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JOINT STRATEGIC NEEDS ASSESSMENT
FOUNDATION PROFILE

1 EXECUTIVE SUMMARY

Background: This release incorporates data provided by Hull City Council and other partners
and forms a foundation for the updated Joint Strategic Needs Assessment (JSNA) which can be
found at www.jshaonline.org.

Population: As at October 2010, there were approximately 265,000 residents of Hull, with
approximately 290,000 persons registered with General Practices in Hull.

Deprivation: Based on the Index of Multiple Deprivation 2007 score, Hull is the 11™ most
deprived local authority in England (out of 354).

Life expectancy: For 2006-2008, life expectancy at birth for Hull men at birth is 75.0 years,
which is 2.9 years lower than England, and for Hull women it is 79.5 years, which is 2.5 years
lower than England.

Smoking: The prevalence of smoking in Hull is estimated to be 35.1% in Hull compared to a
national estimate of 22%. In Hull, it is estimated that 9% of boys and 21% girls smoke in year 11
(aged 15-16 years).

Obesity For both men and women, the prevalence of overweight and obesity is similar for
England and Hull (after adjusting to take into account that height and weight are self-reported) at
around 67% for men and 60% for women. In Hull for 2008/2009, 11% of boys and 10% of girls
aged four to five years old (school year R) were obese, and in the final year of primary school
(year 6; aged 10 or 11), 23% boys and 21% of girls who were obese, which was slightly higher
than the national rate.

Exercise: Overall, 35% of men and 25% of women fulfil the national exercise guidelines in Hull
compared to 39% of men and 28% of women for England. For secondary school pupils in Hull,
48% of boys and 34% of girls report exercise levelst hat ful fil the childrenods

Diet: A high percentage of men and women in Hull do not eat the recommended five portions of
fruit and vegetables daily (78% and 70% respectively). For secondary school pupils, the
majority of the younger children eat 5-A-DAY, but this falls to 40% for boys and 35% for girls in
year 11 (aged 15-16 years). However, this is considerably higher than the percentages
nationally so it is likely that young people in Hull have overestimated the number of portions.

Alcohol: In 2009, the percentage who drink excessively weekly alcohol units was lower in Hull
than England for 2008. However, in Hull a higher percentage of men binge drink (33%)
compared to England (26%), but binge drinking for women (18%) was lower than England
(22%). A small percentage (4%) of young people has exceeded the weekly units of alcohol
which apply to adults, with 10% drinking alcohol every week.

Drug and Substance Misuse: The estimated number of problematic drug users in treatment in
Hull between April 2008 and March 2009 was 2,052, and the figure for all drug users (including
problematic drug users) was 2,131. Only a very small number of pupils in years 7 and 8 (aged
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11-13 years) reported ever using drugs, but this increased with age so that by year 11 (aged 15-
16 years), 22% of girls and 18% of boys reported that they had used or tried drugs.

Screening: As at 31st March 2009, the percentage of women participating in breast screening is
lower for Hull (72%) compared to England (76.5%) and the local Strategic Health Authority
(78%). It is also one of the lowest of 10 comparator areas deemed similar to Hull, but still above
the target for breast screening of 70%. The percentage of women aged 25 to 64 years attending
cervical screening within the last five years as at 31° March 2010 for Hull (79.2%) were slightly
higher than England (78.9%) and the 10 comparator areas average (78.1%). Similar to most
other areas, in Hull, the target of 80% was not quite achieved.

Coronary heart disease: For 2009/2010, the prevalence of diagnosed CHD is higher for Hull
(3.8%) compared to England (3.4%) from general practice registers. For 2006-2008, the under
75 standardised mortality ratio (SMR) for CHD is 1.39 and 1.67 for males and females
respectively (so 39% and 67% higher for Hull than England).

Stroke: For 2009/2010, stroke and transient ischaemic attack prevalence is lower for Hull (1.5%)
compared to England (1.7%). For 2006-2008, the under 75 SMR for stroke is 1.38 and 1.68 for
men and women respectively for Hull (so 38% and 68% higher than England).

Cancer: For 2006-2008, the under 75 SMR for cancer is 29% higher in Hull compared to
England. A higher percentage of cancer deaths for men and women are due to lung cancer in
Hull compared to England. For 2006-2008 under 75 SMR from lung cancer for Hull is 1.79 for
men and 1.82 for women (so 79% and 82% higher for men and women respectively)

Diabetes: For 2009/2010, prevalence of diagnosed diabetes for those aged 17+ years is lower
for Hull (5.2%) compared to England (5.4%) based on general practice registers. For 2006-
2008, the diabetes mortality rate for Hull males and females is higher than England and similar
to comparator areas with similar ethnicity rates.

Chronic obstructive pulmonary disease: For 2009/2010, the prevalence of diagnosed COPD
is higher for Hull (2.1%) compared to England (1.6%) based on general practice disease
registers. For 2006-2008, the under 75 SMR is 1.7 for men in Hull (70% higher than England)
which is greater than comparator areas. For women in Hull, the premature COPD mortality rate
is almost double that of England and is one of the highest of all comparator areas.

Mental health: For 2009/2010, the prevalence of diagnosed dementia is lower for persons in
Hull (0.32%) compared to England (0.45%), as is the prevalence of diagnosed serious mental
health for Hull (0.76%) compared to England (0.77%) based on general practice disease
registers. The 2009 Social Capital Survey indicates worse mental health for women, the
younger ages and those living in the most deprived 20% of areas in Hull. Mental health is the
commonest disease group given for working-age claimants of Incapacity Benefit and Severe
Disablement Allowance in Hull (39% of claimants).

Children and young people: For 2006-2008, Hull has the same stillbirth rate as England (5.2
per 1,000 births), and a similar infant mortality rate compared to England (5.1 deaths per 1,000
live births in Hull compared to 4.8 in England). The percentage of low birth-weight babies in
2008 is slightly higher in Hull than England, but similar to comparator areas. (56%) are similar to
the average for the Industrial Hinterlands (54%) but lower than the average of the ten
comparators (64%), the Yorkshire and Humber region (68%) and England (73%).
Breastfeeding rates at 6 weeks are strongly associated with deprivation and ethnicity.
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JOINT STRATEGIC NEEDS ASSESSMENT
FOUNDATION PROFILE

2 SUMMARY

This release incorporates data provided by Hull City Council and other partners and
forms a foundation for the updated Joint Strategic Needs Assessment (JSNA) which can
be found at www.[jshaonline.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.

Geography: NHS Hull (formerly known as Hull Teaching Primary Care Trust (PCT)) is
one of 14 PCTs within the Yorkshire and Humber Strategic Health Authority. The
geographical boundaries for the PCT are coterminous with the local authority. There are
23 wards in Hull, seven local authority area committee areas (Areas) and three NHS
Localities within Hull.

Population: As at October 2010, there were approximately 265,000 residents of Hull,
with approximately 290,000 persons registered with General Practices in Hull. North
locality has approximately 63,000 residents, East approximately 95,000 and West
107,000 residents.

Deprivation and associated measures: Based on the Index of Multiple Deprivation
2007 score, Hull is the 11™ most deprived local authority in England (out of 354); 8 of
Hull 6s 23 wards are in the bottom 2% of

war d:

Hul |l 6s wards are within the mbaR00y thagawereed 449

14,900 residents claiming Incapacity Benefit and Severe Disablement Allowance in Hull,
which represents 8.7% of the working age population.

Life expectancy, general health and main causes of death: For 2006-2008, life
expectancy at birth for Hull men is 75.0 years, which is 2.9 years lower than England,
and for Hull women it is 79.5 years, which is 2.5 years lower than England. There were
considerable differences across the wards. For men, life expectancy estimates differ by
up to 10 years across the wards, for women, the differences is slightly larger at 10.2 years.
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There is a clear association between deprivation and self-rated health status, from the
2009 Hull Prevalence Survey, with 31% of those living in the most deprived 20% of
areas rating their health as o6fairdé or
least deprived 20% of areas.

The main causes of death in Hull are cancer and coronary heart disease (CHD), and
these two causes account for more than half of all deaths under the age of 75 years.
For 2006-2008, the under 75 standardised mortality ratio for Hull is 131, which means
the mortality rate, after adjusting for the difference in age and gender structure is more
than 30% higher in Hull than in England.

Smoking: The prevalence of smoking in Hull is high. From Hu | 200% Prevalence
Survey, 38.1% for men and 32.2% for women smoked in Hull (35.1% for men and
women combined), compared to 24% for men and 20% for women from the Health
Survey for England 2008. In particular, the difference in prevalence is much larger in
the younger age groups, with the prevalence of daily and occasional smoking in Hull
being around 40% higher than that of England.

The 2008-09 Young People Health and Lifestyle Survey estimated 9% of Hull year 11
boys (aged 15-16 years) smoked regularly, with 55% never smoking, compared to 21%
of Hull year 11 girls who smoked regularly and 32% who had never smoked. Rates
were lower in the younger age groups.

Overweight and obesity: For both men and women, the prevalence of overweight and
obesity is similar for England and Hull (after adjusting to take into account that height
and weight are self-reported) at around 67% for men and 60% for women. The largest
differences appears to occur for men aged less than 25 years, where the prevalence of
overweight and obesity combined is 33% for England compared to 44% for Hull.

In Hull for the most recent school year for which data is available (2008/2009), 27% of
boys and 24% of girls aged four to five years old (school year R) were overweight or
obese, including 11% of boys and 10% of girls who were obese. Over time, in girls,
increasing of overweight and obesity has slowed in recent years and has reduced for the
most recent school year to 23.7%, but for boys the prevalence has increased over time
to a high of 29.3% in 2007/08 slightly reducing for the 2008/09 school year.

For children in the final year of primary school (year 6; aged 10 or 11), 36% of boys and
35% of girls were overweight or obese, including 23% boys and 21% of girls who were
obese. There was no significant difference in the prevalence of overweight or obesity in
children among the seven Areas or three Localities, and there was no evidence of an
association with deprivation.

There were 4,348 Hull children who had their heights and weights measured when they
were aged 4-5 and again when aged 10-11 years old. Children who were overweight or
obese at 4-5 years were more likely to be overweight or obese at year 10-11 years,
however, there was considerable variability which makes it difficult to predict exactly
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which children might be overweight or obese at age 10-11 years (based on their
information at age 4-5 years).

