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JSNA TOOLKIT: All Respiratory
Diseases

1 SUMMARY

This release incorporates data provided by NHS Hull, Hull City Council and other
partners and forms a foundation for the Joint Strategic Needs Assessment (JSNA) which
can be found at www.hullpublichealth.org. It is important to examine levels of health and
ill-health as well as levels of risk factors and attitudes towards health in different
populations for monitoring purposes including the monitoring of health-related targets,
examining trends over time, comparison with other geographical areas, examining
patterns of health and risk factors within the population of Hull (e.g. comparison of
different groups such as those defined by deprivation), assessment and evaluation of
programmes designed to improve health, assessing the existing and future need for
health-related services following changes in health, ill-health or risk factors so that the
Commissioning function can be adequately fulfilled. Further documents such as the
health equity audits, reports from the adult and young people health and lifestyle
surveys, social capital surveys, child obesity reports and Index of Multiple Deprivation
report are available at www.hullpublichealth.org. A local analysis of the Public Health
Outcomes Framework is also available at www.hullpublichealth.org.

Public Health Outcomes Framework: Premature mortality from all respiratory
diseases and premature mortality from respiratory diseases considered preventable are
indicators within the Public Health Outcomes Framework.

Premature mortality from all respiratory diseases: In 2012-2014 the under 75 DSR
for all respiratory diseases (standardised using the 2013 European Standard Population
(ESP)) was 66 per 100,000 men and 57 per 100,000 women, higher than for England,
by 72% in men and 108% in women.

Premature mortality from respiratory diseases considered preventable: In 2012-
2014 the under 75 DSR for respiratory diseases considered preventable (using the 2013
ESP) was 39 per 100,000 men and 42 per 100,000 women, higher than for England by
94% higher among men and 166% higher among women).

Mortality: The premature standardised mortality ratio in Hull for 2012-2014 was 153 for
men and 190 for women, so 53% and 90% higher than England respectively. Given the
prevalence of smoking in Hull, it is not surprising that the premature mortality rate for
respiratory diseases is so much higher than for England, with almost half of respiratory
disease deaths directly attributable to smoking, including more than 80% of COPD
deaths.
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Premature respiratory disease mortality is strongly associated with deprivation. The
under 75 standardised mortality rate for all respiratory disease in 2012-14 (using the
2013 European Standard Population) for people living in the most deprived fifth of areas
of Hull was 99 per 100,000 persons, more than three times higher than in the least
deprived fifth of areas (31 per 100,000 persons).

Prevalence: There are 18,217 patients diagnosed with asthma in 20141/5 who are
registered with GPs in Hull which represents 6.27% of all registered patients. In the
same period, there were 7,616 patients diagnosed with COPD who were registered with
Hull GPs representing 2.62% of the patient population.

Modelled prevalence: Based on modelling it is estimated that there are 11,942 (4.2%)
registered patients who have COPD, but only 7,076 patients on the 2012/13 COPD GP
disease register; the models estimated that there are 25,211 (8.7%) registered patients
who have asthma, but only 18,301 patients on the 2012/13 asthma GP disease register.

Hospital admissions: There were 7,496 and 7,329 admissions for respiratory diseases
for men and women respectively over the three year period 2008/09 to 2010/11 giving
an annual average of 2,499 admissions of men and 2,443 admissions of women per
year. The directly standardised admission rate was higher among men (188) compared
to women (166) per 10,000 population.
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2 INTRODUCTION

2.1 Other Reports

This revision of the JSNA Toolkit for Hull is a series of stand alone reports on specific
diseases or conditions, people groups, risk factors for disease and other health and
wellbeing related issues. Each of these individual reports sum to form the JSNA Toolkit,
which informs the production of the JSNA. Each of the JSNA Toolkit documents may be
accessed on, and downloaded from, www.hullpublichealth.org. The full list of reports is
as follows:

Executive Summary

Abbreviations

Glossary

Geographical Area

Demography and Demographics
Housing, Environment and Social Care
Deprivation and Associated Measures
General Health, Disabilities, Caring and Use of Services
Dental Health

Inpatient Hospital Admissions

Life Expectancy

Mortality

Overweight and Obesity

Physical Activity

Diet

Alcohol Consumption

Drug and Substance Abuse

Smoking

Vaccinations and Immunisations
Screening

All Circulatory Disease

Coronary Heart Disease

Stroke

Other Circulatory Diseases

All Cancers

Lung Cancer

Colorectal Cancer

Prostate Cancer

Breast Cancer

Diabetes

Chronic Kidney Disease

All Respiratory Disease

Asthma

Chronic Obstructive Pulmonary Disease
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Epilepsy

Hypothyroidism

Palliative Care

Mental Health and Learning Disabilities (includes Social Capital)
Infectious Diseases

Digestive Diseases

Sexual Health

Accidents

Children and Young People

Older People

In order to avoid duplication between the individual reports, references will be made to
other reports which may contain further information or explanation.

It is the intention to release the JSNA Toolkit documents on an on-going basis, with new
information added to the documents and existing data updated as new information
becomes available over time. The two tables in the APPENDIX starting on page 82
give the time period to which the data refers, when the information was last updated and
the source for each table and figure within this document.

2.2 Terminology, Abbreviations, Statistical Methods and Terms

Further more technical information is available in the Glossary document on
www.hullpublichealth.org which includes specific information on particular datasets (e.g.
delays between death occurrence and registration in Public Health Mortality File,
explanation of clinical episodes within Hospital Episode Statistics, further information on
the Quality Outcomes Framework data, etc), abbreviations used within these JSNA
Toolkit documents and other local reports, and an explanation of some statistical
methods and statistical terms used within the JSNA Toolkit documents and other local
documents, such as problems associated with synthetic or modelled estimates,
problems associated with small numbers, explanations of confidence intervals,
significance testing, standardisation, life expectancy, total period fertility rate,
confounding and effect modification, etc. Some of this information is also included
within the APPENDIX.

2.3 Data Sources

Where possible, we have used sources of data that are routinely available nationally,
either as published material (e.g. the NHS Information Centre Indicator Portal
(previously known as the Compendium of Clinical and Health Indicators or
Compendium), the Census, labour market website (nomis), Quality and Outcomes
Framework (QOF) data, Public Health Outcomes Framework indicators, etc), from
Government websites (e.g. Department of Health) or other websites (e.g. those quoted
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as data sources for Public Health Outcomes Framework). Elsewhere we have used raw
data at patient or episode level (e.g. Public Health Mortality Files) to construct local
indicators of health. Local information has been provided by colleagues within the NHS
Hull Clinical Commissioning Group, the North Yorkshire and Humber Commissioning
Support Unit, Hull City Council and other organisations. The prevalence of lifestyle
behavioural risk factors comes from local surveys such as the local Health and Lifestyle
and Social Capital Surveys, and comparison information from the annual Health Survey
for England (Health Survey for England 2008) and the General Household Survey
(Economic and Social Data Service 2008). Full information about each of the local
surveys conducted is available at www.hullpublichealth.org. Furthermore, the source of
each table and figure is given in section 6.11 on page 83 (tables) and in section 6.11.2
on page 83 (figures). Also see section 6.1 on page 48.

We have provided the most up-to-date data available. Not all the data relate to the
same time period. Different sets of data are published at different times of the year and
the most recent data may not yet be published, or if the numbers of events are very low
for rare diseases, the data for several years are combined to obtain a more reliable
picture.

2.4 Deprivation

Unemployment, poor housing, lack of qualifications, crime and many other social and
environmental factors all indirectly affect the health of the population. Different scales
and scores have been produced which attempt to measure deprivation. In general, in
relation to national averages, Hull has a higher unemployment rate, more poor housing,
residents qualified to a lower level and higher levels of crime. Increased deprivation
means that there is poorer health, but this is compounded as poor health also affects
other measures such as employment and motivation to improve employment, education
and the personds environment such as housing.
deprived area are more likely to have risk factors for ill health such as smoking, poor
diet, lack of physical activity, etc. It is also generally more difficult to change lifestyle
behaviour if the environment is more stressful resulting from poorer employment
prospects and housing, increased debt, relationship problems, etc.

The Index of Multiple Deprivation (IMD) 2015 (Communities and Local Government
2015) score has been produced nationally and is a measure of deprivation derived for
each lower layer super output area (LLSOA). There are 166 LLSOAs geographical
areas defined within Hull following the 2011 Census. These geographical areas have a
minimum population size of 1,000 and a mean population size of 1,500. The IMD 2015
index is based on seven domains which are weighted according to their relative
importance in relation to the overall score (weights in brackets): (i) income deprivation
(22.5%); (i) employment deprivation (22.5%); (iii) health deprivation and disability
(13.5%); (iv) education, skills and training deprivation (13.5%); (v) barriers to housing
and services (9.3%); (vi) living environment deprivation (9.3%); and (vii) crime (9.3%).
The IMD 2015 score measures deprivation, but is not such a good measure of affluence.
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As it is applied to a geographical area, it relates to average levels of deprivation within
an area. Therefore, there may be some residents of the area who are very much more
deprived than the average and some very much better-off relative to the average.

Using the IMD 2015 score, Hull is ranked as the 3™ most deprived local authority out of

326 (bottom 1%). The IMD 2015scor es f or al | of Engl andds LL
into five approximately equal-sized groups ranging from the 20% most deprived areas to

the 20% least deprived areas. These five groups are referred to as national quintiles.

However, as more than half (52%) o f H LULISOAG are within the bottom 20%, local
analyses have used Hull 6s | ocal quintiles.

Further detailed analysis of the IMD and changes over time is available in a separate
IMD report available at www.hullpublichealth.org. The Hull JISNA Toolkit: Deprivation
and Associated Measures also includes additional information on deprivation as well as
information on unemployment, benefit claimants, crime, etc.

2.5 Comparator Areas

Local analyses of comparator areas have been undertaken. The first analysis in 2007,
which was updated in 2009, identified 10 comparator areas which were similar to Hull
with regard some key measures such as deprivation, population, ethnicity, housing, etc.
None of the comparators areas were very similar to Hull with regard to all the measures
examined, which means that differences were evident for some comparator areas. The
Office for National Statistics (ONS) grouped local authorities into groups, and Hull was in
their Industrial Hinterlands group, but Hull was the least similar to the group average.
Furthermore, ONSdee med t hat North East Lincolnshire w;
but this was in a different classification group. Local analyses have used the 10
comparators identified plus North East Lincolnshire as comparator areas. A further
analysis of comparator areas was undertaken during 2013 following transfer of Public
Health Science to Hull City Council. Hull City Council generally uses 15 comparator
areas for their analyses. All their areas together with the 11 areas used previously were
examined (some were included in both groups). It was felt that there were too many to
use all 15 of Hull City Council comparators and a number of the indicators used to
determine similarity were not important from the health or public health point of view®.
Whilst some of the 11 locally used comparators boundaries of local authority and NHS
(i.e. Clinical Commissioning Group) no longer matched, it was decided to continue to
use the 11 comparator areas previously used for consistency and comparability.

! Such as taxbase per head of population, percentage of daytime net flow, housing benefit caseload,
percentage of households with less than four rooms, percentage of households in purpose-built flats
rented from local authority, authorities with coast protection expenditure, etc.
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The comparators are as follows:

Middlesbrough**
Stoke-on-Trent
Sandwell*
Salford
Wolverhampton
Sunderland
Plymouth*
Derby*

. Leicester
10.Coventry*
11.North East Lincolnshire

CoNoO~wWNE

*The boundary of the local authority does not match that of the CCG, so data relating to
the Quality Outcomes Framework (see section 6.5 on page 54) is unavailable.
**Middlesbrough local authority and Redcar and Cleveland local authority form NHS
South Tees CCG. All comparator QOF data trends use South Tees as a comparator
area (historical data for the Middlesbrough Primary Care Trust (PCT) and Redcar and
Cleveland PCT have been combined for comparability). Redcar and Cleveland local
authority is one of the comparator areas used by Hull City Council so is quite similar to
Hull in terms of certain characteristics.

Further information on these comparators is available at www.hullpublicheatlh.org.

2.6 Public Health Outcomes Framework Indicators

A local analysis of the outcome measures published as part of the Public Health
Outcomes Framework (PHOF) is available at www.hullpublichealth.org. The JSNA
Toolkit reports also include information on the relevant PHOF indicators for the specific
topic. Further details of the indicators is available in Table 19, which details which
JSNA Toolkit report includes further analysis for each indicator.

