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1.0

Purpose

The purpose of this Joint Strategic Needs Assessment (JSNA) is to identify health
needs impacted by inequality within Stevenage district across all age groups. This
JSNA will focus on the following six identified key themes:

Long-term health conditions
Healthy weight

Mental health and wellbeing
Frailty and older people
Cancer

Wider determinants of health

O O O O O O

This JSNA aims to achieve this by exploring relevant national and local data,
reviewing academic research on causes and risk factors, and providing an overview
of local strategies and interventions for each of these health themes. The findings
from this JSNA will be used to provide an evidence base to inform local strategies
and provision aimed at tackling health inequalities within the district of Stevenage.

This JSNA makes several recommendations based on the available evidence and
guidance examined throughout this document. These recommendations are
intended to inform strategic planning and local service provision in reducing health
inequalities and improving health outcomes for this cohort.



2.0 Background

2.1 Overview

e Stevenage is a district located within the county of Hertfordshire in the East of
England region. It is situated in the middle of the county, bordering the districts of
North Hertfordshire, East Hertfordshire and Welwyn Hatfield. Stevenage is broken
down into 13 wards with the town centre located within Bedwell ward. Additionally,
Stevenage is located in the East and North Hertfordshire sub-ICB (Integrated Care
Board) area.

e Stevenage is located alongside the A1(M) motorway and is well connected by train
links into London. The Lister A&E Hospital, including Cygnet acute mental health
inpatient wards, are also located within the district, with the QE2 Hospital in the
neighbouring district of Welwyn Hatfield.

Figure 1: Map of Stevenage
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https://www.openstreetmap.org/#map=13/51.90700/-0.21646

2.2 Population

Age and sex

e The latest national mid-year population estimates for 2023 show that the population
of Stevenage is estimated to be 90,146, with a split of 51% females (n=45,603) and
49% males (n=44,543).1

e The majority of Stevenage residents are aged 16-64 years (64%), with 20% of the
population aged 0-15 years, and 16% aged 65+. According to the Office for National
Statistics, it is projected that the population of Stevenage will increase by 2% over
the next 20 years up to mid-2043, with the largest increase in adults aged 65+, which
are expected to increase by 30%.!

e The most common age group of Stevenage residents was 30-39 years, which was
higher than the regional and national benchmarks. Stevenage also had a higher
proportion of children aged 0-14. However, Stevenage had a lower proportion of
males and females aged 20-24 and 65+ compared to regional and national averages
(see Figure 2).

Figure 2: Sex and age population profile of Stevenage residents, compared to regional and national
benchmarks (mid-2023)
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Source: Office of Health Improvement and Disparities (OHID) Fingertips website.

Ethnicity

e The most recent source of ethnicity data is based on the 2021 Census. As of 2021,
82.8% of residents in Stevenage identified as White and 17.2% identified as being
from an ethnic minority group (see Table 1).


https://fingertips.phe.org.uk/search/inactive#page/12/gid/1/pat/6/par/E12000006/ati/401/are/E07000102/iid/93015/age/298/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1/page-options/car-do-0

Table 1: Ethnic group populations for Stevenage residents, by ward (2021)

Ward Asian Black Mixed White Other ;:;:IE
Almond Hill* 7.4% 3.5% 3.8% 84.1% 1.2% 15.9%
Bandley Hill & Poplars 5.3% 4.8% 3.1% 85.7% 1.1% 14.3%
Bedwell 10.6% 5.0% 3.9% 78.9% 1.7% 21.2%
Chells 6.2% 4.2% 3.8% 85.0% 0.9% 15.1%
Longmeadow 3.3% 3.6% 3.1% 89.0% 0.9% 10.9%
Manor 5.8% 5.5% 2.8% 84.7% 1.2% 15.3%
Martins Wood 7.3% 5.8% 3.3% 82.6% 1.1% 17.5%
Old Town 9.6% 4.3% 3.9% 80.5% 1.6% 19.4%
Roebuck 6.3% 4.7% 3.7% 84.3% 1.0% 15.7%
Shephall 6.0% 5.9% 4.1% 83.2% 0.8% 16.8%
St Nicholas 9.6% 8.0% 41% 76.9% 1.4% 23.1%
Symonds Green 6.3% 3.0% 3.5% 85.5% 1.8% 14.6%
Woodfield 15.1% 41% 3.3% 75.3% 2.2% 24.7%
Stevenage (%) 7.5% 4.8% 3.6% 82.8% 1.3% 17.2%
Stevenage (count) 6,700 4,340 3,216 74,099 1,143 15,399

*Almond Hill ward was previously Pin Green ward prior to 2024.
**Highlighted cells indicate areas with the highest population for each ethnic group.

Source: Office for National Statistics, Census 2021.

e The wards with the greatest ethnic diversity include Woodfield, St Nicholas and
Bedwell which had the highest non-White population (24.7%, 23.1% and 21.2%

respectively) and the highest.

e Woodfield and Bedwell had the highest Asian population, whereas St Nicholas and
Shephall had the highest Black and Mixed population. Woodfield also had the
highest proportion of residents from Other ethnic groups.

Other population demographics

e According to the latest Census in 2021:

o Sexual orientation: 90.6% of Stevenage residents identified as heterosexual,
2.8% identified as non-heterosexual, and 6.6% did not answer the question.

o Disability: 17.3% of Stevenage residents (n=15,468) had a disability as

defined under the Equality Act.

o Unpaid carers: 2.7% of Stevenage residents (n=2,277) provided 50+ hours of
unpaid care. An additional 2.0% (n=1,643) provided between 20-49 hours of
unpaid care each week.

o Military veterans: 3.1% of Stevenage residents (n=2,236) have served in the
regular and/or reserve UK armed forces.

e Table 2 below summarises the proportion of Stevenage residents in each ward that
have the above characteristics. Please note that sexual orientation is not currently
available at ward level and is therefore not included within this table.
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Table 2: Selected characteristics for Stevenage residents, by ward (2021)

. Unpaid carers - Milita
aars DIEELIEETES) 50‘:- hours (%) veteransn(,%)
Bandley Hill 17.7% 2.5% 2.9%
Bedwell 18.2% 2.6% 3.0%
Chells 16.0% 2.9% 3.2%
Longmeadow 17.1% 3.2% 3.6%
Manor 14.6% 2.1% 3.2%
Martins Wood 19.2% 2.4% 3.5%
Old Town 17.1% 2.5% 3.3%
Pin Green 18.6% 2.9% 3.1%
Roebuck 18.1% 2.9% 2.6%
Shephall 17.6% 3.3% 3.1%
St Nicholas 16.0% 2.5% 3.1%
Symonds Green 18.6% 3.2% 2.6%
Woodfield 15.9% 2.4% 2.6%
Stevenage (%) 17.3% 2.7% 3.1%
Stevenage (count) 15,468 2,277 2,236

Source: Office for National Statistics, NOMIS, Census 2021.
Note: Dark yellow shaded boxes indicate the highest wards.

More detailed information on population demographics for Stevenage is available on
the Stevenage diversity profile.

Life expectancy

The average life expectancy at birth in Stevenage between 2020 and 2022 was 80.8
years (79.3 years for males and 82.2 years for females).? This was significantly lower
than Hertfordshire for both males and females, but statistically similar to England.

The average life expectancy at age 65 in Stevenage between 2020 and 2022 was 19.3
years (18.2 years for males and 20.4 years for females).? This was significantly lower
than Hertfordshire for both males and females, but statistically similar to England.

Deprivation and inequality

The Index of Multiple Deprivation (IMD) for 2019 is a relative measure of deprivation
for small areas in England. It is calculated by combining seven domains of
deprivation, which include: income, employment, education, health, crime, barriers
to housing and services, and the living environment. According to the 2019 Index of
Multiple Deprivation (IMD) rankings, Stevenage had a deprivation score of 19.7,
making it the most deprived district in Hertfordshire.?

The most deprived wards in Stevenage were Bedwell (30.5), Shephall (23.1) and
Roebuck (21.9), all of which were significantly lower than the England average. Chells
(16.5) and Manor (9.1) were the least deprived wards (see Figure 3).


https://www.reports.esriuk.com/view-report/638ca3f75a2541799e068399579d719e/E07000243

Figure 3: Index of Multiple Deprivation score by ward, Stevenage (2019)

Source: DLUHC, Indicies of Deprivation (2019)
Note: District boundaries were accurate at time of data collection. As of 2024, Pin Green ward has now been
replaced by the Almond Hill ward.

2.5 Work and education

e Inthe year ending 2021, a higher proportion of working age adults in Stevenage had
no qualifications (8.3%) compared to the Hertfordshire average (4.4%), and a lower
proportion were qualified at degree level or above (35.0%) compared to the
Hertfordshire average (41.6%).*

e In 2023/24, 84.5% of Stevenage residents were in employment, which was
statistically similar to Hertfordshire (79.4%) and England (75.7%).

e AtJune 2024, 15.9% of Stevenage residents aged 16-64 were claiming Universal
Credit, which was higher than Hertfordshire (12.3%) but lower than England (16.4%).
This percentage has increased every month since September 2023.

More information on the Stevenage population can be found on the Herts Insight website.
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https://www.hertfordshire.gov.uk/microsites/herts-insight/home.aspx

3.0 Causes and Risk Factors

This section explores some of the key risk factors identified through academic research that
increase the likelihood of people developing the conditions of focus within this JSNA. More
information on individual conditions is available in relevant JSNA documents on the
Hertfordshire JSNA website.

3.1 Long-term conditions

Cardiovascular disease

e Cardiovascular disease (CVD) is a general term for conditions affecting the heart or
blood vessels, with the four main types being coronary heart disease, strokes,
peripheral arterial disease, and aortic disease. CVD is a key cause of death and
disability in the UK but can often be largely prevented by lifestyle modifications.®

Non-modifiable risk factors

e Sex: Men have a higher risk of CVD than women at all ages compared to women, and
on average, develop CVD around 10 years earlier than women.® However, research
suggest that women who have heart attacks receive poorer care than males during
diagnosis, treatment and aftercare which may affect health outcomes.”

e Age: The risk of developing CVD increases with age, with it being most common in
individuals over the age of 50.°

e Ethnicity: In the UK, South Asian, Black African and African Caribbean ethnicities
have an elevated risk of developing CVD.> Specifically, South Asian groups have the
highest mortality from heart disease and stroke, while Black groups in the UK have a
significantly lower risk of heart disease compared to the general population but have
higher incidence of and mortality from hypertension and stroke.®

Modifiable risk factors

e Smoking: Tobacco use is a leading behavioural risk factor for CVD, with it being
estimated to contribute to at least 15,000 CVD-related deaths in the UK each year.?

e Diet and physical activity: A poor quality diet —i.e., excessive intake of sodium and
processed foods, added sugar, and unhealthy fats — and physical inactivity increase
the risk of high blood pressure, high cholesterol and being overweight, and thus are
both associated with an increased risk of CvD.1911

Other risk factors

e Socioeconomic status: Lower socioeconomic status is associated with an increased
risk of cardiovascular disease. In 2017 the mortality rate from CVD was 3.7 times
higher for males and 4.5 times higher for females living in the most deprived areas
compared to males and females living in the least deprived areas.!?
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https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents.aspx?searchInput=&page=1&resultsPerPage=10&view=card

Stroke

Comorbidities: A wide range of comorbidities exist which can increase an individual’s
risk of developing CVD. Hypertension is one of the most important risk factors for
CVD as it can damage an individual’s blood vessels. Some other important
comorbidities include type 2 diabetes, dyslipidaemia, chronic kidney disease, atrial
fibrillation, and serious mental health problems.®

More information can be found in the Healthy Weight JSNA.

Stroke occurs when blood supply is cut off to part of the brain, which results in
damage to the brain cells and affects bodily function. The effects of a stroke vary
depending on which part of the brain is affected and the extent of damage. There
are three different types of stroke®3:

o Ischaemic stroke: These occur when there is a blockage in the brain which
cuts off blood supply to brain cells. Ischaemic strokes are the most common
type of stroke and account for 85% of strokes in the UK.

o Haemorrhagic stroke: These occur where there is bleeding in or around the
brain. Around 15% if strokes in the UK are haemorrhagic.

o Transient ischaemic attack (TIA): Also known as a ‘mini-stroke’, TIAs have the
same causes and symptoms as a stroke, but symptoms only last a short time.

Non-modifiable risk factors

Sex: Women have increased risk for stroke compared to men as they have a higher
disease burden for certain conditions, including atrial fibrillation, increased risk of
stroke related to diabetes, and higher prevalence of hypertension. Women also carry
sex hormone-specific risk factors for stroke related to pregnancy, birth control
medication and menopause.