Exercise: In general, men in Hull and women in Hull have lower percentages who
exercise to the national recommended levels (30 minutes of moderate or vigorous
exercise five or more times per week). The exceptions are for men aged 65-74 years
and for women aged 75+ years where the percentages are slightly higher for Hull than
England. The age-adjusted percentages (taken from the combined 2009 Hull Social
Capital and Prevalence surveys) fulfilling the national exercise guidelines are 35% in
Hull for men compared to 39% for England, and 25% for women in Hull compared to
28% nationally.

The 2008-09 Young People Health and Lifestyle Survey estimated that 48% of males
and 34% of females from school years 7 to 11 (secondary school pupils) in Hull
engaged in sufficient exercise to fulfil national guidelines for young people (at least one
hour daily).

Diet: Seven in ten men and eight in ten women in Hull felt they had a healthy diet, and
the percentage had increased between 2007 and 2009 although the percentage
reporting that they did not eat a healthy diet remained virtually the same. In addition, the
percentage who reported that they did not know what a healthy diet was or whether they
had a healthy diet has fallen between 2007 and 2009. A high percentage of men and
women in Hull do not eat the recommended five portions of fruit and vegetables daily
(78% and 70% respectively).

The 2008-09 Young People Health and Lifestyle Survey estimated the majority of year 7
(aged 11-12 years) school children in Hull eat five or more portions of fruit and
vegetables daily, but the percentage falls with age to 40% for boys and 35% for girls in
year 11 (aged 15-16 years). However, this is considerably higher than the percentages
nationally so it is likely that young people in Hull have overestimated the number of
portions eaten.

Alcohol: Between 2003 and 2009, the proportion of men aged 18-24 years who drink
everyday is lower in 2009, with the proportion drinking 4-6 days per week lower in every
age band for 2009. For women, the proportion drinking everyday was highest in the
majority of age bands for 2009, whilst the proportion of women drinking 4-6 days per
week was lowest in the majority of age bands for 2009, with the proportion of women
never drinking higher in 2009.

In 2009, the percentage of males who drink excessively during the week (22+ units) was
lower than that of England for 2008, similarly for women (15+ units). A higher
percentage of men and women in Hull did not drink alcohol the previous week compared
to England. However, the prevalence of binge drinking (8+ daily units for men and 6+
daily units for women at least weekly) is considerably higher in Hull compared to
England. A higher percentage of men binge drink (33%) compared to England (26%),
with the percentage of men in Hull binge drinking but staying within the recommended
weekly guidelines double the percentage for England. The percentage of women binge
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drinking was lower (18%) compared with England (22%), although the percentage
drinking within the recommended weekly limits and binge drinking was marginally higher
(11%) compared to England (9%).

As part of the 2009 Social Capital Survey, survey respondents who reported that they
drank alcohol were asked to state what they thought the current recommended daily and
weekly alcohol unit limits were. Those aged 16-24 had less awareness or knowledge of
national daily and weekly alcohol unit recommendations and as age increases this
awareness generally improved.

The 2008-09 Young People Health and Lifestyle Survey estimated a higher percentage
of both boys and girls in Hull who had drunk alcohol than boys and girls in England as a
whole, with the possible exception of boys aged 15 years. Higher percentages of girls
than boys had ever drunk alcohol in Hull from the age of 13 years onwards, whereas in
England it was from the age of 14 years. A small percentage (4%) of young people had
exceeded the weekly units of alcohol which apply to adults, with 10% drinking alcohol
every week.

Drug and Substance Misuse: The estimated number of problematic drug users in
treatment in Hull between April 2008 and March 2009 was 2,052, and the figure for all
drug users (including problematic drug users) was 2,131. The all age directly
standardised mortality rate for substance abuse for 2007-2009 was 7.7 deaths for men
and 2.5 deaths for women per 100,000 residents, with higher rates in West Locality
because it includes the city centre and relatively cheap accommodation and housing,
and more supported housing.

Around 1 in 10 pupils reported they had been offered or encouraged to try drugs in the
last three months, ranging from 4-5% for year 7 and 8 children (aged 11-13 years) to
19% for year 11 (aged 15-16 years). The drug that pupils most commonly reported they
were offered or encouraged to try was cannabis. Only a very small number of pupils in
years 7 and 8 reported ever using drugs. Among the older year groups, the
percentages increased with school year, and were higher in girls than boys for each
year group. By year 11, 22% of girls and 18% of boys reported that they had used or
tried drugs.

Prevalence of Multiple Risk Factors: The 2007 Attitudes to Health Survey highlighted
an association between risk factors in particular a relationship between alcohol and
smoking, and between lack of exercise, diet and obesity. For all of these risk factors,
gender, age and deprivation are confounders. The prevalence of the combination of five

ri sk factors was examined from Hull 6s adult

factors considered were smoking, alcohol, exercise, obesity and 5-A-DAY. In Hull, 2%
of men had all five of these risk factors, 13% had four, 31% had three, 35% had two,
16% had one and 4% had none of these five risk factors. Overall 0.6% of women had
all five risk factors, and women tend to have less multiple risk factors compared to men
but with a similar pattern across the age groups.
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The prevalence of multiple risk factors (smoking, alcohol, exercise, 5-A-DAY and drugs)
differed among different year groups for the Young People Health and Lifestyle Survey
2008-09. There was a gradual decrease in the percentage of boys having none of the
risk factors from 31% in year 7 (aged 11-12 years) to 13% in year 11 (aged 15-16
years), and this was mainly due to lack of exercise and eating less than 5-A-DAY. The
same was true for girls, but the percentage with none of the risk factors was lower
(ranging from 11% to 23%) and again this was mainly due to lack of exercise and eating
less than 5-A-DAY. Very few young people had three or more risk factors in
combination.

Screening: As at 31st March 2009, the percentage of women participating in breast
screening is lower for Hull (72%) compared to England (76.5%) and the local Strategic
Health Authority (78%). It is also one of the lowest of 10 comparator areas deemed
similar to Hull, but still above the target for breast screening of 70%.

The percentage of women aged 25 to 64 years attending cervical screening within the
last five years as at 31 March 2010 for Hull (79.2%) were slightly higher than England
(78.9%) and the 10 comparator areas average (78.1%). Similar to most other areas, in
Hull, the target of 80% has not quite been achieved.

Coronary heart disease: For 2009/2010, the prevalence of diagnosed CHD is higher
for Hull (3.8%) compared to England (3.4%) from general practice registers. It is also
possible that the undiagnosed prevalence of CHD is higher in Hull compared to
England. For 2006-2008, the under 75 standardised mortality ratio (SMR) for CHD is
1.39 and 1.67 for males and females respectively (so mortality rates 39% and 67%
higher for Hull than England). For men and women under 75 years, the mortality rate for
CHD is higher than the Industrial Hinterlands group (the Office for National Statistics
comparison group assigned to Hull) and the average of 10 comparators deemed similar
to Hull.

There is a clear and very strong trend for the under 75 year directly standardised
mortality rate for CHD across the five deprivation quintiles for 2007-2009. The premature
mortality rate from CHD is almost three times higher in the two most deprived quintiles in
Hull compared to the least deprived quintile in Hull.

Stroke: For 2009/2010, stroke and transient ischaemic attack prevalence is lower for
Hull (1.5%) compared to England (1.7%). For 2006-2008, the under 75 standardised
mortality ratio (SMR) for stroke is 1.38 and 1.68 for men and women respectively for Hull
(so mortality rates 38% and 68% higher than England). Both men and women have a
higher under 75 years SMR for stroke compared to the Industrial Hinterlands and the
average of the 10 comparators with the rates for Hull approximately 13% higher than
these comparators for men and approximately 40% for women. For women, the under
75 SMR is higher for all 10 of these comparator PCTSs.

There is a strong association between under 75 directly standardised rates for stroke

and local deprivation quintile with the mortality rate in the most deprived local quintile
being 2.7 times higher than that for the least deprived local quintile.
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Cancer: For 2006-2008, under 75 directly standardised incidence rate for cancer (all
sites) is higher for Hull men (358 per 100,000) compared to England (307 per 100,000),
with Hull women (339 per 100,000) also higher compared to England (301 per 100,000).

For 2006-2008, the under 75 standardised mortality ratio (SMR) for cancer is 1.29 for
Hull (so mortality rate 29% higher than England), which is higher than the Industrial
Hinterlands group and the average of the 10 comparators.

A higher percentage of cancer deaths for men and women are due to lung cancer in Hull
compared to England. For 2006-2008 under 75 SMR from lung cancer for Hull is 1.79
for men and 1.82 for women (so mortality rate 79% and 82% higher for men and women
respectively compared to England), and is one of the highest of the 10 comparator
areas.

Premature cancer mortality is strongly associated with deprivation. The under 75 lung
cancer standardised mortality rate for people living in the most deprived quintile areas of
Hull is 77.4 per 100,0000 persons compared to almost one-third lower (26.2 per 100,000
persons) in the least deprived quintile areas.

Diabetes: For 2009/2010, prevalence of diagnosed diabetes for those aged 17+ years is
lower for Hull (5.2%) compared to England (5.4%) based on general practice registers.
It is also possible that the undiagnosed prevalence of diabetes is higher in Hull
compared to England. For 2006-2008, the all-age diabetes mortality rate in Hull is
higher than England for men, but similar to areas with similar ethnicity rates. For
women, the mortality rate is only slightly higher than England.

A comparison of prevalence, inpatient admissions and mortality indicated that for a
particular prevalence level, there were substantially more hospital admissions (double
the rate) and more deaths in the most deprived quintiles areas compared to the least
deprived quintile areas of Hull.

Chronic obstructive pulmonary disease: For 2009/2010, the prevalence of diagnosed
COPD is higher for Hull (2.1%) compared to England (1.6%) based on general practice
disease registers. It is also possible that the undiagnosed prevalence of COPD is higher
in Hull compared to England. For 2006-2008, the under 75 standardised mortality ratio
is 1.7 for men in Hull (70% higher than England), which is greater than the average of 10
comparator areas deemed similar to Hull and the Industrial Hinterlands group average.
For women in Hull, the premature COPD mortality rate is almost double that of England
at 1.9 and is one of the highest of all comparators (Industrial Hinterlands group and 10
comparators).

Given the prevalence of smoking in Hull, it is not surprising that the premature mortality

rate for COPD is so high, with an estimated 84% of COPD deaths directly attributable to
smoking.
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Mental health: For 2009/2010, the prevalence of diagnosed dementia is lower for
persons in Hull (0.32%) compared to England (0.45%) and the prevalence of diagnosed
serious mental health for Hull (0.76%) is similar to that of England (0.77%) based on
general practice disease registers. It is possible that the undiagnosed prevalence of
dementia and serious mental health is higher in Hull compared to England.

