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Introduction

Welcome to my Annual Report for 2013. As
Director of Public Health I have a statutory duty
to publish a report containing my
‘Independent Assessment of Health’ in the
district and any particular challenges we face.
This year I am looking at how we support
people to stay well with on-going Physical and
Mental Health conditions.
One in three people in Wakefield District is
living with at least one chronic condition, such
as High Blood Pressure, Diabetes or
Depression. Within the next five years, 1 in 20
of us, mainly older people, will have three or
more of these long term conditions all at once.
Dementia is a particular concern and an area
where much work has taken place locally. We
all need to understand Dementia better.

This is my first Annual Report since the return
of Public Health to Local Government. It is
already clear that this presents a great
opportunity to support the work that Wakefield
Council is doing to tackle the causes of poor
health. But Local Government, especially
with its greatly reduced budget, cannot do
everything. I present data in this report, which
describes the scale of the challenge. The health
and wellbeing of residents varies considerably
across the district. Everyone in the district
should have an equal chance to stay well.
Responding to this challenge will require
everyone to play their part.
Please read this report and my
recommendations and consider what part you
could play.

With this affecting so many of us, it is
important that we do what we can to empower
and support people so that they can enjoy the
best possible quality of life. It is vital that people
are able to manage their own condition as far
as possible.
Care for people with long term conditions is
estimated to account for 70% of the Health and
Social Care budget. To help people stay well
and to manage within constrained budgets, it
is more important than ever, that we prevent
these health conditions developing in the first
place. Many of these diseases are associated
with smoking, unhealthy diets, lack of physical
activity and on-going stress. Even small changes can result in big improvements.
Andrew Furber
Director of Public Health,
Wakefield Council

I would welcome any comments on this report
and can be contacted via:
Email: afurber@wakefield.gov.uk
Twitter: @FurberA
Post:

Director of Public Health
Wakefield Council
Wakefield One
PO Box 700, Burton Street
Wakefield
WF1 2EB
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The prevalence of the main long term
conditions in Wakefield District is higher than
the national average. Furthermore, significant
proportions of some long term conditions are
yet to be diagnosed.
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Staying Well
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In England, more than 15 million people have
a long term condition - a health problem that
cannot be cured but can be controlled by
medication or other therapies. This figure is
set to increase over the next 10 years. Some
examples of long term conditions are Diabetes,
Depression, Dementia, Asthma and Chronic
Obstructive Pulmonary Disease (COPD).
Long term conditions can affect many parts of
a person’s life; from their ability to work and
have relationships, to housing and education
opportunities.
In an average year, a patient with a long term
condition will see a Health Care professional for
three hours. In the remaining 8,757 hours they
must manage on their own. Self- Management
support recognises that people with long term
conditions are in charge of their own lives and
are the primary decision makers about the
actions they take in relation to the management
of their condition. Care Planning supports
patients to understand and manage their
condition confidently and encourages an
interactive partnership between clinician and
patient to support the self-management of
patients and their long term condition.

KEY FACT:

Individuals with a long term
condition account for 55% of GP
appointments, 68% of outpatient
and A & E appointments, and 77% of
in-patient bed days.

PATIENT
STORY:

Jim, a patient with Diabetes, was finding
it hard to keep his blood sugar at safe
levels. Despite on-going support from his
Practice Nurse, he was struggling to make
some of the life changes that would have
helped him to manage his condition better.
This meant he sometimes didn’t attend
his appointments, as he thought he was
doing badly. A couple of years ago, Jim’s
Practice Nurse, Deborah, became aware of
a new approach to doing annual reviews,
called care planning. This involved taking a
different approach to the appointment, with
Jim taking more of a lead in the
discussion, talking about what was
important to him, not what Deborah
thought should be important to him.
Unbeknown to Deborah, Jim’s wife had
been suffering from poor health and was
less able to do things around the house.
Although Jim was aware he had to do
some of these things, like shopping and
cooking, he needed some help and to talk
about his worries. By allowing time for Jim
to talk about his worries and concerns,
Deborah helped Jim to put his Diabetes
into the context of his life as a whole and
come up with some goals for his next
visit. They set an action plan about how
to achieve these and on his next visit, Jim
was able to talk about what had gone
well and set new goals for the future. He
became much more involved in his own
Diabetes care and felt more
able to make changes that
worked for him.
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Preventing health problems
through NHS Health Checks
The NHS Health Check programme aims to
prevent Heart disease, Stroke, Diabetes and
Kidney disease and is for people in England
aged 40 to 74 years, without existing
Cardiovascular disease. In the future, the Health
Check will include Dementia Awareness and an
Alcohol Assessment.
It is a Risk Assessment and Risk Management
programme - both elements are important.
Those receiving a NHS Health Check Risk
Assessment are supported to manage their risk
through appropriate follow-up.
Those at high risk will either be offered support
within the GP surgery or referred onto services
to help with weight loss, stopping smoking,
increasing physical activity, reducing alcohol
consumption or living with newly diagnosed
Diabetes or High Blood Pressure.
Anyone offered a NHS Health Check by their GP
should take up that offer. It could prevent
serious illness. All residents aged 40 to 74
years registered with a GP in the Wakefield
district will be offered a check every five years.

Mental health

Research evidence demonstrates that people
with long term conditions are two to three
times more likely to experience Mental Health
problems than the general population. There
are particularly strong associations with
Cardiovascular diseases, Diabetes, Chronic
Obstructive Pulmonary Disease and
Musculoskeletal disorders.