Age: Approximately three-quarters of all strokes occur in adults aged 65+. The risk of
having a stroke doubles every 10 years after the age of 55.%°

Ethnicity: A UK research study in 2023 shows that ethnic minority groups had earlier
onset on acute stroke by around 5 years and 2-4 times higher risk of stroke-related
adverse outcomes and deaths compared to Caucasian patients.®

Modifiable risk factors

Smoking: Smoking is strongly associated with increased risk of stroke as it narrows
blood vessels and can lead to clotting. A 2019 meta-analysis of the relationship
between cigarette smoking and stroke found that smokers had a statistically
significant higher risk of stroke compared to non-smokers. Passive smoking was also
found to increase the risk of stroke by 45%.’

12


https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/healthy-weight-jsna.pdf

e Diet, physical activity and obesity: Obesity is one of the most key risk factors for
developing stroke and is associated with premature mortality. It is estimated that for
every 5 unit increase in BMI above 25, vascular mortality risk increases by 41%.8

e High blood pressure: High blood pressure can lead to blood clots and damage blood
vessels in the brain. The risk of high blood pressure increases with age and certain
behaviours such as poor diet, inactivity, alcohol misuse and smoking.*®

Other risk factors

e Pre-existing health conditions: Pre-existing health conditions including heart
conditions (including coronary artery disease and atrial fibrillation) and diabetes can
increase the risk of stroke due to the additional risk of blood clots and/or sugars
reducing oxygen flow to the brain.?°

Diabetes

e Diabetes is a chronic metabolic disease which affects the body’s ability to produce
and utilise insulin and leads to hyperglycaemia, which is linked to a plethora of
complications. Diabetes has three main subtypes:

o

O

Type 1 (T1DM) is autoimmune in origin and onset usually occurs early in life.
Individuals are unable to produce insulin due to the destruction of pancreatic
cell.?

Type 2 (T2DM) is the most prevalent type which accounts for up to 90% of
diagnoses and has a gradual onset due to reduced insulin synthesis and
insulin resistance in cells.?? Prior to full development of type 2 diabetes, a
‘prediabetes’ diagnosis may be made when the patient has elevated blood
glucose which has not yet reached a diagnostic value.?

Gestational diabetes mellitus (GDM) is characterised by abnormal blood
glucose in pregnancy and effects around 4-5% of pregnancies.?*

e Risk factors are often shared between subtypes and include:

(@]

O

Demographics: T2DM prevalence increases with increasing levels of
deprivation.?® Increasing age is associated with an increased prevalence of
pre-diabetes and T2DM, %627 whilst type T1IDM typically peaks around
puberty.?® A cross-sectional analysis of the Health Improvement Network
Primary Care Database found that minority ethnic groups were more likely to
have a type 2 diabetes diagnosis compared to white individuals.?®

Weight and lifestyle factors: Being overweight or obese is associated with
both prediabetes and T2DM.3° The risk of T2DM may be over 7 times higher
in those who have obesity compared to those with ‘normal’ weight.?! Low
physical activity levels and high consumption of processed and unprocessed
red meat can also increase the risk of T2DM.3233

13



o Family history and genetics: Family history is associated with an increased
risk of prediabetes,3* TD2M?3°> and GDM3®. Genetic factors are also important
in the development of TIDM, with studies indicating that the human
leukocyte antigen complex is associated with susceptibility for TIDM .34

o Comorbidities: There are many comorbidities involved in the development of
prediabetes and T2DM. Polycystic ovary syndrome is linked to prediabetes,3’
T2DM383% and GDM.*° Hypertension has been indicated with both
prediabetes*! and T2DM, with one meta-analysis concluding that a 20mm Hg
increase in systolic blood pressure and 10mmg Hg increase in diastolic blood
pressure was associated with a 58% and 52% increased risk of new-onset
diabetes respectively.*?

More information can be found in the Diabetes JSNA, Diabetes JSNA Lite Bite and
Healthy Weight JSNA.

Musculoskeletal problems and chronic pain

Chronic pain is defined as chronic or persistent pain that continues for more than 12
weeks despite medication or treatment.* The most common types of pain are back
pain (53%), headache (48%) and joint pain (46%)**, with low back pain being the
second most leading cause of disability adjusted life years in Hertfordshire.*> Chronic
pain may be caused by an acute injury, an ongoing degenerative illness, localised or
regional disease, chronic systemic conditions, or surgery or medical interventions.**

Arthritis is a common condition that causes pain and inflammation in a joint,
affecting people of all ages, including children. Osteoarthritis and rheumatoid
arthritis are the two most common types. Arthritis is most commonly caused by
wear and tear of cartilage in joints, metabolic abnormalities, infection, autoimmune
disease, or injury.*® Risk factors for arthritis include:

o Demographic: Osteoarthritis typically develops in individuals in 45 years
older and above, while rheumatoid arthritis often starts between the age of
30 and 50. Both types of arthritis are more common in females than males.*®

o Obesity is the greatest modifiable risk factor for osteoarthritis, particularly of
the knee, increasing the load on weight-bearing joints and accelerating
disease progression.*’

o Genetic: There is some evidence that rheumatoid arthritis may have a
genetic basis, with the risk of developing rheumatoid arthritis being most
significantly associated with HLA-DRB1 alleles.*®

14


https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/diabetes-jsna-2022.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/lite-bites/lite-bite-diabetes.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/healthy-weight-jsna.pdf

3.2

Healthy weight

In England, obesity has been recognised as a public health issue across all age
groups, with 26% of adults in 2021 and 23% of year 6 children in 2021/22 classified
as obese.*>°% Being overweight or obese is associated with an increased risk of
several major diseases, including type 2 diabetes, cancer and coronary heart
disease.”!

Body mass index (BMI) is a widely used measure to determine whether somebody is
a healthy weight. A BMI of under 18.5 is considered underweight, a BMI of 18.5 to
24.9 is considered to be in the healthy weight range, a BMI of 25-29.9 is considered
overweight, and a BMI of 30+ is considered to be in the obese range.”!

Overweight and obesity

Although a direct lack of physical activity and poor diet (i.e., high in sugar and fat)
plays a large role in obesity, there are other physiological, social, and environmental
determinants that also affect the risk of obesity. For example, economic drivers and
the obesogenic environment — including availability and accessibility of different
food types and physical activity opportunities — can influence the prevalence of
obesity across different communities.>? As such, no one factor should be considered
alone.

Research shows that certain groups of people are at greater risk of obesity. These
include people with rare genetic conditions (e.g., Prader Willi syndrome) or
endocrine disorders (e.g., hypothyroidism), and people who are on medication
associated with weight gain (including corticosteroids, anti-epileptic drugs, and
antipsychotics).>?

Findings from the 2021 Health Survey for England highlight that both children and
adults living in the most deprived areas of England are substantially more likely to be
obese than those in the least deprived areas. It also found that men, people aged 45-
74, people from the Black ethnic group, and disabled people are at higher risk for
overweight and obesity.*

Obesity during pregnancy can cause health problems for both the mother and child,
including increased risk of maternal death; miscarriage; gestational diabetes; blood
clots; pre-eclampsia; post-partum haemorrhage; still birth; foetal abnormality and
increased risk of the baby becoming obese in adulthood.>*>>

More information can be found in the Healthy Weight JSNA.

Eating disorders

In 2019, 16% of adults aged over 16 in England screened positive for a possible
eating disorder.”® Research suggests that eating disorders such as anorexia nervosa,
bulimia nervosa, and binge eating disorder are more prevalent among women than
men and typically develop in people during their late teens and mid-twenties.>”>8
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https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/healthy-weight-jsna.pdf

3.3

An umbrella review of meta-analyses found evidence to support the association
between appearance-related teasing victimisation for any eating disorder and
childhood sexual abuse as a risk factor for bulimia nervosa.>® Another review
identified sociocultural influences (such as media exposure, pressures for thinness,
and thin-ideal internalisation) and personality characteristics (such as perfectionism,
negative emotionality/neuroticism, and negative urgency) as risk factors for
disordered eating.®°

More information on eating disorders can be found in the Mental Health of Children
and Young People JSNA and Body Positivity JSNA Lite Bite.

Mental health and wellbeing

Mental ill health may include a large variety of conditions including common mental
health disorders (such as depression, anxiety and post-traumatic stress disorder),
severe mental illness (including schizophrenia and bipolar disorder) and eating
disorders (such as bulimia and anorexia). Poor mental health is also the most
significant risk factor for self-harm and suicide among children and adults.

Mental disorders represent the second leading cause of disability in the UK across all
ages, with half of all mental health conditions beginning before age 14.61.62

Children and young people

Risk factors for mental ill health among children and young people include:

o Demographics: A national survey of children and young people’s (CYP) mental
health found that the prevalence of mental health disorders was highest among
11- to 16-year-olds, and among children of a White British or Mixed/other ethnic
background compared to those from Asian/Asian British and Black/Black British
backgrounds. Mental health disorders were also found to be more common
among boys aged 6 to 10 years compared to girls, but more prevalent among 17-
23 year old women compared to men.%3

o Family-related: Factors that have been found to increase the risk of CYP having a
mental health disorder include having parents with poor mental health; living in
unhealthy functioning families; and having lone parents.®® Domestic violence
and abuse, parental substance misuse, homelessness and being in social care are
also linked to reduced childhood mental wellbeing.%

o Socioeconomic: Substantial evidence suggests that socioeconomically
disadvantaged CYP are more likely to have poor mental health.®3®> Furthermore,
research suggests that crisis referrals for mental health are more common
among CYP in the most deprived areas, indicating a higher severity of mental
health support needs.®®

More information can be found in the Mental Health and Wellbeing in Children and
Young People JSNA.
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https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-children-young-people.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-children-young-people.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/lite-bites/lite-bite-body-positivity.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-children-young-people.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-children-young-people.pdf

Adults

e Mental ill health can result from a cumulative effect of disadvantages over the life
course or from new issues that may develop during adulthood.

©)

Demographics: Women are reported to have a higher rate of all types of
common mental health disorders, although suicide is more common among men
(particularly those aged 40-59 years).5”68 Research suggests that people from
BAME communities are at higher risk of developing a mental health problem in
adulthood, but are less likely to receive support.®’ Barriers to BAME people
accessing mental health support include cultural attitudes and stigma towards
mental health (particularly among males), language barriers, lack of awareness
and information of services, and discrimination when accessing and interacting
with mental health services .

Sexual orientation: People who identify as non-heterosexual are more likely to
develop mental health problems including depression, anxiety, eating disorders,
self-harm, suicidal feelings and misuse of drugs or alcohol.”? This is related to the
fact that many LGBTQ+ people are more likely to experience stigma and/or
discrimination, social isolation, exclusion, rejection and inequality.”%72

Socioeconomic: Social disadvantage and poverty are both a consequence and
cause of common and severe mental illness. Housing issues, food insecurity, and
debt are frequently cited as negatively impacting mental health’3, which has
been further exacerbated by the Cost of Living Crisis (see Cost of Living JSNA Lite
Bite).

Lifestyle and health: Smoking, drug and/or alcohol use, and excessive stress are
all associated with poor mental health.”*7> Evidence suggests there is a two-way
causal relationship between mental health and long-term conditions like CVD,
diabetes, chronic obstructive pulmonary disease, and musculoskeletal
disorders.”®

Adverse Childhood Experiences (ACEs): ACEs include childhood abuse or neglect
and growing up in a household where there are issues such as domestic abuse,
long-term mental health conditions, criminal behaviour or imprisonment.
Compared to 18% of adults with no ACEs, 25% and 35% of adults with 2-3 and 4+
ACEs respectively, report poor mental wellbeing.”’

Other groups: Groups identified as being at particular risk of poor mental health
include carers’®, veterans’®, refugees and asylum seekers, people with learning
disabilities®!, and women during the perinatal period®?.

More information can be found in the Mental Health and Wellbeing in Adults JSNA
and Mental Health and Wellbeing Perinatal JSNA.
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Frailty

Frailty and older people

Frailty, characterised by a decline in functioning across multiple organ systems, is
emerging as a global health burden, with it being associated with a greater risk of
adverse outcomes including falls and fractures, admissions to long-term care, and
premature mortality.®3

Frailty is multidimensional, with a range of modifiable and non-modifiable risk
factors covering sociodemographic, clinical, lifestyle-related, and biological domains.
A systematic review of longitudinal studies identified the following risk factors for
frailty:®4

o Sociodemographic: Older age, female gender, and lower socioeconomic
position are all positively significantly associated with frailty.

o Clinical: BMI, obesity, reduced functions of extremities, and higher allostatic
load (i.e., exposure to chronic stress) were all significantly positively
associated with frailty.

o Lifestyle: Significant positive associations have been reported between frailty
and smoking and significant negative associations reported between frailty
and higher consumption of fruit, vegetables and protein. However, findings
were mixed.

o Psychological: Significant positive associations have been found between
frailty and higher levels of depression.

Physical activity and nutrition are important modifiable risk factors that are often
targeted in frailty prevention efforts. Physical activity can help to maintain mobility
and muscular strength, whilst inactivity can lead to a range of health conditions,
including CVD, cerebrovascular disease, T2DM, dementia, all of which can result in
the development or progression of frailty. Insufficient calorie intake, inadequate
protein intake, and vitamin D deficiency are all positively associated with frailty.®>

More information on frailty can be found in the Physical Activity JSNA briefing.