In Hull during the period 2007-2009, there were 12 deaths to persons aged under 75
years and 195 deaths to persons aged 75+ years with the primary cause of death coded
as dementia. Over the three year period, there were over 40 deaths due to mental and
behaviour disorders due to psychoactive substance abuse, which were mainly in the
younger age groups.

The 2009 Social Capital Survey indicates worse mental health for women, the younger
and those living in the most deprived 20% of areas in Hull. The Black and Minority
Ethnic Health and Lifestyle Survey 2007 indicated worse mental health for failed asylum
seekers, almost one-t hi r d of whom stated that t he
worthwhilebd compared to 13 %eepdrantechandsless thah
4% for all other groups.

Mental health is the commonest disease group given for claimants of Incapacity Benefit
and Severe Disablement Allowance in Hull (39% of claimants). Myton ward has the
highest claimant rate with mental illness as the reason given for the claim. The claimant
rate is strongly associated with deprivation. Therefore, it is not surprising that Myton has
a high claimant rate as it is the third most deprived ward in Hull. However, for Myton the
type of accommodation may be a factor as well with more cheap accommodation and
supported housing in this ward.

Children and young people: For 2006-2008, Hull has the same stillbirth rate
compared to England (5.2 deaths per 1,000 births). The crude infant mortality rate for
2006-2008 is 5.1 per 1,000 live births which is slightly higher than England (4.8) and
similar to that for the Industrial Hinterlands group, but considerably lower than the
average of the 10 comparator groups and lower than the regional average. The
percentage of low birth-weight babies in 2008 is slightly higher in Hull than England, but
similar to comparator areas.

The breastfeeding initiation rates for 2009/2010 in Hull (56.2%) are similar to the
average for the Industrial Hinterlands (54.4%) but lower than the average of the ten
comparators (64.0%), the Yorkshire and Humber region (68.0%) and England (72.7%).
Breastfeeding rates at 6 weeks were examined in more detail for babies born over a four
month period (February to May 2009). The rates were strongly influence by deprivation
and ethnicity. Around one in five babies who lived in the most deprived and second
most deprived quintile areas of Hull were totally breast-fed at 6 weeks, whereas in the
least deprived and second least deprived quintile areas this was around one in three or
higher. Three-quarters of babies were exclusively bottle-fed in the most deprived areas
compared to around 60% in the least deprived areas. The percentage exclusively
breast-fed at 6 weeks was highest in the Non-British White group (64%), Black or Black
British (55%) and Asian or Asian British (52%) and lowest in White British (23%).
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3 INTRODUCTION

3.1 Release of Joint Strategic Needs Assessment Foundation

It is the intention to release the foundation profile(s) on an on-going basis, with new
information added to the document and existing data updated as new information
becomes available over time. The two tables in the APPENDIX starting on page 944
gives 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.

This document has been produced for use primarily as an electronic document rather
than as a hardcopy. Therefore, certain topics may be duplicated, or there will be
references to other sections of the report. It is hoped that the reader can find the
information by electronic searching, using the hyperlinks within the document and on the
contents page, and by using the index.

3.2 Uses of This Report

This release incorporates data provided by Hull City Council and other partners and
forms a foundation for the updated Joint Strategic Needs Assessment (JSNA). 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.

It is hoped that readers of this report can assess the levels of health, ill-health or risk
factor that they are interested in for their particular ward, Area or Locality and relate this
to national figures. In addition, the information provided in this profile can be used as a
baseline level of health or ill-health in performing health needs assessments and health
equity audits.

The document also includes other information on more qualitative research and social
marketing (in relation to specific risk factors see section 8 on page 233 and in relation
to the way the research was conducted see section 13.2.2 on page 794), some
information existing public health programmes (in relative to specific risk factors see
section 8 on page 233) and information on joint working between NHS Hull and Hull
City Council (see section 13.3 on page 802).
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3.2.1 GP Consortia and Commissioning

In order to inform commissioning, information is needed as to the health needs of the
local population as well as future changes to the population and need. The information
needs to be at population | evel, andthemasasur e
an undiagnosis of disease and medical conditions as some patients do not present with
their symptoms. Whilst the targets are still under consultation, it is likely that a number
of key targets will remain (see section 3.3.6.2 on page 52) such as reducing the all age
all cause mortality rate and premature mortality from cardiovascular disease and cancer.
In order to reduce these rates long-term, it is also necessary to commission public
health services such as smoking cessation and weight loss programmes. Therefore,
obtaining information about the prevalence of health and behavioural risk factors is
important. Reducing the inequalities gap is also a target, and this requires further
knowledge about differences in risk factors, treatment rates and mortality rates, etc
among different groups.

From the Health White Paper (Department of Heath 2010) and the Public Health White

Paper (Department of Health 2010), new Health and Wellbeing Boards will be set up to
support coll aboration across the NHS and | oca
needs as effectively as possible. GP consortia and local authorities, including Directors

of Public Health, will each have an equal an explicit obligation to prepare the Joint

Strategic Needs Assessment (JSNA), and to do so through the arrangements made by

the health and wellbeing board (see section 3.3.6.1 on page 52).

3.2.2 World Class Commissioning

Considerable work has been undertaken in Hull to inform the World Class
Commissioning (WCC) strategy. There were a number of goal areas for WCC, and
within this document, these goal areas are discussed in separate sections: heart
disease (section 10.1.2 on page 447); stroke (section 10.1.3 on page 466); chronic
obstructive pulmonary disease (section 10.5.3 on page 612); diabetes (section 10.3 on
page 564); cancer (section 10.2 on page 501); mental health (section 10.9 on page
656); and children and young people (section 10.12 on page 730). There is no readily
available information on primary care and community access to present so this is not
i ncluded. The ninth WCCwhich anderpims al thesdiaggead, t i n g
and there is a separate section on risk factors within this document (section 8 on page
233). Further areas were added to the WCC Strategy for the second year of WCC
(2010). Due to the major reorganisation of the NHS in relation to commissioning (see
section 3.3.6 on page 51), there may be differences in terms of targets, key goal areas,
etc. However, the main focus will be continuing to improve the health of the people of
Hull, and as a result, any new strategy will commission services which tend to focus on
the main causes of mortality and morbidity in Hull which will remain unchanged.
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3.23 Health Needs Assessment

Wright et al (Wright, Williams et al. 1998) s t a t Assessmefiit of health needs is the
systematic method of identifying unmet health and healthcare needs of a population and
making changes to meet those unmet needs. It involves an epidemiological and
qualitative approach to determining priorities, which incorporates clinical and cost

effectiveness and patientds perspectives.

and economic considerations of needs, that is, what should be done, what can be done
and what can be afforded.o

I n a d dHedalth reeds asgsessment (HNA) should not just be a method of measuring
ill-health, as this assumes that something can be done to tackle it. Incorporating the
concept of a capacity to benefit introduces the importance of effectiveness of health
interventions and attempts to make explicit what benefits are being pursued.o

Therefore, Wright et al (Wright, Williams et al. 1998) states HNA gives the opportunity
for:

e Describing the patterns of disease in the local population and the differences from
district, regional, or national disease patterns;

e Learning more about the needs and priorities of their patients and the local
population;

e Highlighting the areas of unmet need and providing a clear set of objectives to
work towards meeting these needs;

TF

e Deciding rationally how to use resources t

in the most effective and efficient way;

¢ Influencing policy, interagency collaboration, or research and development
priorities.

This report informs the first step for equity audits 7 describing the patterns of disease in
the local population.

3.24 Health Equity Audit

There are various definitions of equity and of health equity audits, but essentially a
health equity audit identifies how fairly services or other resources are distributed in
relation to health o6éneedd of di fferent
programmes which aim to improve any inequity that is found.

group

The Government White P é&emtmend ¢fHealihs2004)g statke al t h 6

that tackling inequalities in health is a key priority and Primary Care Trusts (PCTs) are
required to undertake Health Equity Audits regularly to tackle inequalities for specific
diseases and medical conditions. The new Health White Paper (Department of Heath
2010) and the Public Health White Paper (Department of Health 2010) also highlight
reducing inequalities as a key priority.
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This document provides some information on the prevalence of some key diseases and
their treatment in relation to deprivation, and so could inform the first step of a health
equity audit. Successive steps of initiating interventions and assessing their success
are not covered in this report, and would need to be undertaken as additional steps for
those undertaking health equity audits.

Hull and East Riding of Yorkshire PCTs have produced joint health equity audits on
coronary heart disease (2004/05), cancer (2005/06), mental health (2006/07), diabetes
(2007/08) and chronic obstructive pulmonary disease (2010). A further health equity
audit is currently underway on stroke, and a short equity audit has been undertaken on
hypertension during 2011. These health equity audits are referred to within the specific
disease sections (sections 10.1.2.5, 10.2.1.9, 10.9.3.9, 10.3.6, 10.5.3.6, 10.1.3.5 and
10.1.6.2 respectively) with the full reports for the completed equity audits available at
www.hullpublichealth.org.