Further information relating to the respiratory disease indicators is given in section 4 on
page 45.
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3 ALL RESPIRATORY DISEASE

3.1 Diagnosed Prevalence

As part of the Quality and Outcomes Framework (QOF), general practices compile
disease and medical condition registers. The first financial year for compiling these
registers was 2004/05, but not all medical conditions were included from the start. From
these registers, the prevalence of these various conditions can be estimated. However,
it may take some time before the register for a specific disease is relatively complete
and reflects the true prevalence of diagnosed disease. Furthermore, there may be a
high proportion of patients who have the disease or medical condition, but it is
undiagnosed and the patient is not included on the register(s). It should also be noted
that the figures are unadjusted for influencing factors, such as the age of the patients
and deprivation. Practices with a high proportion of elderly patients and practices in the
most deprived areas will tend to have a higher prevalence of disease (and generally a
higher prevalence of undiagnosed disease) so practices have been grouped based on
age and deprivation into similar groups (see section 6.6 on page 56). See section 6.5
on page 54 for more information on QOF and issues associated with presenting the
prevalence at practice level. Also see Table 16 for mean age of patients and mean
deprivation scores for each practice (which will influence the prevalence on the disease
registers). There are registers which covers asthma and chronic obstructive pulmonary
disease (COPD). Table 1 presents the prevalence of diagnosed disease from these
registers for all the general practices in Hull in 2013/14. Table 2 presents the data for
Hull and its comparator areas as well as for England. Equivalent tables which illustrate
the trend data for each financial year up to and including 2013/14 for each practice and
for Hull 6s comparator s a taded diseasd repdres (HulwSENAhi n t h
Toolkit: Asthma and Hull JSNA Toolkit: Chronic Obstructive Pulmonary Disease). These
more detailed reports also present the estimated number of people with the various
diseases from which have been derived from models produced by the Association of
Public Health Observatories (APHO) and Doncaster PCT. The actual numbers on the
register are compared with the synthetic/modelled estimates. Furthermore, the
individual more detailed reports also examine prevalence in relation to deprivation
across the General Practices.

Table 3 and Table 4 present the data based on the groupings of practices used by
Hull 6s Clinical C Arhmali decssipnoas 0 wigich @oup Bridge Group
will be assigned is yet to be made so there are two versions of the table (it will be

assigned to either North 3 or West 2).
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Table 1: Number and percentage of patients diagnosed respiratory medical conditions
based on GP disease registers for each practice, 2014/15

el practice CoPD
N (%) N (%)

O
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Practice

Asthma

COPD

N (%)

18,217 (6.27) | 7,616 (2.62)

N (%)

#Practices Y02748 and Y02896 were merged with this practice mid-July 2015 (new code Y02747).

Table 2: Number and percentage of patients diagnosed respiratory medical conditions
based on GP disease registers 2014/15 for Hull and comparator areas

Area Asthma COPD

N (%) N (%)
England 3,402,437 (5.99) 1,034,578 (1.82)
Hull 18,217 (6.27) 7,616 (2.62)
Leicester 19,770 (5.18) 5,473 (1.43)
NE Lincs 10,566 (6.26) 3,881 (2.30)
Salford 15,130 (5.86) 6,978 (2.70)
South Tees* 17,687 (6.07) 8,424 (2.89)
Stoke 17,821 (6.28) 7,026 (2.47)
Sunderland 16,828 (5.94) 9,128 (3.22)
Wolverhampton 16,329 (6.17) 4,841 (1.83)

*Middlesbrough and Redcar & Cleveland local authorities combined.
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Table 3: Prevalence of diagnosed asthma and COPD based on GP disease registers,

2014/157 version 11 assuming Bridge Group is assigned to North 3 group

Practice Asthma COPD
N (%) N (%)

B81002: Dr Kumar-Choudhary 205 (5.89) 93 (2.67)
B81112: St Andrew's - Bransholme 153 (4.86) 73 (2.32)
B81119: Dr Palooran & Koshy 291 (6.67) 115 (2.64)
B81616: Dr Hendow 155 (6.19) 78 (3.11)
B81634: St Andrew's -Dr J Venugopal 184 (6.53) 75 (2.66)
B81685: Dr Poulose 151 (6.54) 63 (2.73)
B81688: Dr Gopal 125 (6.52) 75 (3.91)
B81690: St Andrew's - Northpoint 64 (4.98) 25 (1.95)
Y02344: Northpoint (Assura) 179 (5.58) 106 (3.30)
NORTH 1 1,507 (6.02) 703 (2.81)
B81021: Faith House Surgery 614 (8.03) 193 (2.52)
B81035: The Avenues Medical Centre 368 (6.18) 123 (2.07)
B81048: The Newland Group 473 (5.35) 167 (1.89)
B81049: New Hall Surgery 608 (6.56) 260 (2.81)
B81072: Dr Percival & Partners 379 (5.79) 112 (1.71)
B81095: Dr Cook (Field View Surgery) 134 (3.47) 134 (3.47)
B81104: Dr Nayar (Newland Health Centre) 254 (4.45) 19 (0.33)
NORTH 2 2,830 (5.92) | 1,008 (2.11)
B81018: Dr Awan & Partners (Orchard 2000) 527 (8.69) 283 (4.67)
B81046: Bridge Group 667 (7.42) 286 (3.18)
B81094: Dr Datta (Dr Raut) 76 (5.80) 19 (1.45)
B81631: Dr Raut 151 (4.30) 152 (4.33)
B81644: Chestnut Farm Surgery 102 (4.57) 52 (2.33)
Y02747: Haxby Gr Kingsw

Prony Surgerieys) oup (Kingswood, Orchard Park & 313 (5.39) 47 (0.81)
NORTH 3 1,836 (6.58) 839 (3.01)
B81008: Morrill Street Group Practice 866 (6.28) 346 (2.51)
B81020: Sutton Manor Surgery 394 (5.29) 189 (2.54)
B81053: Diadem Medical Practice 825 (6.98) 346 (2.93)
B81080: Dr Malczekski 112 (5.42) 44 (2.13)
B81081: New Green Surgery (Dr Tang) 230 (5.98) 83 (2.16)
B81635: Dr Dave 222 (7.15) 85 (2.74)
B81674: Dr Joseph 177 (7.43) 79 (3.32)
B81682: Longhill Health Care Centre (Dr Shaikh) 382 (7.23) 135 (2.55)
EAST 1 3,208 (6.45) | 1,307 (2.63)
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Practice Asthma COPD
N (%) N (%)

B81040: Dr Weir & Partners (Marfleet Group Practice) 803 (5.42) 409 (2.76)
B81066: Dr Chowdhury 133 (5.81) 61 (2.67)
B81074: Dr Rej (CHCP) 231 (7.62) 133 (4.39)
B81085: Dr Richardson (Haxby - Burnbrae Surgery) 303 (5.99) 100 (1.98)
B81089: Dr Witvliet 176 (4.86) 96 (2.65)
B81097: Holderness Health Open Door 113 (7.41) 54 (3.54)
B81645: East Park Practice (Assura) 257 (6.97) 111 (3.01)
EAST 2 2,016 (5.92) 964 (2.83)
B81017: Kingston Medical Group (CHCP) 441 (6.17) 217 (3.03)
B81032: Wilberforce Surgery 144 (4.93) 67 (2.30)
B81047: Wolseley Medical Centre 524 (7.43) 191 (2.71)
B81052: Dr Musil 284 (4.96) 98 (1.71)
B81054: Dr Varma (Clifton House) 632 (6.75) 269 (2.87)
B81692: The Quays Medical Centre (CHCP) 171 (6.69) 51 (2.00)
Y00955: Riverside Medical Centre (CHCP) 184 (7.42) 108 (4.35)
Y02896: Story Street Practice & Walk In Centre 87 (6.05) 24 (1.67)
CITY CENTRE 2,467 (6.38) | 1,025 (2.65)
B81011: Kingston Health (Hull) 616 (7.06) 200 (2.29)
B81038: The Oaks Medical Centre 455 (6.27) 268 (3.69)
B81056: The Springhead Medical Centre 991 (6.46) 281 (1.83)
Eirltcr)gzs.)St Andrew's (Dr MacPhie, Raghunath & 155 (5.88) 58 (2.20)
B81075: Dr Mallik 45 (2.48) 18 (0.99)
B81675: Newington (CHCP) 556 (6.73) 213 (2.58)
B81683: St Andrew's (Dr Raghunath & Partners - Koul) 118 (6.60) 51 (2.85)
Y01200: The Calvert Practice (CHCP) 208 (8.09) 63 (2.45)
WEST 1 3,144 (6.50) | 1,152 (2.38)
B81027: St Andrew's Group Practice 414 (6.64) 212 (3.40)
B81058: Sydenham House Group Practice 469 (6.03) 276 (3.55)
WEST 2 883 (6.30) 488 (3.48)
HULL 17,891 (6.26) | 7,486 (2.62)
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Table 4: Prevalence of diagnosed asthma and COPD based on GP disease registers,

2014/157 version 2 1 assuming Bridge Group is assigned to West 2 group

Practice Asthma COPD
N (%) N (%)

B81002: Dr Kumar-Choudhary 205 (5.89) 93 (2.67)
B81112: St Andrew's - Bransholme 153 (4.86) 73 (2.32)
B81119: Dr Palooran & Koshy 291 (6.67) 115 (2.64)
B81616: Dr Hendow 155 (6.19) 78 (3.11)
B81634: St Andrew's -Dr J Venugopal 184 (6.53) 75 (2.66)
B81685: Dr Poulose 151 (6.54) 63 (2.73)
B81688: Dr Gopal 125 (6.52) 75 (3.91)
B81690: St Andrew's - Northpoint 64 (4.98) 25 (1.95)
Y02344: Northpoint (Assura) 179 (5.58) 106 (3.30)
NORTH 1 1,507 (6.02) 703 (2.81)
B81021: Faith House Surgery 614 (8.03) 193 (2.52)
B81035: The Avenues Medical Centre 368 (6.18) 123 (2.07)
B81048: The Newland Group 473 (5.35) 167 (1.89)
B81049: New Hall Surgery 608 (6.56) 260 (2.81)
B81072: Dr Percival & Partners 379 (5.79) 112 (1.71)
B81095: Dr Cook (Field View Surgery) 134 (3.47) 134 (3.47)
B81104: Dr Nayar (Newland Health Centre) 254 (4.45) 19 (0.33)
NORTH 2 2,830 (5.92) | 1,008 (2.11)
B81018: Dr Awan & Partners (Orchard 2000) 527 (8.69) 283 (4.67)
B81094: Dr Datta (Dr Raut) 76 (5.80) 19 (1.45)
B81631: Dr Raut 151 (4.30) 152 (4.33)
B81644: Chestnut Farm Surgery 102 (4.57) 52 (2.33)
Y02747: Haxby Group (Kingswoo

Priory Surgerieys) P {King o Orehard Park & 313 (5.39) 47 (0.81)
NORTH 3 1,169 (6.18) 553 (2.92)
B81008: Morrill Street Group Practice 866 (6.28) 346 (2.51)
B81020: Sutton Manor Surgery 394 (5.29) 189 (2.54)
B81053: Diadem Medical Practice 825 (6.98) 346 (2.93)
B81080: Dr Malczekski 112 (5.42) 44 (2.13)
B81081: New Green Surgery (Dr Tang) 230 (5.98) 83 (2.16)
B81635: Dr Dave 222 (7.15) 85 (2.74)
B81674: Dr Joseph 177 (7.43) 79 (3.32)
B81682: Longhill Health Care Centre (Dr Shaikh) 382 (7.23) 135 (2.55)
EAST 1 3,208 (6.45) | 1,307 (2.63)
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Practice Asthma COPD
N (%) N (%)