Dementia and Alzheimer’s disease

Dementia is not a disease but a collection of symptoms which can include
impairments of memory, language, thinking and problem-solving skills. Dementia is
caused by several different diseases, most commonly Alzheimer’s Disease. As
dementia progresses it is often associated with behavioural and psychological
symptoms which may be a source of distress to people with dementia and a source
of strain for families and carers.2®
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3.5

Non-modifiable risk factors

Sex: Dementia is known to be more prevalent in females compared to males, with
females accounting for around 65% of all dementia patients.®” Some of this can be
explained by females having longer life expectancy.®®

Age: The risk of dementia increases exponentially with age. From the age of 70, a
person’s risk of dementia roughly doubles every five years.%°

Ethnicity: There is evidence to suggest that the prevalence of dementia differs
between different ethnic groups. A meta-analysis found that people from Black
ethnic groups had around 20% higher incidence of dementia than people from White
ethnic groups, but found no significant differences between people from Asian and
White ethnic groups.®®

Modlifiable risk factors

Lifestyle factors: Lifestyle factors including obesity, physical inactivity, alcohol
misuse and smoking have all been associated with increased risk of dementia.®?

Social isolation: It is hypothesised that lack of social contact may enhance cognitive
decline. Social isolation in later life is estimated to increase dementia risk by 60%.%%°2

Mental health: Depression in later life is estimated to increase the risk of dementia
by 90%. A UK cohort study found that depressive symptoms in later life, but not in
midlife, increases dementia risk.°%%3

More information on dementia can be found in the Dementia JSNA.

Cancer

Cancer is a condition where cells in a specific part of the body grow and reproduce
uncontrollably. There are over 200 different types of cancer, all of which are
diagnosed and treated in a particular way. In England, the four most common types
of cancer are breast cancer, lung cancer, prostate cancer, and colorectal cancer.®*
Cancer is the cause of over 25% of all deaths in England in a typical year.%>°¢
However, according to the World Health Organization, at least 40% of all cancer
cases could be prevented with effective primary prevention measures.®’

Non-modifiable risk factors

Age: Increasing age is an important risk factor for cancer, with overall cancer
incidence rates rising as age increases. In the UK, the peak rate of cancer cases is
among people aged 85-89 years. Despite this, certain types of cancer are more
common in children and young people, including brain and spinal tumours and
leukaemia.®®
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Sex: In general, cancer incidence is higher among men than women. However, this
pattern differs by age in England, with common cancers that affect women (including
breast and cervical cancer) more likely to develop in younger people compared to
cancers that mainly affect men (such as prostate cancer).”®

Sexual orientation: LGBT people are less likely to attend for cancer screening, in part
due to fear of discrimination by health care workers. Furthermore, some people
identifying as transgender are less likely to access sex-specific screening such as
cervical or breast cancer screening because in some cases they have been omitted
from the register due to their recorded gender.>:1®

Ethnicity: Cancer incidence rates vary by ethnic group. A recent 2022 study in
England found that people of non-White ethnicity generally have lower cancer risk
than the White population, with some notable exceptions. Some exceptions included
prostate cancer (2 times higher in Black ethnic groups), myeloma (3 times higher in
Black ethnic groups) and several gastrointestinal cancers (1.1-1.9 times higher in
Black ethnic groups and 1.4-2.2 times higher in Asian ethnic groups).1%*

Genetic: Between 5— 10% of cancers are linked to inherited gene mutations.102103
For example, faulty BRCA1 and BRAC2 genes increase the risk of developing breast,
ovarian, pancreatic and prostate cancer.'%*

Modifiable risk factors

3.6

A study of cancer cases in the UK found that tobacco smoking (15.1%) contributed
the largest proportion of attributable cancer cases, followed by overweight/obesity
(6.3%). Other common modifiable risk factors included overexposure to ultraviolet
radiation, occupational risks, exposure to infections, drinking alcohol, and
insufficient dietary fibre.%

The relative impact of different modifiable risk factors depends on the type of
cancer. For example, lung cancer is strongly associated with tobacco-smoke
exposure and workplace exposure; breast cancer is strongly associated with
overweight and obesity; and melanoma skin cancer is strongly associated with
exposure to UV radiation.0®

More information on the different types of cancer can be found in the Cancer JSNA.

Wider determinants of health

Wider determinants of health include a diverse range of social, economic and
environmental factors which impact people’s health and determine the extent to
which individuals have access to healthcare and support services to identify and
meet their needs. The Marmot Review published in 2010 showed that people with a
higher socioeconomic position in society have greater life chances, better health and
wellbeing.1%’
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Health inequalities arise because of variations in society and the conditions in which
people grow and live in. The Office for Heath Improvement and Disparities (OHID)
group these determinants into five key themes1°®:

Natural and built environment
Work and the labour market
Income and vulnerability
Crime

Education

e wh e

Some of the key indicators under these themes are explored further in the following
data section. See Wider determinants of health.
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4.0 What do the statistics show?

This section explores local data for Stevenage on a range of indicators grouped by the key
themes outlined at the beginning of this document. Where possible, trend data and
comparator areas have been included to allow for benchmarking and trend comparisons.
Confidence intervals have also been included where possible as a measure of statistical
significance (see Appendix B for guidance on interpreting confidence intervals and statistical
significance).

4.1 Long-term health conditions

Coronary heart disease (CHD)

Coronary heart disease: QOF prevalence (all ages)
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e In 2023/24, the QOF prevalence of coronary heart disease in Stevenage was 2.5%.
This was statistically similar to Hertfordshire (2.6%) but significantly lower than
England (3.0%).

e |In Stevenage, the prevalence of CHD has decreased over the last 5 years, decreasing
each year since 2019/20 in line with the Hertfordshire and England trend. However,
this decrease was not statistically significant.

e Data on inequalities between different demographic groups was unavailable for this
indicator.
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Stroke

Stroke: QOF prevalence (all ages)
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e In 2023/24, the QOF stroke prevalence in Stevenage was 1.6%. This was statistically
similar to Hertfordshire (1.6%) but significantly lower than England (1.9%).

e In Stevenage, the prevalence of stroke has increased year-on-year between 2019/20
and 2022/23 in line with the Hertfordshire and England trend, followed by a slight
decrease in 2023/24. This decrease was not statistically significant.

e Although local inequalities data was not available, data from England shows that
there was no significant correlation between deprivation and stroke prevalence in
the latest period (2023/24).

Diabetes
Diabetes QOF prevalence (ages 17+)
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Data on the prevalence of diabetes is not available at district level, however it is
available at sub-ICB level, therefore this indicator is compared for the East and North
Hertfordshire sub-ICB area, which covers the district of Stevenage.

In 2023/24, the prevalence of diabetes (including Type 1 and 2 diabetes) in East and
North Hertfordshire was 6.7%. This was statistically significantly similar to the
Hertfordshire and West Essex ICB (6.7%) but significantly lower than England (7.7%).

In East and North Hertfordshire, the recorded prevalence of diabetes has increased
significantly every year since 2020/21, from 6.2% in 2013/14 up to 6.7% in 2023/24.
This equates to approximately 33,811 people in 2023/24.

Although inequalities data was not available at sub-ICB level, data from England
shows that there was no significant correlation between deprivation and diabetes
prevalence in the latest period (2023/24).

Long-term musculoskeletal problems
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In 2023, 16.3% of adults (aged 16+) reported a long-term musculoskeletal (MSK)
problem through the GP Patient Survey. This proportion was statistically similar to
Hertfordshire (16.2%) and England (18.4%).

The proportion of the adult population reporting a long-term musculoskeletal (MSK)
problem in Stevenage has decreased over the last 5 years between 2018 and 2023,
from 21.5% to 16.3%, however this decrease was not found to be statistically
significant.

Although local inequalities data was not available at district level, data from England
shows that a statistically significantly higher proportion of females (20.9%) reported
a long-term MSK problem compared to males (15.8%) in the latest period (2023).
MSK problems were also significantly correlated with age, ethnicity, and deprivation.
A significantly higher proportion of adults aged 55+, from White or Black Caribbean
ethnic groups, or living in the most deprived deciles reported a MSK problem.
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4.2

Healthy weight

Overweight or obese adults
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In 2022/23, the proportion of adults (aged 18+) classified as overweight or obese in
Stevenage was 71.6%. This proportion was significantly higher than Hertfordshire
(60.9%) and England (64.0%).

In the last 3 years between 2020/21 and 2022/23, the proportion of adults classified
as overweight or obese in Stevenage increased from 68.3% to 71.6%, however this
increase was not statistically significant.

Nationally, the proportion of adults classified as overweight or obese in the latest
year (2022/23) was significantly higher among males compared to females (69.2%
compared to 58.6%). This proportion was also significantly higher among people
living in the four most deprived LSOAs.
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Physically inactive adults

Percentage of physically inactive adults (%)
Persons, 19+ yrs, 2018/19 - 2022/23
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In 2022/23, the proportion of physically inactive adults (aged 19+) engaging in less
than 30 minutes of physical exercise per week in Stevenage was 22.1%. This
proportion was statistically similar to Hertfordshire (19.1%) and England (22.6%).

In the last 3 years between 2020/21 and 2022/23, the proportion of physically

inactive adults in Stevenage decreased in line with the Hertfordshire trend, however
this was not a statistically significant decrease.

Nationally, the proportion of physically inactive adults in the latest year (2022/23)
was significantly higher among females compared to males (21% compared to 24%).

Healthy eating
Percentage of adults meeting the '5-a-day' fruit and vegetable consumption

recommendations (new method) (%)
Persons, 16+ yrs, 2020/21 - 2022/23
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In 2022/23, the proportion of adults (aged 16+) meeting the recommended ‘5 a day’

fruit and vegetable consumption guidelines in Stevenage was 24.6%. This proportion
was significantly worse than Hertfordshire (33.4%) and England (31.0%).
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e Inthe last 3 years between 2020/21 and 2022/23, the proportion of adults meeting
the ‘5 a day’ recommendations in Stevenage decreased from 30.2% to 24.6% in line
with the Hertfordshire trend, however this decrease was not statistically significant.

e Nationally, the proportion of adults meeting the ‘5 a day’ recommendations in the
latest year (2022/23) was significantly higher among females compared to males
(34.2% compared to 27.6%).

Overweight or obese children (aged 4-5 years)

Reception prevalence of overweight (including obesity) (4-5 years)
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Source: National Child Measurement Programme (NCMP).
Note: Stevenage and Hertfordshire data was not published in 2020/21 for data quality reasons. ISNA@hertfordshire.gov.uk

e In 2023/24, the proportion of Reception children (aged 4-5) classified as overweight
or obese in Stevenage was 21.9%. This proportion was statistically similar to
Hertfordshire (19.2%) but significantly lower than England (22.1%).

e Between 2021/22 and 2022/23, the proportion of Reception children classified as
overweight or obese in Stevenage decreased significantly from 22.6% to 17.6% in
line with the Hertfordshire trend, before increasing again in 2023/24. Please note
that data for 2020/21 is not available due to the COVID-19 pandemic.

e Nationally, the proportion of Reception children classified as overweight or obese in
the latest year (2023/24) was significantly higher among males compared to females
(21.9% compared to 22.2%). Additionally, there was a strong correlation with
deprivation, with children living in the most deprived areas being significantly more
likely to be obese or overweight compared to the least deprived areas in England.
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Overweight or obese children (aged 10-11 years)
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In 2023/24, the proportion of Year 6 children (aged 10-11) classified as overweight or
obese in Stevenage was 34.0%. This proportion was significantly higher than
Hertfordshire (30.0%) but statistically similar to England (35.8%).

Between 2021/22 and 2023/24, the proportion of Year 6 children classified as
overweight or obese in Stevenage decreased from 37.6% to 34.0% in line with the
Hertfordshire trend, however this decrease was not statistically significant. Please
note that data for 2020/21 is not available due to the COVID-19 pandemic.

Nationally, the proportion of Year 6 children classified as overweight or obese in the
latest year (2023/24) was significantly higher among males compared to females
(38.1% compared to 33.5%). Additionally, there was a strong correlation with
deprivation, with children living in the most deprived areas being significantly more
likely to be obese or overweight compared to the least deprived areas in England.

Eating disorders

Between 2018/19 and 2022/23, the number of hospital admissions in Stevenage
with a primary or secondary diagnosis of eating disorders remained similar at 35
admissions, however the proportion of admissions relating to children under 18
decreased during this time. Eating disorder admissions in Stevenage increased up to
55 admissions in 2020/21 during the COVID-19 pandemic, before declining year-on-
year back down to 35 admissions in 2022/23. Please note these figures are rounded
to the nearest 5.1%° Due to small numbers and no comparative benchmark data, a
trend graph has not been included for this indicator.
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4.3

Mental health and wellbeing

Severe mental illness

Mental Health QOF prevalence (all ages)
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Severe mental illness (SMI) includes all patients with a diagnosis of schizophrenia,
bipolar affective disorder, and other psychoses. Data on the prevalence of SMl is not
available at district level, however it is available at sub-ICB level, therefore this
indicator is compared for the East and North Hertfordshire sub-ICB area, which
covers the district of Stevenage.