3.25 Programme Budgeting and Predictive Modelling for Resource
Reallocation

3.2.5.1 Introduction to Programme Budgeting
Programme Budgeting is a well-established technique for assessing investment in

health programmes rather than services. It can provide an overall view of how Hull PCT
expenditure (from Department of Health Programme Budgeting information) and health

outcomes compare with ardhoadentifi @og@rames that lkag g1 a n d

require further investigation. The two quadrant charts used in this section highlight
better/worse outcomes for spend across individual programmes relative to the England
average. Expenditure and outcomes are also considered in relation to the the cluster

group for Hull (Industrial Hinterlands) a n d Hul | 6s ne ar(dogh East o mp ar

Lincolnshire) based on analyses completed by the Office for National Statistics (ONS).
3.2.5.2  Expenditure

Hull has a relatively high proportion of expenditure that is not assigned to a specific
programme code, and this may give a less accurate picture of spend on each
programme. Figure 1 illustrates the 2008/2009 expenditure for each programme for
Hull, Industrial Hinterlands, North East Lincolnshire and England (see section 3.3.3 on
page 44 for more information about these comparator areas). Total expenditure in Hull
is estimated to be £1,595 per head compared to £1,525 for the Industrial Hinterlands
average, £1,864 for North East Lincolnshire, £1,605 for the SHA and £1,531 for
England. In relation to the Industrial Hinterlands group, the largest percentage
discrepancies occurs s oc i a l care needs wh e62% loweu(EL0.63s
for Hull compared to £28.04 for Industrial Hinterlands average per head), for @therd

-

C

areas of spend (which includes healthy individuals) wher e  Hul | 6s expendi tu
higher (A282.13 versus A191.65), for probl ems
i's 42% | ower (A4.94 versus A8.54), di sorders

41% lower (£11.91 versus £20.03) and conditions of the neonat es wher e
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expenditure is 37% lower (£10.78 versus £17.13). However, examining Figure 1, Hu | | 6 s
expenditure does not appear to be too dissimilar to the Industrial Hinterlands average or

North East Lincolnshire, although North East Lincolnshire is an outlier for cancers and
tumours, and for social care. The latter is not surprising as North East Lincolnshire Care

Trust Plus replaced North East Lincolnshire Primary Care Trust in full, as well as
inheriting responsibility for the management of adult social care from North East
Lincolnshire Council. The underlying data are given in the APPENDIX on page 816.
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Figure 1: Expenditure by programme budget area, 2008/2009
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3.2.5.3 Quadrant Chart i Expenditure and Outcomes

A quadrant chart categorises each programme into four quadrants in terms of
expenditure for 2008/09 and outcome relative to England (Figure 2). Each dot within
the quadrant chart represents a programme budget category. The three largest
spending programmes nationally (mental health, circulatory diseases and cancer) are
represented by larger dots. A programme outside the solid +2 z-scores box indicates
that the data is significantly different from the comparator average. Approximately 5% of
outcomes and expenditures will be outside this box (i.e. have z-scores larger than +1.96
or z-scores smaller than T 1.96). If the programme lies to the left or right of the box, the
programme is statistically significantly different on spend and if it lies outside the top or
bottom of the box the programme is statistically significantly different on outcome.
Programmes outside the box at the corners are statistically significantly different from
the England average for both spend and outcome. Programmes outside the dotted +1
z-score box, may warrant further exploration. Approximately 30% of outcomes and
expenditure will be outside this box. The underlying data are given in the APPENDIX on
page 816 (expenditure) and page 817 (outcomes).

Learning disabilities, disorders of the blood, hearing problems, problems of the gastro
intestinal system, problems of the skin, problems of the muscular skeletal system,
poisoning, healthy individuals and social care needs have no outcomes defined so
appear on the figure with zero outcomes (horizontal line).

I n relation to Engl and, with the excepti

worse than Englando s av.er agkul | 6s out c o me(direftlp rage
standardised premature mortality rate from epilepsy) and cancer and tumours (directly
age standardised premature mortality rate from cancer) are statistically significantly
worse than England (z-scores 1 2.02 and i 1.96 respectively).

Inrelati on t o Engl and, expenditure is stati

average for respiratory disease (z-score 3.11; 2" highest out of 152 PCTs), problems of
the gastro intestinal system (z-score 2.37, 2nd highest), poisoning (z-score 2.20; 3"
highest) and neurological (z-score 2.01; 7" highest).

Figure 3 illustrates similar quadrant chart information for Hull but in relation to the
Industrial Hinterlands average. However, instead of z-scores illustrating the outliers, the
outcomes and expenditures are ranked from one to sixteen. The underlying data are
given in the APPENDIX on page 816 (expenditure) and page 817 (outcomes).

Hull has the lowest spend (16™) of all PCTs within the Industrial Hinterlands group for
endocrine, nutritional and metabolic and disorders of the blood programmes. Hull has
the second highest spend out of the Industrial Hinterlands for adverse effects and
poisoning, gastro intestinal system and respiratory disease programmes. Hull also has
the second worst outcomes for mental health and neurological system. Hull is third for
maternity for outcomes and above the Industrial Hinterlands average for endocrine,
nutritional and metabolic, vision, neonates and trauma.

Joint Strategic Needs Assessment Foundation Profile i Hull Health Profile: Release 3. March 2011. 31

on of
neur ol
stica


http://www.hullpublichealth.org/Pages/hull_atlas.htm
http://www.jsnaonline.org/
http://www.hullpublichealth.org/

Interative Hull Atlas: www.hullpublichealth.org/Pages/hull_atlas.htm More information: www.jsnaonline.org and www.hullpublichealth.org

Figure 2: Quadrant chart, expenditure versus outcome for Hull relative to England
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Figure 3: Quadrant chart, expenditure versus outcome for Hull relative to Industrial
Hinterland PCTs
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3.2.5.4 Diabetes Programme Budgeting and Marginal Analysis Pilot in Hull

The Yorkshire and Humber Public Health Observatory (YHPHO) led the Programme
Budgeting and Marginal Analysis (PBMA) pilot project in Hull Teaching Primary Care
Trust with diabetes (for persons aged over 16 years) chosen as the area of care.

The aim of the pilot was to test the model of PBMA at the micro level (within the
diabetes programme budget of Hull PCT) as proposed in a seven stage process
suggested by Ruta et al (Ruta, Mitton et al. 2005).

The resource envelope for the PBMA project was assumed to be neutral so that any
service growth would have to be funded from taking resources from elsewhere in
diabetes care. In Hull, the programme budget was broken into finance, activity and
outcomes.

Financial information for diabetes (category four: endocrine, nutritional and metabolic
problems of the National Programme Budget) for 2004/2005 and 2005/2006 was
available at the start of the pilot and halfway through the pilot, figures were produced for
2006/2007 which were incorporated. The percentage allocated to diabetes in the
primary care category which involved spend on prescribing, acute care, ambulance
services and community services was determined through the amount allocated to
diabetes through attainment of Quality and Outcome Framework (QOF) points. This will
be an underestimate as it does not take into account the cost of primary care
infrastructure. Prescribing in primary care made up the majority of the prescribing costs.
It was acknowledged that the programme budget did not fully reflect the true costs of
providing diabetes care in Hull. Firstly, it only captured NHS costs and secondly, it was
acknowledged that patients with diabetes often have a range of co-morbidities caused
by or exacerbated by their condition which could fall under another programme budget
category. The budget information included costs for providing care to those under 16
years, but due to the limited time period, unpicking the care for the under 16s from the
budget would have taken up valuable time and was not necessary for the marginal
analysis as the resources connected with any proposed service changes would only
focus on adult care.

The pilot looked at the routinely available activity data. Secondary care activity could be
subdivided into inpatient and outpatient. Inpatient activity was assigned to the
programme budget using Healthcare Resources Groups (HRG) codes. For outpatient
activity there is no diagnosis code and so this was assigned to the budget on a
percentage basis. Similarly community service costs are assigned to different
programme budgets on the basis of a sample of activity. No accurate activity was
available for community services in Hull. Similarly activity data was not available for the
ambulance service or primary care.

The Diabetes Commissioning Toolkit (Department of Health 2006) was used to capture

the outcomes data available for Hull. This framework maps outcome measures and
sources of data (where available) to the diabetes care pathway from primary prevention
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to end of life care. It also includes specific outcome measures for complications such as
gestational diabetes, mental health, complex needs, etc. The outcomes framework was
initially populated with information in the public domain. This was supplemented with
locally available data which had been collected by the Public Health Sciences team as
part of an equity audit focussed on diabetes care (see section 10.3.6 on page 578 for
more information).

An advisory group was selected so that all stakeholders were represented. This
included the following: Diabetes Network Manager; Dietician; Consultant Diabetologists;
Diabetes Specialist Nurse; Medical Director; Director with Board responsibility for
diabetes; Assistant Director Public Health Sciences; Epidemiologists; Associate Director
Finance, Senior Management Accountant; Assistant Director Planning and Service
Development; Primary Care Facilitator for diabetes; Performance Manager Primary and
Community Care, Practice Nurse, GP.

Locally relevant decisions making criteria were determined based on criteria that had
been used in other PBMA exercises. The criteria fell under four main headings:

e Policy and Strategy (national objectives; local objectives; impact on inequity)

e Feasibility and Practicality (affordability; ease of implementation; acceptability
to partner agencies; availability of staff; service user acceptance; able to be
implemented within agreed time-scales)

e Effectiveness (number of patient beneficiaries; evidence base; magnitude of
individual benefit; physical; mental; social; life expectancy; degree of risk to
delivery of benefit)

e Quality of Service (patient/carer experience; access and waiting times; equity
and health inequality impact; human resources and staff impact; quality of
physical resources (buildings etc); sustainability of service).

The advisory group were asked to consider these four criteria, including the sub-
categories and were asked to O6spenddé 100 poi
This point allocation method was chosen as it was easy to understand, quick to carry out
and produces a robust result. A patient group was also asked to weight the same
criteria in a similar way to the advisory group. Their weighting was presented separately
to the advisory group, as the group were keen to explore the effect on prioritisation
which the difference in the groupso6é6 weighting

The advisory group identified options for change. The Hull group felt that they had
already done considerable work, through the Integrated Service Improvement
Programme (ISIP) and their work with external organisations, notably the Healthcare
Commission and the National Support Team for Inequalities to identify priorities for
service change. From the programme budget the group chose a list of priority areas for
service change. As a validity check, these were compared with the list of priority areas
which had been identified from work carried out in the PCT by the Healthcare
Commission and the National Support Team for inequalities.
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A workshop was arranged to collectively identify options for service change. The
invitation to this workshop was extended to ensure that it adequately covered all
stakeholders. The workshop was partly facilitated by a practice development manager
from the PCT to ensure that the proces
change and to strengthen organisational ownership.

The ISIP process had already generated some ideas for service change. Some of these
had been suggested by patients and in addition a patient group had added to this list.
Prior to the workshop these ideas were mapped to the priority areas and emailed to
those invited to attend the workshop. Invitees were asked to consider options for
service change in diabetes care which would improve outcomes in the priority areas or
which would release resources which could be used for reinvestment. For each service
change that required additional resource they were asked to come up with an option for
disinvestment or resource release; access to specialist advice to prevent emergency
admissions

A list of 15 options for service change which had the potential to improve outcomes was
identified. Some of these were resource neutral. A list of two options for service change
which resulted in resource release was identified. The following options were suggested
by the advisory group: improve diagnosis rates; control of HbAlc levels under 7.5 and
cholesterol under 5.0 (analysing practice in relation to prescribing); access, capacity and
waiting times for structured education; improve patient knowledge / measurement tools
for patients; patients to agree goals and document them; National Institute for Health
and Clinical Excellence (NICE) foot guidance; and prescribing. The following options
were suggested by the patient group: develop lifestyle services for those at risk of
developing diabetes; improve education for people with or at high risk of developing
diabetes; emphasise value of diabetes support groups in providing education and
support; need to access out of hours specialist advice; improvements in podiatry
services; and blood test strips for Type 2 patients.