KEY FACTS:

Depression is two to three times
more common in a range of
Cardiovascular diseases and
prevalence estimates vary between
20% - 50%. People living with
Diabetes are two to three times
more likely to have Depression than
the general population and there
is an independent association with
anxiety.
Anxiety disorders are particularly
common among people with Chronic
Obstructive Pulmonary disease; for
example panic disorder is up to 10
times more prevalent than in the
general population.
Up to 33% of women and more than
20% of men with all types of Arthritis
may also have depression.
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PARTICIPANT
QUOTES:

Many people with long term physical health
conditions also suffer from Mental Health
problems, which can further reduce their
quality of life.

meeting people,
making friends

PRIORITIES FOR
THE FUTURE:
•

Promoting wellbeing in the workplace.

•

Increase the diagnosis of Depression
among people who also have a long
term condition.

•

Promote integrated working and
collaboration between Mental Health and
Physical Health practitioners.

•

Promote self-management and peer
support services.

PARTICIPANT
QUOTES:
looking forward to
starting the gym

CASE STUDY:
Mobility Classes to help people
with Long Term Conditions
Wakefield Council runs ‘Water based’
Exercise Classes that aim to increase mobility,
flexibility, muscular strength and balance.
These are of particular benefit to people with
Long Term Conditions including; Diabetes,
Stroke, Cardiac, Musculoskeletal conditions,
Mental Health, Fibromyalgia, High Blood
Pressure, Parkinson’s disease and COPD.
Classes are available at centres across the
district. People can self-refer to the classes
or can be referred by a Health
Professional (Nurse / Doctor) through the Get
Active Scheme. For more information on the
scheme go to:
http://www.wakefield.gov.uk/cultureand
leisure/sal/activelifestyles/default.htm

Diabetes
Diabetes is a condition where the blood sugar
level is higher than normal. There are two main
types of Diabetes: Type 1 Diabetes is usually
seen in young people. Type 2 Diabetes tends
to affect adults over 40 and people who are
overweight.
The last 30 years has seen a three-fold
increase in the number of cases of childhood
Diabetes in the UK.
Diabetes services in Wakefield are highly
regarded both nationally and locally. They
have undergone a significant transformation
in recent times and Wakefield residents have
been at the forefront of these changes. A
specialist team of hospital Diabetes Nurses and
Doctors now hold clinics in GP practices across
the Wakefield District for patients who would
benefit from specialist advice and treatment.
It means patients can be seen in their local
community by the most skilled person at the
right time, which is helping to better manage
the patient’s condition outside of hospital.

PATIENT
EXPERIENCES:

PATIENT
EXPERIENCES:

Following attendance on the DAFNE (Dose
Adjustment for Normal Eating) Programme:

Excellent! Would
recommend it to anyone
with motivation to
manage their
Diabetes

PRIORITIES FOR
THE FUTURE:
•

Prevention of Type 2 Diabetes.

•

Further work on improving outcomes,
reducing the risk of developing
complications in Diabetes.

•

Ensuring all patients receive the ‘nine
care processes’ recommended by the
National Diabetes Audit.

•

Developments in Diabetic foot care
including a Foot Protection Team in the
community and in-patient care.

Following attendance on the DAFNE (Dose
Adjustment for Normal Eating) Programme:

PARTICIPANT
QUOTES:
being able to move
more freely

After only being diagnosed
18 months, I feel really
privileged to have done the
course, I feel more
confident and I
think the DAFNE
team are excellent.
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Heart and Circulatory Disease
- Stroke and Mini Stroke or TIA
(Transient Ischaemic Attack)
Heart and Circulatory disease includes
Coronary Heart disease and Stroke. A Stroke
is caused when parts of the brain do not get
enough oxygen due to a blockage in the blood
supply. This might be due to a clot or a bleed
into the brain. As a result, that part of the brain
starts to die. Depending on where the brain
damage is, this can lead to difficulties in things
we all take for granted such as walking, talking,
swallowing, reading and writing. The number
of people suffering a Stroke has been falling
in recent years. This has coincided with more
treatment aimed at preventing Strokes.

KEY FACTS:

Atrial Fibrillation (when the heart beat
is not regular), increases the chance of
having a Stroke by five times. When a
person is found to have this, their GP
will talk to them about the options for
treatment to reduce the risk, which
might include being prescribed
Warfarin or another medication.

For more information about Stroke:
www.stroke.org.uk
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KEY FACTS:

Around 1,000 people a year are
admitted to hospital in Wakefield with
a Stroke. There is now so much more
that can be done for people diagnosed
with a Stroke but the important thing
is to get to hospital quickly. The
message from the national FAST
campaign is that for someone with a
suspected Stroke, “T” means “time to
call 999”. A Stroke is a medical
emergency just like a Heart Attack is.
Around 1.9 million brain cells die every
minute after a Stroke. The quicker
people are seen in hospital, more brain
cells can be saved and less disability
will result. In Wakefield, all suspected
Strokes are taken by ambulance to
Pinderfields Hospital where a Stroke
Assessment Nurse will meet them in
the Emergency Department and begin
the specialist treatment.
Even if the symptoms of Stroke go
away within a few minutes, this is still
a warning sign that the person might
go on to have a full Stroke. These are
called mini Strokes or TIA (Transient
Ischaemic Attack). In Wakefield, there
are TIA clinics at Pinderfields Hospital
every day including weekends, so
people can be seen by a specialist and
treatment started very quickly.
No matter how good the treatment
is following a Stroke, it is still much
better if the Stroke can be prevented
in the first place. This includes people
making healthy choices such as not
smoking, eating plenty of fruit and
vegetables and taking exercise. Work
is being done in General Practices to
identify people at risk of Stroke and
to put them on treatments to reduce
that risk.