In 2023/24, the prevalence of SMI in East and North Hertfordshire was 0.86%. This
was statistically significantly similar to the Hertfordshire and West Essex ICB (0.85%)
but significantly lower than England (0.96%).

In East and North Hertfordshire, the recorded prevalence of SMI increased
significantly between 2019/20 and 2022/23 up to 0.88%, followed by a slight
decrease in 2023/24 down to 0.86%. This decrease was not statistically significant.

Nationally, the prevalence of SMI was highest among people living in districts in the
three most deprived deciles compared to the least deprived deciles.
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Depression

Depression QOF prevalence (all ages)
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In 2022/23, the proportion of GP registered patients (aged 18+) with a diagnosis of
depression was 13.1%. This was significantly higher than Hertfordshire (11.9%) but
statistically similar to England (13.2%). Please note this indicator has been
discontinued after 2022/23.

The QOF prevalence of depression in Stevenage has followed a significant upward
trend for the last 4 years in line with the national trend, increasing from 11.7% in
2019/20t0 13.1% in 2022/23.

Nationally, depression was most prevalent among the most deprived areas
compared to the least deprived areas, though this was not a significant difference.
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Intentional self-harm

Emergency hospital admissions for intentional self-harm (rate per 100,000)
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In 2022/23, the directly standardised rate of emergency hospital admissions for
intentional self-harm in Stevenage was 111.2 per 100,000 population, which was
significantly higher than Hertfordshire (84.2 per 100,000) and statistically similar to
England (126.3 per 100,000).

Intentional self-harm hospital admissions in Stevenage have decreased significantly
in the last 4 years. Admissions peaked in Stevenage in 2019/20 at a rate of 174.2 but
have since significantly decreased to 111.2 per 100,000.

The rate of hospital admissions for intentional self-harm in 2022/23 was statistically
similar between males and females (102.5 and 124.3 respectively), against the
national trend which shows that the rate among females is almost twice as high as
males (168.0 compared to 85.8 per 100,000).

Nationally, the rate of hospital admissions for intentional self-harm in 2022/23 was
significantly higher among those living in districts in the two most deprived deciles
and the second and third least deprived deciles.
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Mental and behavioural disorders due to alcohol

Admission episodes for mental and behavioural disorders due to the use of alcohol (narrow
method) - directly standardised rate per 100,000
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In 2022/23, the directly standardised rate of hospital admissions for mental and
behavioural disorders due to the use of alcohol (narrow method) in Stevenage was
36.7 per 100,000 population, which was statistically similar to Hertfordshire (40.0
per 100,000) but significantly lower than England (57.8 per 100,000).

Hospital admissions for alcohol-related mental and behavioural disorders have
followed a general downward trend in Stevenage following a peak of 60.7 per
100,000 in 2018/19, with a slight increase in 2021/22.

The number of hospital admissions in Stevenage in 2022/23 were five times as high
among males than females (25 compared to 5 admissions). Please note these figures
are rounded to the nearest 5, therefore a rate cannot be calculated for females.

32



Suicide rate

Suicide rate (aged 10+) - directly standardised rate per 100,000
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In 2021-23, the suicide rate (aged 10+) in Stevenage was 8.4 per 100,000. This was
statistically similar to Hertfordshire (8.1 per 100,000) and England (10.7 per
100,000).

The suicide rate in Stevenage has fluctuated greatly over the last 5 years with an
increase in the most recent year (from 7.1 to 8.4 per 100,000), although these
changes have not been statistically significant.

Findings from the Hertfordshire Suicide Audit 2021-23 show that suicides were
almost 3 times as high among males compared to females (73% compared to 27%).
Additionally, those living in the least deprived quintile had the fewest suicides
(15.3%) compared to all other IMD quintiles, but there was no significant correlation
between deprivation and suicide.

33


https://www.hertshealthevidence.org/documents/thematic/epi/suicide-audit-2021-2023.html

4.4

Frailty and older people

Emergency hospital admissions due to falls in people aged 65-79

Emergency hospital admissions due in falls in people aged 65-79 (rate per 100,000)
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In 2022/23, the directly standardised rate of emergency hospital admissions due to
falls in people aged 65-79 years in Stevenage was 993 per 100,000. This rate was
statistically similar to both Hertfordshire (877 per 100,000) and England (928 per
100,000).

The rate of emergency hospital admissions due to falls in people aged 65-79 years in
Stevenage has fluctuated considerably in the last 5 years. The rate dropped between
2019/20 and 2021/22 to a rate of 685 per 100,00 (significantly lower than England),
before increasing to a rate of 993 per 100,000 in 2022/23.

In Stevenage, the rate of falls in people aged 65-79 years in 2022/23 was statistically
similar between males and females (984 and 1,006 per 100,000 respectively). This is
against the national trend for the same period, where females had a significantly
higher rate of falls compared to males (1,065 compared to 776 per 100,000).

Nationally, the rate of falls in people aged 65-79 years has been significantly higher
in the most deprived districts, with significantly lower rates in the least deprived
districts.

34



Emergency hospital admissions due to falls in people aged 80+

Rate per 100,000 population

Emergency hospital admissions due in falls in people aged 80+ (rate per 100,000)
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In 2022/23, the directly standardised rate of emergency hospital admissions due to
falls in people aged 80+ years in Stevenage was 5,622 per 100,000. This rate was
statistically similar to Hertfordshire (5,186 per 100,000) but significantly higher than
England (4,845 per 100,000).

The rate of emergency hospital admissions due to falls in people aged 80+ years in
Stevenage has fluctuated considerably in the last 5 years. The rate in Stevenage
increased to 7,096 per 100,000 in 2019/20 (statistically higher than England), before
reducing to 4,326 per 100,000 in 2020/21 (significantly lower than England) at the
start of the COVID-19 pandemic. The rate has since increased again in 2022/23,
making it statistically similar to England.

In Stevenage, the rate of falls in people aged 80+ years in 2022/23 was statistically
similar between males and females (5,135 and 5,944 per 100,000 respectively). This
is against the national trend for the same period, where females had a significantly
higher rate of falls compared to males (5,374 compared to 4,052 per 100,000).

Nationally, the rate of falls in people aged 80+ years has been significantly higher in
districts in the most deprived decile compared to the least deprived decile, however
there is considerable variation and a weak correlation between deprivation deciles in
between.
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Hip fractures in people aged 65 to 79

Hip fractures in people aged 65-79 (rate per 100,000)
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In 2022/23, the directly standardised rate of hip fractures in people aged 65-79 years
in Stevenage was 208.9 per 100,000. This rate was statistically similar to both
Hertfordshire (204.8 per 100,000) and England (243.8 per 100,000).

The rate of hip fractures in people aged 65-79 years in Stevenage has fluctuated
considerably in the last 5 years. The rate dropped in 2020/21 at the start of the
COVID-19 pandemic and has since remained similar, however this decrease was not
found to be statistically significant.

In Stevenage, the rate of hip fractures in people aged 65-79 years in 2022/23 was
statistically similar between males and females (205.5 and 207.6 respectively). This
goes against the national trend for the same period, where females had a
significantly higher rate of hip fractures compared to males (309.9 compared to
170.1).

Nationally, the rate of hip fractures in people aged 65-79 years has been significantly
higher in the most deprived deciles, with the lowest rates in the least deprived areas.
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Hip fractures in people aged 80+

Hip fractures in people aged 80+ (rate per 100,000)
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In 2022/23, the directly standardised rate of hip fractures in people aged 80+ years
in Stevenage was 1,873 per 100,000. This rate was statistically similar to England
(1,469 per 100,000) and Hertfordshire (1,415 per 100,000).

The rate of hip fractures in people aged 80+ years in Stevenage has been increasing
in the last 3 years from a rate of 1,654 to 1,873 per 100,000, however this increase
was not statistically significant.

In Stevenage, the rate of hip fractures in people aged 80+ years in 2022/23 was
statistically similar between males and females (1,641 and 2,044 per 100,000
respectively). This is against the national trend for the same period, where females
had a significantly higher rate of hip fractures compared to males (1,733 compared
to 1,071 per 100,000).

Nationally, the rate of hip fractures in people aged 80+ years has been significantly
higher in districts in the most deprived deciles compared with the lowest deciles.
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Dementia diagnosis

Estimated dementia diagnosis rate (aged 65+)
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The Office for Health Improvement and Disparities (OHID) produce local estimates of
the number of people aged 65+ with dementia that have a formal diagnosis
recorded. In 2024, the estimated diagnosis rate for adults with dementia in
Stevenage was 76.7 per 100. This rate was significantly higher than both
Hertfordshire (62.7 per 100) and England (64.8 per 100).

The estimated dementia diagnosis rate in people aged 65+ years in Stevenage has
remained statistically similar for the last 5 years. The diagnosis rate has increased in
the last 2 years and is now significantly better than the national rate, however this
increase was not statistically significant.

Data on inequalities (e.g. sex and deprivation) are not available for this indicator.
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Mortality from dementia

Mortality rate from dementia and Alzheimer's disease per 100,000 population
3 year range (all ages)

2017 -19 2018 - 20 m2019-21 W 2020-22 m2021-23
180
160
140
c ]: £3 =
§ [
g 120
S
o
o
2 100
o
o
=
8 8o
—
g
) 60
®
o
40
20
0
Stevenage Hertfordshire England
Source: Office for Health Improvement and Disparities. JSNA@hertfordshire.gov.uk

In the latest 3 year rolling period (2021-23), the mortality rate from dementia and
Alzheimer’s disease in Stevenage was 115.2 per 100,000. This rate was statistically
similar to England (109.9 per 100,000) but significantly higher than Hertfordshire
(96.7 per 100,000).

The mortality rate from dementia and Alzheimer’s disease in Stevenage has
significantly increased over the last 10 years and has been significantly higher than
England since 2012-14, however the rate has been decreasing (although not
significantly) since 2018-20, making it statistically similar to England.

In Stevenage, the mortality rate from dementia and Alzheimer’s disease in 2021-23
was higher among females compared to males (127.0 compared to 96.4 per
100,000), however this was not statistically significant, and both were statistically
similar to England.

Nationally, the mortality rate from dementia and Alzheimer’s disease has been
significantly higher in districts in the three most deprived deciles compared with the
lowest deciles.
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4,5 Cancer

Early cancer diagnosis

Percentage of cancers diagnosed at stages 1 and 2 (%)
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e In 2021, the proportion of cancers diagnosed at stages 1 and 2 in Stevenage was
58.7%. This proportion was statistically similar to both Hertfordshire (57.8%) and
England (54.4%).

e The proportion of cancers diagnosed at an early stage decreased in Stevenage
between 2018 and 2020 down to 52.4%, before increasing again up to 58.7% in
2021, however these trends were not statistically significant.

e Nationally, there was a significantly lower proportion of cancers diagnosed at an
early stage in 2021 in districts in the most deprived deciles compared with the lowest
deciles. Additionally, early diagnosis was significantly higher among those of Asian
and Black ethnicity compared with all other ethnic groups.
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Mortality rate from cancer (all ages)

Mortality rate from cancer per 100,000 population, 3 year range (all ages)
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In the latest 3 year rolling period (2021-23), the mortality rate from cancer in
Stevenage was 250.4 per 100,000. This rate was statistically similar to England (248.5
per 100,000) but significantly higher than Hertfordshire (222.4 per 100,000).

The mortality rate from cancer in Stevenage has been decreasing year-on-year since
2014-16 in line with the national trend, with the largest decrease in the most recent
year (2021-23). Stevenage has previously been significantly higher than England but
has been statistically similar to England in the latest two periods.

In Stevenage, the mortality rate from cancer in 2021-23 was higher among males
compared to females (286.7 compared to 226.3 per 100,000). The rates for both
males and females were statistically similar to England.

Nationally, the mortality rate from cancer in 2021-23 was significantly higher in
districts in the most deprived deciles compared with the least deprived deciles.
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Mortality rate from preventable cancer
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In the latest 3 year rolling period (2021-23), the mortality rate from cancer
considered preventable in under 75s in Stevenage was 41.8 per 100,000. This rate
was statistically similar to Hertfordshire (40.9 per 100,000) and England (49.5 per
100,000).

The mortality rate from preventable cancer in Stevenage has decreased in Stevenage
in the last 5 years in line with the national trend. Stevenage was previously
significantly higher than England, however, in 2017-19 it decreased to a rate
statistically similar to England.

In Stevenage, the mortality rate from preventable cancer in 2021-23 was higher
among males compared to females (51.6 compared to 32.8 per 100,000), however
both were statistically similar to England.