The workshop took each priority area in turn, considered the ideas already put forward
and discussed potential service change which could be turned into a business case.
The workshop used a simple effort/impact matrix to quickly identify the ideas which had
the most potential to make a difference to outcomes in the priority areas and were
therefore worth working up into a business case. Volunteers undertook to use the
business case format which had been developed using the criteria to enable the options
to be considered and weighted by the Advisory Group.

The following priority areas were included as business cases:

1. Prevalence, Cholesterol and HbAlc, prescribing and footcare though Practice
Visit Programme. Use QOF, prevalence and prescribing data to assess
practice prevalence versus expected, cholesterol and HbAlc control and
associated prescribing practice. Introduce a practice visit programme with the
aim of increasing prevalence and improving control of cholesterol and HbAlc
levels through sharing good practice etc. The programme could also be
extended to include good practice i
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annual review. Group keen to ensure that the programme focussed on all
practices starting with those where the data suggested there was most
potential health gain.

2. Prevalence: The group were briefed on an existing initiative for coronary heart
disease (CHD) patients. As part of the initiative patients would have their
blood sugar tested and this could identify patients who were at risk of or had
diabetes. Clear pathway for patients identified in this way was required.

3. Changing insulin prescribing practice. Insulin is started in the diabetes
specialist service and the prescribing practice established there is continued
in primary care. Recent evidence on the cheaper forms of insulin may
suggest that a change in prescribing practice in the specialist service would
reduce insulin prescribing costs in primary care potentially releasing that
resource for reinvestment in the diabetes service.

4. Education. A review of the existing delivery pathway of patient and staff
diabetes education with the aim of standardising and quality assuring
education provision. The review will include examination of related lifestyle
education programmes provided by the PCT in public health and elsewhere.

5. Access to footcare. Review current footcare commissioning arrangements
with the aim of standardising and quality assuring footcare provision. There is
a link with this idea and the practice visit programme if that programme
includes a footcare element.

Only one of the ideas put forward was potentially resource releasing, changing insulin
prescribing practice.

The business case process was agreed with the
existing processes. Two forms were used. One form contained a brief description of

the service change and its impact on the criteria. This form had been designed as part

of the PBMA pil ot. The PCTO6s benefits reali:
and savings. Cases were developed for four of the priority areas:

e An audit in primary care which addressed prevalence, control of HbAlc and
cholesterol, prescribing practice and the delivery of footcare education.

e A review of the commissioning arrangements for community dieticians to realign
their remit from generalists to diabetes focussed enabling a wider roll out of
existing diabetes education and the development/support of alternative education
schemes.

e A review of the commissioning arrangements for community podiatrists to realign
their remit from generalist to specialist and to introduce foot education and
training on foot screening into primary care for staff and patients

e A minor change to an existing CHD Healthy Hearts project so that it could be
used to assist in identifying previously undiagnosed people with type Il diabetes.
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The original intention had been to circulate the finished business cases to the advisory
group a week before the meeting where they were to be evaluated. In the event the
cases were all tabled and did not contain all the information needed to make a complete
judgement on marginal benefit. Capacity was an issue as the PBMA was fitted in as
extra to the d6éday job6é and nwanager lpdehe productiont he di
of three of the business cases. The business case for changing prescribing practice
was not completed. Capacity to complete the business case was an issue here. The
change in prescribing practice was presented as part of the audit in primary care.
However in discussion the group recognised that this failed to address prescribing
practice for newly diagnosed diabetics. Clinicians on the group confirmed that by
changing prescribing practice in secondary care, there was the potential to release
resource from the prescribing budget in primary care as prescribing regimes were rarely
changed by primary care clinicians once set in secondary care. There was discussion in
the group about whether it would be possible to identify the savings and whether it was
possible to move the resource released from the prescribing budget to be reinvested in
primary care. This debate was taken up by the Director responsible for diabetes in the
PCT and is still ongoing. Although members of the group undertook to estimate
possible resource release from changing prescribing practice this had not been done by
the end of the pilot.

The group scored each business case against the four main criteria, giving each
business case a score against each criteria from 1-5. Scoring as a group meant that
any uncertainties about how the business cases met the criteria could be discussed
together and the discussion benefited from the experience of the different professionals
around the table. It also had the advantage of being quick to do. Scoring individually
would have more accurately captured individual opinions and could have been
aggregated into a single average score.

As all the business cases under consideration were a change to an existing service, it
was easy for the group to consider the added (or marginal) benefit of each business
case compared to the current service provided. This would have been more difficult to
do if the service change under consideration involved discontinuing a service and setting
up something different.

All the business cases presented were tabled as having no additional cost implications.
This meant that providing each case improved outcomes, they should all be
implemented. However, the group recognised that there would be a cost, in terms of
time, to implementing the service changes and so prioritised the cases in order of
weighted criteria. So the ranks for each business case were calculated. The Education
business case scored highest (4.17 for the using the patient-weighted benefit scores
and 4.05 using the professional-weighted benefit scores). The Footcare business case
scored second highest (4.03 patient-weighted and 3.83 professional-weighted), the
Audit scored third highest (3.93 patient-weighted and 3.45 professional-weighted) and
the Healthy Hearts business case the lowest (2.98 patient-weighted and 2.73
professional-weighted).
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All patients with diabetes would potentially benefit from the audit, education and footcare
service changes and so the number of beneficiaries for each is likely to be similar even
though this was not explicitly calculated. The Healthy Hearts project proposal focussed
on a smaller patient group, those with heart disease who were at risk of developing
diabetes or who had previously undiagnosed diabetes. Accepting the assumption that
there was no cost associated with the business cases for education, footcare and
Healthy Hearts, calculating the cost per beneficiary would have switched the rank order
of the Healthy Hearts and audit business cases as the Healthy Hearts project impacted
on fewer patients.

The final results of the pilot were tested in a number of ways. The group was asked to
reflect on whether the options for service change generated by the PBMA exercise were
the changes which they would intuitively have felt would have best improved outcomes
within the priority areas for change. In addition the results were presented to the Director
with responsibility for Diabetes and the Diabetes Network and its subgroups. The
questions asked were whether the options for service change could be implemented,
whether there were issues which needed to be taken into account which had not been
and, implicitly, whether there had been sufficient consultation on the options for service
change and therefore whether there was ownership of the final recommendations for
service change.

3.2.5.5 Predictive Modelling in Hull by Price Waterhouse Cooper

Predictive modelling involving sensitivity analysis to determine the impact on key
indicators of changes in service provision has been undertaken in conjunction with Price
Waterhouse Cooper (PWC) in a pilot. A template for data was provided by PWC where
local data could be entered into the models to produce estimates of future need. The
modelling included sensitivity analyses, i.e. changing the model inputs to assess the
effect of different levels of service change. The templates included modelling for 11
areas: reducing falls; reducing teenage pregnancy rate; increase Chlamydia screening
rate; reduce infant mortality rate; reducing smoking prevalence; increasing vascular
screening and use of anti-hypertensives/statins; increasing human papillomavirus
vaccination uptake; increasing bowel screening uptake; increasing breast screening
uptake; reducing alcohol misuse; and reducing obesity prevalence. The models outputs
were secondary care need, cost and mortality.

A bespoke service was employed with new models created by PWC to maximise the
usefulness of the predictive modelling for Hull. A programme of vascular screening was
already underway in practices within Hull, so reducing the prevalence of smoking was
felt to be one of the most important areas in relation to the existing templates (see Table
101 for the number of deaths directly attributable to smoking in Hull). The template for
reducing the prevalence of obesity was also used. PWC produced new models for
chronic obstructive pulmonary disease and diabetes. Smoking and obesity prevalence
data for each gender and age group were provided from the local Health and Lifestyle
Survey 2007 to provide initial baseline prevalence estimates. Different scenarios were
produced with differing future smoking and obesity prevalence rates for 2009/2010 to
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2031/2032 (relative to the baseline for 2008/2009). Based on previous research, the
PWC model used relative risks for morbidity and mortality separately for each disease
associated with smoking (lung cancer, ischaemic heart disease, stroke, chronic
obstructive pulmonary disease, etc) for current smokers, former smokers and never
smokers for males and females separately, and for each disease associated with
obesity (diabetes, colorectal cancer, breast cancer, kidney cancer, endometrial cancer,
gallbladder cancer, arthritis, coronary heart disease and stroke). For smoking, the
percentage of deaths attributable to smoking was also examined for different causes of
death, and assumptions were made about the number of years until the full effect of
quitting smoking was felt.

NHS Hull was provided with information which illustrates the period of time in which the
investment in these areas will impact on health outcomes (morbidity and mortality) and
also on acute service costs and activity. The information was provided as a hard copy
so further details are not provided within this Foundation Profile, and provide information
to assist WCC goal groups in priorisation.

3.25.6 Prioritisation Model

A local prioritisation model was calculated in order to prioritise additional financial spend
of approximately £90million for the different disease goal areas.

The different goal areas (chronic obstructive pulmonary disease (COPD), stroke, mental
health, cancer, coronary heart disease (CHD), children and young people (C&YP),
diabetes, urgent care, healthy lifestyles, sexual health, and alcohol and drugs) were
considered in relation to the additional funding, the financial/outcome quadrant for
2007/2008 for Hull relative to England and the Industrial Hinterlands, and the morbidity
and mortality impact scores. The prioritisation of the funding was undertaken on the
basis of the combined impact scores.

A score for disease morbidity was calculated by multiplying the prevalence of the
disease or condition by the relative impact. Morbidity for lifestyle was based on the
prevalence of the multiple risk factors of smoking, excessive weekly alcohol
consumption and/or obesity (from Table 160 and Table 161) and assuming that a
smaller proportion were currently experiencing morbidity associated with their
behavioural or lifestyle risk factor. A similar method was used for mortality using the
number of deaths for each disease (Table 80) with the impact denoting years lost so
deaths in infancy was given a higher impact score as this had a larger relative impact on
life expectancy and a lower impact score for stroke as the majority of deaths occurred
among those aged 75+ years. The number of deaths attributable to lifestyle was
calculated for smoking (based on information presented in Table 101) and alcohol
(based on cause of death given in Table 80).