PATIENT
QUOTES:

Everyone worked
together to help us.
I followed everyone’s
advice to the letter
regarding my recovery and
have made an almost 100
percent recovery. My care,
from all involved,
from start to finish,
was excellent

PATIENT
QUOTES:

After my Stroke,
the care has been
fantastic

Asthma
Asthma affects the airways in the lung.
Symptoms include breathlessness, chest
tightness, coughing and wheezing. For most
people the condition is not curable.
Occupational Asthma, where the condition is
caused by exposure to triggers in the
workplace, is the only exception.

KEY FACTS:

5.4 million people in the UK have
asthma (1 in 10 adults and 1 in 8
children) and sadly there are still
approximately 1,100 deaths a year in
the UK, 90% of which are preventable.

KEY FACTS:

In 2012, there were over 24,000
people in Wakefield District receiving
treatment for Asthma. The goal of
Asthma management is to be free
of symptoms and for the individual
to lead a normal and active life. This
can be achieved through the use of
medication (usually inhalers) and
to some extent by avoiding things
that the individual knows will make
their symptoms worse (triggers), for
example, cigarette smoke. Those with
Asthma need to be able to
recognise quickly when their
symptoms are worsening and know
what action to take if they do get
worse.

KEY FACTS:

KEY FACTS:

There are approximately three million
people living with COPD in England
and each year 23,000 people die from
COPD in England. Only around one
million people know they have the
condition and nationally 10% of those
admitted to hospital are unaware that
they have COPD. A key priority locally
is to work with colleagues across
the Health and Social Care economy
to raise awareness of COPD in the
professional and lay population and
ensure early and accurate diagnosis
of COPD.

The use of Asthma action plans with
education, supports people with
Asthma to take action quickly and
has been shown to reduce hospital
admissions by 75%.
In 2012/13 the NHS in Wakefield
worked with Public Health to produce
local guidance and an Asthma action
plan for use by clinicians.
Awareness of the increased risk of
Asthma admission in children will
be raised through a campaign with
community Pharmacies.
For more information about Asthma
go to: www.asthma.org.uk

Chronic Obstructive Pulmonary
Disease (COPD)
COPD describes damage to the lungs which is
gradual and causes limitation of the flow of air
to the body. COPD is usually caused by
cigarette smoking but workplace exposure,
genetic make-up and air pollution also play
a part. The main symptoms of COPD are
breathlessness, reduced ability to exercise and
repeated chest infections. With the correct
interventions the progress of the disease can
be slowed or halted.

RECOMMENDATIONS:
•

Do more to prevent long term conditions
and to reduce complications in those
who have a long term condition.

•

Continue to implement care planning
to ensure individuals are supported to
self-care / self-manage and are actively
involved in decisions about their care
and support.

KEY FACTS:

KEY FACTS:

There are currently 9,270 people
diagnosed with COPD in Wakefield
District, the majority living in the east
of the district.
The Wakefield Community Respiratory
Service has been recognised as an
example of good practice by NHS Lung
Improvement Programme and the
service has helped to reduce the
number of hospital admissions for
COPD in Wakefield, reducing bed
days from 7,814 in 2009/10 to 5,462
in 2011/12 and length of stay from
6.9 days in 2009/10 to 5.3 days in
2011/12.
In 2011/12, they supported over 200
people to be looked after at home
instead of being admitted to hospital
and over 300 to leave hospital more
quickly and be nursed at home.
Patient choice and opportunities for
support are being increased by
training Pharmacists and their staff to
enable them to effectively assess
inhaler technique and symptom
control.
For more information about COPD,
go to the British Lung Foundation at:
www.blf.org.uk

Key elements in the treatment of
COPD are stopping smoking, a
programme of structured exercise
and education called Pulmonary
Rehabilitation, vaccination for Flu and
Pneumococcal disease and
appropriate medication (inhalers).
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CHAPTER

3
KEY FACTS:

Around 4,000 residents of Wakefield
District have Dementia, but only
around half of these have been
diagnosed.
As the District’s population gets older,
we can expect to see a 25% increase
in the number of people living with
Dementia in the next 10 years.

DEME

NTIA

More of us will experience Dementia,
either personally or through the
experience of a partner, parent,
grandparent or other relative or friend.
There is much that can be done to
ensure that all people and their carers
can live well with Dementia by making
the district ‘Dementia friendly’.
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Living well with
Dementia
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PRE-DIAGNOSIS:
What is Dementia?

The term Dementia is used to describe a
group of related symptoms, which signal
decline of the brains function.
Dementia is a loss of mental skills that affects
your daily life. It can cause problems with
your memory and how well you can think and
plan.

What signs should I look for?
•

The following signs could be the early
symptoms of dementia:

•

Struggling to remember recent events, but
easily recalling things that happened In the
past.

•

Forgetting the names of friends or
everyday objects.

•

Repeating things or losing the thread of
what’s being said.

•

Strugglng to follow conversations or
programmes on TV.

•

Having problems thinking or reasoning.

•

Feeling confused even when in a familiar
environment.

•

If you’re worried someone close to you
may have dementia, it’s important to talk
to them about it as soon as possible and
encourage them to see their doctor.

•

There are some treatable conditions with
similar symptoms so the sooner it’s
discussed with a doctor the better, as other
possible causes can be ruled out.