Nationally, the mortality rate from preventable cancer in 2021-23 was significantly
higher in districts in the most deprived deciles compared with the least deprived
deciles.
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4.6

Wider determinants of health

Statutory homelessness

20

18

16

14

Crude rate per 1,000

- a 0o

[N]

0

Households owed a duty under the Homelessness Reduction Act
(Crude rate per 1,000)

2019/20 2020/21 2021/22 m2022/23
I I I I I
Stevenage Hertfordshire England

Source: Department for Levelling Up, Housing and Communities.
Note: Data was not provided for Stevenage in 2020/21 and 2021/22. JSNA@hertfordshire.gov.uk

In 2022/23, the rate of households owed a duty under the Homelessness Reduction
Act in Stevenage was 17.0 per 1,000 households. This rate was significantly higher
than both Hertfordshire (10.6 per 1,000) and England (12.4 per 1,000).

The rate of households owed a homelessness duty in Stevenage has remained
statistically similar between 2019/20 and 2022/23 but has remained significantly
higher than the national rate. Please note that homelessness duty data was not
provided for Stevenage in 2020/21 and 2021/22.

Nationally, the rate of households owed a homelessness duty in 2022/23 was
significantly higher in districts in the three most deprived deciles compared with all
other deprivation deciles.
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Smoking prevalence

Smoking prevalence in adults (aged 15+) who are current smokers (QOF)
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In 2022/23, the proportion of GP patients (aged 15+) in Stevenage recorded as
current smokers was 16.0%. This proportion was significantly higher than both
Hertfordshire (12.8%) and England (14.7%).

Smoking prevalence in Stevenage has been following a general downward trend for
the last 10 years in line with the national trend. This included a statistically
significant decrease in the latest year from 16.7% to 16.0%.

Data on inequalities is not available for 2022/23, however national data from
2021/22 shows that smoking prevalence was significantly higher in districts in the
five most deprived deciles compared with the five lowest deciles.

Hospital admissions for violence

Hospital admissions for violence (including sexual violence) - standardised rate per 100,000
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During the 2020/21-22/23 rolling period the directly standardised rate of hospital
admissions for violence (including sexual violence) in Stevenage was 70.8 per
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100,000 population. This rate was significantly higher than Hertfordshire (34.6 per
100,000) and England (34.3 per 100,000).

The rate of hospital admissions for violence in Stevenage has been decreasing in the
last 3 years since 2017/18-19/20 from a rate of 84.5 down 70.8 per 100,000.
However, this decrease was not statistically significant and has remained
significantly higher than England during this time.

In Stevenage, the rate of hospital admissions for violence in 2020/21-22/23 was
significantly higher among males compared to females (93.5 compared to 47.8 per
100,000).

Nationally, the rate of hospital admissions for violence in 2020/21-22/23 has been
significantly higher in districts in the three most deprived deciles compared with the
lowest deprivation deciles.

Adults in employment
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In 2023/24, the proportion of adults aged 16-64 in employment in Stevenage was
84.5%. This rate was statistically similar to Hertfordshire (79.4%) and England
(75.7%).

The proportion of adults aged 16-64 in employment in Stevenage has fluctuated over
recent years. Since 2016/17, the proportion of people in employment has been
following an upward trend, however, this dropped to 68.6% in 2021/22 before
increasing up to 84.5% in 2023/24. These changes were not found to be statistically
significant.

Nationally, the proportion of adults in employment was significantly higher among
males compared to females (79.4% compared 72.0%). This proportion was also
higher in the least deprived deciles compared to the most deprived.
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GCSE attainment
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In 2022/23, the average total GCSE Attainment 8 score for young people aged 15-16
years was 45.1. This was lower than both Hertfordshire (50.8) and England (46.2).
Stevenage had the lowest score out of all Hertfordshire districts.

The average total GCSE Attainment 8 score in Stevenage has decreased in the last 2
years from 48.6 in 2020/21 to 45.1 in 2022/23, however, trends from 2020 and 2021
should not be compared to other years due to temporary adjustments that were
made during the COVID-19 pandemic for measuring student performance.

Data on inequalities was not available at district level, however national data from
2022/23 showed that GCSE attainment was lower among:

o Males (43.9 compared to 48.5 for females)

o Children living in districts in the most deprived deciles (43.2 compared to
52.2 for children living in the least deprived decile)

o Children eligible for free school meals (34.7 compared to 49.5 for non-eligible
children).
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5.0 Local strategies and interventions

5.1 Overarching strategies

National strategies

e The NHS Long Term Plan recognises the increasing contribution that longer-term
health conditions have to the overall burden of disease in England. The NHS commits
to improving upstream prevention for conditions such as CVD, cancer, and diabetes
through prioritising action on smoking, poor diet, high blood pressure, obesity, and
alcohol and drug use. It also outlines specific actions to improve care for major
health conditions including cancer, CVD, diabetes, and mental health.

e In 2023, the UK Government launched a Major Conditions Health Strategy which
aims to tackle six identified groups of major health conditions which together drive
over 60% of mortality and morbidity in the UK:

1. Cancer

Cardiovascular disease (including stroke) and diabetes

Chronic respiratory disease

Dementia

Mental ill health

Musculoskeletal disorders

ok wN

The strategic framework focuses on providing an integrated pathway from primary
prevention through to long-term care and treatment. To maximise impact, the
strategy outlines several priority areas of change, which include aligning
management of multiple conditions and better integration between physical and
mental health services, as well as managing personalised risk factors.

e In order to address widening health inequalities, Public Health England published
guidance to taking a whole system approach to health and wellbeing and addressing
health across the life course. This guidance recognised the need to adopt a
coordinated, collaborative approach across the life course to address complex health
conditions and the wider determinants of health. The importance of focusing on
health inequalities at a national, regional and local level is addressed in the Marmot
Review: Fair Society, Healthy Lives and the Marmot Review 10 Years On.

Local strategies

e The Hertfordshire and West Essex Integrated Care Strategy 2023-33 sets out six
priorities as identified for improving the health and wellbeing of local residents,
based on consultation with local residents:

1. Give every child the best start in life by giving families and children support
at the earliest opportunity; ensuring that public and voluntary sector
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https://www.hertsandwestessex.ics.nhs.uk/wp-content/uploads/2024/10/HWE-Integrated-Care-Strategy-PDF.pdf

organisations work together effectively; making early learning opportunities
open to all; and keeping children safe from abuse and neglect.

2. Support communities and places to be healthy and sustainable by building
more affordable housing; supporting people to get into and remain in work;
creating healthy streets and improving green spaces; and putting additional
support in areas with the biggest health challenges.

3. Support our residents to maintain healthy lifestyles through initiatives such
as developing a new physical activity offer for residents; offering all people
admitted to hospital who smoke access to NHS-funded tobacco treatment
services; and improving pathways and outcomes for people who have mental
health issues and drug or alcohol problems.

4. Enable residents to age well and support people living with dementia by
promoting and encouraging take up of the NHS Health Check for people aged
40-74 to prevent the onset of disease; supporting people to reduce
loneliness; and improving support for carers of people with dementia.

5. Improve support for people living with life-long conditions, long-term
health conditions, physical disabilities, and their families by working with
the local population to lower risk factors and improve detection, diagnosis,
and early intervention of long-term conditions; supporting and empowering
people with long-term conditions with joined-up care; and increasing the
number of residents receiving NHS health checks.

6. Improve residents’ mental health and outcomes for those with learning
disabilities and autism through ensuring equal access to psychological
therapies; improving integrated pathways to access housing, education,
employment for specific groups; and working with employers to ensure they
develop suitable job opportunities for people with learning disabilities.

Hertfordshire’s Public Health Strategy 2022-27 outlines Hertfordshire County
Council’s ambitions and priorities to deliver a wide range of positive health
outcomes. Key ambitions include leading prevention through partnership working
and reducing health inequalities. Within the strategy, there are several proposed
actions specifically targeting health behaviours (such as smoking and physical
activity), excess weight, mental health, and frailty.

In 2022, Healthwatch Hertfordshire published a report on the impact of the cost of
living in Hertfordshire which highlighted that many Hertfordshire residents are
struggling with the rising cost of living. Most respondents to the consultation
reported that they are reducing their energy usage (80%), going out less (62%) and
reducing the amount and/or quality of food they are consuming (59%). Respondents
also reported that the rising cost of living has affected their mental health and
reduced their access to healthcare including dentist and/or opticians visits,
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5.2

purchasing of prescriptions, purchasing of equipment to help with health and
mobility, and inability to travel to appointments due to transport costs.

Long-term health conditions

Strategies

The UK Government launched a Major Conditions Health Strategy in 2023 which
included a key focus on preventing and tackling certain long-term health conditions,
including cardiovascular disease (CVD), diabetes and musculoskeletal disorders.

Public Health England’s ‘Health Matters — Preventing Cardiovascular Disease’
outlines England’s CVD ambitions to improve the detection and management of
atrial fibrillation (AF), high blood pressure and cholesterol, and reduce health
inequalities.

The NHS Diabetes Rightcare Pathway aims to provide resources to help diabetes
services concentrate their efforts to improve population health for those at risk of
developing diabetes and those who currently have TIDM or T2DM.

NICE recommends that all people with diabetes aged 12 and over should receive
nine recommended care processes at their annual diabetes review. These processes
relate to blood glucose levels, blood pressure, serum cholesterol, foot examination,
serum creatinine, urinary albumin, BMI, smoking history, and eye screening. Each
care process has defined target levels to reduce the risk of diabetic
complications.'*%11 NICE has also published specific guidelines for diabetes in

pregnancy.

The Royal College of Anaesthetist’s Four Nation Strategy for Pain Management
(2022) provides an overarching framework to deliver improved pain management
across the whole healthcare sector. The strategy is patient-centred from point of
first contact, including self-help signposting, personalised care and shared decision
making.

Interventions

NHS England and the National Institute for Health and Care Excellence (NICE)
identified the most impactful interventions relating to the prevention and
management of CVD and diabetes!'?:

o Diabetes: Evidence-based and quality assured structured education
programmes such as DAFNE and X-PERT are a cost-efficient way of reducing
(a) the risk of diabetes complications, (b) the number of hospital admissions,
and (c) reducing the need to refer T2DM patients to specialist services. The
NHS Diabetes Prevention Programme — a nine-month, evidence-based
lifestyle change programme — has shown to be effective in reducing
population incidence of T2DM. Finally, evidence shows the importance of all
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5.3

people with diabetes receiving the NICE recommended nine care processes
on an annual basis to reduce the risk of diabetic complications.

o CVD: Successful interventions are based on case finding — namely,
community pharmacy hypertension case finding, cholesterol search and risk
stratification, and NHS Health Checks — and optimising treatment. The latter
involves interventions such as preventing AF-related strokes with the use of
direct-acting oral anticoagulants (DOACs); implementing cardiac
rehabilitation for those diagnosed with heart failure; and the optimisation of
hypertension treatment, heart failure treatment (through annual reviews),
and primary care management after a high-risk CVD event (including lipid
management).

NICE recommend several evidence-based ways of managing chronic primary pain.!3
These include non-pharmacological interventions such as exercise programmes and
physical activity; psychological therapy such as acceptance and commitment therapy
or cognitive behavioural therapy; acupuncture — but only if the course is delivered
within a community setting by a band 7 healthcare professional with appropriate
training; and electrical physical modalities (excluding Transcutaneous Electrical
Nerve Stimulation (TENS), ultrasound or interferential therapy as there is no
evidence of benefit). The only pharmacological intervention that NICE recommend is
considering the use of an antidepressant for people aged 18 years and above, after a
full discussion of the benefits and harms.!13

Recent evidence has shown that psychoeducational interventions are more effective
in improving quality of life among fibromyalgia patients than usual treatments alone.
A 2019 systematic review found that most of the examined studies found statistically
significant positive results for psychoeducation compared to a control group, with
specific improvements noted in functional status, management of emotions related
to illness and pain, and anxiety and/or depressive symptoms. Online educational
programmes were also found to be effective in increasing patients’ knowledge of the
disease and management of disease-related pain.'*

For more information on strategies and interventions relating to long-term
conditions, see the Diabetes JSNA, Diabetes Lite Bite and Healthy Weight JSNA.

Mental health and wellbeing

Strategies

The cross-government strategy ‘No Health Without Mental Health’ (2011) focuses on
increasing parity between physical health and mental health and improving access to
quality treatment and support throughout the life course. The government is
currently in the process of developing a new 10-year plan for mental health and
wellbeing, extending the work of the NHS Long Term Plan to better address how
local services can work together to prevent those at risk from falling into mental ill-
health through earlier, targeted work.
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The National Suicide Prevention Strategy (2012) specifies key areas for action, with
annual progress reports published. The fifth progress report, published in 2021, set
out new commitments and priorities in the context of the COVID-19 pandemic and
the release of the Cross-Government Suicide Prevention Workplan.

The Local Government Association has outlined some key recommendations that
councils can use to develop their mental health strategies in line with their
population’s specific needs identified through Joint Strategic Needs Assessments.

The Hertfordshire Health and Wellbeing Strategy 2022-26 includes a local priority to
ensure that residents have good emotional and mental wellbeing throughout life.
This includes support for people experiencing dementia.