B81040: Dr Weir & Partners (Marfleet Group Practice) 803 (5.42) 409 (2.76)
B81066: Dr Chowdhury 133 (5.81) 61 (2.67)
B81074: Dr Rej (CHCP) 231 (7.62) 133 (4.39)
B81085: Dr Richardson (Haxby - Burnbrae Surgery) 303 (5.99) 100 (1.98)
B81089: Dr Witvliet 176 (4.86) 96 (2.65)
B81097: Holderness Health Open Door 113 (7.41) 54 (3.54)
B81645: East Park Practice (Assura) 257 (6.97) 111 (3.01)
EAST 2 2,016 (5.92) 964 (2.83)
B81017: Kingston Medical Group (CHCP) 441 (6.17) 217 (3.03)
B81032: Wilberforce Surgery 144 (4.93) 67 (2.30)
B81047: Wolseley Medical Centre 524 (7.43) 191 (2.71)
B81052: Dr Musil 284 (4.96) 98 (1.71)
B81054: Dr Varma (Clifton House) 632 (6.75) 269 (2.87)
B81692: The Quays Medical Centre (CHCP) 171 (6.69) 51 (2.00)
Y00955: Riverside Medical Centre (CHCP) 184 (7.42) 108 (4.35)
Y02896: Story Street Practice & Walk In Centre 87 (6.05) 24 (1.67)
CITY CENTRE 2,467 (6.38) | 1,025 (2.65)
B81011: Kingston Health (Hull) 616 (7.06) 200 (2.29)
B81038: The Oaks Medical Centre 455 (6.27) 268 (3.69)
B81056: The Springhead Medical Centre 991 (6.46) 281 (1.83)
Eg}t?]gzs.)St Andrew's (Dr MacPhie, Raghunath & 155 (5.88) 58 (2.20)
B81075: Dr Mallik 45 (2.48) 18 (0.99)
B81675: Newington (CHCP) 556 (6.73) 213 (2.58)
B81683: St Andrew's (Dr Raghunath & Partners - Koul) 118 (6.60) 51 (2.85)
Y01200: The Calvert Practice (CHCP) 208 (8.09) 63 (2.45)
WEST 1 3,144 (6.50) | 1,152 (2.38)
B81027: St Andrew's Group Practice 414 (6.64) 212 (3.40)
B81046: Bridge Group 667 (7.42) 286 (3.18)
B81058: Sydenham House Group Practice 469 (6.03) 276 (3.55)
WEST 2 1,550 (6.74) 774 (3.36)
HULL 17,891 (6.26) | 7,486 (2.62)
3.2 Modelled Prevalence

The modelled estimate of the number of people with Chronic Obstructive Pulmonary
Disease and asthma are compared with the diagnosed number on the QOF disease

Hull JSNA Toolkit: All Respiratory Diseases, December 2015

18



http://www.hullpublichealth.org/

Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

registers within the JSNA Toolkit: Chronic Obstructive Pulmonary Disease and JSNA
Toolkit: Asthma reports respectively.

3.3 Predictions of Future Need to 2030 for Those Aged 65+ Years

The numbers of people predicted to have a long-standing condition as a result of having
bronchitis and emphysema are given in Table 5 for Hull residents. The prevalence
estimates used to calculate the numbers were obtained from the General Household
Survey conducted during 2007 (Economic and Social Data Service 2008). Further
information about the calculation and the numbers by gender are given at
www.poppi.org.uk. The incidence of respiratory disease will be higher in Hull given
Hul |l 6s higher preval erihsenaydé comteredbkail rmgr;c eldo
higher mortality rate. There will be substantial numbers who have other respiratory
disease and a relatively high proportion will be aged 65 years or older. There were
7,076 registered patients on the chronic obstructive pulmonary disease (COPD) GP
registers for 2012/2013 in Hull, and it is likely that a relatively high proportion of these
patients will be aged 65+ years. It is possible that not all of the people on the COPD
disease register have a long-standing condition associated with their COPD. It is also
possible that different words used to describe the medical condition within the General
Household Survey may partially explain the differences.

Table 5: POPPI 1 population projections to 2030 for those aged 65+ years in Hull with a
long-standing condition associated with having bronchitis and emphysema

vibeyv eH u

Gender and age Hul |l 6s popul ation estimates an
(years) a long-standing condition due to bronchitis and emphysema
2014 2015 2020 2025 2030

Males 65-74 240 245 271 276 310
Males 75+ 153 153 166 202 229
Females 65-74 105 108 117 121 135
Females 75+ 146 146 148 172 189
Total 65+ 644 652 703 771 863
3.4 Inpatient Hospital Admissions

During the three year period 2008/09 to 2010/11, there were 266,244 daycase and
inpatient clinician episodes in total (for an explanation of clinician episodes see section
6.4 on page 53), with 19,231 (7.2%) of them having a primary diagnosis of respiratory
disease (Table 6). More than a quarter of clinician episodes for respiratory diseases
were due to bronchitis, emphysema and other chronic obstructive disease (see Hull
JSNA Toolkit: Chronic Obstructive Pulmonary Disease for more information on COPD)
with a further 18% of clinician episodes due to influenza and pneumonia.
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In-patient admission rates provide useful information about the general level of illness
and the use of hospital services within geographical areas. It is very important to note
that admission rates depend on how willing people are to make use of medical services,
the location and accessibility of services, as well as differences in referral patterns and
practices within primary and secondary care (see page 53 for more discussion).
Furthermore, one patient admission can generate more than one clinician episode if
their care transfers to a different department or under the care of a different clinician
during their stay. Additionally, one patient could have multiple admissions over the three
year period.

Table 6: Total number of daycase and inpatient clinician episodes with primary
diagnosis of respiratory disease over three year period 2008/09 to 2010/11

ICD 10 code Description Clinician
episodes
2008/09 to
2010/11
N %
JO3 Acute tonsillitis 1,353 7.04
J00-02, J04-06 | Other acute upper respiratory infections 1,194 6.21
J10-18 Influenza and pneumonia 3,373 | 17.54
Acute bronchitis, acute bronchiolitis and unspecified acute
J20-22 lower respiratory infections 2,939 | 15.28
J30-39 Other diseases of upper respiratory tract 1,681 8.74
B_ronchltls, emphysema and other chronic obstructive 5332 | 27.73
J40-44 disease
J45-46 Asthma 1,361 7.08
J47-99 Other diseases of the respiratory system 1,998 | 10.39
Total respiratory disease clinician episodes 19,231 | 100.0

Table 7 gives the total number of daycase and inpatient admissions over the three year
period 2008/09 to 2010/11 and the average annual directly age standardised admission
rate for admissions (DSR) where the primary diagnosis was respiratory disease (for at
least one of the clinician episodes during the hospital stay) per 10,000 resident
population (standardised to the European Standard Population). As previously
mentioned, usage of services will depend on many different things, such as prevalence
of risk factors and disease, willingness to visit GPs, referral rates within Primary Care,
accessibility of Primary and Secondary Care services, etc. It is also possible that one or
more patients could have been admitted a number of times over the three year period,
and each admission would be included. Note that there is a slight difference between in
the totals in Table 6 and Table 7 because the former relates to clinical episodes
whereas the latter relates to admissions.

Table 8 gives similar information, but rates are given separately for elective and non-
elective admissions. Almost four in five all admissions for respiratory disease are non-
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elective, but this percentage varies among the wards from 66.4% (for Bricknell) to 85.7%

(for St

Andr ewds) .

Table 7: Total three year admissions and annual average age-standardised respiratory
disease inpatient admission rate in Hull, financial years 2008/09 to 20010/11

Area

Total three year admissions and annual average
DSR per 10,000 Hull residents (respiratory
disease), 2009/10 to 2010/11 (95% CI)

Men Women
N DSR N DSR

Bransholme East 278 203 (178, 229) 278 | 178 (157, 201)
Bransholme West 317 228 (203, 255) 280 | 178 (156, 201)
Kings Park 183 173 (147, 202) 155 | 126 (106, 148)

Area: North Carr 778 199 (185, 214) 713 | 162 (150, 175)
Beverley 199 161 (136, 188) 164 | 133 (111, 158)
Orchard Park & Greenwood 511 230 (211, 252) 534 | 230 (210, 251)
University 246 175 (154, 199) 292 | 199 (176, 225)

Area: Northern 956 192 (179, 204) 990 | 188 (176, 200)
North Hull 1,734 193 (184, 202) 1,703 | 174 (165, 182)
Ings 398 164 (146, 183) 506 | 179 (160, 199)
Longhill 388 180 (162, 200) 358 | 149 (132, 167)
Sutton 325 171 (153, 192) 344 | 161 (144, 180)

Area: East 1,111 171 (161, 182) 1,208 | 164 (153, 174)
Holderness 293 147 (131, 166) 236 | 114 (99, 130)
Marfleet 431 207 (187, 228) 418 | 177 (159, 196)
Southcoates East 294 225 (200, 253) 301 | 201 (178, 227)
Southcoates West 266 213 (188, 240) 276 | 188 (164, 213)

Area: Park 1,284 192 (182, 203) 1,231 | 163 (154, 173)
Drypool 296 155 (137, 174) 386 | 185 (166, 206)
East Hull 2,691 179 (173, 187) 2,825 | 166 (160, 173)
Myton 633 262 (242, 285) 495 | 225 (204, 248)
Newington 375 201 (181, 223) 340 | 181 (162, 202)
St Andrew's 348 266 (239, 296) 362 | 241 (215, 269)

Area: Riverside 1,652 221 (210, 232) 1,583 | 207 (196, 218)
Boothferry 312 163 (145, 183) 299 | 146 (129, 165)
Derringham 258 145 (127, 164) 298 | 141 (124, 160)
Pickering 391 195 (175, 217) 368 | 152 (134,170)

Area: West 961 167 (156, 179) 965 | 146 (136, 157)
Avenue 283 155 (137, 174) 256 | 122 (106, 139)
Bricknell 212 176 (152, 204) 156 | 101 (84,121)
Newland 259 200 (175, 228) 227 | 172 (148, 198)

Area: Wyke 754 166 (154, 179) 639 | 124 (114,135)
West Hull 3,071 194 (187, 201) 2,801 | 161 (155, 168)
HULL 7,496 188 (184, 193) 7,329 | 166 (162, 170)
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Table 8: Total three year admissions and annual average age-standardised respiratory
disease inpatient admission rate by ward (elective versus non-elective admissions)

Area Average annual standardised admission rate for 2008/09
to 2010/11 for respiratory disease per 10,000 Hull
residents (95% CI)

Total* Elective Non-elective Non-

elective to

total (%)
Bransholme East 189 (173, 205) 31 (25, 37) | 158 (143, 174) 83.8
Bransholme West 204 (187, 221) 49 (41, 59) | 154 (140, 170) 75.8
Kings Park 145 (129, 162) 34 (27,42) | 111 (97, 126) 76.5
Area: North Carr 179 (170, 188) 37 (33,41) | 142 (134, 151) 79.4
Beverley 145 (128, 163) 37 (29, 46) | 108 (93, 123) 74.3
Or chard Par k230 (216, 244) 41 (35, 47) | 189 (176, 202) 82.3
University 186 (170, 203) 29 (23, 36) | 156 (142, 172) 84.2
Area: Northern 189 (180, 197) 37 (33, 41) | 152 (144, 160) 80.5
North Hull 182 (176, 188) 37 (34, 40) | 145 (140, 151) 79.8
Ings 170 (157, 184) 30 (24, 36) | 140 (129, 153) 82.6
Longhill 161 (149, 175) 38 (31, 45) | 124 (113, 135) 76.7
Sutton 164 (152, 178) 34 (28, 41) | 130 (119, 142) 79.2
Area: East 165 (158, 173) 34 (30, 37) | 132 (125, 138) 79.6
Holderness 129 (118, 141) 40 (34,47) | 89 (80, 99) 69.1
Marfleet 191 (178, 205) 34 (29, 41) | 157 (145, 169) 82.0
Southcoates East 212 (195, 230) 33 (27,41) | 179 (163, 196) 84.3
Southcoates West 196 (179, 214) 39 (31, 48) | 157 (142, 173) 80.0
Area: Park 176 (169, 184) 37 (34, 41) | 139 (133, 146) 79.0
Drypool 170 (157, 184) 43 (37, 51) | 127 (116, 139) 74.7
East Hull 171 (166, 176) 37 (34, 39) | 135 (130, 139) 78.6
Myton 244 (229, 260) 55 (48, 63) | 189 (176, 203) 77.4
Newington 191 (177, 205) 33 (28, 39) | 158 (145, 171) 82.7
St Andrew's 253 (234, 273) 36 (29, 45) | 216 (199, 235) 85.7
Area: Riverside 213 (206, 221) 43 (40,47) | 170 (163, 176) 79.6
Boothferry 153 (140, 166) 35 (29, 42) | 117 (106, 129) 76.8
Derringham 142 (129, 155) 38 (31, 45) | 104 (93, 115) 73.3
Pickering 171 (158, 185) 28 (23, 34) | 143 (131, 156) 83.6
Area: West 155 (148, 163) 34 (30, 38) | 122 (115, 128) 78.3
Avenue 137 (125, 149) 28 (23, 34) | 109 (98, 120) 79.3
Bricknell 136 (121, 152) 46 (37,55) | 90 (78, 104) 66.4
Newland 180 (163, 198) 26 (20, 33) | 154 (138, 171) 85.4
Area: Wyke 143 (135, 151) 32 (28, 36) | 111 (104, 118) 77.6
West Hull 176 (171, 181) 37 (35, 39) | 139 (135, 144) 79.1
HULL 176 (173, 179) 37 (35, 38) | 139 (136, 142) 79.0

*Total includes maternity, birth of babies and other admissions were admission method is unknown.
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Table 9 gives the equivalent information by practice (grouped based on age and
deprivation of practice patients). The percentage of non-elective respiratory admissions
vary substantially from 59% (Calvert Practice in Group C) to 94% (Dr Ray in Group B)
and 95% (Priory Surgery in Group C although this practice has relatively few total
admissions). The three newest practices only have a small number of admissions
(fewer than 20 each) so their results should not be compared to other practices. The
standardised rates for Hull will differ slightly between Table 8 and Table 9 due to

di fferences in | ocation of Asanentiened abme, itis si de nc

also possible that one or more patients could have been admitted a number of times
over the three year period, and each admission would be included. This could inflate the
numbers, and it is possible that the total number of admissions might be considerably
lower for another time period if these patients were not included. As a result, the
information should only be used as a guide, and it would be necessary to investigate
further if a practice wished to examine their rates in more detail.