•

If it is dementia then diagnosing it early
means they can get the right support to
help live well for longer.
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What causes Dementia?
The causes of Dementia are not well
understood but the symptoms occur by
damage to or changes in the brain.
Things that can cause Dementia include
Strokes (Vascular Dementia) or certain diseases
like Alzheimer’s disease.
For more information on Dementia, see:
www.alzheimers.org.uk
There is no cure for Dementia. It is a
progressive disease and the symptoms will
gradually get worse. How fast the Dementia
progresses will depend on the type of
Dementia, however people with Dementia can
often have a good quality of life for a number
of years.

Who is at Risk?
It is thought that many factors including age,
genetic background, medical history and
lifestyle can combine to lead to the onset of
Dementia. The main risk factor for most forms
of Dementia is advanced age, with numbers of
people suffering from Dementia, doubling every
five years over the age of 65.

Prevention
There are some preventative measures. Risk
factors for Vascular disease, including High
Blood Pressure, Smoking, Type 2 Diabetes
and High Cholesterol may all be risk factors
for Alzheimer’s disease as well as Vascular
Dementia.
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However not all Dementia is preventable. It is
just as important to look at preventing some of
the consequences of having Dementia through
long term support and disease management.
This means having a plan for the care someone needs. This is important for all long term
conditions.

How is Dementia Diagnosed?
Your General Practitioner (GP) is the best
person to see if you are concerned that you or
someone you care for may have Dementia. Your
GP may refer you to a Memory Clinic for further
tests.
The sooner you visit your GP the better.
Spotting the signs of Dementia early, means
getting the right treatment and support to make
the most of your life.
Accurate and early diagnosis can open the door
to care, treatment and sources of support such
as:
•

Gaining access to information, resources
and support in the community.

•

Benefiting from treatment.

•

Explaining to family, friends and colleagues
what has changed in your life.

•

Support for carers.

•

Planning for the future e.g. power of
attorney.

•

Financial planning and management e.g.
how bills are paid.

•

Reviewing employment; such as changing
jobs or reducing hours.

Living with Dementia
Dementia affects every person in a different
way. Its impact can depend on what people
were like before the disease; their personality,
lifestyle, significant relationships and physical
health. Dementia is a physical and mental
condition with challenging social consequences
for the person with the disease and the people
around them. People often feel stigmatised and
can lose social confidence and independence.

QUICK FACT:

One third of people who care for
someone who has Dementia have
depression.

ANNE AND JOHN’S STORY:
Anne’s husband John was diagnosed with dementia in 2012.
Early diagnosis was invaluable; it put us in touch with several support networks, helped us with
early medication and advice around benefits. We gained extremely useful information from the
education group provided by Wakefield Alzheimer’s Society allowing us to be better prepared
for what is ahead and enabled us to plan for our future. John is a regular at the 'Singing for the
Brain' group where he attends independently, and there are lots of other activities on
offer that we can attend together, supporting us to continue to live active lives.

Anne and John, Wakefield

Dementia Friendly
Communities
Living well with Dementia requires much more
than Health and Social Care services. There is a
need to remove as many barriers as possible to
everyday living that people with Dementia and
their Carers face. Dementia Friendly
Communities is part of the Prime Minister’s
challenge on Dementia. Getting to the shops,
getting money from the bank or going on
holiday can be just as important to someone’s
quality of life.
There are many different ways people with
Dementia can be helped and how carers can
be better supported. Below are some examples
of good local practice.

Areas of Good Practice
Arriva: Nigel Featham, Managing Director for
Arriva Yorkshire, said:
Our employees do all they can to
assist vulnerable passengers and
since working more closely with
organisations such as Wakefield Council, the
NHS, the Alzheimer’s Society and the Dementia
Action Alliance, we have been able to build on
our current driver training. Our driver trainers,
and through them our drivers and bus station
staff, will receive training to enable them to
recognise and understand more about
Dementia and how to help people with the
condition. We are very pleased to
be involved in working towards a
Dementia friendly society.
Dementia Champions - Mid Yorkshire
Hospitals NHS Trust (MYHT): MYHT are
committed to developing expertise and

leadership within the acute and community
nursing teams to support individuals with
Dementia by developing a trust-wide Dementia
Champion’s Network. There will be a mix of
Dementia Champions across the Trust on wards
and within the community nursing teams led
by a qualified nurse. The qualified nurses will
co-ordinate the team of champions to support
the delivery of person centred Dementia care
across the Trust, helping to promote dignity and
choice for patients with Dementia. The planned
outcome is better patient and carer
experience of hospitals, better access to
Community services, increased support to
carers and more effective discharge.

Caring for someone with
Dementia
Caring for someone with Dementia can be
very challenging. Caring for someone who has
dementia can make you susceptible to
depression.
Stigma ...I never mentioned it. I asked
them never to say Dementia or
Alzheimer’s to him. It
wouldn’t do him any good...
Carer Burden Carers’ lives were dramatically changed by
increasing responsibility and worry.
...I can’t do anything without
thinking of her...
...I worry that if something
happens to me who will look after him and
who would look out for me if something
happens...

...we constantly have
responsibility for [person being
cared for] hanging over us...
This had a big impact on the carer’s quality of
life and that of the family, and was described as
‘losing old life’, ‘loss of freedom’ and ‘no more
time’.
...There is no pleasure in
anything...
...We don’t go anywhere now...
...Mum doesn’t go out as much,
Dad has stopped driving...