The resulting scores for morbidity and mortality were separately classified as low,

medium or high as given in Table 1. A rank based on Onee
the classifications of morbidity and mortality combined for each goal area. It was

Joint Strategic Needs Assessment Foundation Profile i Hull Health Profile: Release 3. March 2011. 40

Wwa S


http://www.hullpublichealth.org/Pages/hull_atlas.htm
http://www.jsnaonline.org/
http://www.hullpublichealth.org/

Interative Hull Atlas: www.hullpublichealth.org/Pages/hull_atlas.htm More information: www.jsnaonline.org and www.hullpublichealth.org

recommended that 6% of the total budget was redistributed taking into account this rank

of éneedd and the rank of the current spend
National Statisticséindustrial Hinterlands classification group.
Table 1: Prioritisation relative morbidity and mortality impact scores
Goal area Relative | Relative | Need | Current | Recommendation
morbidity | mortality | rank | spend
impact impact rank
COPD Medium Medium 3 3 Maintain spend
Stroke Medium Medium 3 2 Trim spend
Mental health High Medium 2 1 Trim spend
Cancer Medium High 2 1 Trim spend
CHD High High 1 2 Increase spend
C&YP Medium Medium 3 3 No change
Diabetes High Low 4 2 Trim spend
Urgent care No data No data 3 Cost-saving/efficiency
Healthy lifestyles High High 2 2 No change
Sexual health Low Low 6 4 No change
Alcohol, drugs Low Medium 5 3 Reduce spend

Predictive modelling techniques were used in a project on investment priorisation
methodology for World Class Commissioning (WCC) goal areas and initiatives, led by an
external consultant John Hampson. This led to each WCC goal area group being
supplied with a set of priorities for their initiatives, which were used in spending
recommendations for year 2 of the WCC Strategy.

3.2.5.7  Scenario Generator

Scenario Generator is a predictive modelling tool that models changes in population
profiles, disease prevalence and patient pathways. A pilot project has set up the base
system for Hull, and has examined the impact on other providers of transferring services
to the proposed Integrated Care Centre. The base system models the patient flows for

all Hull residents, and uses predicted changes in populations to adjust prevalence and
illustrates the effect of these changes on both financial activity and patient activity.

There were plans that this software be rolled out to all WCC core groups to map impacts
of initiatives on patient flows in each pathway, as well as to look at any build up of
gueues in the system that may need resolving, and will model the financial impacts of
any changes.
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3.3 About This Document

The aim of this document is to present information about some key themes that have an
effect on the health and health care of the people of Hull, and show how the smaller
geographical areas within the local authority, such as wards, area committee areas
(Areas) or Localities, compare locally and nationally.

3.3.1 Topic Ordering

The document covers the following main topic areas:

e Geography
e Demography and demographics

o
o
o
o

Population structure
Births, fertility and deaths
Population projections
Ethnicity

e Deprivation and related measures

o

O O Oo0OO0oOo

o

Unemployment rates

Benefit claimants

Housing stock

Educational attainment

Index of Multiple Deprivation

Crime

ACORN and Health ACORN classifications

e General health characteristics

o

O O oo

o

General health status

Use of healthcare services
Hospital admissions

Life expectancy and mortality
Deaths at home

Winter deaths

¢ Risk factors for poor health

o

O O oo

o

Estimated total number of residents with main risk factors

Risk factors for black and minority ethnic groups

Smoking

Obesity including diet and exercise

Alcohol and drugs

Prevalence of multiple risk factors including 10-year cardiovascular risk

e Vaccinations, immunisation and screening

0]
o)
o

Childhood immunisation
Influenza and pneumococcal vaccinations
Screening
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e Main specific disease/topic areas:

o

O O O0OO0OO0OO0oOOo

o

Circulatory diseases including coronary heart disease and stroke
Cancer

Diabetes

Respiratory diseases including chronic obstructive pulmonary disease
Mental health and suicide

Sexual health including teenage pregnancies

Accidents

Children and young people mainly information in first year of life
Older people including predictions of future need

e References
e Glossary and explanation of statistical terms

o Explanation of numerous statistical terms

o Information on deaths occurrences versus registration

o Information on hospital episode statistics

o Information on quality and outcomes framework data

o Information on PBS diabetes model
e Appendix

o Data sources

o Information on local surveys conducted including qualitative research

o Information on partnership working

o Definitions and classifications

o Underlying data for figures

o Information time period, date last updated and source for all tables/ figures
e Index

There will be duplication across the areas listed above, but references to other sections

of the report will be included where this is the case.

Furthermore, information on

differences in health status, risk factors, hospital admissions, life expectancy and
mortality, etc will be included throughout the report where this information is available.
There are numerous health targets, and progress towards these targets will be provided
within the relevant sections, e.g. the life expectancy target will be included within life
expectancy section of report. However, the outcome measures are likely to change (see

section 3.3.6.2 on page 52).

included for the risk factors where available.
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3.3.2 Geographical Areas
Data are presented at a number of levels:

e Lower layer super output areas (areas used in Census with average 1,500
residents 1 less variability in resident population size compared to wards)

Wards

Area committee areas (Areas) used by the local authority

Localities used by the local NHS

Hull

Strategic Health Authority

Comparator areas (see section 3.3.3.1).

At general practice level (see section 3.3.3.3).

National (generally England for comparison purposes).

Not all the data are available at all geographical levels. For example, data may not be
available at the smallest geographical level where an event is rare, or national data may
not be available. Before 1% October 2006, Hull was divided into two Primary Care
Trusts (PCTs): Eastern Hull PCT and West Hull PCT, but merged into a single PCT (Hull
Teaching PCT which is now known as NHS Hull). Therefore, some data may be
presented for Eastern Hull PCT and West Hull PCT where it is not available in
alternative formats. Prior to 1% October 2006, Hull was within the North and East
Yorkshire and Northern Lincolnshire (N&E Y & NL) Strategic Health Authority (SHA) and
since then included within the Yorkshire and The Humber (Y&H) SHA together with 13
other PCTs.

PCT Public Health Profiles have been previously produced by the Public Health
Development Team®. These documents form the basis of this Public Health Profile
document which has incorporated the new Locality structure, and some information may
be provided for Hull and East Riding of Yorkshire combined. The three NHS Localities
are highlighted in the tables and figures where possible using yellow for North Locality,
green for East Locality and orange for West Locality. However, these are likely to be not
used in the future following the current reorganisation of the NHS.

3.3.3 Benchmarking and Comparator Areas

3.3.3.1 Comparator Areas for Hull

The Office for National Statistics (Office for National Statistics 2005; Office for National
Statistics 2007) has classified each PCT as one of 12 groups (Regional Centres;

! The Public Health Development Team worked across all four Primary Care Trusts in Hull and East
Riding of Yorkshire (Eastern Hull, West Hull, East Yorkshire, and Yorkshire Wolds and Coast PCTs) until
March 2006. The structure of the team changed on the 1% April 2006, with the team splitting between Hull
and East Riding of Yorkshire. The epidemiologists of this team became part of the Public Health Science
Team in the new Hull Public Health Directorate.
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Centres with Industry; Thriving London Periphery; London Suburbs; London Centre;
London Cosmopolitan; Prospering Smaller Towns; New and Growing Towns; Prospering
Southern England; Coastal and Countryside; Industrial Hinterlands; Manufacturing
Towns). Hull, with 15 other PCTs, is classified as being within the Industrial Hinterlands
group (group 7.11), however, Hull is the most unlike the average for this group, and it is
deemed as being most similar to North East Lincolnshire, which is actually in another
ONS Area Classification group.

The characteristics of Hull make it quite unique and no other geographical area is
Oextremely similard or O6very similaré to Hull
that are similar such as a similar population age structure, etc, but there is no area that
shares a number of characteristics of Hul |
ethnicity, deprivation, tight geographical boundaries, type of industry, type of housing,
workforce, etc. An analysis of comparable areas has been undertaken by the Hull City

Council (Hull City Council 2006) and Public Health Sciences team, and rather than rely

on a single geographical area (which will not be all that similar to Hull anyway) and

might have an unusual characteristic for the particular factor being compared, it is
preferable to examine Hull in relation to a range of different geographical areas. For
example, if comparing lung cancer mortality rates one comparator PCT might be similar

in other characteristics but have a much lower prevalence of smoking. Table 2 gives a

list of local authorities/PCTs for which Hull has been classified as being the most similar

by different organisations.

Table 2: Comparable areas to Hull

Local authority/ | ONS Audit OFSTED | Home | Institute of | Major
PCT Commission Office Public City
Finance

Wolverhampton

Y
Salford Y Y Y
Derby Y

Stoke-on-Trent

Coventry

_<
_<
<|=<|=<

Plymouth Y

Sandwell

<< |=<|=<|=<|=<]<|<

Middlesbrough Y

<|=<[=<

Sunderland

<|=<|=<|=<
<|=<|=<
_<

-<

Leicester

NE Lincolnshire Y

Knowsley Y

The local analysis of comparator areas is summarised in Table 3 which the degree of
similarity (VW most similar (generally within +5% of Hull); ¥ similar (within 10%); x not
similar (difference above 15%); xx least similar (difference above 20%; blank if neither
similar nor dissimilar or not applicable) between Hull and the potential comparator areas.
Most of the information presented in the table is from the 2001 Census, which was the
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basis for which ONS produced their Area Classifications.

More detailed information is

given in the APPENDIX on page 814, where the population, deprivation ranks, and
percentages of the population or households with a particular characteristic are given. It
can be seen that there is no area that is similar for the majority of characteristics examined.

Table 3: Potential comparator areas 1 characteristics (similarity summary)

Characteristic

Potential comparator area

5 £ = g
g s 2| = 2
2 5 s| 2| €| 5/8| €| &|¢8
Sl gz &) 8| &) 25| B &3
S| 88| &| 8| & §|5| 3| 3|¢
Population (2005, 000s) Y X W W XX Y X XX X XX XX
Age structure x WA y x | W x XX x
Deprivation score (IMD2004) XX XX vy XX XX Y X XX XX
Housing type XX XX XX XX X XX XX XX XX XX XX
Central heating x x N W x| xx x
Mean household rooms N W [N W W AW W W
Mean occupancy rating~ XX y v o] ox N W xx
Non White British 2006 xx | W Wl ox | W ox W W x| W
Marital status x| W x | W | N oxx | V] x v | xx
Single parent househlds V| xx v | xx NV | W
Limiting long-term ill/disability X x | N AN WA
Not good health Y VWV y x
Working NN W NN W] W W AW W V
Unemployed XX | xx | xx XX VW | oxx XX
Students VW N[ W W XX XX XX XX
Retired v SR v v V v v y X
Sick / disabled not working Vol oxx | oxx | oxx X VY | xx | xx
No qualifications VWV xx | W | xx | oxx v V
Degree or higher XX xx | xx | W XX XX VW | xx | xx XX VWV
Cars/vans per household XX xx | xx XX XX XX y y XX
Land use vy XX xx | xx X XX VW xx | xx v XX
ONS area classification (IndHint) N LA

~Household scored as -2, -1, 0, 1 or 2 to measure overcrowding. For example, 72 relates to having at
least two fewer rooms than required based on an assessment of household members relationships to

each other, their ages and their genders.
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3.3.3.2 Health, Social and Economic Outcomes Benchmarking: A Tale of Three
Cities

A comparative analysis of Hull City against York and Sheffield as benchmarks and
national performance was conducted early in 2009. A wide range of data, produced in
partnership with the local authority and voluntary sector colleagues, were analysed, and
selected indicators used to benchmark health needs status, healthcare performance,
priority health outcomes and economic, housing and educational factors relating to
health. The analyses were helped to reach a wide audience by being produced as both
a standard report and an illustrated presentation using PowerPoint (available on
request; for contact details see page 2).