Hull JSNA Toolkit: All Respiratory Diseases, December 2015 23


http://www.hullpublichealth.org/

Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Table 9: Age-gender-standardised inpatient admission rate for respiratory disease for the three financial years 2008/09 to

2010/11 by practice (elective versus non-elective admissions)

Total number | Annual average standardised admission rate
of admissions per 10,000 population with a primary
over three diagnosis of respiratory disease (95% CI)

Group* | Practice**

years Total Elective Non-elective

Non-
elective
to total

(%)
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Total number | Annual average standardised admission rate Non-
_ of admissions per 10,000 population with a primary elective
Group* | Practice** over three diagnosis of respiratory disease (95% ClI to total
years

D |B81040:DrWeir&Partners |
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Total number | Annual average standardised admission rate
. of admissions per 10,000 population with a primary
Group* | Practice** over three diagnosis of respiratory disease (95% CI)
years Total Elective Non-elective

Non-
elective
to total

(%)

HULL 15,998 | 173 (170, 175) | 37 (36, 39)| 135 (133, 138)

78

*(A)/(C)/(D) would have been in group in brackets based on age and deprivation score of practice, but assigned to another group as part of a group

of practices
**Practices with fewer than 5 admissions are excluded
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3.5 Mortality

Mortality rates are not available on the NHS Information Centre Indicator Portal for all
respiratory disease combined, although information is given for pneumonia and for
bronchitis, emphysema and other chronic obstructive pulmonary disease (COPD)
combined (see Hull JSNA Toolkit: Chronic Obstructive Pulmonary Disease for mortality
from the latter). However, under 75 respiratory disease age-standardised rates are
available from the Public Health Outcomes Framework Data published by Public Health
England and available to download from www.phoutcomes.info.

Using the PHMF and the ONS mid-year population estimates for Hull, the age-specific
mortality rates have been calculated for each Area and Locality (Table 10). Over the
three year period 2012-2014, there were a total of 98, 225 and 224 deaths among men
in North Hull, East Hull and West Hull respectively (547 among men in Hull in total), and
122, 272 and 257 deaths among women in North Hull, East Hull and West Hull
respectively (651 among women in Hull in total). Thus, respiratory disease represents a
significant cause of death overall. For instance, more people die from respiratory
disease (1,198 in total) than from CHD (942 in total), or from stroke (511 in total) and
lung cancer (588 in total) combined.

North Hull had the highest age-specific mortality rates for respiratory disease among
men aged 35-64 years and women aged 65-74 years, West Hull had the highest rate
among men aged 65-74 years, while East Hull had the highest rates among men and
women aged 75+ years, as well as women aged 35-64 years. By area committee area,
Riverside had the highest rates of respiratory deaths among men and women
respectively aged 75+ years, as well as men aged 65-74 years and women aged 35-64
years; Northern had the highest rate among men aged 35-64 years and North Carr had
the highest rate of respiratory deaths among women aged 65-74 years. However, as
there are relatively few deaths when looking at age-groups within areas and locality
level, these differences may be subject to considerable random variation, and may not
reflect o6trued differences.
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Table 10: Respiratory disease age-specific mortality rates for 2012-2014 by Area

Area/Locality Respiratory age specific mortality rates per 100,000 for 2012-2014
Males Females

35-64 | 65-74 75+ All ages | 35-64 | 65-74 | 75+ | All ages
North Carr 19.1 143 1,150 58 * 566 | 1,744 *
Northern 62.8 424 | 1,661 152 | 423 347 | 1,124 131
North Hull 41.2 300 | 1,486 108 | 27.3 443 | 1,345 129
East 34.5 405 1,803 191 | 46.3 245 | 1,568 222
Park 36.5 479 1,826 149 25.0 317 | 1,764 179
East Hull 32.0 427 1,887 164 | 37.9 298 | 1,644 196
Riverside** 32.9 487 | 2,295 148 61.2 510 | 1,964 198
West 25.0 356 1,663 173 14.6 284 | 1,359 177
Wyke 39.7 451 1,457 99| 313 159 | 1,559 125
West Hull 35.1 444 | 1,774 140 | 35.3 323 | 1,626 170
Hull 35.3 405 1,760 141 | 344 342 | 1,580 169

*Rate not presented as based on fewer than three deaths for this age group.
** Riverside contains four wards of which one, Drypool, is in East Hull

The total number of deaths from respiratory disease for men and women aged under 75
years as well as the directly standardised mortality rates (DSRs), are given in Table 11
for the most recent period 2012-2014. The DSRs are age-standardised using the 2013
European Standard Population®. The confidence intervals are given, and it can be seen
that they are wide, and overlapping, for the Areas and Localities, particularly for the
former. Therefore, despite the relatively large differences among the Areas and
Localities, with the highest under 75 DSRs seen in West Hull and in Riverside Area, the
majority of the differences could well be associated with random variation rather than
related to true differences in the mortality rates. Given the width of the confidence
intervals, no particular Area or Locality can be said to be particularly high or low relative
to all other Areas or Localities in relation to under 75 respiratory disease DSR. This is
one of the indicators in the public health outcomes framework which was published in
January 2012 (Department of Health 2012; Department of Health 2012), and whilst the
data is routinely collected, it is not routinely published, therefore there is no data for
comparator areas. However, almost two thirds (64%) of premature respiratory deaths
are from chronic obstructive pulmonary disease (COPD), and information on mortality
from COPD is given in Hull JISNA Toolkit: Chronic Obstructive Pulmonary Disease.

% The European Standard Population (ESP), which was first used in 1976, was revised in 2013. Figures
using the 1976 and 2013 ESPs are not comparable. See Impact of Changes to European Standard
Population on directly Standardised Rates in the APPENDIX for further details.
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Table 11: Total number of deaths and under 75 directly standardised mortality rates for
respiratory disease per 100,000 persons, Hull 2012-2014, age-standardised using the

2013 European Standard Population

Area Total deaths over three years and under 75 DSRs for respiratory disease 2012-

2014 per 100,000 persons (95% Cl), age-standardised using the 2013 European

Standard Population
Males Females Persons
N DSR N DSR N DSR

North Carr 8| 30.7(12.4to 61.8) 20 | 75.4 (45.7 t0 116.8) 28 545 (35.9t0 79.3)
Northern 26 | 80.1(52.1t0117.6) 22 | 62.6(39.1to 94.9) 48 70.8 (52.1to 94.1)
North Hull | 34 | 57.2 (39.3to 80.4) 42 | 66.7 (47.9to 90.4) 76 | 625(49.1to 78.4)
East 27 | 59.2(38.9to0 86.4) 23 | 48.6(30.7to 73.1) 50| 54.1(40.0to 71.4)
Park 33| 77.3(52.6t0109.2) 23| 51.3(32.1to 77.4) 56 64.1 (48.1to 83.6)
East Hull 66 | 64.8(49.9t0 82.7) 57| 54.0(40.7to 70.1) | 123 | 59.3(49.2to 70.9)
Riverside* | 36 | 74.1 (51.3 to 103.2) 40 | 91.4 (65.0t0 124.9) 76 | 82.2(64.5t0103.3)
West 22 | 55.0(34.4t0 83.4) 18| 39.5(234to0 62.5) 40 | 46.7 (33.3to 63.7)
Wyke 20 | 74.8 (44.7 10 117.0) 10| 33.1(15.6t0 61.4) 30| 52.8(35.2t0 75.9)
West Hull 72 | 70.8 (55.1to0 89.5) 57| 54.7 (41.3to 70.9)| 129 | 625(52.1to 74.4)
Hull 172 | 65.7(56.1t0 76.4)| 156 | 57.1(485t0 66.9)| 328 | 61.3(54.8t0 68.4)

* Riverside contains four wards of which one, Drypool, is in East Hull.

Table 12 gives the under 75 directly standardised mortality rate for all respiratory
diseases per 100,000 persons for Hull and comparator areas for 2012-2014. Men and
women in Hull had under 75 directly standardised mortality rates from all respiratory
diseases that were 72% and 108% higher respectively than the England average; as
well as 50% and 69% higher respectively than the regional average. The rates in Hull
were higher than the average of the 10 comparator areas for both men (22% higher) and
women (43% higher), being higher than for each of the 10 comparator areas. This is
one of the indicators in the Public Health Outcomes Framework which was published in

January 2012 (Department of Health 2012; Department of Health 2012).

Hull JSNA Toolkit: All Respiratory Diseases, December 2015

29



http://www.hullpublichealth.org/

Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Table 12: Total deaths and under 75 directly standardised mortality rates for all
respiratory diseases per 100,000 persons 2012-2014, age-standardised using the 2013
European Standard Population

Area Total deaths over three years and under 75 DSRs for all respiratory diseases 2012-

2014 per 100,000 persons (95% CI), age-standardised using the 2013 ESP

Males Females Persons

N DSR N DSR N DSR
England 23,917 | 38.3(37.8,38.7) 18,266 | 27.4 (27.0, 27.8) 42,183 | 32.6 (32.3, 32.9)
Hull 172 | 65.7 (56.1, 76.4) 156 | 57.0 (48.3, 66.7) 328 | 61.2 (54.7, 68.3)
Yrks. & Humber 2,769 | 43.8 (42.2, 45.5) 2,280 | 33.8(32.4,35.2) 5,049 | 38.6 (37.5, 39.7)
Wolverhampton 151 | 55.2 (46.7, 64.7) 106 | 36.2 (29.6, 43.8) 257 | 45.3(39.9, 51.2)
Salford 155 | 61.5(52.1,72.1) 125 | 49.6 (41.3,59.2) 280 | 55.6 (49.2, 62.5)
Derby 128 | 51.0 (42.5, 60.7) 98 | 35.4(28.7,43.1) 226 | 42.8 (37.4, 48.8)
Stoke-on-Trent 190 | 65.0 (56.0, 75.0) 127 | 42.1 (35.0,50.1) 317 | 53.3 (47.6, 59.6)
Coventry 162 | 50.7 (43.1,59.1) 115 | 33.5(27.7,40.3) 277 | 41.8(37.0, 47.0)
Plymouth 115 | 38.1(31.4, 45.8) 107 | 33.4 (27.4, 40.4) 222 | 35.7 (31.1, 40.8)
Sandwell 179 | 54.7 (46.9, 63.4) 132 | 38.1(31.8,45.2) 311 | 46.2 (41.2,51.7)
Middlesbrough 93 | 62.1 (50.0, 76.2) 81 | 50.3(39.9, 62.5) 174 | 55.8 (47.8, 64.8)
Sunderland 156 | 45.8 (38.8, 53.6) 157 | 42.1 (35.8, 49.3) 313 | 44.0(39.2, 49.2)
Leicester 143 | 52.8 (44.3, 62.4) 112 | 37.9(31.1,45.7) 255 | 44.9 (39.5, 50.9)
Avg. above 10 147 | 53.7(------- ) 116 | 39.8(------- ) 263 | 465(------- )
NE Lincolnshire 102 | 51.5 (42.0, 62.6) 78 | 37.0(29.2, 46.2) 180 | 44.0 (37.8, 50.9)

The trends over time in the under 75 DSRs at ward, Area and Locality level are available
for respiratory disease on the Hull Atlas (which can be found at
www.hullpublichealth.org).

