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The 2015/16 Joint Strategic Needs Assessment (JSNA) is part of an ongoing JSNA process which develops
a shared understanding of health and care needs in Stockport and uses intelligence to identify priorities
to help local partners work together to deliver change which improves the health and wellbeing of
people in Stockport and reduces health inequalities — the JSNA is not an end in itself.

The 2015/16 JSNA will be used to underpin the development of the revised Stockport Health and
Wellbeing Strategy by the Health and Wellbeing Board in 2016/17. The Health and Wellbeing Strategy
will set out the ways in which partners across Stockport plan to make change over the next three years to
address the priorities identified by the JSNA.

The JSNA will also be used inform the health and health determinant elements of other Stockport
strategies including the development of:

* Stockport Together

* Stockport Family

* Investing in Stockport
Evidence from the JSNA will also be used to directly influence the commissioning of health, social care
and preventative services by Stockport Council and Stockport Clinical Commissioning Group (CCG).

More widely, the evidence from the JSNA will be used to set the context for Stockport, helping to shape
the ambitions for the locality within the Greater Manchester Healthier Together and Devolution
programmes and providing an evidence base for councillors and other key decision makers.

The 2015/16 JSNA has been produced in partnership, under the leadership of the Health and Wellbeing
Board, with the particular involvement of Stockport Council, Stockport HealthWatch and Stockport CCG.
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Introduction - Report Structure

This summary document identifies the key priorities for health and wellbeing for the next three years
and provides an overview of key trends in health and wellbeing arising from the detailed analysis.

Section 1 - Identification of Priorities

Following the analysis of key trends across a range of themes work has been undertaken to identify the
key priorities for health and wellbeing in Stockport for the next three years. These are the major issues
that leaders, commissioners and providers of health, care and wider services will need to consider or
address when making decisions.

In this document these priorities are presented before the analysis on which they are based, as they are
the key messages arising from the 2015/16 JSNA analysis. The priorities for Stockport, and reasons for
selection can be found from page 7 onwards.

Section 2 - Overview of key trends

This section summarises the findings of the in depth JSNA analysis, which has been undertaken for a
range of topics over the later part of 2015. A series of topic briefings have been developed and
consulted upon, each examining trends in health and wellbeing for a particular issue.

In this document the findings of each briefing report are summarised in one or two pages, and key
issues highlighted. These summaries can be found from pages 14 onwards. The full briefing reports will
be available from March 2016 as part of the new JSNA web hub www.stockportjsna.org.uk.
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Introduction - JSNA Evidence Base B
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This summary report is only one part of the 2015/16 Stockport JSNA, and a range of more in depth
analysis are available. The JSNA suite of documents will be hosted on the JSNA hub (from March 2016
moving to www.stockportjsna.org.uk) and includes:

* More detailed JSNA briefings on specific topics, currently:

o

O O O O O O O O O O O o0 O

2015 JSNA — Demographics & Population
2015 JSNA — Vulnerable and at risk groups
2015 JSNA — Health Service Locations

2015 JSNA — Public Opinions [ \
2015 JSNA — Long-term Condition Prevalence o

2015 JSNA — Mortality & Healthy Life Expectancy O L\m b
2015 JSNA — Socio-Economic Trends -
2015 JSNA — Adult Lifestyles

2015 JSNA — Cancer

2015 JSNA — Looked After Children

2015 JSNA — Health at a glance summaries .. . _om
2015 JSNA — Mental health and wellbeing \ - s s
2015 JSNA — Outcome Frameworks

2015 JSNA — Health Care and Service Use

* Demographic and health profiles for wards and neighbourhoods

@)
@)
@)

Full needs assessments for certain conditions, including:

Eye Health Needs Assessment
Autism
Healthy Weight

Health profiles from Public Health England on a range of topics
CCG and NHS Outcome Frameworks tools

A further key source of information is the Director of Public Health Annual Report; this is a personal
professional report by the Director of Public Health with recommendations to all those with the abiEty
to influence the health of the people http://www.stockport.gov.uk/services/socialcarehealth/healthandwellbeing/publichealth
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Introduction - JSNA Future plans

The publication of the 2015/16 JSNA Summary is part of an ongoing JSNA process; and work is already
under way on a number of ongoing projects.

Development of JSNA briefings for key partnerships

A report highlighting the key findings for the Children’s and Young Peoples Partnership board is already
being developed, and will be used by the Partnership to identify gaps and to help the development of
the Stockport Family programme.

CCG Neighbourhood Profiles are also in development to further support the design of Stockport
Together teams and systems.

Over the next few months a report will be produced for the Stockport Partnership, highlighting the
priorities for wider services to promote healthier lives.

Development of further JSNA Briefings

Over the course of 2016/17 it is intended to develop and publish further in depth JSNA analysis
focussing on:

* Dementia — primarily to support the refresh of the joint Dementia Strategy
* Housing needs — particularly focusing on older people
* Planning —to set out the evidence base for place as a determinant of health

Each new briefing will be released on the web hub, and stakeholders alerted to the key new findings.
6
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ldentifying Priorities - Introduction

The overall objectives for health and wellbeing in Stockport are to improve life expectancy and
reduce health inequalities. These remain unchanged since the last JSNA review in 2011.

Stockport JSNA

A number of priorities have been identified in 2015/16 JSNA to help us achieve these objectives and
are set out on the following pages. These priorities have been identified as a result of the review of
the evidence base and in consultation with the JSNA partnership organisations, through meetings
with key stakeholders and via online consultation with wider groups.

These priorities of course cannot fully describe all the health and wellbeing needs of the population
of Stockport, but do highlight the key strategic issues for the next three years.

* Page8 sets out the all the identified priorities by life stage, on a single page

« Pages 9-12 presents the priorities for each life stage and provide a snapshot from the key
findings to set these in context

Information on the full range of needs across Stockport is presented in the detailed JSNA briefings.



Priorities 2016-2019

The overall objectives for health and wellbeing in Stockport are to improve life expectancy and reduce
health inequalities. The priorities identified in 2015/16 JSNA to help us achieve these objectives are set out
below, and are developed in further detail over the next four pages:

Prevention

Increasing levels of physical
activity as an effective

preventative action at any age.

Focus on improving healthy
life expectancy for all as the
priority, focussing especially in
the most deprived areas and
in a person and family
centred way.