The Hertfordshire Suicide Prevention Strategy 2020-2025 identified key priorities
based on the national strategy, including support for men, support for those
bereaved by suicide, addressing training needs, support for children and young
people, reducing access to means of suicide, and support research, data collection
and monitoring.

Hertfordshire County Council are currently developing an Adult Mental Health
Strategy for 2022-27 to replace the previous 2016-21 strategy.

Interventions

Within the NICE guideline ‘Common mental health problems: identification and
pathways to care’, a stepped-care model is used to organise the provision of services
for people with common mental health problems and to recommend appropriate
interventions based on the severity of their disorder. In summary, effective
treatments may include:

o Psychological: Different forms of cognitive behavioural therapy (CBT) are
effective across disorders and severity level. For depression, other effective
treatments include behavioural activation, interpersonal therapy,
behavioural couples therapy, and mindfulness-based cognitive therapy.

o Psychosocial: Across all conditions, NICE recommends support groups,
befriending and rehabilitation programmes, educational and employment
support services, and referral for further assessment and interventions.

o Pharmacological: A wide range of antidepressant drugs are effective in
treating people with depression, and there is evidence to support the use of
some antidepressants such as selective serotonin reuptake inhibitors (SSRI),
for panic disorder and moderate to severe presentations of OCD.

The Royal College of Psychiatrists published a summary of evidence on public mental
health interventions across the life course. Some interventions with a strong
evidence base included parenting programmes to help prevent child mental disorder
and improve parental mental health; school-based bullying and violence prevention;
interventions to prevent depression such as psychological interventions, physical
activity, and increasing employment; and workplace interventions to reduce
employee stress and/or mental disorder and increase wellbeing.

51


https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973935/fifth-suicide-prevention-strategy-progress-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1110645/DHSC-national-suicide-prevention-strategy-workplan-accessible.pdf
https://www.local.gov.uk/sites/default/files/documents/22.6_Being%20mindful%20of%20mental%20health_08_revised_web.pdf
https://www.hertfordshire.gov.uk/media-library/documents/about-the-council/data-and-information/public-health/hertfordshire-health-and-wellbeing-strategy-2022-2026.pdf
https://www.suicidepreventionherts.org.uk/media/hertfordshire-suicide-prevention-strategy-2020-25-final.pdf
https://www.hertfordshire.gov.uk/media-library/documents/about-the-council/data-and-information/acs/adult-mental-health-strategy.pdf
https://www.nice.org.uk/Guidance/CG123/evidence
https://www.nice.org.uk/Guidance/CG123/evidence
https://www.rcpsych.ac.uk/docs/default-source/improving-care/pmhic/summary-of-evidence-on-pmh-interventions-june-2022.pdf?sfvrsn=571f2858_4
https://www.rcpsych.ac.uk/docs/default-source/improving-care/pmhic/summary-of-evidence-on-pmh-interventions-june-2022.pdf?sfvrsn=571f2858_4
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In 2019, NICE published five quality standards to reduce the risk of suicide in the UK
and help people bereaved or affected by suicide!!>:

1. Multi-agency suicide prevention partnerships: Areas should have effective
multi-agency partnerships where local organisations can combine their
expertise and resources to implement interventions designed to prevent
suicide and tackle underlying risk factors, such as self-harm.

2. Reducing access to methods of suicide: reducing access to common methods
of suicide and places where suicide may be more likely to occur can be an
effective way of preventing suicide. A range of measures can be used to
interrupt people's plans, giving them time to stop and think, or making it
more difficult for them to put themselves in danger.

3. Media reporting: Irresponsible reporting of suicide may have harmful effects,
including potentially increasing the risk of suicide. By encouraging responsible
reporting, partnerships can help prevent suicide clusters and avoid further
distress being caused to those bereaved or affected by suicide.

4. Involving family, carers, or friends: involving loved ones can help to support
a person who is suicidal and can provide valuable input to an assessment of
the person’s needs in order to keep them safe. However, involving others can
be complex so it is important that confidentiality is discussed.

5. Supporting people bereaved or affected by a suspected suicide: People
bereaved by suicide are at higher risk of suicide themselves, therefore it is
important to identify people who need support as soon as possible.

For more information on mental health strategies and interventions, see the Mental
Health and Wellbeing of Children and Young People JSNA, the Mental Health and
Wellbeing in Adults JSNA, the Mental Health and Wellbeing Perinatal JSNA, and
other resources on the Hertfordshire JSNA website.

Healthy weight

Strategies

The NHS Long Term Plan committed to make weight management services available
to those most at risk (i.e. people living with obesity with type 2 diabetes and/or
hypertension) and accelerate the NHS Diabetes Prevention Programme to provide
access to high-impact weight loss services for those most at risk.

Since 2019, Hertfordshire County Council has taken a whole systems approach to
obesity. The approach aims to support and promote healthy weight by engaging with
neighbourhoods and communities using 10 Pillars of Action. These include
promoting a healthy environment, engaging with neighbourhoods and communities,
adopting a first 1000 critical days approach for child development, improving
workplaces to foster health, improving the food environment in schools and for
young people, focusing on people with special needs, helping people regain a
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https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-children-young-people.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-children-young-people.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-adults.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-adults.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-perinatal.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents.aspx?searchInput=&page=1&resultsPerPage=10&view=card
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://hertscc365.sharepoint.com/Sites/intranet-CommunitySafetyPublicHealth/Shared%20Documents/Three%20Rivers%20Health%20Inequalities%20JSNA/Three%20Rivers%20Health%20Inequalities%20JSNA%20TOR_01022023%20ES.docx
https://www.gov.uk/government/publications/the-best-start-for-life-a-vision-for-the-1001-critical-days

healthier weight, learning from research and evaluation, using digital technology and
using behavioural science.

Interventions

e The NICE guidelines on preventing excess weight gain makes 10 recommendations to
help different population groups on how to maintain healthy weight or prevent
excess weight gain. These recommendations are to:

1.

© NoUuhkWwWN

9.

Encourage people to make changes in line with existing advice on physical
activity and healthy dietary habits

Encourage physical activity habits to avoid low energy expenditure
Encourage dietary habits that reduce the risk of excess energy intake
Further advice for parents and carers of children and young people
Encourage adults to limit the amount of alcohol they drink

Encourage self-monitoring

Clearly communicate the benefits of maintaining a healthy weight

Clearly communicate the benefits of gradual improvements to physical activity
and dietary habits

Tailor messages for specific groups

10. Ensure activities are integrated with the local strategic approach to obesity.

e Evidence has suggested that media literacy interventions help to reduce weight and
shape concerns; cognitive dissonance interventions help to reduce aspiring to the
thin-ideal; and CBT interventions help to reduce body dissatisfaction, dieting and
bulimic symptoms. Therefore, these interventions may be beneficial in the prevention

of eating disorders.

116

e The NICE guidelines for Eating disorders: recognition and treatment suggest the
following:

o Anorexia Nervosa: consider providing Individual Eating-disorder-focused

Cognitive Behavioural Therapy (CBT); Maudsley Anorexia Nervosa Treatment
for Adults; or Specialist Supportive Clinical Management for adults. For
children, Anorexia-focused Family Therapy is the first-line therapy suggested.
Binge-eating disorder: offer a binge-eating-disorder focused self-help
programme, or group or individual eating-disorder-focused CBT.

Bulimia Nervosa: consider bulimia-nervosa-focused self-help programmes or
individual eating-disorder-focused CBT in adults. For children, offer bulimia-
nervosa-focused family therapy or individual eating-disorder focused CBT.

e For more information on healthy weight strategies and interventions, see the Healthy
Weight JSNA, Diabetes JSNA and Physical Activity JSNA Briefing.
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https://www.nice.org.uk/guidance/ng7/resources/preventing-excess-weight-gain-pdf-51045164485
https://www.nice.org.uk/guidance/ng69/chapter/Recommendations#treating-anorexia-nervosa
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/healthy-weight-jsna.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/healthy-weight-jsna.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/diabetes-jsna-2022.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/physical-activity-briefing.pdf

5.5

Frailty and older people

Strategies

The NHS frailty framework of core capabilities aims to identify and describe skills,
knowledge and behaviours required to deliver high quality, holistic compassionate
care and support for older people. The framework is underpinned by 14 capabilities
which are grouped into 4 domains namely: understanding, identifying, and assessing
frailty; person-centred collaborative working; managing frailty; and underpinning
principles. These domains outline how people living with frailty, their loved ones and
carers, practitioners, service providers, commissioning teams, and education and
training providers can better identify frailty and understand how to support people
to live well with frailty. This framework builds upon and references the priorities set
in the NHS Five Year Plan.

The Hertfordshire Adult Care Services 15 Year Direction strategy sets out ambition to
make sure the right service development and transformation is available to the
people that need them. Within its framework, this strategy aims to make sure that
the adult social care system meets the rising expectations in society for personalised
services and adequate planning for an expanding and ageing population.

One of the six strategic priorities set by the Hertfordshire and West Essex Integrated
Care Strategy (ICS) is to enable residents to age well and support people with
dementia. In this priority, the ICS sets out to support residents to age healthily and
ensure access to advice and services that enable them to live well and independently
for as long as possible.

Interventions

A practical guide to healthy ageing is an NHS information guide in partnership with
Age UK that provides information to older adults from age 70 on how to manage
healthy living in the later years. The guide provides practical advice on keeping
active, preventing falls and overall physical and mental health in older adults.

The NHS practical guide to healthy caring is an information guide that is designed for
carers who are 65 years and older and are new to caring. The guide provides
resources and support for older adults who have taken on caring roles. It also
provides information on the health issues that may be associated to caring that can
be harmful for older adults.

NICE guidelines on dementia, disability and frailty in later life makes
recommendations centred around promoting healthy lifestyles and service
organisation and delivery to delay or prevent the onset of dementia, disability and
frailty in later life. Their first recommendation is promoting healthy lifestyles by:
encouraging healthy behaviours, integrating dementia risk reduction prevention
policies, raising awareness of risk, and producing information on reducing the risk of
dementia, disability and frailty, preventing tobacco use, improving the environment
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https://www.skillsforhealth.org.uk/wp-content/uploads/2021/01/Frailty-framework.pdf
https://www.hertfordshire.gov.uk/media-library/documents/about-the-council/data-and-information/acs/acs-15-year-direction-2018-2033.pdf
https://hertsandwestessexics.org.uk/integrated-care-partnership-icp/hertfordshire-west-essex-integrated-care-strategy
https://hertsandwestessexics.org.uk/integrated-care-partnership-icp/hertfordshire-west-essex-integrated-care-strategy
https://www.england.nhs.uk/wp-content/uploads/2019/04/a-practical-guide-to-healthy-ageing.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/nhs-practcl-guid-caring-v1.pdf
https://www.nice.org.uk/guidance/ng16/resources/dementia-disability-and-frailty-in-later-life-midlife-approaches-to-delay-or-prevent-onset-pdf-1837274790085

5.6

to promote physical activity, reducing alcohol-related risk, and supporting people to
eat healthily. The second recommendation is encouraging service organisation and
delivery of interventions to promote behaviour change, provide accessible services,
provide advice on reducing the risks of dementia, disability, and frailty, providing
physical activity opportunities, provide training, lead by example in public sector, and
provide support in the workplace.

A systematic review and meta-analysis analysed the effects of physical activity
intervention such as weight-based movement, outdoor walking, strength, balance,
and flexibility exercises on frailty. The review concluded that physical activity is likely
to help prevent frailty.*!’

For more information on strategies and interventions for frailty and older people,
see the Physical Activity JSNA Briefing, Dementia JSNA and Barriers and Enablers to
Physical Activity in Older Adults JSNA Lite Bite.

Cancer

Strategies

The NHS Long Term Plan ambitions for cancer aim to increase the number of people
who survive cancer and those who are diagnosed early by 2028. The ambitions will
be delivered by trying to improve quality of life outcomes, improving patient
experience outcomes, reducing variation and inequalities. These ambitions aim to
build on and accelerate the progress made through delivering recommendations
made by the Independent Cancer Taskforce made in 2015. The NHS cancer screening
programme encourages regular screening in an effort to help diagnose cancer or the
risk of cancer earlier to improve the likelihood of successful treatment.

The 10-Year Cancer Plan (2023-2032) is a new strategy that encompasses all
ambitions in the fight against cancer as identified by the Department of Health and
Social Care in collaboration with other stakeholders. The new plan uses knowledge
of the improvements that were undertaken during the pandemic and identifies what
additional intervention might be adopted to support the delivery of the existing
ambitions. Lastly, this strategy aims to look beyond the end date of the NHS Long-
Term Plan to consider what more can be done to shape and improve cancer services
in the next decade also through research and development.

Interventions

Cancel Out Cancer is an initiative in East and North Hertfordshire NHS Trust aimed at
improving awareness and understanding of cancer. This initiative was developed by
NHS patient representatives and offers a 60-minute free online session discussing
cancer screening, symptoms, and prevention.