Standardised Mortality Ratios (SMRs) give an indication of how much higher, or lower,
mortality is in Hull compared with England. To this end, under 75 respiratory disease
SMRs are shown in Table 13 for Hull 2012-2014, together with 95% confidence
intervals. Under 75 respiratory disease mortality was 53% higher in Hull men than
expected if England rates applied, and 90% higher among Hull women. While the
confidence intervals were wide and overlapping, meaning we cannot assert any
statistical significance to observed differences between the Areas and Localities, men
and women in each of East and West Hull, as well as women in North Hull had
significantly higher mortality rates than would be expected if England rates applied to
these populations. Among men, those living in Northern, East, Park, Riverside and
Wyke Area Committee Areas had significantly higher mortality rates than expected in
England rates applied, as did women living in North Carr, Northern, East, Park and
Riverside.
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Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Table 13: Under 75 respiratory disease standardised mortality ratios, Hull 2012-2014

Area Under 75 respiratory disease SMR 2012-2014 (95% CI)

Males Females Persons
North Carr 71 ( 30, 139) 223 (136, 344) 138 ( 91, 199)
Northern 197 (129, 289) 210 (132, 318) 202 (149, 268)
North Hull 139 ( 96, 194) 216 (156, 292) 172 (136, 216)
East 153 (101, 222) 169 (107, 254) 160 (118, 210)
Park 171 (117, 242) 167 (106, 251) 170 (128, 221)
East Hull 153 (118, 195) 183 (138, 236) 166 (138, 198)
Riverside* 166 (115, 230) 301 (215, 409) 221 (174, 277)
West 128 ( 80, 194) 135 ( 80, 213) 131 ( 93, 178)
Wyke 165 (101, 254) 113 ( 54, 208) 143 ( 97, 205)
West Hull 160 (125, 201) 180 (137, 234) 169 (141, 201)
Hull 153 (131, 177) 190 (161, 222) 169 (151, 188)

*Riverside contains four wards of which one, Drypool, is in East Hull

The trends over time in the under 75 SMRs at ward, Area and Locality level are
available for respiratory disease on the Hull Atlas (which can be found at
www.hullpublichealth.org).

3.5.1 Preventable mortality

Table 12 gives the under 75 directly standardised mortality rate for all respiratory
diseases considered preventable per 100,000 persons for Hull and comparator areas for
2012-2014. Men and women in Hull had under 75 directly standardised mortality rates
from all respiratory diseases considered preventable that were 94% and 166% higher
respectively than the England average; as well as 69% and 99% respectively higher
than the regional average. So the large differences between Hull and England or the
region in under 75 mortality from all respiratory diseases becomes even larger when
considering only those deaths from respiratory diseases that are considered
preventable. The rates in Hull were higher than the average of the 10 comparator areas
for both men (38% higher) and women (85% higher), being higher than for each of the
10 comparator areas. This is one of the indicators in the Public Health Outcomes
Framework which was published in January 2012 (Department of Health 2012,
Department of Health 2012).
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Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Table 14: Total deaths and under 75 directly standardised mortality rates for all
respiratory diseases considered preventable per 100,000 persons 2012-2014, age-
standardised using the 2013 European Standard Population

Area Total deaths over three years and under 75 DSRs for all respiratory diseases

considered preventable 2012-2014 per 100,000 persons (95% CI), age-standardised

using the 2013 ESP
Males Females Persons
N DSR N DSR N DSR

England 12,476 | 20.1 (19.8, 20.5) 10,417 | 15.7 (15.4, 16.0) 22,893 | 17.8 (17.6, 18.1)
Hull 100 | 39.2 (31.8, 47.7) 112 | 41.7 (34.3, 50.3) 212 | 40.5(35.2, 46.4)
Yrks. & Humber 1,456 | 23.2 (22.0, 24.4) 1,413 | 21.0(19.9, 22.1) 2,869 | 22.1 (21.2, 22.9)
Wolverhampton 68 | 25.1(19.5, 31.8) 56 | 19.4 (14.7, 25.2) 124 | 22.1 (18.4, 26.4)
Salford 85 | 34.4 (27.4, 42.6) 73 | 29.3(22.9, 36.8) 158 | 31.8 (27.0, 37.2)
Derby 63 | 25.4 (19.5, 32.5) 53 | 19.6 (14.7, 25.6) 116 | 22.4 (18.5, 26.9)
Stoke-on-Trent 107 | 37.2(30.4, 45.0) 71 | 23.8 (18.6, 30.0) 178 | 30.4 (26.0, 35.2)
Coventry 92 | 29.0(23.4, 35.6) 72 | 21.2 (16.6, 26.7) 164 | 25.0(21.3, 29.1)
Plymouth 63 | 21.0 (16.1, 26.9) 63 | 19.8 (15.2, 25.4) 126 | 20.4 (17.0, 24.3)
Sandwell 86 | 27.0 (21.6, 33.4) 61 | 17.9 (13.7, 23.0) 147 | 22.4 (18.9, 26.3)
Middlesbrough 44 | 30.5 (22.1, 41.0) 45 | 28.4 (20.7, 38.1) 89 | 29.3 (23.5, 36.1)
Sunderland 91 | 27.3(21.9, 33.5) 106 | 28.4 (23.2, 34.4) 197 | 27.9 (24.1, 32.1)
Leicester 71 | 26.4 (20.5, 33.4) 53 | 17.6 (13.1, 23.1) 124 | 21.7 (18.0, 25.9)
Avg. above 10 77 | 283(------- ) 65| 225(------- ) 142 | 253 (------- )
NE Lincolnshire 61 | 31.0(23.7, 39.9) 52 | 24.6 (18.3, 32.3) 113 | 27.6 (22.8, 33.3)
3.5.2 Public Health Outcomes Framework

One of the indicators (4.07) within the public health outcomes framework published in
January 2012 (Department of Health 2012; Department of Health 2012) relates to
premature respiratory disease mortality, with two sub-indicators relating to all respiratory
diseases (4.07i) and respiratory diseases considered preventable (4.07ii). Screenshots
from the latest Public Health Outcomes Framework report produced by Hull Public
Health Sciences (Porter 2015) are shown in this section for these sub-indicators as
follows:

4.07i Under 75 mortality from respiratory disease (Figure 1)

4.07i Under 75 mortality from respiratory disease (males) (Figure 2)

4.07i Under 75 mortality from respiratory disease (females) (Figure 3)

4.07ii Under 75 mortality from respiratory disease considered preventable (Figure 4)
4.07ii Under 75 mortality from respiratory disease considered preventable (males)
(Figure 5)

1 4.07ii Under 75 mortality from respiratory disease considered preventable (females)
(Figure 6)

E

This report is updated regularly as and when new data are released. The full report may
be downloaded from www.hullpublichealth.org.
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Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Figure 1: Public Health Outcomes Framework Indicator 4.07i Under 75 mortality rate from respiratory disease

4.07i Under 75 mortality rate from respiratory disease

Age-standardised rate of mortality from respiratory disease in persons less than 75 years per 100,000 population. Directly standardised rate using 2013 European Standard Population. ICD
10 coding of deaths: 100-199.
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Figure 2: Public Health Outcomes Framework Indicator 4.07i Under 75 mortality rate from respiratory disease (males)

4.07i Under 75 mortality rate from respiratory disease

(males)

Age-standardised rate of mortality from respiratory disease in persons less than 75 years per 100,000 male population. Directly standardised rate using 2013 European Standard

Population. ICD 10 coding of deaths: 100-]99.
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Key points: Data points:

The baseline mortality rate amang men in Hull is 77.6 per 100,000 (35% confidence interval: 66.9 to 89.4 per 100,000)
The latest mortality rate among men in Hull is 69.6 per 100,000 (95% confidence interval: 55.6 to 80.7 per 100,000)
The mortality rate among men has improved from 70.0 per 100,000 in 2001-03 to 69.6 per 100,000 in 2011-13

The national inequalities gap (Hull minus England) has widened from 21.6 per 100,000 in 2001-03 to 30.5 per 100,000 in 2011-13
The local inequalities gap (most minus least deprived fifths) has widened from 57.3 per 100,000 in 2002-04 to 60.6 per 100,000 in 2011-13
The mortality rate among men ranges from 0.0 per 100,000 in Kings Park to 149.1 per 100,000 in Myton, a difference of 149.1 per

100,000
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Source: East Midlands Public Health Observatory (based
on Office for National Statistics source data). Baseline
period: 2009-11. Latest data: 2011-13. Analysis of local
trend, wards and local deprivation fifths involves using

national statistics (latest data 2010-12).
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Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Figure 3: Public Health Outcomes Framework Indicator 4.07i Under 75 mortality rate from respiratory disease (females)

4.07i Under 75 mortality rate from respiratory disease (females)

Age-standardised rate of mortality from respiratory disease in persons less than 75 years per 100,000 female population. Directly standardised rate using 2013 European Standard

Population. ICD 10 coding of deaths: 100-199.
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Key points: Data points:

The baseline mortality rate among womean in Hull is 51.1 per 100,000 (35% confidence interval: 42.9 to 60.5 per 100,000)

The latest mortality rate among women in Hull is 53.0 per 100,000 (95% confidence interval: 44.7 to 62.5 per 100,000)

The mortality rate among women has improved from 53.6 per 100,000 in 2001-03 to 53.0 per 100,000 in 2011-13

The national inequalities gap (Hull minus England) has widened from 20.1 per 100,000 in 2001-03 to 25.4 per 100,000 in 2011-13

The local inequalities gap (most minus least deprived fifths) has widenad from 65.5 per 100,000 in 2002-04 to 67.3 per 100,000 in 2011-13
The mortality rate among women ranges from 7.8 per 100,000 in Holderness to 135.8 per 100,000 in 5t Andrew’s, a difference of 128.0
per 100,000
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Source: East Midlands Public Health Observatory (based
on Office for National Statistics source data). Baseline
period: 2009-11. Latest data: 2011-13. Analysis of local
trend, wards and local deprivation fifths involves using
local population file so estimates differ slightly from
national statistics (latest data 2010-12).
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Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Figure 4: Public Health Outcomes Framework Indicator 4.07ii Under 75 mortality rate from respiratory disease considered

preventable

4.07ii Under 75 mortality rate from respiratory disease considered preventable

Age-standardised rate of mortality that is considered preventable from respiratory disease in persons less than 75 years per 100,000 population. Directly standardised rate using 2013

European Standard Population. ICD 10 coding of deaths: J09-111 and J40-144.
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Key points:

The baseline mortality rate in Hull is 36.1 per 100,000 (35% confidence intarval: 31.0 to 41.7 per 100,000)

The latest mortality rate in Hull is 36.9 per 100,000 (95% confidence interval: 31.8 to 42.5 per 100,000)

The mortality rate has worsened from 31.6 per 100,000 in 2001-03 to 36.9 per 100,000 in 2011-13

The national inequalities gap (Hull minus England) has widened from 11.2 per 100,000 in 2001-03 to 19.0 per 100,000 in 2011-13

The local inequalities gap {most minus least deprived fifths) has widened from 37.5 per 100,000 in 2002-04 to 42.2 per 100,000 in 2011-13

The mortality rate ranges from 6.1 per 100,000 in Holderness to 3.7 per 100,000 in Southcoates East, a difference of 77.6 per 100,000
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Data points:

Source: East Midlands Public Health Observatory (based
on Office for National Statistics source data). Baseline
period: 2009-11. Latest data: 2011-13. Analysis of local
trend, wards and local deprivation fifths involves using

national statistics (latest data 2010-12).
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Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Figure 5: Public Health Outcomes Framework Indicator 4.07ii Under 75 mortality rate from respiratory disease considered
preventable (males)

4.07ii Under 75 mortality rate from respiratory disease considered preventable (males)

Age-standardised rate of mortality that is considered preventable from respiratory disease in persons less than 75 years per 100,000 male population. Directly standardised rate using 2013

European Standard Population. ICD 10 coding of deaths: 109-J11 and J40-J44.
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Key points:
The baselina mortality rate among men in Hull is 41.2 per 100,000 {95% confidence interval: 33.5 to 50.1 per 100,000)

The latest mortality rate among men in Hull is 39.7 per 100,000 (95% confidence interval: 32.2 to 48.4 per 100,000)
The maortality rate among men has worsened from 35.9 per 100,000 in 2001-03 to 39.7 per 100,000 in 2011-13

The national inequalities gap (Hull minus England) has widened from 11.6 per 100,000 in 2001-03 to 19.3 per 100,000 in 2011-13
The local inequalities gap (most minus least deprived fifths) has widened from 37.3 per 100,000 in 2002-04 to 43.7 per 100,000 in

2011-13
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Data points:

Source: East Midlands Public Health Observatory (based
on Office for National Statistics source data). Baseline
period: 2009-11. Latest data: 2011-13. Analysis of local
trend, wards and local deprivation fifths involves using
local population file so estimates differ slightly from
national statistics (latest data 2010-12).
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Figure 6: Public Health Outcomes Framework Indicator 4.07ii Under 75 mortality rate from respiratory disease considered

preventable (females)

4.07ii Under 75 mortality rate from respiratory disease considered preventable (females)

Age-standardised rate of mortality that is considered preventable from respiratory disease in persons less than 75 years per 100,000 female population. Directly standardised rate using
2013 European Standard Population. ICD 10 coding of deaths: J09-J11 and J40-144.
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Key points:

The baseline mortality rate among women in Hull is 31.3 per 100,000 {95% confidence interval: 24.9 to 38.8 per 100,000)

The latest mortality rate among women in Hull is 34.4 per 100,000 (95% confidence interval: 27.7 to 42.2 per 100,000)

The mortality rate among women has worsened from 27.9 per 100,000 in 2001-03 to 34.4 per 100,000 in 2011-13

The national inequalities gap (Hull minus England) has widened from 10.8 per 100,000 in 2001-03 to 18.8 per 100,000 in 2011-13
The local inequalities gap (most minus least deprived fifths) has widened from 35.0 per 100,000 in 2002-04 to 40.4 per 100,000 in

2011-13
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Data points:

Source: East Midlands Public Health Observatory (based
on Office for Mational Statistics source data). Baseline
period: 2009-11. Latest data: 2011-13. Analysis of local
trend, wards and local deprivation fifths involves using
local population file so estimates differ slightly from
national statistics (latest data 2010-12).