Continue work to integrate
and improve care systems,
especially minimising the use
of unplanned hospital care -
ensuring that the healthy
economy is sustainable and
prevention focussed.

Understanding the size and
needs of our vulnerable and
at risk groups, especially
carers, and using JSNA
intelligence to inform the
appropriate levels of
response.

Taking action to improve the
outcomes in early years
health and education in
deprived communities.

Promoting the mental
wellbeing of children and
families, especially for older
children and young adults.

Ensuring that the acute care
needs of children and young
people, especially for injuries,
asthma and self harm are
dealt with appropriately and
opportunities to promote
prevention are maximised.

Supporting and safeguarding
the most vulnerable children
and young people and
families, especially looked
after children and those with
autism, so that they have the
opportunity to thrive.

4# STOCKPORT h:althvg:;lch
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Prioritising a whole systems
approach to reducing
smoking, alcohol
consumption and obesity as
the key causes of preventable
ill health and early death.

Improve the prevention, early
detection and treatment of
both cancer, now the major
cause of premature death, and
liver disease, which is
increasing.

Giving equal weight to mental
wellbeing as a key
determinant of physical health
and independence; especially
for people of working age.

Improving the physical health
and lifestyles of those with
serious mental health
conditions.

ﬁ Stockport JsNA
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Supporting healthy ageing
across Stockport, recognising
that preventative approaches
that promote self care and
independence are essential at
every life stage.

Aim to prevent and delay the
need for care whilst
responding to the complexity
of needs that older people
with multiple long term
conditions may have.

Providing services and housing
that are suitable for the
changing needs of our ageing
population and those with
specialist needs.

Continuing to improve the
identification of and support
available to those with
dementia and their carers.



Identified priorities — all ages

- All Age Priorities Key analysis to support priority
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Increasing levels of physical
activity as an effective
preventative action at any age.

Focus on improving healthy life
expectancy for all as the priority,
focussing especially in the most
deprived areas and in a person
and family centred way.

Continue work to integrate and
improve care systems, especially
minimising the use of unplanned
hospital care - ensuring that the
healthy economy is sustainable
and prevention focussed.

Understanding the size and needs
of our vulnerable and at risk
groups, especially carers and
using JSNA intelligence to inform
the appropriate levels of
response.

Smckport JSNA

%8 STOCKPORT healthwatch h joint strategic needs assessment

75% of the population as a whole are not active enough

More than 200 deaths a year in Stockport could be saved if every adult met the
target of 5 x 30 minutes moderate activity a week

Physical activity reduces the risk of most diseases by 30-40%

Activity in later life reduces frailty as well as the likelihood of and injuries from falls
— both of which are a major cause of loss of independence for older people

18-20% of a typical Stockport resident’s life will be spent in fair or poor health; 5-
6% will be spent in poor health

Patterns of health care use closely mirror the trends in healthy life expectancy

In the most deprived areas men have 7 years poor health compared to 3 years in
the most affluent areas. In the most deprived areas the decline in health starts at
age 55, compared to 71 in the least deprived areas.

Many people in Stockport have a range of health and lifestyle conditions rather
than only one issue

The benchmarking position of Stockport in relation to the use and performance of
unplanned hospital care remains poor

The use of specialist outpatient services follow ups in Stockport is high (identified
as a better care, better value opportunity)

Analysis from Stockport Together highlights future financial and workforce
sustainability risks

This JSNA comprehensively estimates the people within our community who are

more likely to be vulnerable or at risk due to their personal circumstances

Highlights for all age groups include carers, those with learning disability and those

with sensory disability

o There are an estimated 32,000 unpaid carers in Stockport,

o National estimates suggests that there are 5,250 adults with a learning disability in Stockport,
1,256 people have been registered as such with Stockport GPs

o 1,400 people in Stockport have been registered as blind or partially sighted, 2,500 have been
diagnosed with glaucoma
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- Start Well Priorities Key analysis to support priority
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Prevention

Taking action to improve the
outcomes in early years health
and education in deprived
communities.

Promoting the mental wellbeing
of children and families,
especially for older children and
young adults.

Ensuring that the acute care
needs of children and young
people, especially for injuries,
asthma and self harm are dealt
with appropriately and
opportunities to promote
prevention are maximised.

Supporting and safeguarding the
most vulnerable children and
young people and families,
especially looked after children
and those with autism, so that
they have the opportunity to
thrive.

Inequalities in health outcomes mean that children in our most deprived areas are

not necessarily given the best possible start for a healthy life

o 42% of mothers smoke during pregnancy in Brinnington, compared to 12% Stockport average

o 21% of mothers breastfeed at 6 weeks Brinnington, compared to 50% Stockport average

o 37% of year 6 children in the most deprived areas are overweight / obese, compared to 30%
Stockport average

o For children who are eligible for Free School Meals the performance gap rises from 26
percentage points at foundation stage to 41 percentage points by key stage 4

The risk of low mental wellbeing is highest at beginning of adulthood where 15%
of the population score below average

Anxiety is the major long term condition affecting young adults in Stockport
(more than 2,700 cases aged 15-24)

Rates of hospital admissions for children with injuries, asthma and self harm in

Stockport are higher than national benchmarks

o There are around 720 emergency admissions for injuries aged 0-14, and 590 emergency
admissions for injuries aged 15-24 each year

o There are around 230 admissions for asthma aged 0-18 each year

o There are around 290 admissions for self harm aged 10-24 each year

Asthma is the major long term condition affecting school aged children in the
borough (more than 2,000 cases aged 5-14)

There are many circumstances which may make children and young people more
vulnerable including poverty, domestic abuse, child sexual exploitation, parental
alcohol or drug use, low mental wellbeing, neglect or family dysfuntion — the JSNA
estimates the numbers of children who may be at risk due to these factors.

8,500 children and young people are estimated to live in poverty

40% of adults in treatment services for drug and alcohol live with children.
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Identified priorities — Living well

- Live Well Priorities Key analysis to support priority

Prioritising a whole systems * Smoking is the biggest single cause of poor health —rates in most areas of
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approach to reducing smoking,
alcohol consumption and obesity
as the key causes of preventable
ill health and early death.

Improve the prevention, early
detection and treatment of both
cancer, now the major cause of
premature death, and

liver disease, which is increasing.

Giving equal weight to mental
wellbeing as a key determinant
of physical health and
independence; especially for
people of working age.