3.3.3.3  General Practice Groupings

The general practices in Hull differ with regard to their registered population in terms of
deprivation and age of patients. Whilst general practices can be compared, it is better
and easier to try to compare like-with-like. As a result, the general practices in Hull have
been grouped according to the average deprivation score of their patients and the
average age of their patients?>. The Index of Multiple Deprivation 2007 has been used to
measure deprivation (see section 6.9.1 on page 131 for more information). Nationally,
a deprivation score has been assigned to each of the 163 lower layer super output areas
(LLSOAS) within Hull. On average, 1,500 residents live in each LLSOA in Hull (although
with population changes to some areas, such as Kings Park, the number of residents is
higher). A deprivation score has been determined for each registered patient based on
their postcode (and their LLSOA). 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 section 6.9.1.2 on page 134 for more information).

Table 28 gives the mean age of the patients registered with each practice (as at April
2010). The deprivation scores are given in Table 49 should be used as a guide to the
level of deprivation within each practice. Figure 4 gives the mean deprivation score and
mean age of the registered patients for each practice (as at April 2010). Table 4 gives
the assigned groups for each practice based on the deprivation score and mean age of
their registered patients.

2 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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Figure 4: Mean deprivation score and mean age of registered patients for each general
practice as at April 2010 and grouping of practices
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Table 4: General practice groupings based on deprivation score and mean age of
registered patients as at April 2010

Group | Code Practice name List Mean | Mean | Contract IT Locality
size IMD age

West
West
West
East
North
West
North
North
North
West
East
North
North
East
North
East
East
West
North
West
West
East
West
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Group Code Practice name List Mean | Mean | Contract IT Locality
size IMD age
B81011 | Wheeler St Healthcr 5,230 36.0 40.6 GMS SystmOne West
B81038 | Dr Mather & Partnrs 7,709 34.6 42.0 GMS EMIS LV West
B81057 | Dr MacPhie & Koul 3,301 34.1 415 GMS Vision West
B81074 | Dr Rej 3,626 34.7 40.0 GMS SystmOne East
B81081 | Dr Tang & Partner 3,515 34.1 40.4 GMS SystmOne East
B81645 | East Park Practice 2,133 33.3 41.6 PMS SystmOne East
B81646 | Dr Shaikh 1,886 34.5 40.0 GMS EMIS PCS East
B81682 | Dr Shaikh & Partnrs 3,743 35.0 39.7 PMS SystmOne East
B81053 | Diadem Med Pract 10,388 41.3 40.5 GMS SystmOne East
B81054 | Dr Varma & Partnrs | 10,794 40.7 40.2 PMS SystmOne West
B81058 | Dr Foulds & Partner 8,672 37.9 42.2 GMS SystmOne West

B81066 | Dr Chowdhury 2,483 37.7 39.7 GMS SystmOne East
B81080 | Dr Malczewski 2,201 37.9 43.3 GMS SystmOne East
B81616 | Dr Hendow 2,570 37.1 39.3 GMS EMIS LV North

B81002 | Dr Kumar-Choudhary 3,833 42.6 34.6 PMS SystmOne North
B81112 | Dr GhoshRaghunath&Pts 3,491 42.5 34.2 GMS EMIS LV North
B81119 | Dr Palooran & Ptnrs 4,566 42.4 35.3 GMS EMIS PCS North

B81634 | Dr Venugopal 3,031 42.6 34.2 GMS EMIS LV North
B81674 | Dr Joseph 2,238 41.5 36.0 GMS SystmOne East
B81675 | DrTak & Stryjakiewicz 9,417 39.4 35.2 PMS SystmOne West
B81685 | Dr Poulose 2,400 41.3 34.7 GMS SystmOne North
B81688 | Dr Gopal 2,022 43.1 34.3 GMS SystmOne North
Y02344 | Northpoint 1,779 42.6 35.9 PMS SystmOne North
B81027 | St Andrews Gp Pract 5,974 45.4 40.2 PMS EMIS LV West
B81040 | Dr Newman & Ptnrs | 16,760 45.4 37.9 GMS Vision East
B81047 | Dr Singh & Partners 7,425 43.8 38.4 PMS SystmOne West
B81089 | Dr Witvliet 3,593 47.7 36.6 GMS EMIS PCS East
B81631 | Dr Raut 3,397 44.4 31.8 PMS EMIS LV North
B81683 | Dr Raghunath & Pts 1,672 47.4 35.8 PMS SystmOne West

QOOOOOO@|M|mm|m|m|m|mim|mmmm{mmmgo|oogloolog|lo

Y02896 | Story St Pract & Walk In PMS SystmOne West

3.34 Data Sources

Where possible, we have used sources of data that are routinely available nationally,
either as published material (e.g. the Compendium of Clinical and Health Indicators, the
Census, Quality and Outcomes Framework (QOF) data, etc) or from websites of
Government Offices (e.g. Department of Health). 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 others within NHS Hull or colleagues at
the Hull City Council and other organisations. The prevalence of lifestyle behavioural
risk factors comes from local surveys such as the local Health and Lifestyle Survey, and
comparison information from the annual Health Survey for England (Health Survey for
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England 2008) and the General Household Survey (Economic and Social Data Service
2008). Further more detailed information on the data sources used within this report
and information about the local surveys conducted are given in the APPENDIX on page
790. Furthermore, the source of each table and figure is given in section 13.7.1 on
page 947 (tables) and in section 13.7.2 on page 956 (figures).

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.

3.35 Listed Sections of This Release

Section 1 is the two-page executive summary.

Section 2 gives a summary of the findings.

Section 3 provides an introduction to this document and the background.

Section 4 gives an overview of the geographical area.

Section 5 gives an overview of the population including total number of births

and deaths, population projections, and estimates of ethnicity.

e Section 6 describes patterns of deprivation in the local population. This includes
information on the employment, benefit claimant rates, housing stock, educational
attainment and crime as well as describing the Index of Multiple Deprivation.

e Section 7 provides information on general health, including health status, limiting
long-term illness and disability, learning disabilities, hospital admissions, life
expectancy and mortality.

e Section 8 provides information about risk factors for poor health, providing local
information on the prevalence of smoking, alcohol consumption, obesity, diet and
exercise. The total number of people with different risk factors and the
prevalence of multiple risk factors are also estimated. This section also includes
brief information on existing programmes to reduce the prevalence of these risk
factors and some details on the social marketing work being undertaken.

e Section 9 gives information on vaccinations, immunisations and screening.

e Section 10 gives information on specific diseases or topics including seven of the
eight original key areas from the World Class Commissioning Strategy (coronary
heart disease; stroke; chronic obstructive pulmonary disease; diabetes; cancer;
mental health; and children and young people; with primary and community care
not included) as well as other disease areas or groups. Disease prevalence or
incidence, hospital admissions, mortality and quality of care information is
included. However, this information is not available for all the diseases presented
within this section (as some information is not available or the numbers of people
are too small). There are also be a section on older people, which includes
predictions on future need in relation to older people.

e Section 11 gives a list of references.
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e Section 12 is a glossary of terms and contains an explanation of some of the
statistical terms and methods used within the report.

e Section 13 is the appendix which includes further background information such
as details of the local surveys conducted, definitions and classifications used.
Information relating to the qualitative findings are also presented. The appendix
also gives the data for the underlying tables (page 814), and a table which gives
information on when each table and figure was last updated, the time period to
which the table or figure refers and the data source (page 944).

e Section 14 is the index.

3.3.6 Influence of NHS Reorganisation

This Release 3 of the Joint Strategic Needs Assessment Foundation Profile
concentrates on measures of health and well-being and influential factors for Hull
residents and/or the patients registered with general practices within the Hull (PCT or
local authority area). In the White Paper i Equi ty and excell ence:
published in July 2010 (Department of Heath 2010), a major reorganisation is planned
where the PCTs will no longer exist and commissioning powers are given to GP
consortia. In the local area, as at February 2011, the process of setting up the GP
consortia is underway. As well as this reorganisation, in the meantime (between now
and the disbandment of the PCTs in 2013), PCTs must cluster together to share key
functions and ensure that all statutory work is completed with their depleted staffing
levels (with staff leaving due to management cost reductions and leaving to find
employment prior to the PCTs being disbanded). It is likely that Hull PCT will be in a
cluster with East Riding of Yorkshire and North Lincolnshire, and possibly North East
Lincolnshire®. Nationally, an independent and accountable NHS Commissioning Board
will be set up. From the Public Health White Paper published in December 2010
(Department of Health 2010), local authorities will be given the responsibility for
I mpr ovi ng 3gteangpthackiighealkhenequalities, with Directors of Public Health
in upper-tier local government and unitary local authorities, backed up by a new service
Public Health England.

From the Health White Paper (Department of Heath 2010) and the Public Health White
Paper (Department of Health 2010), new Health and Wellbeing Boards will be set up to
support collaboration across the NHS and local authorities in order to meet communiti e s 6
needs as effectively as possible. GP consortia and local authorities, including Directors

of Public Health, will each have an equal an explicit obligation to prepare the Joint
Strategic Needs Assessment, and to do so through the arrangements made by the
health and wellbeing board.

® As North East Lincolnshire has taken on provision of social care it is not known if it needs to cluster with
other PCTs.
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3.36.1 General Practices and GP Consortia

The formation of the GP consortia is currently underway as at February 2011, and the
final GP consortium or consortia within the Hull area has not been agreed. It is possible
that there will be one GP consortium in the Hull area covering the GP practices that are
currently within Hull. However, this may not be the case, and it is possible that there
could be more than one consortium in Hull, or one consortium that also covers some
practices within East Riding of Yorkshire. Therefore, it is not possible, at this time, to
provide any information in relation to the local GP consortia.