The page was last updated on 25/03/2015
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3.6 Diagnosed Prevalence in Relation to Deprivation

Table 1 presents the prevalence of diagnosed asthma and COPD from the QOF
disease from these registers for all the general practices in Hull in 2013/14. However, it
is also possible to examine the prevalence by deprivation by assigning a deprivation
score to each practice based on the deprivation scores of their registered patients. This
analysis is presented within the more detailed disease reports (Hull JSNA Toolkit:
Asthma and Hull JSNA Toolkit: Chronic Obstructive Pulmonary Disease).

3.7 Inpatient Admissions in Relation to Deprivation

Figure 7 illustrates the average annual directly age-standardised daycase and inpatient
admission rates which involve a primary diagnosis of respiratory disease (any clinician
episode within that hospital stay) by local deprivation quintile over three financial years
2008/09 to 2010/11 (standardised to the European Standard Population). The 95%
confidence intervals are shown. The underlying data are given in the APPENDIX on
page 80.

It is possible that referral and treatment differs among the practices which could
potentially affect admission rates when examined at deprivation level. However, given
that approximately 84% of all COPD deaths are directly attributable to smoking (see Hull
JSNA Toolkit: COPD for further information), that 28% of respiratory admissions are for
COPD (Table 6) and that the smoking prevalence differs substantially among the local
deprivation quintiles (see Hull JSNA Toolkit: Smoking for further information), it is not
surprising that there is a statistically significant difference in the admissions rates among
the local deprivation quintiles. The standardised admission rate is 79% higher in the
most deprived quintile compared to the least deprived quintile. However, it is difficult to
ascertain if this pattern is reflecting
and least deprived quintiles should be steeper or less steep than the gradient observed.

A very small number of patients could have a relatively large number of admissions over
the three year period, which could influence the admission rates. However, it was felt it
was more useful to examine total admissions over the three year period rather than the

Oneed:¢d

tot al patients admitted, as admissions refl ec
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Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Figure 7: Age-standardised respiratory disease annual daycase and inpatient admission
rate per 100,000 persons for all ages by local deprivation quintile for Hull
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3.8 Mortality in Relation to Deprivation

The directly standardised mortality rates for deaths from all respiratory disease for
persons aged less than 75 years are given in Figure 8 (age-standardised using the
2013 European Standard Population®) for Hull for the period 2012 to 2014, by local
quintiles of the Index of Multiple Deprivation 2015. There is a relationship between under
75 all respiratory disease DSRs and deprivation quintile, with people living in the most
deprived fifth of areas of Hull having a premature mortality rate from respiratory disease
which is more than three times higher than for the people living in the least deprived fifth
of areas of the city. This relationship will be influenced by the strong association
between deprivation and smoking.

The underlying data are given in the in the APPENDIX on page 80.

Figure 8: Standardised mortality rates for respiratory disease per 100,000 persons aged
under 75 years by local deprivation quintile for Hull for 2012-2014, using 2013 European
Standard Population
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Under 75 directly agestandardised* all respiratory
disease mortality rate per 100,000 persons, 2012
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*using the 2013 European Local deprivation qunitile (IMD 2015;

Standard Population

® The European Standard Population (ESP), which was first used in 1976, was revised in 2013. Figures
using the 1976 and 2013 ESPs are not comparable. See Impact of Changes to European Standard
Population on directly Standardised Rates in the APPENDIX for further details.
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3.9 Programme Budgeting and Outcomes

As illustrated in Figure 9 expenditure on problems of the respiratory system per head for
2012/2013 in Hull was £86 compared to £96 for the Industrial Hinterlands average, £83

for the average of deprivation deciles 8-9, £83 for the Yorkshire and Humber region and

£84 for England. WhileHul | 6s expendi tur e o nalttlechgheitramt or vy
England and the region, it was 10% below the spend across the Industrial Hinterlands

group. The underlying data are given in the in the APPENDIX on page 81.

Figure 9: Expenditure by programme budget area, 2012/2013
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Detailed expenditure and outcome data at the sub-programme level had not yet been
released for 2012/2013 at the time of publication, but data for 2011/2012 were available
in Public Health Eng | a n d 0 stoolSpubli€ Health England 2014). Expenditure per
head for 2011/2012 in Hull on all problems of the respiratory system, as well as under
75 DSRs per 100,000 (1976 European Standard Population) for bronchitis, emphysema
and other COPD, bronchitis and emphysema, and asthma, from the 2011/2012 SpOT
tool are given in Table 15 for Hull and comparator areas.

Expenditure per head for 2011/2012 in Hull on obstructive airways disease was £14.25
(ranked 19™ highest out of 211 CCGs) compared to £18.90 for the Industrial Hinterlands
average, £17.60 for North East Lincolnshire, £15.84 for the Yorkshire and Humber
region and £14.25 for England.

For asthma, the expenditures per head in 2011/2012 were £21.11, £22.04, £21.02,
£20.99 and £19.14 for Hull, Industrial Hinterlands, North East Lincolnshire, Yorkshire
and Humber and England respectively with Hull ranked 48" highest.

The under 75 directly standardised mortality rate (DSR per 100,000 European Standard
Population) for bronchitis, emphysema and COPD combined, for bronchitis and
emphysema, and for asthma were all higher in Hull compared to the Industrial
Hinterlands average, North East Lincolnshire, the Yorkshire and Humber region and
England, with Hull ranked 9™, 415 and 7™ highest respectively out of the 211 CCGs

So overall, respiratory disease outcomes were worse for Hull compared to England, the
Yorkshire and Humber region, the Industrial Hinterlands average and North East
Lincolnshire. Spend was slightly lower in Hull on obstructive airways disease and
asthma in 2011/2012 compared to the Industrial Hinterlands average, but higher than
England and the Yorkshire and Humber region. Given the high prevalence of smoking,
the higher mortality rates in relation to England are not surprising.

Hull JSNA Toolkit: All Respiratory Diseases, December 2015 43


http://www.hullpublichealth.org/

Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Table 15: Respiratory disease outcomes in Y&H PHO programme budgeting tool

Area Expenditure per head 2011/2012 U75 DSR, 2009-11 (using the 1976
European Standard Population)
Problems of Obstructive Asthma Other Bronchitis, | Bronchitis & Asthma
respiratory airways respiratory emphysema | emphysema

system disease & COPD

£ Rnk £ Rnk £ Rnk £ Rnk | DSR | Rnk | DSR | Rnk | DSR | Rnk
England 83.82 14.25 19.14 50.43 11.3 0.74 1.15
Industrial Hinterlands 93.87 18.90 22.04 52.94 16.6 0.77 1.30
Yorkshire & Humber 83.53 15.84 20.99 46.70 13.9 0.61 1.25
Hull* 85.55 84 | 18.52 19 | 21.11 48 | 45.92 | 147 | 21.4 9| 1.07 41| 2.07 7
Darlington* 88.10 61 | 14.03 104 | 21.87 36 | 52.20 77| 16.0 39| 0.00 203 | 1.06 120
Durham* 83.36 | 106 | 16.68 39 | 19.60 102 |1 47.09| 129 | 16.5 35| 0.86 68 | 1.15 105
Gateshead* 106.75 7124.13 2] 20.74 63 | 61.89 14| 13.8 69| 1.28 27| 0.82 160
North Durham* 83.36 | 107 | 16.68 40 | 19.60 103 47.09| 130| 124 82| 0.67 100 | 1.59 40
South Tees* 86.83 73 | 16.19 47 | 21.76 38[148.88| 106 | 17.9 27| 0.21 184 | 1.37 64
South Tyneside* 113.56 2| 25.48 1| 20.49 77 | 67.59 3] 18.1 22| 2.02 7] 1.02 133
Sunderland* 108.84 51| 22.85 3] 20.96 50 | 65.03 6| 19.6 13| 0.52 128 | 0.81 161
Halton* 111.79 3| 21.37 8 | 26.58 3] 63.84 7| 16.8 31| 0.22 182 | 0.85 156
Salford 88.33 56 | 15.83 57 | 20.65 66 | 51.85 83| 255 5| 2.59 2] 1.23 88
Knowsley* 101.45 12 | 18.55 17 | 23.35 10 | 59.55 17 26.1 4| 0.17 193 | 1.31 74
South Sefton* 90.17 36 | 15.28 70 | 23.11 11| 51.78 85| 16.2 38| 1.37 24 | 1.67 35
Southport & Formby* 90.17 37 | 15.28 71 | 23.11 12 | 51.78 86 11.6 96| 0.76 81| 0.84 158
St Helens* 111.79 4| 21.37 9| 26.58 4| 63.84 8| 14.3 58| 0.36 160 | 0.86 155
Tameside&Glossop* | 101.88 9] 22.23 51 22.23 24 | 57.42 31| 1838 17| 0.27 175| 1.75 24
Leicester City 74.83 | 186 | 12.16 154 | 17.19 171 | 45.47 152 16.9 30| 0.94 60| 1.36 65
Stoke on Trent* 86.09 80 | 14.74 86 | 23.37 914799 | 119| 127 78 | 0.90 63| 0.99 137
Wolverhampton 74.45| 192 | 11.89 162 | 17.28 170 45.29 | 159 | 15.1 47 | 0.78 79| 1.33 71
Wirral* 81.51| 121 | 19.10 14 | 22.31 2114011 203 | 141 61| 0.70 95| 0.80 164
North Tyneside* 92.36 25 | 16.62 41 | 21.94 34 | 53.79 62| 16.7 33| 0.17 192 | 2.01 9
NE Lincolnshire 99.27 16 | 17.60 29 | 21.02 49 | 60.65 16| 141 63| 0.60 114 | 157 42

*Within Industrial Hinterlands group.
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4 PUBLIC HEALTH OUTCOMES FRAMEWORK

Further information about the Public Health Outcomes Framework (PHOF) which was
published in January 2012 (Department of Health 2012; Department of Health 2012) is
given within section 6.7.3 on page 66.

4.1 4.07 1 Premature Mortality

One of the PHOF indicators relates to premature mortality from respiratory disease.
This indicator is divided into two sub-indicators, one relating to premature mortality from
all respiratory disease and the other relating to premature mortality from respiratory
diseases that are considered to be preventable. Both of these indicators include
additional 0inequalitiesd i ndllypeavidedfer maes
and females.

4.1.1 4.071 7 All Respiratory Disease

Further information is given in Figure 1 in section 3.5.2 on page 33 for males and
females combined; in Figure 2 in section 3.5.2 on page 34 for males; in Figure 3 in
section 3.5.2 on page 35 for females.

4.1.2 4.07ii i Respiratory Disease Considered Preventable

Further information is given in Figure 4 in section 3.5.2 on page 36 for males and

females combined; in Figure 5 in section 3.5.2 on page 37 for males; in Figure 6 in
section 3.5.2 on page 38 for females.
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6 APPENDIX

6.1 Data Sources

The data sources for each table and figure included within this report are listed in
section 6.11 on page 82.