Improving the physical health and
lifestyles of those with serious
mental health conditions.

Stockport are falling (average 18%) so priorities for smoking therefore focus on
inequalities, in deprived areas smoking rates are more than twice the average
Alcohol also remains a key concern, although rates of consumption are no longer
rising the impacts on health are still significant and are felt disproportionately in
the most deprived areas.

Obesity is also of concern with more than 25% of adults being obese, and being a
significant cause of liver disease, heart disease and diabetes

Cancer is now the major cause of premature death (45% of deaths under 75 years)
40% of all cancers are preventable, with smoking being the key risk factor

Many cancer screening opportunities are not taken up, especially in the more
deprived areas of the borough

Liver disease mortality has seen an increase, and rates in Stockport rank poorly
compared to the national average. This is linked to both alcohol use and obesity.

40% of out of work benefits in Stockport are due to mental wellbeing
Depression and anxiety prevalence peaks in those aged 40-49 and is strongly
correlated with deprivation

1in 4 adults (56,000 people) in Stockport are likely to be living with a mental
health condition in any given year

Mortality rates are almost 4 times higher for people in Stockport with serious
mental health conditions, than the Stockport average.

85% of this difference is attributable to smoking

Research being undertaken by Stockport HealthWatch shows that the physical
health needs and especially physical activity needs of patients in inpatient
psychiatric care are not being met

11



Identified priorities — Ageing well

- Age Well Priorities Key analysis to support priority

Prevention

Supporting healthy ageing across
Stockport, recognising that
preventative approaches that
promote self care and
independence are essential at
every life stage.

Aim to prevent and delay the
need for care whilst responding
to the complexity of needs that
older people with multiple long
term conditions may have.

Providing services and housing
that are suitable for the changing
needs of our ageing population
and those with specialist needs.

Continuing to improve the
identification of and support
available to those with dementia
and their carers.

Stockport JSNA
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Stockport’s population is older than average and is ageing
o By 2020 the 65+ population of Stockport is expected to increase by 5,400 people (10%)
o By 2020 the 85+ population of Stockport is expected to increase by 1,800 people (24%)

33% of older people in Stockport live on their own

Most adult carers provide care for a frail older person (62%)

11,400 people in Stockport have a history of falling, a key risk for loss of
independence

In the most deprived areas the decline in health starts at age 55, programmes
promoting ageing well will need to start at an earlier age in these areas.

By age 65, 58% of the population have one long term health condition, 20% have
two or more
By age 85, 87% of the population have one long term health condition, 53% have
two or more

The frequency of use of hospital care - inpatient, outpatient and ED, increases
with age, and rates increase significantly from age 65 onwards

Levels of hospital use have increased over the last decade

There are more than 245,000 district nurse contacts in Stockport each year,
numbers have increased 13% in two years

Care homes and specialist housing provision for older people is spread throughout
the borough, regular reviews of the capacity for our ageing population will need to
be undertaken to ensure needs are met

2,700 people have been diagnosed with dementia in Stockport
Dementia client groups are an increasing part of the caseload for adult social care

- joint strategic needs assessment
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Identifying Priorities — Taking Actlon

A key test of JSNAs is to assess not what they contain, or how well written they are, but to see how they
are used and what the impact of the analysis is in terms of real changes in commissioning and outcomes.

In Stockport we continue to develop our JSNA and are in a position where we have been able to
demonstrate clear links between the 2011 JSNA and the development of strategies (including healthy
weight, physical activity and autism), system reform (Stockport One pilot) and individual commissioning
decisions, as the analytical team supporting the JSNA development, continue to work with strategic
commissioners in health and social care to answer particular commissioning questions.

It is important that the 2015/16 JSNA is also used across the partnership and in order to assess the
utilisation of the JSNA in future, the Stockport HWB may choose to develop some tests of the degree to
which the Stockport JSNA has influenced commissioning within the local economy e.g.

* What services have been commissioned / decommissioned as a result of the JSNA or
subsequent analyses?

* What has the impact been on the integration of services?
* What has the impact been on reducing health inequalities and other health outcomes?

* Can commissioners and providers across Stockport demonstrate that they have considered the
JSNA and identified priorities as part of their evidence base?

There are challenges to delivering comprehensive JSNA assessments for every commissioning area, and
priority will be given for further analysis over the period 2016-2019 to support commissioning for the
2015/16 JSNA priority areas and to support major system reform.
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Key Findings - Introduction

For the review of evidence for the 2015/16 JSNA a series of briefings on specific topics have been created.
e 2015 JSNA — Demographics & Population
2015 JSNA — Health Service Locations
e 2015 JSNA — Socio-Economic Trends
* 2015 JSNA — Vulnerable and at risk groups
* 2015 JSNA — Health at a glance summaries
e 2015 JSNA — Public Opinions
* 2015 JSNA — Mortality & Healthy Life Expectancy
2015 JSNA — Long-term Condition Prevalence
* 2015 JSNA — Cancer
2015 JSNA — Adult Lifestyles
* 2015 JSNA — Mental health and wellbeing
e 2015 JSNA — Health Care and Service Use
e 2015 JSNA — Outcome Frameworks

These will all be published on the new JSNA hub in March 2016 www.stockportjsna.org.uk

The following pages summarise each of these briefings into one or two pages, highlighting the key findings
and giving baseline information for planning. More analysis and evidence can be found in the full reports.
The section starts with five “at a glance” summaries for the different life stages.