Cancer Alliances brings together clinical and managerial leaders from different

hospital trusts and other health and social care organisations to change the
diagnosis, treatment, and care for cancer patients in their local area. In collaboration
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https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/physical-activity-briefing.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/dementia-jsna-2022.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/lite-bites/lite-bite-barriers-to-physical-activity-in-older-people.pdf
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/lite-bites/lite-bite-barriers-to-physical-activity-in-older-people.pdf
https://www.england.nhs.uk/cancer/strategy/
https://www.cancerresearchuk.org/about-us/cancer-strategy-in-england
https://www.england.nhs.uk/cancer/early-diagnosis/screening-and-earlier-diagnosis/#cervical-screening
https://www.gov.uk/government/consultations/10-year-cancer-plan-call-for-evidence/10-year-cancer-plan-call-for-evidence#the-10-year-cancer-plan-for-england
https://hertsandwestessex.icb.nhs.uk/stay-well-1/cancel-cancer
https://www.england.nhs.uk/cancer/living/

with primary care, they offer personalised care interventions to people with breast,
colorectal, prostate cancer and other cancers using these four ambitions:

e Personalised Care and Support Planning (based on holistic needs
assessments) ensures people’s physical, practical, emotional, and social
needs are identified and addressed at the earliest opportunity.

e End of Treatment Summaries provide both the person and their GP with
valuable information, including a detailed summary of treatment completed,
potential side effects, signs and symptoms of recurrence and contact details
to address any concerns.

e Primary Care Cancer Care Review is a discussion between the person and
their GP / primary care nurse about their cancer journey. This helps the
person to discuss any concerns, and, if appropriate, to be referred to services
or signposted to information and support that is available in their community
and from charities.

e Health and Wellbeing Information and Support includes the provision of
accessible information about emotional support, coping with side effects,
financial advice, getting back to work and making healthy lifestyle choices.
This support will be available before, during and after cancer treatment.

A systematic review exploring health promotion interventions to increase breast
cancer screening uptake found that most interventions including individual,
community and group-based interventions helped to increase uptake.!8

Another systematic review and meta-analysis found that theory-based cervical
cancer educational interventions (such as teaching about what is involved in
screening and why it is important) helped to increase uptake in cervical cancer
screening. Offering women the option of self-sampling for HPV testing increased
screening uptake by 71%. Additionally, the study found that sending reminders to
patients who are overdue for screening helped to improve uptake.'?

For more information on cancer strategies and interventions, see the Cancer JSNA.

56


https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/cancer-jsna.pdf

6.0

Limitations

The health conditions covered in this needs assessment are all extensive and
multifaceted topics. For this reason, it was beyond the scope of this report to
develop each of the individual topics in depth. More detailed information on risk
factors, trends, strategies and interventions for individual health topics is available
on the JSNA website.

Some indicators did not have district level data available for analysis. These included
data on diabetes and severe mental illness. For these indicators, data for the East
and North Hertfordshire sub-ICB area was used.

Indicators have not been analysed at smaller geographies within Stevenage, such as
at ward level or below as the vast majority of data is not available at these lower
geographies. See Appendix C for more information on ward level indicators.

There is a lack of local data regarding inequalities in the prevalence of different
health conditions across various demographic groups, with the exception of sex and
deprivation quintile for some of the indicators.

The prevalence of obesity and overweight should be interpreted with caution for the
following reasons:

o BMlis a practical estimate of adiposity (body fatness) and does not
distinguish between body fat mass and body lean mass or consider body
composition, such as where the body fat is stored, which can pose a separate
health risk.t20.12

o In some ethnicities, such as some Asian groups, there may be a higher risk of
certain medical conditions at a lower BMI.22%122 Therefore, using the cut-off
points of 25kg/m? for overweight and 30kg/m? for obesity for these
populations may mask potential health implications at a lower BMI.

Please see Healthy Weight JSNA for more information.

The available data on diet and physical activity is self-reported. Self-reported data
has known limitations, such as the validity of using retrospective questions, accuracy
of answers and response bias.

Data on eating disorders could not be compared to Hertfordshire or England
benchmarks as this data was not available for direct comparison.

Estimates for the prevalence of severe mental illness and depression are based on
GP registered patients and therefore are not representative of people that are not
registered with a GP. Furthermore, they are likely to underestimate the true scale of
mental health in Stevenage as they only represent those with a registered diagnosis.

Within this JSNA, frailty is measured using hospital admission data for falls and hip
fractures in older adults, which serves as more of a proxy measure for frailty, rather
than looking at measures such as the frailty index.
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https://www.hertfordshire.gov.uk/microsites/jsna/hertfordshires-joint-strategic-needs-assessment.aspx
https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/healthy-weight-jsna.pdf

Some indicators, such as those from the GP Patient Survey or Quality Outcomes
Framework (QOF), only include data from individuals who are registered at GP
surgeries. Therefore, certain population groups may be more likely to be excluded
from the sampling framework such as those experiencing homelessness due to
barriers with registering!?® and those exclusively using private healthcare.

The COVID-19 pandemic affected the way that some of the indicators were
measured and may mean that comparisons to previous years are misleading. For
example, there was no local data collected for the National Child Measurement
Programme (NCMP) in 2020/21 due to school closures during the pandemic.

This needs assessment did not address the potential impact that the COVID-19
pandemic or Cost of Living crisis may have had on local health behaviours and
outcomes. For more information, please see the Cost of Living JSNA Lite Bite.
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https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/lite-bites/lite-bite-cost-of-living.pdf

7.0

7.1

7.2

7.3

Summary

Population and inequalities

The district of Stevenage has a diverse population compared to other districts within
Hertfordshire. According to the 2021 Census, there is balanced split of female and
male residents (51% vs. 49%) and approximately 17% of residents are from ethnic
minority groups.

Compared to regional and national averages, Stevenage has a higher proportion of
children and young people aged 0-14. Additionally, Stevenage has an aging
population in line with regional and national trends, with the older population (aged
65+) expected to increase by 30% over the next 20 years, which is likely to increase
demand on services for older people.

Some of the most significant inequalities in Stevenage include life expectancy and
deprivation. Stevenage is the most deprived district in Hertfordshire with a
deprivation score of 19.7 and an average life expectancy at birth of 80.8 years, which
is significantly lower than Hertfordshire but statistically similar to England.

Long-term conditions

Over the last 5 years, Stevenage has seen a statistically significant decrease in the
prevalence of coronary heart disease (CHD), as well as a decrease in adults reporting
a long-term musculoskeletal (MSK) problem. On the other hand, the prevalence of
stroke has increased (although not significantly) and prevalence of diabetes has
increased significantly in East and North Hertfordshire sub-ICB in line with trends
across the ICB and England.

National data on inequalities showed that MSK problems were significantly higher
among those who were female, aged 55+, from White or Black Caribbean ethnic
groups, or living in districts in the most deprived deciles. Prevalence of stroke and
diabetes showed no significant correlation with deprivation, however, data was not
available for other inequalities or for coronary heart disease.

Healthy weight

Compared to Hertfordshire and England, Stevenage has a significantly higher
proportion of overweight/obese adults (72%) and a significantly lower proportion
meeting the ‘5-a-day’ fruit and vegetable consumption guidelines (25%). However,
the proportion of physically inactive adults was statistically similar to Hertfordshire
and England (22%).

Latest findings from the National Child Measurement Programme (NCMP) in 2023/24
showed that 18% of Reception children and 37% of Year 6 children in Stevenage
were classified as overweight or obese, both statistically similar to England.
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7.4

7.5

7.6

Nationally, excess weight was significantly higher among males and was significantly
correlated with areas of higher deprivation.

Hospital admissions for eating disorders have decreased in Hertfordshire since
2020/21 during the COVID pandemic. Inequalities data was not available for this
indicator.

Mental health

The prevalence of severe mental illness (SMI) and depression has been increasing in
Stevenage and the East and North Hertfordshire sub-ICB in line with national trends.
However, hospital admissions for self-harm and alcohol-related mental and
behavioural disorders have decreased during this time. The suicide rate has
fluctuated in the last 5 periods, with an increase in the most recent period (2021-23).

Nationally, the prevalence of SMI and depression were positively correlated with
deprivation. Self-harm admissions in Stevenage were statistically similar between
males and females, against the national trend of higher rates of female admissions.
Conversely, alcohol-related mental and behavioural disorder admissions were 5
times as high among males compared to females.

Findings from the Hertfordshire Suicide Audit 2021-23 showed suicides were almost
3 times as high among males compared with females, however there was no
significant correlation with deprivation.

Frailty and older people

The rate of falls and hip fractures among adults aged 65-79 in Stevenage has
followed a general downward trend in the last 5 years, however, falls and hip
fractures among adults aged 80+ have increased in the last 3 years. In Stevenage, the
rate of falls and hip fractures has been statistically similar between males and
females, against the national trend where females had a significantly higher rate.
Nationally, falls and hip fractures were significantly higher among people living in the
most deprived areas.

The estimated diagnosis rate for adults with dementia in Stevenage is significantly
higher than Hertfordshire and England. Dementia-related mortality has remained
statistically similar over the last 5 years, against the Hertfordshire and England trend
which has been decreasing. Dementia-related mortality was higher among females
and those living in districts in the 3 most deprived deciles.

Cancer

The proportion of cancers diagnosed at stages 1 and 2 in Stevenage was 58.7%,
statistically similar to Hertfordshire and England. Nationally, early cancer diagnosis
was significantly higher across districts in the most deprived deciles compared with
the lowest deciles.
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7.7

The mortality rate from cancer (all ages) and cancer considered preventable has
decreased in Stevenage in the last 5 years in line with the national trend. Cancer-
related mortality in Stevenage has been significantly higher among males compared
to females and, nationally, among people living in the most deprived areas.

Wider determinants of health

Stevenage has a higher rate of statutory homeless households, smoking prevalence,
and hospital admissions for violence than both Hertfordshire and England
benchmarks. All of these indicators were more prevalent in the most deprived areas.

Approximately 85% of Stevenage residents were in employment in 2023/24, which
was statistically similar to Hertfordshire and England and significantly higher among
females and the least deprived areas.

GCSE attainment was lower in comparison to Hertfordshire and England, with an
average Attainment 8 score of 45.1. Data shows that GCSE attainment was lowest
among males, children living in the most deprived areas, and children eligible for
free school meals.
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8.0

8.1

8.2

8.3

Recommendations

Population and inequalities

Local services should consider any changes to Stevenage population demographics
identified through the 2021 Census over the last 10 years to assess the impact on
service capacity, identify gaps in service provision and inform commissioning
decisions.

Ensure that local service provision is proportionate to the age profile of Stevenage.
This includes the higher proportion of children and young people (aged 0-14) within
Stevenage and the predicted increase in the older population (aged 65+), which is
likely to increase demand for services for older people.

Preventative approaches aimed at overcoming health inequalities (including
deprivation) are key to improving health outcomes and increasing life expectancy
among Stevenage residents.

Long-term conditions

Prioritise upstream prevention and detection of long-term health conditions, such as
hypertension and type 2 diabetes, by promoting physical activity and smoking
cessation initiatives, and increasing local uptake of NHS Health Checks.

Increase referrals to structured education programmes as an evidence-based, cost-
effective way of reducing risk of diabetes complications, hospital admissions and the
need for referral to specialist services among patients with diabetes.

Encourage the completion of annual care processes (e.g. blood checks, foot
examination, eye screening) in those with diabetes, including specific processes for
expectant mothers with diabetes in pregnancy.

Work collaboratively with community and specialist chronic pain services to optimise
patient management opportunities and support the development of advice and
guidance services if referral may not be required.

Develop targeted communications and awareness resources aimed at population
groups shown to be at higher risk of developing musculoskeletal conditions,
including females, adults aged 55+, those from White or Black Caribbean ethnic
groups, and those living in the most deprived deciles.

Healthy weight

Take a whole-systems approach to obesity by adopting initiatives that target the
environmental, social, and physiological drivers of obesity. This approach includes:
o increasing the availability of different food types and physical activity
opportunities across the district
o increasing nutritional education
o promoting active travel and use of green spaces
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8.4

8.5

o increasing awareness of obesity management services and management of
drug-induced weight gain

Increase physical activity in residents through strengthening partnerships across
public, private and voluntary organisations to target activities in under-represented
groups. This includes those living in deprived areas, women, older adults and those
with long-term conditions.

Increase the number of children and young people starting treatment for eating
disorders within 4 weeks to meet the 95% target set out in the NHS Long Term Plan.

Strengthen prevention work around disordered eating through evidence-based
interventions aimed at reducing body dissatisfaction and addressing bullying
behaviours, particularly those relating to appearance-related teasing.

Mental health

Adopt a life course approach to mental health and wellbeing. This should include the
promotion of mental wellbeing from early life (by reducing exposure to adverse
childhood experiences and addressing harms by promoting programmes that
address childhood trauma) through to older age (by addressing links with issues such
as social isolation and physical health).

Ensure that reducing inequalities and addressing wider determinants of mental
health (including physical health) are at the heart of improving mental health and
wellbeing in the local population. This should include support for physical health
conditions and ensuring equity of access across demographic groups.