Sources of Support in
Wakefield
The Alzheimer’s Society is commissioned to
provide peer support services including support
groups and activities e.g. Singing for the Brain
and the Forget Me Not Café. Home Support
Service provides one to one support through
trained support workers to enable individuals
with dementia to undertake an activity of their
choice, both at home and in the community.
This also provides a break for the carer.
Alzheimer’s Society - 01924 373264
www.alzheimers.org.uk
Carers Wakefield & District support carers are
also a valuable source of local support 01924 305544
www.carerswakefield.org.uk

5 things you should know
about Dementia:
1. Dementia is not an inevitable part of ageing.
2. Dementia is caused by diseases of the 		
brain, the most common of which is 		
Alzheimer’s.
3. It not just about losing your memory; it 		
can affect thinking, communicating and 		
doing everyday tasks.
4. It is possible to live well with Dementia.
5. There is definitely more to a person than 		
the Dementia.

RECOMMENDATIONS:
Introduce Dementia Awareness to staff to
increase understanding of Dementia, enabling
staff to better meet the needs of those living
with Dementia. Any staff in regular contact
with the public would benefit, for example,
those working in the Emergency services,
Leisure Centres or Libraries.
Local businesses, public organisations and
community groups should consider becoming
Dementia Friendly Communities through the
Wakefield District Dementia Action Alliance.
Interested parties should contact
wakefielddaa@wakefield.gov.uk
for more information.
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On-going physical and mental health conditions
(long term conditions) have a major impact on
individuals, families and health and social care
services in Wakefield District. The data
presented here highlights some aspects of this.
Further detail is available at
www.wakefieldjsna.co.uk

Prevalence: Now and Next
Prevalence of the various long term conditions
in Wakefield is, in the main, higher than they
are in the rest of England. Table 1 shows the
prevalence of some of the main types of long
term conditions, compared against the England
average.
ONS population projections estimate that in
Wakefield the number of people aged 65 and
over will increase from 55,500 in 2011 up
to 69,500 in 2031. This age group currently
represents 17% of the population, but this
increase will result in an estimated 20% of the
population being aged 65 and over.
Given this expected increase in the older
population, it is important to understand the
relationship between the age of the population
and the prevalence of long term conditions. It
is estimated that around half of the people in
England aged over 60 have a long term
condition, so an increase in the elderly
population is likely to result in an increase in
the number of people with long term
conditions, and therefore the numbers
accessing related health services, in the
coming years.

Table 1:

Disease Prevalence - 2011/12
Wakefield %
(count)

England %

Asthma

6.8% (24,000)

5.9%

CHD

4.5% (15,750)

3.4%

COPD

2.6% (9,300)

1.7%

Diabetes (17+)

6.2% (17,600)

5.8%

Hypertension

15.0% (53,000)

13.6%

Stroke & TIA

2.1% (7,500)

1.7%

Source: GP Contract, 2013

Cancer
The screening and early detection of cancer
remains one of the key aims in the work
towards reducing premature mortality and
improving life expectancy, and this is
emphasised by the inclusion of several cancer
screening and mortality indicators in the Public
Health Outcomes Framework.
The graphs below show Wakefield
performance in Bowel and Cervical screening
over recent years. improving life expectancy,
and this is emphasised by the inclusion of
several cancer screening and mortality
indicators in the Public Health Outcomes
Framework.
The graphs below show Wakefield
performance in Bowel and Cervical screening
over recent years.
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Figure 1:

Figure 2:

Diabetes

Bowel Cancer Screening Coverage

Cervical Screening Coverage

It is estimated that around 3,300 people with
diabetes in the Wakefield District are
undiagnosed. The Yorkshire and Humber
Public Health Observatory Diabetes Prevalence
Model also suggests that the level of diabetes
prevalence is set to increase over the coming
decades (see table 2).

Bowel
Screening Coverage
(aged 60-69,
2.5Cancer
year coverage)
(Aged 60-69, 2.5 year coverage)

Screening
Coverage
(aged 25-64,Cervical
3.5/5.5 year
coverage)

(Aged 25-64, 3.5/5.5 year coverage)

80.5%

80%

Y&H
England

60%
50%

Wakefield

40%
30%
20%
10%
0%

2009/10

2010/11

Y&H

80.0%

Percentage coverage

Percentage coverage

70%

79.0%

England

78.5%

2007/08

2008/09

2009/10

2010/11

Source: Health and Social Care Information Centre, 2012

Figure 3:
One-year survival index (%) for all cancers
combined, by calendar year of diagnosis:
all adults
(data calculated using old PCT boundaries)

YHPHO
2020

Prevalence
Model
2030

Wakefield

17,612
(6.2%)

23,327
(8.3%)

27,686
(9.2%)

England

2.55m
(5.8%)

3.75m
(8.2%)

4.16m
(8.8%)

The NHS Outcomes Framework (2013/14)
includes a number of indicators that are
targeted at improving diabetes care. One of
these is the percentage of people with diabetes
who have received nine care processes. The
nine care processes include things like blood
pressure checks, cholesterol checks, weight
checks and foot checks amongst others. Good
management of these areas should reduce the
complications of diabetes as well as reducing
mortality. Table 3 shows how Wakefield is
performing well compared to the national
average and similar localities.