Over the next few years further evidence and briefings on other key topics will be added to the evidence
base.
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2014 Health at a Glance
Stockport has 285,000 residents

Females Highest in Brambhall
in 2012/14 in 2012/14
i LEEeR in 2012/14

Males Lowest in Brinnington
in 2012/14 in 2012/14
T EERYER in 2012/14

adults have three or more lifestyle risk factors

e smoke o drink unhealthily 6 are inactive are obese

from in 2010 from in 2009 rates stable rates stable
highest in Brinnington alcohol related 6 are not active are overweight
hospital admissions a year enough or obese

Mental wellbeing Mental health

@ 12% 16,400

Long term conditions

43,000

6,900

O,
@ 19,600
O,
©
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Stockport has 17,800 under 5 residents {4 STOCKPORT  stocport [T joint strategic needs assessment
Health protection

(crude rate per 1,000)

@ in2011-13 6 of live births at DTaP/IPV/Hib DTap/IPV (booster)
term <2,500 g 96.9% 91.9%
in England
in 2001-03 from in 2013 % 95.7% 14 885%
MMR (15t dose) MMR (2 dose)
92.8% 91.7%
in 2011-13 England rate Say) 2 > 2
in 2001-03 “ 92.3% . 88.6%
G of mothers @ of mothers of mothers teenage mothers
smoking at delivery initiating breastfeeding breastfeeding at 6 weeks (rate per 1,000 in age group)
from in 2013-14 from in 2013-14 from in 2013-14 from in 2011
highest in Brinnington lowest in Brinnington lowest in Brinnington to in England
(three year rate) (three year rate) (three year rate)

Hospital admissions (crude rate per 1,000) Long term conditions

@ 294.2 @ 18.6 @ 300

00

31% 448.2
23% 525.6

12% 20

9%

185.6 14.1 @
O @)
®
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StOCkport has 40, 000 rESldentS agEd 5-16 §if STOCKPORT Stockport NHS| joint strategic needs assessment
Excess weight (children measured overweight or obese)

(DSR per 100,000 aged 1-17)

Reception Year 6
9 in2011-13
in England 18.6% 01.0%  Jummmn
in 2001-03 Received all 3 doses
Y 21.1% : :
National uptake
in 2011-13 § 2% — 86.7% +.|
. 0
in 2001-03
(as at 31-Mar-14)
of pupils achieve @ Primary schools 0 , @ rate per 1,000
@ 5 A*-C grades (incng & Maths) Secondary schools per 10,000 children result in abortion
from in 2012-13 Primary 2012-13 abuse or neglect :
Secondary 2012-13 family dysfunction L I 240kt
England rate Primary pupils in England to in England

e England rate
(all figures state funded sector only) Secondary pupils in England &

Hospital admissions Decayed, missing or Long term conditions'y Lifestyles by age 15
e e filled teeth (d;mft)

53.9 () 0:63

* 23% 1,000

2,600

.+ 20% ¥ 094

@ 23.7%

$27.9%
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Sexual health Domestic violence

(Crude rate per 100,000)

9 in 2011-13 @ 2,716

in England & Wales of deaths due to * sexual assault (7.9 %),
Stockport 2001-03  external causes (accidents i » stalking (8.5%)
2,114 * domestic abuse (12.7%)
and harm)
in 2011-13 in England @ 1,091
in 2001-03
(Crude rate per 100,000 10-17 year olds)
@ : 16-18 T olds not in 9 hF_irst time entrants 0 victims of violent rate per 1,000
fralijr(]:ﬁ;céon, employment or to youth justice system crime in 2014 live births
Over twice the percentage
from in 2013 from in 2012 of any other age group from in 2012
(CSEW)
England rate England rate to in England

Hospital admissions ong term conditions Y Lifestyle health risks

@ 18.9 23.2%

4 137 22.8%

Age standardised rate per
100,000 for self-harm @ 18.1%

@ o183 6 70.2%

K/ 4121
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Stockport has 55,600 residents aged 65+ =" T ~—= joint strategic needs assessmer
Life expectancy Healthy life
Age 65+ Age 85+ at 65 expectancy at 65
of Stockport of Stockport - 194 - 10.3
. | population (55,600) | population (7,400) 73.2 5.6
ey 2025 population J 2025 population : 82.5 - 127
rojection (66,500 rojection (11,000
proj ( ) proj ( ) 21.1 10.7
Compared to England Compared to England
{ } (2014) (2014) N o
(2025 projection) (2025 projection) 22.5 12.8
emergency _ét injuries due to cancer >I< age 65+
hospital admissions falls admissions all ages
in most deprived areas in most deprived areas in most deprived areas in 40% most deprived areas (65+)
in least deprived areas in least deprived areas in least deprived areas in 40% most deprived areas (aa)
ﬁ in 2012-13 ﬁ in 2012-13 ﬁ in 2012-13 England and Wales (all age)

Health and wellbeing Social Care

PN 775.7
@ 2,700 731.4

20% A 86.6%
)
2 89.2%
1 EZ
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Key Findings - Demographics

286,800

Population Trends - Stockport
2004 Females 2004 Males — )(14 Females — 2014 Males =+ 2023 Males = + 2023 Females
85+ : T e — N
8084 ./ I <
P 5 =
Ll ~ I
7074 / I
6569 i ]
6064 ol [
4 | \
5559 N s :
\! 3 i
50-54
o549 _
3 5 :
5 4044 —
e ,
2359 \ - I |
\ ! /
3034 -
5 .
52 [ EEE—— ]
02 —
1519 fec— |
7% 3 5
1014 | | I
59 g _____________}
04 e ——
5% 1% 0% 1% 2% 3% 9% 5%
Proportion of Population Group

2014-2020
61,500 62,050 63,750 +4%
169,600 169,650 169,600 :
29500 30,850 31,300 +6%
18,750 19,200 20,550 +10% 4
7,400 8,300 9,200 +24% 4
55650 58350 61,050  +10%
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The population of Stockport is now
expected to grow, previously it was
expected to be stable:
— There are currently more births than deaths
— The population is living longer
— There are significant planned housing and
economic developments

The population is likely to be needier:

— Birth rates and numbers have grown most
rapidly in deprived areas, where there are more
children at risk

— Ageing population, with more health needs

— More people living in one person or lone parent
households

Stockport had seen a trend of population
growth being more rapid in deprived areas
over the last decade, this may change as
there are some planned large scale housing
developments in the less deprived areas

The population of Stockport continues to
become more ethnically diverse, especially
in younger populations to the west of the
borough. Immigration rates in Stockport are
lower than national averages. 20
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Key Findings — Service Locations

e Health services within Stockport are well
distributed - with concentrations in the town
centre and main district centres;

* The vast majority of Stockport residents are
within easy reach of a GP surgery and a
pharmacy;

Stockport has...

* The net effect of people travelling to access GP @rﬁ.! 47 G S
N

net e . Practic
services is that Stockport imports around 2,700

patients; % 69 Phar '
* People who live to the west of Stockport are o 48 Dental F actices

more likely to use hospital provision outside of

Stockport; P38 Opticians

e Care homes and specialist housing provision for

older people are spread throughout the borough, 67 care homes

regular reviews of the capacity for our ageing

population will need to be undertaken 170 hOUSing SChemes
* There are a range of independent providers of @12 cCou ncil direct centres

health and care services in Stockport, including

private hospitals, hospices, voluntary 1 hOSpital prOVider
organisations and local providers of home based

care. A comprehensive assessment of the full 1 mental hea Ith prOVider

range of these services has not yet been
undertaken.

