outlier between 2004/05 and 2007/08.
This was due to over-registration on the COPD register by practice staff. This has now
been addressed, and in 2008/09 the prevalence rate for this practice, while still high, is in
line with other relatively deprived practices.

Of course, a study of 3,217 patients randomly sampled from 5,649 patients with COPD in
38 general practices in Rotherham found 12% of patients had FEV1 (% predicted) that did
not support the diagnosis of COPD, suggesting an over-diagnosis of COPD (Strong et al
2009). ltis likely that similar over-diagnosis might occur in Hull and East Riding practice
registers.
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Figure 13: Prevalence of COPD on General Practice registers 2008/09 for practices in Hull and East Riding, practices

sorted in order of increasing mean age of patients as at October 2008
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Figure 14: Prevalence of COPD on General Practice registers 2007/08 for practices in Hull and East Riding, practices

sorted in order of increasing mean age of patients as at October 2007
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Figure 15: Prevalence of COPD on General Practice registers 2006/07 for practices in Hull and East Riding, practices

sorted in order of increasing mean age of patients as at October 2006
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Figure 16: Prevalence of COPD on General Practice registers 2005/06 for practices in Hull and East Riding, practices

sorted in order of increasing mean age of patients as at October 2005
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Figure 17: Prevalence of COPD on General Practice registers 2004/05 for practices in Hull and East Riding, practices
sorted in order of increasing mean age of patients as at October 2004
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