Follow the priorities outlined in national and local strategies for suicide prevention
including enabling earlier intervention, reducing access to means of suicide, and
improved awareness for professionals on signposting to available services and
referral routes. This should include specific consideration for higher risk
demographic groups such as men, ethnic minority groups and LGBTQ individuals.

Frailty and older people

Adopt a multidimensional approach to the prevention of frailty through the
promotion of healthy lifestyle behaviours such as regular physical activity, avoidance
of excess weight gain, and the prevention and cessation of smoking with a particular
focus on women, older adults and those living in the most deprived areas.

Review what services and interventions are available across the system in relation to
falls prevention among older adults in Stevenage to identify current gaps in
provision.

Increase dementia screening in care homes and services for older people to improve
diagnosis rates, due to diagnosis rates still not meeting the estimated prevalence of
dementia.
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8.7

Increase dementia awareness training across GP surgeries, care home staff, those in
support roles and families, with a focus on the recognition of the signs and
symptoms of dementia.

Cancer

Promote and increase awareness of local initiatives that focus on smoking cessation,
weight management, alcohol reduction and cancer prevention behaviours such as
reducing exposure to UV radiation, particularly in more deprived areas.

Increase promotion of cancer awareness campaigns, local initiatives that assist with
early detection of cancer, and cancer screening to increase the proportion of cancers
diagnosed at stages 1 and 2. These should include targeted messages for population
groups at higher risk of cancer, including males and those living in the most deprived
areas.

Map locations of cancer screening services in Stevenage and bordering districts and
consider increasing cancer screening coverage in areas with reduced access to
screening services.

Wider determinants of health

Local health organisations should use a preventative approach to tackle wider
determinants of health. This should include commissioning decisions for investment
in early intervention and appropriate sharing of data to understand trends in local
demand.

Local services should give consideration to joint commissioning approaches and new
ways of working together to tackle health inequalities and reduce the impact of
wider determinants on the health and wellbeing of residents.

Review and monitor the impact of the Cost of Living crisis on local residents’ physical
and mental health, including access to healthcare services, and increase awareness
of local services available for residents struggling with the increased cost of living.
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Appendix A: Information for Equality Impact
Assessments

Hertfordshire JSNA

Information for Equality Impact Assessments

Stevenage Health Inequalities JSNA

Part A: Protected characteristics (protected under the Equality Act 2010)

Age

The risk of developing CVD increases with age, with it being most common in
individuals over the age of 50.° Increasing age is associated with an increased
prevalence of pre-diabetes and T2DM,%%27 whilst type T1DM typically peaks around
puberty.?8

Approximately three-quarters of all strokes occur in adults aged 65+. The risk of
having a stroke doubles every 10 years after the age of 55.%°

Osteoarthritis typically develops in individuals in 45 years older and above, while
rheumatoid arthritis often starts between the age of 30 and 50.4¢

A national survey of children and young people’s mental health found that the
prevalence of mental health disorders was highest among 11- to 16-year-olds.%3

Findings from the 2021 Health Survey for England show that people aged 45-74 are
at higher risk for overweight and obesity.*® Eating disorders such as anorexia
nervosa, bulimia nervosa, and binge eating disorder typically develop in people
during their late teens and mid-twenties. 78

A systematic review found that older age is significantly associated with frailty.?*

The risk of dementia increases exponentially with age. From the age of 70, a person’s
risk of dementia roughly doubles every five years.®

Increasing age is an important risk factor for cancer, with overall cancer incidence
rates rising as age increases. In the UK, the peak rate of cancer cases is among
people aged 85-89 years. Despite this, certain types of cancer are more common in
children and young people, including brain and spinal tumours and leukaemia.®®
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Disability

A wide range of comorbidities exist which can increase an individual’s risk of
developing CVD. Hypertension is one of the most important risk factors for CVD as it
can damage an individual’s blood vessels. Some other important comorbidities
include type 2 diabetes, dyslipidaemia, chronic kidney disease, atrial fibrillation, and
serious mental health problems.®

Findings from the 2021 Health Survey for England show that disabled people are at
higher risk for overweight and obesity. 4°

Cardiovascular disease (CVD) is a key cause of disability in the UK but can often be
largely prevented by lifestyle modifications.®

National data on chronic pain available from the Health Survey for England in 2017
showed that adults that were permanently unable to work because of long-term
sickness or disability, and those intending to look for work but prevented by
temporary sickness or injury were more likely to report having chronic pain (77% and
66% respectively) compared with those in paid employment (27%).124

People with learning disabilities have been identified as being at particular risk of
poor mental health.8!

Gender identity and reassignment

People identifying as transgender are less likely to attend for cancer screening, in
part due to fear of discrimination by health care workers, and are less likely to access
sex-specific screening such as cervical or breast cancer screening because in some
cases they have been omitted from the register due to their recorded gender.?100

See also Sexual orientation.

Marriage and civil partnership

No specific issues were identified through this needs assessment

Pregnancy and maternity

Obesity during pregnancy can cause health problems for both the mother and child,
including increased risk of maternal death; miscarriage; gestational diabetes; blood
clots; pre-eclampsia; post-partum haemorrhage; still birth; foetal abnormality and
increased risk of the baby becoming obese in adulthood.>*>>
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Women during the perinatal period have been identified as being at particular risk of
poor mental health.8? See Perinatal Mental Health and Wellbeing JSNA.

Race and ethnicity

In the UK, South Asian, Black African and African Caribbean ethnicities have an
elevated risk of developing CVD.> Specifically, South Asian groups have the highest
mortality from heart disease and stroke, while Black groups in the UK have a
significantly lower risk of heart disease compared to the general population but have
higher incidence of and mortality from hypertension and stroke.?

A UK research study in 2023 shows that ethnic minority groups had earlier onset on
acute stroke by around 5 years and 2-4 times higher risk of stroke-related adverse
outcomes and deaths compared to Caucasian patients.'®

A cross-sectional analysis of the Health Improvement Network Primary Care
Database found that minority ethnic groups were more likely to have a type 2
diabetes diagnosis compared to White individuals.?®

A national survey of children and young people’s mental health found that the
prevalence of mental health disorders was highest among children of a White British
or Mixed/other ethnic background compared to those from Asian/Asian British and
Black/Black British backgrounds.®® Research suggests that people from BAME
communities are at higher risk of developing a mental health problem in adulthood,
but are less likely to receive support.®’

Findings from the 2021 Health Survey for England show that people from the Black
ethnic group are at higher risk for overweight and obesity. 4°

There is evidence to suggest that the prevalence of dementia differs between
different ethnic groups. A meta-analysis found that people from Black ethnic groups
had around 20% higher incidence of dementia than people from White ethnic
groups, but found no significant differences between people from Asian and White
ethnic groups.*°

A recent 2022 study in England found that people of non-White ethnicity generally
have lower cancer risk than the White population, with some notable exceptions.
Some exceptions included prostate cancer (2 times higher in Black ethnic groups),
myeloma (3 times higher in Black ethnic groups) and several gastrointestinal cancers
(higher in Black and Asian ethnic groups).°?

Religion or belief

No specific issues were identified through this needs assessment
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https://www.hertfordshire.gov.uk/microsites/jsna/jsna-documents/mental-health-perinatal.pdf

sex

The average life expectancy at birth for a resident in Stevenage between 2020 and
2022 was 80.8 years (79.3 years for males and 82.2 years for females).2 This was
significantly lower than Hertfordshire for both males and females, but statistically
similar to England.

The average life expectancy at age 65 for a resident in Stevenage between 2020 and
2022 was 19.3 years (18.2 years for males and 20.4 years for females).? This was
significantly lower than Hertfordshire for both males and females, but statistically
similar to England.

Men have a higher risk of CVD than women at all ages compared to women, and on
average, develop CVD around 10 years earlier than women.® However, research
suggest that women who have heart attacks receive poorer care than males during
diagnosis, treatment and aftercare which may affect health outcomes.’

Women have increased risk for stroke compared to men as they have a higher
disease burden for certain conditions, including atrial fibrillation, increased risk of
stroke related to diabetes, and higher prevalence of hypertension. Women also carry
sex hormone-specific risk factors for stroke related to pregnancy, birth control
medication and menopause.'*

Women are reported to have a higher rate of all types of common mental health
disorders, although suicide is more common among men 57,68

Eating disorders such as anorexia nervosa, bulimia nervosa, and binge eating
disorder are more prevalent among women than men.>”>8

A systematic review found that found that the female gender is significantly
associated with frailty.8

Dementia is known to be more prevalent in females compared to males, with
females accounting for around 65% of all dementia patients.®” Some of this can be
explained by females having longer life expectancy.®

In general, cancer incidence is higher among men than women. However, this
pattern differs by age in England, with common cancers that affect women (including
breast and cervical cancer) more likely to develop in younger people compared to
cancers that mainly affect men (such as prostate cancer).®®

Sexual orientation

People who identify as non-heterosexual are more likely to develop mental health
problems including depression, anxiety, eating disorders, self-harm, suicidal feelings
and misuse of drugs or alcohol.”? This is related to the fact that many LGBTQ+ people
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are more likely to experience stigma and/or discrimination, social isolation,
exclusion, rejection and inequality.”®72

LGBT people are less likely to attend for cancer screening, in part due to fear of
discrimination by health care workers.®

Part B:

Other Categories

Military personnel and armed forces veterans

Veterans have been identified as being at particular risk of poor mental health.” In
particular, military veterans are more likely to experience post-traumatic stress
disorder (PTSD), anxiety, depression and alcohol problems than the general
populaltion.12>126

Carers

Carers have been identified as being at particular risk of poor mental health.”® This is
because caring responsibilities often have a significant impact on mental health,
including: stress and worry; anxiety; isolation and loneliness; less personal time;
money worries; lack of sleep; and guilt, frustration and anger.'?’

Mental lllness/Poor Mental Health

Evidence suggests there is a two-way causal relationship between mental health and
long-term conditions like CVD, diabetes, chronic obstructive pulmonary disease, and
musculoskeletal disorders.”®

Significant positive associations have been found between frailty and higher levels of
depression among older people .8

Depression in later life is estimated to increase the risk of dementia by 90%. A UK
cohort study found that depressive symptoms in later life, but not in midlife,
increases dementia risk.%%%3

See also Disability.

Children Looked After and Care Leavers

No specific issues were identified through this needs assessment
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Appendix B: Guidance on statistical significance and
interpreting confidence intervals

Statistical significance: A term used to indicate whether a difference or relationship really
exists between two or more data points including two different geographic areas or time
periods and/or whether the difference is just a fluke.

Confidence intervals: provide an easy way to look for statistically significant differences
between two or more data points. There are two different methods that can be used, each
with its own strengths and weaknesses.

Overlapping confidence intervals: When there are two sets of data with confidence
intervals and we want to take the imprecision of both into account we compare both to see
if they overlap each other. If the intervals do not overlap, there is a significant difference
between the data. On the other hand, if the intervals overlap, then the data points are not
statistically significant (see example below).

Example:

The graph below shows an example of how confidence intervals can be used to identify
statistically significant differences between data. Applying the logic described above, the
below graph shows the following:

e Area A is statistically similar or not significantly different to the comparator area
because the confidence intervals overlap.

e Area B is statistically significantly higher than the comparator area because the
confidence intervals do not overlap.

e Area Cis statistically significantly lower than the comparator area because the
confidence intervals do not overlap.

70%
60%

50%

40%

30%

20%

10%

0%
Area A Area B Area C Comparator area

Source: Statistics with Confidence, Altman et al.*?®
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Appendix C: Ward level health indicators

Ward level data is not available for the vast majority of data contained within this JSNA.
However this appendix contains ward level maps of the indicators covered within this JSNA
where ward level data is available. This includes the following two indicators:

e Reception prevalence of overweight (including obesity) (4-5 years)
e Year 6 prevalence of overweight (including obesity) (10-11 years)

Map 1: Reception prevalence of overweight (including obesity) (4-5 years)

Source: National Child Measurement Programme (NCMP).
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Map 2: Year 6 prevalence of overweight (including obesity) (10-11 years)

8.0 273 Nz 3538 400 583

Source: National Child Measurement Programme (NCMP).

Ward level profiles

Ward level data for indicators similar to those explored in this JSNA is available through local
ward profiles on the Local Health website, all of which are linked below:

e Bandley Hill

e Bedwell

o Chells

e lLongmeadow
e Manor

e Martins Wood
e Old Town

e Pin Green

e Roebuck

e Shephall

e St Nicholas

e Symonds Green
e Woodfield

*Please note that the ward geographies above are based on 2021 ward boundaries,
therefore these wards may alter slightly to the most recent ward geographies.
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https://www.localhealth.org.uk/
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004805
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004806
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004807
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004808
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05009316
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004810
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004811
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004812
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004813
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004815
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004814
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004816
https://localhealth.org.uk/#c=report&chapter=c01&report=r01&selgeo1=ward_2021.E05004817
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