21
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2015 Index of Multiple Deprivation °

Ovorall Denruiation Stockport has pockets of severe deprlvatlon but that

deprivation is not particularly widespread
—  14% of the population lives in the nationally ranked 20% most
deprived areas, 28% in the least deprived
—  Brinnington and Lancashire Hill are the most deprived areas in the
borough, ranking within the 2% most deprived nationally; areas of
social housing concentrate in these areas
—  There are pockets of deprivation across most parts of Stockport

5 STOCKPOR

Marple & Werneth

Stepping Hill & Victoria

85% of working age people who claim out of work benefit
do so because of ill health or disability — half of which
ey relate to mental health

Bramhall & Cheadle

I oot st — 13,800 working age people in Stockport are claiming disability
e naionay ot related benefit — numbers have been stable since 2005
P —e—"_ @ — 2,200 people in Stockport are claiming Job Seekers Allowance —
o this has fallen in recent years from a high of 6,000 in 2009

*  There are an estimated 30,000 low income households in
Stockport

—  Onaverage household incomes in Brinnington are 50% lower than
in Bramhall

. STOCKPO ] Distribution of GreenInfrastructure

*  There are an estimated 36,400 people living in poverty:
— 10,400 older people living in poverty
— 8,500 children living in poverty

NATURAL ENVIRONMENT . . . . .
e e  Educational attainment shows a deprivation gap which
s isn’t evident at birth, which develops and continue to
e widen as children grow up, so that by age 16 25% of
e children in Brinnington & Central achieve 5 A*-C GCSEs
URBAN OPEN SPE:;;
I e * Housing and assets such as greenspace and leisure

sl facilities have a significant impact on both physical and

oW Copyng N and dSmbage NG 2615 Crananse S arvey 109019871

mental wellbeing. Stockport has a good range of assets
however provision varies across the borough.




Key Findings — Vulnerable and at

risk groups

At some point in our lives we are all
likely need some support, be that from
family, friends, the NHS or social care
services. Some groups are more likely to
require support than others.

There are people within our community
who are more likely to be vulnerable or
at risk due to their personal
circumstances.

The table shows a headline indicator for
each risk characteristic, summarising
the full available analysis.

The information comes from a range of
sources, and in many cases is a best
estimate based on either national
prevalence or small local samples.

All numbers should therefore be
treated as indicative.

When commissioning or planning
services we need to consider the size of
the population in need and the levels
and type of additional support that may
be needed by people with particular
characteristics.

< )
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Stockport JSNA

People with mental health problems

6,500 (benefit uptake) / 16,500 (depression) /
30,000 (low wellbeing)

People with learning disability

1,225 (adults with moderate or severe) / 5,250 (adults total)

People with autism

2,500 (modelled)

People with physical disability / sensory
impairment

11,600 (benefit uptake) / 98 young people aged 0-25 receive
continuing care

People with long term health conditions

124,000 with at least one condition (SHR)

Older people

55,600 aged 65+ (ONS)

People at risk of falls

1,300 admissions from falls aged 65+ (CMS)

People at risk of loneliness or social isolation

38,500 people living alone (Census)

Carers, including young carers

32,000 (Census)

Asylum seekers / refugees

100 asylum seeker households (benefit uptake)

BME communities: South Asian

10,000 (Census)

BME communities: Black Caribbean and Black
African

2,000 (Census)

Gypsies & travellers

1,720 (modelled)

Immigrants (last 10 yrs)

6,400 resident in UK less than 10 years (Census)

LGBT

17,000 (modelled)

Domestic abuse victims

5,000 incidents in year (report to CLT) /
3,000 children domestic abuse referral

Child sexual exploitation

50 referrals to MASE per year

Looked after children — both resident and
responsible

484 living in Stockport (Vulnerable Children's Team)

Care leavers

50 per year (EIS)

Teenage conceptions

150 per year (TPU) / 40% result in a birth

Children eligible for free school meals

5,179 children are eligible for free school meals

Children with SEN (special educational need)

6,874 with SEN (1,666 with statements)

Children in need

2,903 children assessed as being in need (2014/15)

Drugs / Substance misuse

900 adults in drug treatment (NDTMS) / An estimated 7,000-
9,000 drug users

Alcohol misuse

60,000 adults unhealthy drinking (ALS)

Offenders 75 new young offenders, 800 probation clients
Homeless 500 households (Stockport Homes)

Workless 2,700 (benefit uptake), 410 NEET 23
Veterans 22,500 (modelled)
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Male Life Female Life Life expectancy at birth has increased by 10% over
WEGE Expectancy Expectancy the last 20 Males in Stockport
at birth (2011-2013)| at birth (2011-2013 € last ZU years. Viales In Stockport are now

Key Findings — life expectancy

Bramhall North 84.5 85.0 expected to live to age 79.7 and females to age
I 84.9 86.6 83.0 years which is similar to the national average
Bredbury & Woodley 184 820 The gap between the genders has narrowed as
Bredbury Green & Romiley IR 819 male life expectancy has grown more quickly than
Brinnington & Central 72.1 76.9 female life expectancy.
Cheadle & Gatley 81.2 84.8
Cheadle Hulme North 80.3 83.9 There are clear deprivation profiles in life
Cheadle Hulme South 82.1 86.2 expectancy with males in the least deprived areas
Davenport & Cale Green 76.7 77.4 (as measured by quintile of deprivation) are
Edgeley & Cheadle Heath 75.7 81.7 expected to live 9.7 years longer, and females 7.4
Hazel Grove 81.4 86.5 years longer, than in the most deprived areas.
GiEaliiElee e 8Li0 The inequality gap in life expectancy has not
clene et O Lol narrowed over the last 10 years.
Heatons South 81.5 83.8
Manor 79.3 820 The main causes of death responsible for the
Marple North 79.2 83.2 inequality in life expectancy are cancer, circulatory
Marple South 795 84.0 disease and respiratory disease for males and
Offerton 79.8 83.5 cancer for females, causes of death that are linked
Reddish North 78.8 82.5 to lifestyles.
Readishioelis et SR The main contributing age group to life expectancy
A i 8229 inequality is those dying between the ages of 50
STOCKPORT 79.7 83.0
and 69.