2011/12

Financial Year

Financial Year
Source: Open Exeter, 2013

Area

QOF
data
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2012

78.0%
77.5%

2011/12

Wakefield

79.5%

Table 2:

One-‐year  survival  index  (%)  for  all  cancers  combined,  by  calendar  year  of  diagnosis:  all  adults
(Data  calculated  using  old  PCT  boundaries)

70%
68%

Survival  Rate

66%

Table 3:

64%

% of diabetes patients receiving all 9 care
processes

62%
60%

Wakeﬁeld

58%

Area

England

2010/11

56%
54%

1996

Source:  ONS,  2012a
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Year  of  diagnosis

As seen in Figure 3, the rate of cancer survival in Wakefield has been improving year on year for the last 14 years.
The Wakefield rate has consistently tracked that of the England survival rate.
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2008

2009

2010

Wakefield

61.6%

Barnsley

57.5%

Calderdale

61.2%

Doncaster

69.9%

Sheffield

58.3%

England

54.3%

Source: NHS Diabetes, 2013

QUICK FACT:
NHS Health Checks

The figures below detail the
performance of the NHS Health
Checks programme in Wakefield,
compared to the national position.
In 2012/13:
7.5% of the eligible population in
Wakefield received an NHS Health
check, compared to 8.1% nationally.
20.2% of the eligible population in
Wakefield were offered an NHS Health
Check, compared to 16.5% nationally.

Figure 4:

Figure 6:

Proportion of older people (65 and over)
who were still at home 91 days after
Propor:on  of  older  people  (65  and  over)  who  
discharge
from hospital into reablement/
were  s:ll  at  home  91  days  aGer  discharge  from  
rehabilitation
services
hospital  into  reablement/rehabilita:on  services

Percentage
of people aged 65 and over
Percentage  of  people  aged  65  and  over  immunised  
against  inﬂuenza.
immunised against
influenza

(Discharged  between  Oct  and  Dec  2011)
(discharged between
Oct and Dec 2011)

Wakeﬁeld

England

75%
74%

4
McManus S et al (2009) found that 5.9% of adults aged 16
years and over displayed alcohol dependence in the previous 6
months. (Calculated as 5.9% of 16+ population based on
census 2011 age profile)
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Older People

Mental Health

People are living longer than ever before, and
the proportion of older people in our society is
growing. This is rightly a cause for celebration,
but it does mean that older people, as the
biggest users of health and care service, will
be increasingly important to NHS services and
plans. This is further backed up by the
inclusion of some new indicators in both the
NHS Outcomes Framework and the Public
Health Outcomes Framework that focus on
care provided to elderly patients.

A recent review of mental health
epidemiological data in Wakefield has
highlighted the fact that there could be
large differences between the expected and
observed levels of mental health within the
District. The review focussed on five main
conditions, and the estimated prevalence of
these conditions is shown in the table below
(based on a Wakefield CCG population of
355,000):

Injuries due to falls in people aged 65 and
over
Injuries  due  to  falls  in  people  aged  65  and  over

(Directly Standardised
Rate, per 100,000 population)
(Directly  Standardised  Rate,  per  100,000  populaFon)
2010/11

2011/12

2000
1800

800

32,021

3,985

14,264

17,175

Delirium5

1000

Alcohol4

1200

Self-Harm3

1400

Dementia2

DSR  per  100,000

1600

Depression1

A lot of these indicators are new definitions, so
there isn’t very much in the way of historical
benchmarking information.

Figure 5:

600
400
200
0

Wakeﬁeld

England

5
Systematic review (de Lange et al, 2012) identified community
prevalence in 65+ population of 1-2% (Calculated as 1.5% of
65+ population based on census 2011 age profile).

Observed Numbers:

Source:  HPA,  2013
60%

2
POPPI (Projecting Older People Population Information System)
and PANSI (Projecting Adult Needs and Service Information)
projected totals for 2013
3
McManus S et al (2009) found that self‑harm without suicidal
intent was reported by 4.9% of adults (Calculated as 4.9% of
16+ population based on census 2011 age profile)

90%
85%

McManus S et al (2009) found that around 2% of adults aged
16 years and over have a depressive disorder and 9% have a
mixed anxiety and depressive disorder (Calculated as 11% of
16+ population based on census 2011 age profile).
1

900

Depression
Incidence of new diagnoses of depression,
as measured by the Quality and Outcomes
Framework (QOF) GP registers, has remained
relatively stable:
QOF Year

New diagnoses
of depression

Incidence rate

2007/08

2,844

0.8%

2008/09

2,402

0.7%

2009/10

2,352

0.7%

2010/11

3,225

0.9%

2011/12

2,901

0.8%

Source: GP Contract, 2013

These are only new diagnoses within a one
year period. The number of people recorded
as ever having depression is 37,711; however
some of these may no longer have depression.

Source:  Public  Health  England,  2013
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Under 75 mortality
from from
Cancer
Under 75 mortality
Cancer

The health of individuals within our local
communities can be affected by a wide range
of factors, such as where and how people live
and what has happened to them.
Some of these factors are outside of our
control, such as gender and genetics.
However, there are several factors that may
be out of an individual’s control, but can be
improved by ourselves and society. These
include: education; employment opportunities
and prospects; physical environment; social
environment; access to services; lifestyles
(how we live and what we do).
Figures 12-15 contain information around
a few of these factors, and how Wakefield
District compares to the national and regional
position.
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160
140
120
100
80
60

Wakefield

40

Y&H

20
0

England
'01

'02

'03

'04

'05

'06

'07

'08

'09

'10

160
150
140
130
120
110
100
90
80
70
60

'11

Wakefield
Y&H
England
'01

'02

'03

'04

'05

'06

'07

'08

'09

Calendar Year

Figure 8:

Figure 10:

Under 75
mortality
from
Liver
Disease
Under
75 mortality
from
Liver Disease

Under 75 mortality from Respiratory
DiseasesUnder 75 mortality from Respiratory

20
18
16
14
12
10
8
6
4
2
0

'11

Diseases

Wakefield
Y&H
England
'01

'02

'03

'04

'05

'06

'07

'08

'09

'10

'11

Calendar Year

45
40
35
30
25
20
15
10
5
0

Wakefield

Figures 12:

Y&H
England
'01

'02

'03

'04

'05

'06

'07

'08

'09

Calendar Year

'10

'11

Proportion of the working age population
(16-64) claiming
job
allowance
Proportion
of seekers
the working
age
6%

Figures 11:

population (16-64) claiming job
seekers allowance

5%

Mortality from causes considered
Mortality from causes considered
preventable
preventable

180

4%
3%
2%

170

Wakefield

160

UK

Y&H

1%

150
0%

140

120

100

Mar 09

Mar 10

Mar 11

Mar 12

Mar 13

Source: NOMIS, 2013a

130

110

17
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DSR per 100,000

Domain 4 of the Public Health Outcomes
Framework (Healthcare public health and
preventing premature mortality) focuses heavily
on the prevention of people dying under the
age of 75. The inclusion of several indicators
around the mortality of under 75s from
different types of long term conditions sends
out a clear signal of the importance of
prevention as well as treatment of these
conditions.

Under 75
mortality from Cardio-vascular
Under 75 mortality from Cardio-vascular
disease
disease

Percentage

Premature Mortality

Wider Determinants of Health

DSR per 100,000

Within the hospital inpatient population typical
rates of dementia in older adults are reported
to be around 27% but could be as high as
40%. The Royal College of Psychiatrists
undertook a systematic evidence review and
reported dementia levels of 31% in
hospital compared with 5% in the community.

Figure 9:

DSR per 100,000

Using estimated prevalence rates from the
Dementia UK Report (2007) and ONS
population projections, we estimate that
dementia prevalence in over 30s in 2030 will
be around 6,700 people (2.7%).

Figure 7:

DSR per 100,000

Dementia
The 2011/12 QOF register for Dementia
showed that there were 1,946 (0.5%)
individuals registered to a Wakefield GP who
have Dementia. This highlights the difference
between expected and observed levels (3,985
expected vs 1,946 observed)

Wakefield

Source: Public Health England, 2013

England
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Figures 15:
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Figures 14:
Percentage
of households
in fuel
Percentage
of households
in fuel
poverty
poverty

22%
20%
18%
16%
14%
12%
10%

Wakefield

2008

Y&H

2009

England

2010
Source: DECC, 2010

18

Health Inequalities

Life Expectancy at Birth (2007-2012):
How life expectancy can change along a bus route

Life chances differ across the district. The map
below is a representation of how life
expectancy varies along our main bus routes.

England Life Expectancy (2008-10): 80.6 years
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Numbers within the circles are the life expectancy at birth. Firgues calculated
using the SEPHO life expectancy template Deaths data taken from ONS
Deaths files (2007-2012). Population figures taken from the ONS mid-year
population estimates (2007-2011).
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Bus 496

Appendix: Key indicators for Wakefield District from the Public Health Outcomes Framework
Domain

Domain 1:
Improving the wider
determinants of health

Domain 2:
Health Improvement

Domain 3:
Health Protection

Domain 4:
Healthcare public
health and preventing
premature mortality

Number

PHOF
reference

Wakefield
Figure

National
Figure

1

1.01

Percentage of children living in relative poverty

21.0% (2010)

20.6% (2010)

20.4% (2008)

21.4% (2009)

2

1.05

Percentage of 16-18 year olds not in education, employment or training

7.1% (2012)

5.8% (2012)

7.9% (2010)

7.6% (2011)

3

1.10

Number of people killed or seriously injured on the roads, all ages, per 100,000 resident population

43.31 (2011)

41.58 (2011)

49.71 (2009)

50.37 (2010)

4

1.17

% of households considered fuel poor

18.5% (2010)

16.4% (2010)

18.3% (2008)

18.9% (2009)

5

2.02i

Breastfeeding Initiation

60.1% (11/12)

74.0% (11/12)

60.6% (09/10)

60.6% (10/11)

6

2.02ii

Breastfeeding prevalence at 6-8 weeks after birth

36.0% (11/12)

47.2% (11/12)

35.2% (09/10)

34.5% (10/11)

7

2.03

Rate of smoking at time of delivery

21.7% (11/12)

13.2% (11/12)

23.4% (09/10)

23.9% (10/11)

8

2.06i

Percentage of children aged 4-5 classified as overweight or obese

22.8% (11/12)

22.6% (11/12)

25.2% (09/10)

22.8% (10/11)

9

2.06ii

Percentage of children aged 10-11 classified as overweight or obese

34.7% (11/12)

33.9% (11/12)

33.1% (09/10)

31.8% (10/11)

10

2.07i

Crude rate of emergency admissions caused by unintentional and deliberate injuries in children aged
0-14 years, per 10,000 resident population

161.5 (11/12)

118.2 (11/12)

154.2 (10/11)

11

2.07ii

Crude rate of emergency admissions caused by unintentional and deliberate injuries in children aged
15-24 years, per 10,000 resident population

264.7 (11/12)

144.7 (11/12)

250.2 (10/11)

12

2.22

Percentage of the eligible population aged 40-74 receiving an NHS health check in the financial year

7.5% (12/13)

8.1% (12/13)

9.28% (11/12)

13

3.02

Crude rate of chlamydia diagnoses per 100,000 young adults aged 15-24

2559.6 (2011)

2124.6 (2011)

3069.6 (2009)

2694.5 (2010)

14

3.03iv

MenC coverage (Aged 1)

96.4% (11/12)