Local and national data is available from the NHS Information Centre Indicator Portal
(www.indicators.ic.nhs.uk/webview) which was previously known as the Compendium
(of Clinical and Health Indicators). The information provided is quite varied, such as
resident population estimates, information from the Quality and Outcomes Framework
(GP disease and quality of care registers), age-specific and indirectly and directly
standardised mortality rates for the main causes of death, cancer incidence, screening
uptake rates, number of births, fertility rates, hospital episode statistics, standardised
admission or procedural rates for a limited number of diseases or procedures, etc. The
NHS Information Centre Indicator Portal provides information for different geographical
areas (national 7 England, regional, and at local authority and/or CCG level). Some
information, particularly mortality rates, is usually provided for males and females
separately and combined, and for different age groups. The standardised mortality rates
are generally provided for all ages and for those aged under 75 years, with (indirectly)
standardised mortality ratios (SMRs) standardised to the English population and the
directly standardised mortality rates standardised to the 2013 European Standard
Population. This report generally* uses the mortality rates from the NHS Information
Centre Indicator Portal when presenting information for Hull overall, because these are
the nationally recognised figures and it is also useful to have the equivalent comparison
information for England, the local region and comparator areas.

For indicators within the Public Health Outcomes Framework (PHOF), England and the
local authority level data can be downloaded at www.phoutcomes.info. The Excel data
file al so c o nt aiworksheet whicim edntains thrmation about the
definition of the indicator and the data sources. In some indicators, reference is made to
nationally available data which is available at geographical areas smaller than local
authorities. For other indicators, it is possible to calculate the indicator at different
geographical area using local data (e.g. using hospital records or mortality data).

A number of other datasets and reports are available from the Information Centre
(www.ic.nhs.uk), including vaccination data (Information Centre for Health and Social
Care 2011) and Stop Smoking Service data (Information Centre for Health and Social
Care 2010).

* Note that locally derived estimates for mortality rates and life expectancy differ in relation to the national
estimates as different population estimates are used locally, however, the local estimates are produced as
the information is available around 4-6 months earlier and local estimates can be produced for different
defined groups (such as by deprivation quintile or at ward or area level), and these rates are not produced
nationally.
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Information from the 2011 Census is available for different geographical areas from
http://neighbourhood.statistics.gov.uk and www.nomisweb.co.uk/census/2011.

Information relating to the Index of Multiple Deprivation 2015 was downloaded from the
Communities and Local Government website (Communities and Local Government
2015). ACORN and Health ACORN classifications at postcode and output area level
were purchased from CACI (www.caci.co.uk/insite). Customer profile types (housing
types) were obtained from Hull City Council who derived the profiles.

The prevalence from the Quality and Outcomes Framework (QOF) GP disease registers
(see section 6.5 on page 54 for more information) have been taken from Excel files
downloaded from the Information Centre (Information Centre for Health and Social Care
2010).

The models to estimate the prevalence of disease (and compare the figures to the
figures on the QOF GP registers) were obtained from Doncaster PCT (Doncaster PCT
2008) and the Association of Public Health Observatories (www.apho.org.uk).

The GP registration file was available on the Primary Care Information System (PCIS),
previously known as Open Exeter (Connecting for Health, 2009). This file included
individual level data on all people registered with GPs within the Hull and East Riding of
Yorkshire PCTs (plus a few practices outwith this area). The file included gender, date
of birth, GP information and the postcode of the residence, and was merged with the
NHS postcode lookup file so that other geographical information was available (e.g.
lower layer super output areas). From this file, an estimate of the resident population
could be derived for subpopulations of Hull, such as the number of residents based on
ward or deprivation scores (derived from the Index of Multiple Deprivation 2015 score
assigned to the lower layer super output area (LLSOA) geography which includes the
residentsd postcodes, see Hull JSNA Tawl kit :
section 2.4 on page 9 for more information about deprivation scores). However, since
2013, individual-level population data has not been available. Aggregated data is still
available for each primary care practice®, and has been used in some local analyses in
particular analyses involving the registered or patient population of Hull such as the
analysis of the QOF GP disease registers. For local analyses which require an estimate
of the resident population, figures from the Office for National Statistics have been used
who produce estimates at ward and LLSOA level as well as for Hull overall. Their
estimates are produced for each gender separately and by single year of age. Breast
and cervical cancer screening uptake rates are also available from PCIS at practice
level.

The Public Health Mortality Files (PHMF) and the Public Health Birth Files (PHBF) are
both available to PCTs and more recently Public Health analysts at the local authority
from the Office for National Statistics (most recently via the Primary Care Mortality
Database). These files contain individual records for all deaths and births respectively in

® For all primary care practices in England, the number of registered patients by gender and single year of
age is available, as well as the total number of registered patients living in each LLSOA.
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Hull. The age, gender and postcode of each individual are included in the file. The
PHMF includes the date of death, underlying cause of death and place of death. The
PHMF has been used for analyses involving the calculation of the number of deaths
from specific causes as well as the calculation of standardised rates when mortality
information has been presented for wards and other local geographical areas, or by
deprivation quintiles. For these analyses, resident population estimates were derived
from the GP registration file mentioned above (Connecting for Health, 2009). In some
cases, the estimate for Hull has been presented, but this will not be the same as the
figure produced in the NHS Information Centre Indicator Portal due to the differing
population estimates. In these circumstances, the figure from the NHS Information
Centre Indicator Portal should be used in preference to any locally derived figures.
Using the resident population estimate from the GP registration file tends to produce a
slightly higher life expectancy estimate and a slightly lower directly standardised
mortality rate compared to the NHS Information Centre Indicator Portal, because the
local population estimate ( from the GP file) is slightly hi

Patient level data for daycase and inpatient admissions was obtained from local Hospital

Episode Statistics (Office for National Statistics 2009; Information Centre for Health and

Social Care 2014). Prior to April 2013, the HES dataset was provided by colleagues in

the Performance team of NHS Hull. The file included patient 6 s gender |, dat e
dates of admission and discharge, primary and secondary causes of admission and
information on any surgical procedures undertaken as well as the type of admission

(daycase, elective or emergency). For more information about Hospital Episode

Statistics data, see section 6.4 on page 53.

Projected population estimates were obtained from the Office for National Statistics
(ONS) from www.statistics.gov.uk.

Local information on the prevalence of lifestyle and behavioural risk factors and

measures of social capital was obtained from local surveys (see section 6.3 on page

51). National prevalence information was obtained from the General Lifestyle Survey

(previously General Household Survey) (Economic and Social Data Service 2008), the

Health Survey for England (Health Survey for England 2008) or Integrated Household

Survey (Office for National Statistics 2013). Alternatively, for indicators within the Public

Health Outcomes Framework, the data from the PHOF data tool was used (Public

Health England 2015)ordat a fr om sources quotes from with
within Excel data file downloaded from the PHOF data tool website.

Population projections relating to older people were obtained from the Projecting Older
People Population Information System (POPPI) website (see www.poppi.org.uk).

Social care information was obtained from Projecting Adult Needs and Service
Information (PANSI) (Oxford Brookes University and Institute of Public Care 2012).

Yorkshire & the Humber Public Health Observatory Programme Budgeting and Marginal
Analysis toolkit was available from www.yhpho.org.uk.
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6.2 Synthetic or Modelled Estimates

Synthetic or modelled estimates have been generated nationally, particularly in relation

to estimating the prevalence of behavioural and lifestyle risk factors at local authority

level. They are not based on o6real d dat a, but
statistical model. There are a number of reasons why they can be misleading such as

the poor quality or narrow focus of the original research, statistical problems with the

mo d e | suchfiast i hgwera model or l ack of testin
problems with generalisability of the model, and there is often lack of transparency so it

IS not possible to assess the quality of the underlying research or the model or know

when the model might be updated. Furthermore, just because the factors included in

the model change (e.g. age distribution or number of benefit claimants), it does not
necessarily mean that this will have a direct influence on the value obtained when the

model is updated. The synthetic estimates that have been generated to estimate the

smoking prevalence in Hull are misleading.

Further more detailed discussion of the problems with synthetic estimates is available in
the JSNA Toolkit: Glossary report. A further detailed document on this specific topic
available at www.hullpublichealth.org.

6.3 Local Surveys

In order to have an impact on reducing inequity in health and preventing disease rather

than just treating disease, It I s necessary t
towards health, and in order to accomplish this it is necessary to have knowledge about
health-related attitudes and behaviour s and peopl eds perceptions
as well as the prevalence of risk factors, such as smoking, and prevalence of diseases

and medical conditions.

National data are available for some health and lifestyle issues from nationally
conducted surveys, but since this covers the whole of England, historically relatively few
people within the local area have participate in the survey but more recently the
numbers within each local authority are much larger. Information from these national
surveys is useful as local results can be compared with national results (usually for
England), e.g. prevalence of smoking, prevalence of alcohol consumption or general
health status. However, in many cases different questions and response categories,
and differences in the survey designs, mean that it is not straightforward to compare the
results directly.
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A number of local quantitative and qualitative surveys have been conducted as follows:

1 Adult Health and Lifestyle Surveys
o 2003
o 2007
o 2009
o 2011-12
o 2014
1 Adult Black and Minority Ethnic Health and Lifestyle Surveys
o 2007
o 2012
1 Young People Health and Lifestyle Surveys
o 2002
o 2008-09
o 2012
Veteransd Health and Lifestyle Survey 20009
Social Capital Surveys
o 2004
o 2009
o (2007, 2011-12 and 2014 Adult Health and Lifestyle Surveys also
contained some questions on social capital)
1 Qualitative and Social Marketing Research
o0 Attitudes to Health Focus Groups 2007
0 Reflector Groups Following 2007 Adult Health and Lifestyle Survey
o Reflector Groups Following 2008-09 Young People Health and Lifestyle
Survey
o Reflector Groups Following 2011-12 Adult Health and Lifestyle Survey
o Reflector Groups Following 2012 Young People Health and Lifestyle
Survey

= =4

Further information about each of these local surveys and all the survey reports can be
found at www.hullpublichealth.org

Further (less detailed) information about each survey is also given in the Hull JSNA
Toolkit: Summaries and Information, and some of the other Hull JSNA Toolkit reports
where local survey data is presented, for example, those reports reporting health status
or the prevalence of risk factors.
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Some other quantitative and qualitative surveys, and patient and public involvement
projects have also been conducted by colleagues in NHS Hull as follows:

1 Other Surveys
0 5-A-DAY Survey 2004
o Community Groups Physical Activity Survey 2006-09 (see Hull JSNA
Toolkit: Physical Activity for more information)
1 Patient and Public Involvement Projects
0o Membership
o Listening Exercise AWebre AII Ear so

Further information about these other surveys and patient and public involvement
projects are given within the Hull JSNA Toolkit Release 4 report.

A number of other research projects have examined attitudes towards risk factors and
diseases for the purposes of informing local social marketing projects, and these are
mentioned within the specific Hull JISNA Toolkit documents, e.g. Chronic Obstructive
Pulmonary Disease, Breastfeeding.

6.4 Hospital Episode Statistics

Hospital Episode Statistics (HES) refers to the data generated during a stay in hospital.
Inpatient admission rates provide useful information about the general level of illness
and the use of hospital services within geographical areas. Patients admitted to a bed
for elective surgery, but discharged the same day are classed as daycases, and these
are included within inpatients in this document, unless otherwise stated. However, it is
very important to note that admission rates depend on how willing people are to make
use of medical services, the location and accessibility of services, as well as differences
in referral patterns and practices within primary and secondary care. These factors may
differ between geographical areas, and may explain different levels of hospital activity
rather than differences in the prevalence of disease. For example, in general, people
who live in more deprived areas are less likely to visit their GP than people with similar
levels of symptoms who live in more affluent areas. Referral rates can vary dramatically
among different GPs which can influence admission rates. Therefore, findings should
be interpreted cautiously with regard to assessing the general level of illness.
Nevertheless, analysis of inpatient admission rates will give an indication of the usage of
hospital services by patients or residents of different geographical areas.

When a patient is admici aedeposhdepi it a3l ganiéclit
transferred to the care of another clinician during their hospital stay, another clinician
episode is generated. Thus, there could be one or many clinician episodes during a
pati ent 6s hos potneeebksarily tha gase thatlthie primary and secondary
diagnoses codes remain the same. A patient could be admitted for cancer treatment
with this as the primary diagnosis, but they may develop respiratory problems during
their stay and be transferred under the care of another clinician (generating another
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clinician episode) and their primary diagnosis may change. Therefore, when examining
hospital episode statistics with a specific primary or secondary diagnosis, or assessing
the number of procedures or operations that have occurred, different results will be
obtained depending on which clinician episode is examined. If all clinician episodes are
examined then this will mean that all relevant diagnoses or procedures are included, but
reporting on the number of clinician episodes is not as useful as reporting on the number
of hospital stays/admissions or the number of patients.