Gap between highest and lowest 12.8 9.8

r— Lo west ward Early mortality is largely preventable. 24



Key Findings — healthy life Stockport JoNA
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ex p e cta n Cy at b I rt h 2011-13 Life expectancy; Years spent in good, fair and poor health at birth
90.0
Healthy life expectancy is a new measure. adiig Prw—
LLS o 10.9years
18% (males) and 20% (females) of a typical Stockport IS [I——— g

resident’s life will be spent in fair or poor health; 5-
6% will be spent in poor health.

@ Poor health

Years of life

@Fair health

An inequality gap exists in the healthy life expectancy

of both male and females s3years esyeans ssoyesrs

* In the most deprived areas men will on average
have 7 years (9.4% of life) poor health compared

@ Good health

to 3 years (3.4%) in the most affluent areas.

* In the most deprived areas women will on 0
average have 5 years (6.8%) poor health - onter
compa red to 2 years (29%) in the most affluent 2011-13 Life expectancy; Years spent in good, fair and poor health at birth by quintile of deprivation
areas. T Tw—

* Inthe most deprived areas men will on average ey [ e ] | f:;:
have 19 years (25.8%) fair or poor health 100 [ asyens | Mm | e | iy — L iy —
compared to 12 years (14.1%) in the most £ co0 || saopens — | moverrs | [ | |
affluent areas. f [— | | | | | | |

* Inthe most deprived areas women will on :
average have 20 years (26.6%) fair or poor health i | [ [P e | | N e
compared to 13 years (15.0%) in the most 20 auaa [0 | saveas | I I
affluent areas.

In the most deprived areas the decline in health

starts at age 55, compared to 71 in the most affluent estdsaed arémest | depried| e Lonst e ved et g dried ndeas oo e

areas. waes 25

‘Gender and national quintiles of deprivation




Key Findings — healthy life

expectancy at age 65

At age 65, 46% (males) and 50% (females) of a typical
Stockport resident’s remaining life will be spent in
not good health; 13-15% will be spent in poor health

At age 65 the inequality gap is in the number of years
lived in good health and in poor health rather than
the years lived in fair health

* Males and females at age 65 living in the two
most deprived areas will spend more than 50% of
their remaining years in fair or poor health.

* Inthe most deprived areas men will on average
have 4 years (23.1%) poor health compared to 2
years (9.7%) in the most affluent areas.

* In the most deprived areas women will on
average have 4 years (23.3%) poor health
compared to 3 years (12.5%) in the most affluent
areas.

* Men live 7 years longer in good health in the
least deprived areas compared to the most
deprived

* Females live 6 years longer in good health in the
least deprived areas compared to the most
deprived

» STOCKPORT healthwatch
E Stockport

]

Stockport
Convat Comasioning Group.

Stockport JSNA

joint strategic needs assessment

Years of life

250 4

200

150

100

50

0.0 +

2011-13 Life expectancy; Years spent in good, fair and poor health at age 65

2.6years
=

6.4years

10.3 years

MALES

3.2years

7.3years

10.6years

FEMALES
Gender

2.9years

6.9years

10.5years

PERSONS

O Poor health
@ Fair health
B Good health

Years of life spent in health status

2011-13 Life expectancy; Years spent in good, fair and poor health at 65 by quintile of deprivation

HGood Health [@Fairhealth [OPoor health

200

-
7
o

W
o
o

00

2.3 years

[l 2.0years

|| 9.5years

7.9 years

deprived

MALES

i 6.7 years

11.2 years

deprived

6.0 years

12.7 years

Gender and national quintiles of deprivation

Most deprived  2nd most | Mid deprived | 2nd least  |Least deprived

8.2 years

[| 10.0 years | |

deprived

FEMALES

3.0 years

[ | 7.4vyears

11.8 years

deprived

2.8 years

6.9 years

12.8 years

26
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VSR N e O BN R D E LT Stockport with certain illnesses or disabilities

eeds assessment

Hypertension 43,589 Highest 45+ Increase withdep  has been analysed from Stockport GP practice
Anxiety 40,114 HigherinF.  Highest40-59  Increasewithdep  pagisters - this excludes acute health needs,
Depression (18+) 26,088 HigherinF.  Highest40-34  Increasewithdep  £qr axample infections, so is not a measure of
Obesity (16+) 20,544% ncrease Withdep 3]| needs and demands.
Asthma 19,933 Increase with dep
Diabetes 14,816 Hghestass  mncreasewithep  © Overall, 41% (124,000) of the people
Coronary Heart Disease (CHD) 12,304 HigherinM. Highest 45+ Increase with dep registered with Stockport GPs have one
History of Fall 11,433 HigherinF.  Highest 75+ Increase with dep or more of the conditions analysed
Cancer 7,992 pecreasewithdep  ® T iS important to note that the 59% of
Chronic Kidney Disease (CKD) 7,698 Highest 50+ Increase with dep people not in this analysis may have
Chronic Obstructive Pulmonary Disease (COPD) 6,959 Highest 45+ Increase with dep undiagnosed conditions or have poor
Stroke or Transient Ischaemic Attack (TIA) 6,224 Highest 45+ Increase with dep health generally, and equally the people
Self harm 6,054* HigherinF. Increase with dep with long-term conditions may be healthy
Atrial Fibrillation (AF) 5,903 Highest 50+ and well self-managed.
Heart Failure (HF 2,812 Highest 55+ Increase with dep . .
Dementia (HF) 2'695 S resse with dep * The proportion with at least one

’ _ condition increases with age, from 2% in
Glaucoma 2,504 Highest 55+ o/ :
EE—— 2,434 Increase with dep the 0-4 age band, to 90% in those aged 85
Epilepsy 2,389 Increase with dep and over
Peripheral Arterial Disease (PAD) 2,233 Higherin M. Highest 55+ ncressewithdep  © DY a8€ 35, half of the people in Stockport
Rickets 1570 Higherin. have one or more of these conditions.
Learning disability 1,495 Higherin M. Increasewithdep o Asthma is the major condition affecting
Rheumatoid Arthritis (16+) 1,482 HigherinF.  Highest 45+ school aged children in the borough
Acute Macular Degeneration (AMD) 1,428* HigherinF.  Highest 75+ Decrease with dep (more than 2,000 cases aged 5-14),
Autism 927 Higherin M. anxiety affect those aged 15-24 in
Cerebral palsy 275* particular (more than 2,700 cases).
Downs Syndrome 234 Higherin M. 27