93.9% (11/12)

95.9% (09/10)

96.5% (10/11)

15

3.03v

PCV coverage (Aged 1)

96.7% (11/12)

94.2% (11/12)

96.0% (09/10)

96.5% (10/11)

16

3.03viii

MMR 1 dose (Aged 2)

94.2% (11/12)

91.2% (11/12)

91.2% (09/10)

92.8% (10/11)

17

3.03x

MMR 2 doses (Aged 5)

90.4% (11/12)

86.0% (11/12)

88.5% (09/10)

90.0% (10/11)

18

3.03xv

Flu coverage (At risk individuals from age 6 months to under 65 years, excluding pregnant women)

74.0% (11/12)

74.0% (11/12)

73.1% (09/10)

72.6% (10/11)
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4.01

Crude rate of infant deaths (persons aged less than 1 year) per 1,000 live births

5.1 (09-11)

4.4 (09-11)

5.2 (2007-09)

4.9 (2008-10)

20

4.03

Age-standardised rate of mortality from causes considered preventable per 100,000 population

166.7 (2011)

146.1 (2011)

21

4.10

Age-standardised mortality rate from suicide and injury of undetermined intent per 100,000

5.89 (08-10)

5.86 (08-10)

5.84 (06-08)

5.58 (07-09)

22

4.15

Excess winter deaths index

16.9 (08-11)

19.1 (08-11)

16 (06-09)

15.9 (07-10)

Indicator Description

Notes and Data Sources: 1. Children living in families in receipt of out of work benefits, or tax credits where their reported income is less than 60% median
income. HMRC; 2. Department for Education; 3. STATS 19 -Department for Transport; 4. Currently figures produced using old defintion whilst new PHOF definition
is finalised. Domestic Fuels Inquiry (DECC); 5-7. Health and Social Care Information Centre, based on quarterly PCT return submissions; 8-9. National Child
Measurement Programme published by the Health and Social Care Information Centre (School Year figures); 10-11. South West Public Health Observatory; 12.
Department of Health, based on quarterly PCT level returns; 13. There is debate about the polarity of this indicator, therefore benchmarking is difficult. Health
Protection Agency; 14-18. Health and Social Care Information Centre, based on COVER returns and Immform Submissions; 19. Health and Social Care Information
Centre Indicator Portal; 20. Public Health England via the Public Health Outcomes Framework website; 21. Health and Social Care Information Centre Indicator
Portal; 22. North West Public Health Observatory.

Previous Years Wakefield Figures

Comparison
to National

Direction of
Travel

Key:
Better than the national
figure

Performance is improving

Similar to national
figure

Performance is level

Worse than the national
figure

Performance is getting
worse
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NS

Recommendations

Summary of recommendations from the 2013 report
What needs to happen

How will we know it has happened?

Long Term Conditions

•

Uptake of NHS Health Checks

Do more to prevent long term conditions and to
reduce complications in those who have a long
term condition

•

Numbers of people on preventative
programmes such as stop smoking, weight
loss and physical activity

Continue to implement care planning to ensure
individuals are supported to self-care/
self-manage and are actively involved in decisions
about their care and support

•

Proportion of people with a long term
condition with a care plan

•

Feedback from patients and carers

Dementia

•

Number of staff trained

Introduce Dementia Awareness to staff to increase
understanding of Dementia, enabling staff to
better meet the needs of those living with
Dementia. Any staff in regular contact with the
public would benefit, for example, those working
in the Emergency services, Leisure Centres or
Libraries.

•

Feedback from residents and carers

Local businesses, public organisations and
community groups should consider becoming
Dementia Friendly Communities through the
Wakefield District Dementia Action Alliance.

•

Number of Dementia Friendly Communities
within Wakefield District
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Recommendation in 2012 Report

What has happened since 2012

Partners need to continue to contribute to the
Joint Strategic Needs Assessment so that it
remains a current, comprehensive and accurate
account of health and wellbeing in the District.

Since the publication of the refreshed JSNA,
substantial additions have been made, including
area profiles a District-wide school survey data
and other customised analyses. Representatives
have met with both the Health and Wellbeing
Board and the Clinical Commissioning Group
(CCG) Board to affirm the JSNA’s usage. Key
strategic documents such as the Pharmaceutical
Needs Assessment and the Health and Wellbeing
Strategy continue to draw upon this resource and
work with other Local Authority colleagues has
allowed the regular “State of the District” and
“State of the Area” reports to reflect JSNA
priorities.

Partners need to ensure commissioning and
service delivery decisions are informed by
information in the Joint Strategic Needs
Assessment (JSNA) and Joint Health and
Wellbeing Strategy (JHWS).

All major health and social care decisions have
been informed by the JSNA and the JHWS. For
example, NHS Wakefield CCG’s plans make
explicit reference to and are aligned to the
district’s priorities.

Following on from last year’s recommendation
on the legacy of the Olympics, there is a need to
build on the solid start that the District has made
to ensure that we ‘inspire a generation’ to live
more physically active lives.

There has been a huge amount of activity, much
of it overseen by the Wakefield District Physical
Activity Sport and Health Partnership Group, to
encourage participation in sport and physical
activity before, during and after the London 2012
Olympics.
All age groups have had the opportunity to
participate, from activities organised by schools
to rowing and swimming run by an older persons’
group (the average age for the swimming event
was 70 years). 25 schools in the district signed
up to the ‘History of the Games’ scheme which
encouraged students to travel to school on foot,
bike or scooter. There was also a full programme
for those with disabilities including
‘Paralympic tasters’.
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