The majority of admissions generate a single clinician episode, but a small number of
admission can generate a number of clinician episodes. There were 266,244 clinician
episodes for Hull residents over the three year period 2008/2009 to 2010/2011, and
224,590 (84%) were first clinician episodes, 29,886 (11%) were second clinician
episodes, and 7,489 (2.8%) were third clinician episodes. The maximum number of
clinician episodes during one patientos

These 266,244 clinician episodes were the result of 225,169 hospital admissions for Hull
residents over the three year period, and a total of 98,221 patients were admitted to
hospital during the three year period. Therefore, these patients were admitted on
average 2.3 times over the three year period.

For specific disease the number of admissions and the number of patients admitted over
the three year period could differ substantially. Therefore, when examining the data at
ward or practice level, it is possible that one or two patients could inflate the numbers
substantially. However, it was thought best to present the data in terms of the total
number of admissions over a period of time rather than the total number of patients
admitted, as admissions will reflect service usage. A small number of tables present
diagnoses out of all clinician episodes.

6.5 Quality and Outcomes Framework

As part of the General Medical Services contract implemented in April 2004, the Quality
Outcomes and Framework (QOF) was set out as a means for practices to measure
achievement against a set of clinical and other indicators that reflected the quality of
care provided to their patients. GP practices have been submitting QOF data since this
time via the Quality Management and Analysis System (QMAS), the national system
established to support the calculation of GP practice payments according to the
achievements against QOF.

Within each of the Hull JSNA Toolkit disease-specific reports the diagnosed prevalence
of the relevant disease is given from the Quality Outcomes and Framework (QOF),
where available. The Excel data tables can be downloaded from the Information Centre
(Information Centre for Health and Social Care 2010). Patients can be on more than
one disease register. Further information is available relating to the quality of care
received by patients on the specific disease registers. For instance, the number of
people on the diabetes register who have had retinal screening during the previous 15
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months, or the number of people on the coronary heart disease register in whom the last
blood pressure reading (measured in the last 15 months) was 150/90 or less, etc.
However, within this report it is not possible to examine these additional indicators.
Some key indicators have been examined in more detail at practice level for some of the
equity audits available at www.hullpublichealth.org.

In general, one would expect that Hull would have a higher prevalence of these
conditions relative to England as a whole and other less deprived areas, as the
prevalence of the risk factors is generally higher in Hull. However, this is not necessarily
the case, patients in more deprived areas may be less likely to present with symptoms
or their concerns and may as a result be more likely to be undiagnosed. Furthermore, if
mortality rates are particularly high for a particular disease compared to another
geographical area perhaps because patients present with their symptoms later or
because patients have other risk factors and/or co-morbidities which influence their
mortality, then it is possible that the prevalence of disease is lower in a deprived area
compared to a more affluent geographical area.

Note that the prevalence is not adjusted in any way for the patient population i for
example, practices with a relatively high percentage of elderly patients, patients in
nursing homes and patients who live in more deprived areas (who will have a higher
prevalence of risk factors such as smoking and poor diet and may be less likely to
present if they develop symptoms). However, as well as differences among the
practices which will be due to the patient population, there will also be differences in the
prevalence due to differences in how well the practices diagnose and record cases of
each disease and medical condition. A more detailed document has been produced
which discusses these and other issues (available on request). However, in summary
the following factors can influence the prevalence of diagnosed disease on the practice
registers:

Differences in age and gender structure among practices;

Differences in deprivation among practices (influenced by poor housing,

unemployment and lower paid jobs, increased stress, higher prevalence of risk

factors for poor health such as smoking, obesity, poor diet, lack of physical
activity, etc);

91 Differences in patient profiles among practices, such as practices predominately
serving student populations, a high proportion of nursing or care homes, or high
risk groups such as the homeless, drug addicts and asylum seekers, or other
choices made by the patient based on ethnicity or ease of travelling to the
practice which can influence the structure of the practice population;

91 Differences in resources and skills base among practices with larger practices, in
general, being able to produce more accurate and complete disease registers;

1 Different GPs specialising in different diseases and medical conditions, so

registers in those practices may be more accurate and complete compared to

other practices as patients with those specific diseases as patients within those
practices have been targeted by the GP(s) over a long period of time;

T
T
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1 Differences in the knowledge and attitudes to health among the patients will affect
the completeness of the register, with patients who tend to be more
knowledgeable about their health more likely to consult their GP about a
particular problem and therefore more likely to be subsequently placed on a
disease register compared to patients who accept poor health at a younger age
due to their family history and low expectations of health;

71 Differences in list size errors among practices can influence the disease
prevalence as practices with an inflated list size will have a higher true
prevalence of the condition compared to their calculated prevalence (based on
the incorrect list size).

Therefore, when comparing the prevalence and achievement figures among practices, it
is important to consider potential biases and circumstances for those particular
practices. The mean age and deprivation scores of registered patients is given in Table
16, and QOF prevalence information presented by practices have used General Practice
Groupings which categorise practices into four groups based on the mean age and
deprivation scores of their registered patients.

6.6 General Practice Groupings

The general practices in Hull differ with regard to their registered population in terms of
deprivation and age of patients (and other characteristics). When assessing different
characteristics of a practice in terms of health need, such as the prevalence of
diagnosed disease, hospital admission rates or mortality rates, it is generally more
useful to consider if a particular practice has a higher or lower prevalence or rate in
relation to other similar Hull practices (comparing like-with-like®) rather than compare
each practice with the Hull average or a national figure.

The Index of Multiple Deprivation 2015 has been used to measure deprivation (see Hull
JSNA Toolkit: Deprivation and Associated Measures and section 2.4 on page 9 for
more information). Nationally, a deprivation score has been assigned to each of the
lower layer super output areas (LLSOAS) within Hull. On average, 1,500 residents live
in each of the 166 LLSOAs in Hull. This IMD 2015 score has been determined for each
registered patient based on their postcode (and which of the 166 LLSOA they live
within). There is an assumption that the average deprivation score for the LLSOA is
representative for each registered patient and this might not be the case (the patients
registered at a specific practice may be more deprived than the average for their area i
see Hull JSNA Toolkit: Deprivation and Associated Measures for more information The
age distribution of all the patients registered with a practice is also known, so it is
possible to calculate the mean deprivation scores and mean ages of the patients for
each Hull practice.

6 Theoretically it is possible to group practices using more characteristics than deprivation and age,
however, as the number of characteristics increase, in practice, it becomes much more difficult to group
the practices into similar groups.
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The primary care groups were originally defined using the IMD 2007 using the
population as at April 2010 to calculate the mean IMD score and mean age of the
patients and practices were grouped into eight different groups (in JSNA Toolkit Release
4). However, the local CCG preferred a four peer comparison groups with a small
number of practices assigned to the same group for practical reasons, e.g. the practices
share the same practice manager’. In 2013, these four groupings were derived from the
mean IMD 2010 score and mean age of their patients to group practices into four
different groups (least deprived, most deprived, middle deprivation group with younger
population, middle deprivation group with older population).

In November 2015, a new Index of Multiple Deprivation 2015 was published (see Hull
JSNA Toolkit: Deprivation and Associated Measures and section 2.4 on page 9 for
more information), and the local CCG were forming their own groups of practices for
different purposes. Their groups were based on economies of scale, and were based
on which practices were currently working together or which practices might work
together in the future. Thus their groupings were more geographically based.

Within the JSNA Toolkit reports, the reason for grouping practices was different, so a
different set of groupings were produced. These comparison groupings together with
the CCGs geographical-based groupings have both been used when presenting
practice-level information such as disease prevalence information from the Quality and
Outcomes Framework, or hospital admission rates.

The new 2015 PHS groupings are based on the mean IMD 2015 scores and not the
mean age of the patients. It can be seen that within Figure 10, the mean age of the
patients does not differ greatly except for practices with a mean deprivation score under
30 or so. Thus, to simplify the primary care groupings, it was decided to simply group
on deprivation alone. As five groupings have generally been used in other analyses, it
was decided to use five primary care groups.

Table 16 gives the mean age of the patients registered with each practice (as at April
2015). The deprivation scores are given in Table 16, and should be used as a guide to
the level of deprivation within each practice.

Table 16 and Figure 11 give the assigned groups for each practice based on the mean
deprivation score of their registered patients. The groupings finalised so the total list
size of each group of practices were approximately similar. Group A (least deprived)
included 12 practices and had a total list size of 56,076 patients as at April 2015, Group
B included 8 practices with a total list size of 57,155 patients, Group C included 11
practices with a total list size of 55,980, Group D had 12 practices with a total list size of
59,043 and Group E (most deprived) included 12 practices with a total list size of 62,044
patients.

" The Clinical Commissioning Group (CCG) asked if practices could be grouped into four different groups
with certain practices included in the same group as the practice manager was the same, and they did not
wantt o produce different &épeer groupb6 reports i f their p

Hull JSNA Toolkit: All Respiratory Diseases, December 2015 57


http://www.hullpublichealth.org/

Further information, including the Interactive Hull Atlas, is available at www.hullpublichealth.org

Table 16 includes seven practices which were open in 2004/05 when the QOF GP
disease registers were first introduced, but have since closed. The list sizes, mean
deprivation scores (IMD 2004, 2007 or 2010) and mean age of patients are based on

their registered patients prior to closure.

Table 17 and Table 18 give the CCG groupings which are more geographical-based.

There are two versions as a
Groupo will be assigned. I
(Table 18).

fi
t

nal deci si on
Tabld 17) oeWesth2e r

A map illustrating the location of general practices in Hull is given In Hull JSNA Toolkit:

Geographical Area.

Figure 10: Mean deprivation score and mean age of registered patients for each general

practice as at April 2015
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Figure 11: Mean deprivation score and mean age of registered patients for each general
practice as at April 2015 and assignment to peer groups (based on deprivation alone)
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Table 16: Mean deprivation score and mean age of registered patients for each general practice as at April 2015 and
assignment to peer groups (based on deprivation alone)

Mean Approximate
Group | Practice patient closure date
age (if applicable)
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Lisi Mean Mean Approximate
Group | Practice size IMD patient closure date
2015 age (if applicable)
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Lisi Mean Mean Approximate
Group | Practice size IMD patient closure date
2015 age (if applicable)

*Practice closed.
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Table 17: CCG primary care groupings, 2015 (version 1)

Group PITECHIEE Practice name SISt S,
code Sept 2015
B81002 | Dr Kumar-Choudhary 3,463
B81112 St Andrew's - Bransholme 3,204
B81119 Dr Palooran & Koshy 4,427
B81616 Dr Hendow 2,513
North 1 B81634 | St Andrew's -Dr J Venugopal 2,722
B81685 Dr Poulose 2,394
B81688 | Dr Gopal 1,921
B81690 | St Andrew's - Northpoint 1,234
Y02344 | Northpoint (Assura) 3,152
B81021 | Faith House Surgery 7,683
B81035 The Avenues Medical Centre 6,123
B81048 | The Newland Group 8,785
North 2 B81049 | New Hall Surgery 9,401
B81072 Dr Percival & Partners 6,608
B81095 | Dr Cook (Field View Surgery) 3,742
B81104 | Dr Nayar (Newland Health Centre) 5,510
B81018 | Dr Awan & Partners (Orchard 2000) 6,049
B81046 | Bridge Group 9,017
North 3 B81094 | Dr Datta (Dr Raut) 1,323
B81631 | Dr Raut 3,523
B81644 | Chestnut Farm Surgery 2,252
Y02747 | Haxby Group (Kingswood, Orchard Pk & Priory Surgeries) 11,136
B81008 Morrill Street Group Practice 13,836
B81020 | Sutton Manor Surgery 7,446
B81053 | Diadem Medical Practice 11,875
East 1 B81080 Dr Malczekski 2,070
B81081 | New Green Surgery (Dr Tang) 3,964
B81635 | Dr Dave 3,141
B81674 | Dr Joseph 2,395
B81682 | Longhill Health Care Centre (Dr Shaikh) 5,274
B81040 | Dr Weir & Partners (Marfleet Group Practice) 14,644
B81066 | Dr Chowdhury 2,297
B81074 | Dr Rej (CHCP) 3,005
East 2 B81085 | Dr Richardson (Haxby - Burnbrae Surgery) 4,942
B81089 | Dr Witvliet 3,571
B81097 | Holderness Health Open Door 1,496
B81645 | East Park Practice (Assura) 3,660

Hull JSNA Toolkit: All Respiratory Diseases, December 2015

63



http://www.hullpublichealth.org/
































