* Undercount of actual prevalence
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Key Findings — multiple long term
conditions

In addition to looking at each of the conditions Numbe.r'of key
individually it is also useful to understand trends conditions people % of people

in the number of conditions people are living 0 222,993 73.0%
with, and how this varies over the life course — as 1 56,331 18.4%
this gives some measure of the complexity of 2 19,575 6.4%
issues, co-morbidities and treatments patients 3 5,588 1.8%
and health carers may be dealing with. Analysis 4 984 0.3%
focussed on 8 groups of diagnoses, excluding 5+ 96 <0.1%
some conditions where data quality is lower or —

where people may not need clinical management Mulitple Long Term Conditions

permanently. /_—\

9% (26,250) of the population have two or more om0 -
of 8 key long term conditions

These key conditions are strongly age related. 15000
* By age 65, 58% of the population have at least
one of the key conditions, with 20% having

two or more. 10000

* In the oldest age group, 87% have at least one
condition, with 53% having two or more of the
conditions

Population

5,000 +—— —

The rates of these key conditions show a strong
deprivation prOfile' AS the number Of ConditiOnS AgeGm?lp 0-4 |'05-9 |10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 70-74 | 75-79 | 80-84 85+
increase’ the deprivation proﬂle becomes more m4+0f 8 key conditions 0 0 0 0 0 0 0 3 3 14 14 21 44 82 149 | 229 | 250 | 271

m 3 of 8 key conditions 0 0 0 0 0 4 10 19 42 81 167 246 409 627 776 1004 | 1031 | 1172
p ro n O u n Ce d . 2 of 8 key conditions 1 7 8 26 35 59 108 206 362 677 1160 | 1620 | 2057 | 2788 | 2682 | 2820 | 2398 | 2561

1 of 8key conditions 271 974 1329 | 1394 | 1236 | 1595 | 1810 | 2180 | 3051 | 4028 | 5304 | 5446 | 5845 | 6676 | 5361 | 4188 | 3041 | 2602
None of 8 key conditions| 17622 | 17248 | 15004 | 15245 | 15518 | 17527 | 18293 | 17529 | 17762 | 17979 | 16116 | 12159 | 8632 | 7286 | 4111 | 2532 | 1420 | 1010

28



Key Findings — causes of death

The Burden of Disease—Causes of Death in Stockport
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2,684 deaths for
Stockport residents
from all causes
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Between 1995 and 2013 overall mortality rates fell by 25%,

and the number of deaths a year fell by 10%. Rates for

early deaths have fallen even faster, by 33%.

. Inequalities have not narrowed, mortality rates in the most
deprived areas are almost double those in the least deprived
areas.

Cancer is now the single biggest cause of death in

Stockport

*  Cancer, heart disease and lung disease are the largest causes of
death in Stockport at all ages.

*  Cancer, heart disease and external causes (accidents or self
harm) are the biggest causes of early death in Stockport.

*  Cancer accounts for a far bigger share of early deaths than it
does for deaths overall.

*  Mortality rates for both cancer and heart disease are falling, but
are falling faster for heart disease than cancer.

*  Mortality rates have risen for dementia (mostly driven by coding
changes) and liver disease.

Mortality rates are higher for men than women for all
causes apart from dementia, this is because on average
males die earlier than females.

All major causes of death show a deprivation profile with
digestive mortality rates being the most inequitable in all
ages and under 75’s.

Around 550 deaths a year are from preventable causes.

Rates of infant and child mortality are low and stable2.9



Key Findings — benchmarking

premature death

Stockport ranks significantly worse
compared to similar local authorities for:
* Liver disease (70 deaths a year)

Stockport ranks worse for

* Cancer (350 deaths a year)

— despite over the same period
having some of the best one year
survival rates nationally, this is
likely to be due to deaths that
occurred more than one year after

diagnosis

* Injuries (35 deaths a year)

Stockport ranks significantly better for:
* Lungdisease (65 deaths a year)
* Heart disease and stroke combined

(170 deaths a year)

#5% Public Health England
http://longerlives.phe.org.uk/

PO YA
X g‘!r’
x 51
) @

STOCKPORT healthwatch s
L Stockport Chwcal Comemissioming Geowp.

Stockport

Similar local authorities National

Worse than avg | 11th out of 15

Better than avg | 66th out of 150

Premature mortality outcomes [l worst [l worse than average ~ better than average [l best

Overall premature deaths per 100.000 for 201214

66.

OUT OF 150
LOCAL AUTHORITIES

Rank

OUT OF 150
LOCAL AUTHORITIES

OF 150
LOCAL AUTHORITIES

OUT OF 14
LOCAL AUTHORITIES

OUT OF 147
LOCAL AUTHORITIES

244
LOWEST: KENSINGTON AND CHELSEA
333
STOCKPORT
534
HIGHEST: MANCHESTER
Deaths per 100,000 for 2012-14@ Common causes
Cancer Smoking
Alcohol
106
LOWEST. HARROW Poor diet
142 How to reduce cancer
STOCKPORT fales
196 Reduce your risk of
cancer @

HIGHEST: MANCHESTER

Lung cancer (all ages)

30
LOWEST: RUTLAND

63
STOCKPORT

108
HIGHEST: MANCHESTER

Breast cancer

14
LOWEST: HAMMERSMITH AND FULHAM

N
STOCKPORT

34
HIGHEST: SLOUGH

Colorectal cancer

8
LOWEST: KENSINGTON AND CHELSEA

l‘d

STOCKPORT

l 18
HIGHEST: SALFORD
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UT OF 150
LOCAL AUTHORITIES

UT OF 150
LOCAL AUTHORITIES

UT OF K
LOCAL AUTHORITIES

UT OF ¥
LOCAL AUTHORITIES

"~

107.

OUT OF 149
LOCAL AUTHORITIES

OUT OF 147
LOCAL AUTHORITIES

View full rankings

National view: Stockport's rank within the 150 local authorities in England.