3.3.6.2 Outcome Measures, Performance Targets and Progress Towards Targets

In the two years prior to May 1010, substantial work was undertaken in Hull developing
the World Class Commissioning (WCC) Strategy, and it included a number of targets for
improving health. Also prior to the change in Government (May 2010), in partnership
with the local authority, there were also a number of targets from the Local Area
Agreement (and Local Area Agreement 2) through the Health and Wellbeing Strategic
Delivery Partnership. In Release 2 of the Joint Strategic Needs Assessment Foundation
Profile, progress towards these targets was discussed. There were also a number of
Vital Signs targets. However, with the major reorganisations currently underway, it is
not clear what outcome measures will be retained and which, if any, indicators will
become new outcome measures and what the targets will be set at locally. The
proposals for new public health outcomes are currently (as at February 2011), under
consultation (Department of Health 2010).

In the list of potential public health outcomes are a number of indicators or similar
indicators which existed previously or were local measures including:

All age all cause mortality

Under 75 circulatory disease mortality

Under 75 cancer mortality

Differences in life expectancy between communities

Suicide and undetermined injury mortality

Breastfeeding at 6-8 weeks

Infant mortality rate

Incidence of low birth weight of term babies

Percentage of reception year and year 6 children who are obese

Child immunisation uptake rates

Hospital admissions for alcohol-related harm

Patients with diabetes HbAlc 7.0 or less measured in the last 15 months
Hospital admissions caused by unintentional or deliberate injuries to children and
young people

Cancer screening uptake rates

e Chlamydia screening uptake rates

e Access to genito-urinary medicine clinics
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e Smoking in pregnancy
¢ Influenza immunisation uptake rates
e Admissions from falls in the over 65s

There are also a variety of new potential outcomes measures such as:

Under 75 respiratory disease mortality

Under 75 chronic liver disease mortality

Rate of emergency readmissions within 30 days
Percentage of adults meeting national exercise guidelines
Rate of smoking quitters per 100,000 population

Rate of uptake of NHS Health Checks

Treatment completion rates for tuberculosis

Incidence of domestic abuse

Fuel poverty

Social connectedness

As it is not yet known which outcome measures and targets will be retained, progress
towards the main targets used previously will be discussed for this Release 3 of the
Joint Strategic Needs Assessment Foundation Profile.
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3.4 Local Surveys, Definitions and Statistical Methods

Further information on the local adult Health and Lifestyle Surveys conducted during
2003 and 2007, the Young People Health and Lifestyle Surveys conducted during 2002
and 2008-09, and the Social Capital Surveys conducted during 2004 and 2009 are given
in the APPENDIX on page 790.

Definitions of risk factors used in the local surveys, and information on the classification
of diseases and medical conditions, and classifications of surgical codes and
procedures are also given in the APPENDIX on page 805.

A glossary and further information is also given in section 12 on page 758 on statistical
terms and methods, this includes information on synthetic estimates, confidence
intervals, significance testing, standardisation, statistical considerations when
interpreting data for which there are only a small number of events. Knowledge of these
statistical methods is essential for many tables and figures in order to interpret the
information correctly.

Joint Strategic Needs Assessment Foundation Profile i Hull Health Profile: Release 3. March 2011. 54


http://www.hullpublichealth.org/Pages/hull_atlas.htm
http://www.jsnaonline.org/
http://www.hullpublichealth.org/

Interative Hull Atlas: www.hullpublichealth.org/Pages/hull_atlas.htm More information: www.jsnaonline.org and www.hullpublichealth.org

3.5 Abbreviations

Accident and Emergency (department)
.... Abdominal Aortic Aneurysm
... All Age All Cause Mortality Rate
.... A Classification of Residential Neighbourhoods
.... Action on Smoking and Health
.... Black and Minority Ethnic
.. Body Mass Index
Blood Pressure
Communities and Local Government
.. Children and Young People
Coronary Artery Bypass Graft
Common Assessment Framework
.... Children and Adolescent Mental Health Service
.... Counselling, Assessment, Referral, Advice and Throughcare (substance misuse)
.... Coronary Heart Disease
.... Child Health System
.... Chronic Kidney Disease
.... Carbon Monoxide (in relation to Smoking Cessation Service)
... Chronic Obstructive Pulmonary Disease
.. Cardiovascular Disease
Confidence Interval
Department for Children, School and Families
.. Drug Intervention Record
Decayed, Missing or Filled (teeth)
Did Not Attend
.... Department of Health
... Directly Standardised Rate
... Direct Standardised Registration Ratio
.... Diphtheria, Tetanus and Pertussis (whooping cough)
... Department for Work and Pensions
.... estimated Glomerular Filtration Rate
.... Eastern Hull (Primary Care Trust pre 2006)
.. East Riding of Yorkshire (Local Authority)
European Standard Population
East Yorkshire (Primary Care Trust pre 2006)
.. Fractured Neck of the Femur
General Certificate of Secondary Education
General Household Survey (now General Lifestyle Survey)
... General Lifestyle Survey (previously General Household Survey)
.... Government Office for Yorkshire and the Humber
.... General Practitioner
.... Genitourinary Medicine
.. Health and Lifestyle (Survey)
Hull City Council
High Density Lipoprotein (cholesterol)
.. Health Equity Audits
Hull and East Riding Health Information Service
Hospital Episode Statistics
.. Healthy Heart programme in Hull (Stay Healthy Live Longer)
Health Impact Assessments
Human Immuno-deficiency Virus
... Health Needs Assessments
.... Human Papillomarvirus
.... Health Protection Agency
... Health Survey for England
.... Health Utilities Index (scale measuring health status)
.... Incapacity Benefit
.. Information Centre
International Classification of Diseases
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Index of Multiple Deprivation
.... Joint Strategic Needs Assessment
.. Kingston-upon-Hull (Local Authority)
Local Authority
Local Area Agreement
.. Low Density Lipoprotein (cholesterol)
Lower Layer Super Output Area (defined geographical area)
Local Strategic Partnership
.... Mental Health Index (part of Short Form SF36 questionnaire)
.... Measles, Mumps and Rubella
.... North and East Yorkshire and Northern Lincolnshire
.... Not Applicable
.... National Children Measurement Programme
.... North East
.... National Health Service
.. National Indicator
National Institute for Health and Clinical Excellence
Northern and Yorkshire Cancer Registry and Information Service
.. Office for National Statistics
Office of Population Censuses and Surveys (now ONS)
Programme Budgeting and Marginal Analysis
... (Y&H) PHO, Brent PCT & ScHARR model for estimating diabetes prevalence
.... Percutaneous Coronary Intervention
.... Primary Care Information System (Open Exeter)
.... Primary Care Mortality Database
.... Primary Care Trust
.... Public Health Births File
.... Public Health Mortality File
.. Public Health Observatory
Projecting Older People Population Information System
Pneumococcal Polysaccharide Vaccination
.. Pupil Referral Units
Personal, Social and Health Education (classes at school)
Public Service Agreements
... Price Waterhouse Cooper
.... Quality Management and Analysis System
.... Quality and Outcomes Framework
.... Royal College of General Practitioners
.. School of Health and Related Research
Social Capital (Survey)
Severe Disablement Allowance
.. Strategic Delivery Partnership
Strategic Health Authority
Standardised Mortality (or Morbidity) Ratio
.. Super Output Area (defined geographical area)
Standardised Registration Ratio
Sexually Transmitted Infection
.... Transient Ischaemic Attack
.... Total Period Abortion Rate
... Total Period Fertility Rate
.... Under 75 years in age (relating to premature mortality)
.. United Kingdom
World Class Commissioning
World Class Commissioning Datapacks
.. West Hull (Primary Care Trust, pre 2006)
Yorkshire and The Humber (Region/SHA)
Yorkshire Wolds and Coast (Primary Care Trust pre 2006)
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4 GEOGRAPHICAL AREA

4.1 Hull

This report covers all three NHS Localities and the seven local authority Areas in Hull.
The boundaries of NHS Hull (formerly known as Hull Teaching Primary Care Trust
(PCT)) are identical to the boundaries for the local authority. Some information is also
produced for the 23 wards within Hull. Comparison information may be presented for
the local Yorkshire and Humber (Y&H) Strategic Health Authority (SHA) and England as
a whole*. Figure 5 illustrates the location of Hull (red) and the other PCTs within the
Y&H SHA in relation to the England and Wales.

Figure 5: Location of Hull

Source: Health Boundaries. Crown copyright 2004,
Crovvn copyright material is reproduced with the
4 permission of the Controller of HMSO.

“ Before 1% October 2006, Kingston-upon-Hull was divided into two Primary Care Trusts (PCTs): Eastern
Hull PCT and West Hull PCT, but these have now merged into a single PCT (Hull Teaching PCT now
known as NHS Hull). Furthermore, prior to 1% October 2006, Hull was within the North and East Yorkshire
and Northern Lincolnshire (N&E Y & NL) Strategic Health Authority (SHA), but SHAs have also changed
and Hull is now within the Yorkshire and The Humber (Y&H) SHA.
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Figure 6 illustrates the local PCTs within the Yorkshire and the Humber SHA.

Figure 6: Primary Care Trusts within Yorkshire and the Humber Strategic Health
Authority

Marth Yorkshire and York

East Riding of Yorkshire

Bradford &
Airedale

Calderdale

Wakefield
District

MNorth
Lincolnshire

Barnsley Doncaster

Source: Health Boundaries. Crown copyright 2004,
Crowwn copyright material is reproduced with the
permission of the Controller of HMSO.
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4.2 Wards Within Hull

There are 23 wards in Hull which are illustrated in Figure 7, and Figure 8 is a map of
Hull also showing the ward boundaries in relation to the main roads and built-up areas.

Figure 7: Wards within Hull

Bransholme

Qrchard
Park and
Greenwood

Holderness

Derringham

Boothferry
Source: ONS, Super Output Area Boundaries. Crown
copyright 2004, Crown copyright material is reproduced
with the permission of the Controller of HMSO.
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Figure 8: Map of Hull
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4.3 Ward Profiles

I P P

Two-page summaries for each ward, area and locality are also available which provide
information from the Health and Lifestyle Survey 2007 and mortality rates contained in a

76-page report APubl i c . Bimialiifonmatn is dlso biverson the r

interactive Hull Atlas, where you can highlight wards to show survey and mortality
information, and compare wards throughout Hull. All this information is available at
www.hullpublichealth.org.
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