Heart disease and stroke rign biood pressure

a8
LOWEST: KENSINGTON AND CHELSEA

69
STOCKPORT

135
HIGHEST: MANCHESTER

Heart disease

23
LOWEST: KENSINGTON AND CHELSEA

-37

STOCKPORT

7
HIGHEST: MANCHESTER

Stroke

7
LOWEST: WEST BERKSHIRE

I

STOCKPORT

N
HIGHEST: MANCHESTER

Lung disease

18
LOWEST: BATH AND NORTH EAST SOMERSET

.27

STOCKPORT

72
HIGHEST: MANCHESTER

Liver disease

10
LOWEST: BUCKINGHAMSHIRE

.23

STOCKPORT

40
HIGHEST: BLACKPOOL

Injuries

-}
LOWEST: MERTON

[ BE

STOCKPORT

N-
HIGHEST: BLACKPOOL

Smoking
Poor diet

How to reduce heart
disease and stroke
rates

Reduce your risk of

heart disease and
stroke @

Smoking
Air pollution

How to reduce lun:
disease rates

Reduce your risk of lung
disease @

Alcohol
Hepatitis
Obesity

How to reduce liver
disease rates

Reduce your risk of Liver
disease @

30
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Prevention
Tiiieddddanto
cancers are preventable

19.4% of all new cancer cases due
to tobacco

9.2% due to poor diet
5.5% due to excess weight

Incidence

@ 5, 102 new cancers 2011-13

@ 757 female breast cancer

729 lung cancer
688 colorectal cancer

610 prostate cancer

Mortality
2,326 cancers deaths 2012-14

531 lung cancer

@ 249 colorectal cancer

0 172 female breast cancer

144 prostate cancer

Key Findings — focus on cancer

Stockport JSNA

{4 STOCKPORT healthwatch 2% joint strategic needs assessment

4 in 10 cancers can be prevented — the main preventable cause of cancer
being smoking.

In the years 2011-13 over 5,000 new cases of cancer were diagnosed
amongst Stockport residents. Lung, colorectal, breast and prostate cancer
made up over 54% of these new cases

In Stockport cancer is the biggest cause of death, responsible for 30% all age
(811) and 45% under 75 (377) deaths in 2014. Lung, colorectal, breast and
prostate are the largest causes of cancer deaths

Those living in the most deprived areas suffer the greater burden of all
cancer, and particularly lung cancer

In the two years between 2013-14 and 2014-15 there were 1,135
operations to remove major cancers. In 2014-15 initial oncological
outpatient appointments where a follow up was required totalled 1,812.

Stockport has better 1 year survival rates in all cancers and three cancers
combined (female breast, colorectal and lung) than England and Greater
Manchester — however despite this overall mortality rates in Stockport are
not better than national average.

Screening uptake for both bowel and breast cancer are lower in Stockport

than the national average
31
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Key Findings — focus on liver
disease

Trends in mortality for liver disease - age under 75 years

Liver disease mortality is one of the few
causes of death that has risen over the last

20 years and is also one of the few causes e
where rates in Stockport are significantly S T
higher than the national average.

—+—England North West  —@—Stockport

250

o
=
=3

Trend analysis shows that this rise occurred in
the middle of the last decade — when the
number of annual deaths increased from 40
up to 60. This increase was in both cancers of
the liver and in alcoholic liver disease.

Directly standardised mortality rate per 100,000
=

=4
=3

Since then rates have levelled out, but have
maintained the gap to the national average.
Similar trends occurred in Rochdale and Bury,
but not in all areas.

0.0
2001-03 2002 -04 2003 -05 2004 - 06 2005 - 07 2006 - 08 2007 -09 2008- 10 2009-11 2010-12 2011-13 2012-14

Three year period

Early indications from 2012-14 suggests that
rates may be falling, however Stockport is still well above national average.

The majority of these deaths occur for people aged 45-69 and there is a close link to alcohol and obesity.

90% of these deaths are defined as preventable if lifestyle issues were addressed.

32



Key Findings — adult lifestyles

#

32% of adults have three or
more lifestyle risk factors

18% of adults smoke — rates
are falling

26% of adults drink unhealthily
— rates are stable

7,000-9,000 Stockport

residents use illegal drugs —
rates for opiates are falling

0.9% of adults have tried New

Psychoactive Substances (legal
highs)

74% of adults are not active
enough— rates are stable

25% of adults are obese — rates
are stable

Stockport JSNA

2 STOCKPORT healtingtch ey joint strategic needs assessment

rockport
Cieat Commissioning Group.

Smoking, poor diets, low activity, alcohol and obesity are a major
underlying cause of disease and disability.

Smoking is the biggest single cause of poor health — however rates
in most areas of Stockport are falling — priorities for smoking
therefore focus on inequalities, as rates in deprived areas and
certain vulnerable groups (such as those with mental health
problems) remain more than twice the average.

Alcohol also remains a key concern, although rates of consumption
are no longer rising the impacts on health are still significant and are
felt disproportionately in the most deprived areas. Stockport has
especially poor outcomes for liver disease, caused by both alcohol
and obesity.

A key priority for Stockport is physical activity, the burden of
disease study highlights activity / inactivity on it’s own as having a
significant impact on health, aside from the indirect impact through
weight management and blood pressure. More than 200 deaths a
year in Stockport could be saved if every adult met the target of 5 x
30 minutes moderate activity a week.

Obesity is also of increasing concern with more than 25% of adults
being obese, and being a significant cause of liver disease, heart
disease and diabetes.

Adult lifestyle behaviours also impacts on children:

* 40% of adults receiving drug and alcohol treatment live with
children either some or all of the time;

* Generally people who live with children some of the time have
poorer lifestyles than those who live with children all of the time.



Key Findings — impact of lifestyles

Analysis from the Global Burden of Disease

Study 2010 (published in The Lancet in
2012) shows that the underlying risk
drivers of early disease and disability are
largely preventable.

Smoking, poor diets, low activity, and
alcohol are a major underlying causes of
disease and disability and the most
significant driver of health inequalities.

Further analysis by PHE has shown how
these risks vary by deprivation, tobacco is
the biggest underlying cause in the three

most deprived quintiles in the North West.

In the two least deprived quintiles
however dietary risks (including low fruit,
nuts and seeds, vegetables) are the most
significant cause of disease and disability.

Obesity and high blood pressure are the
third and fourth most significant drivers.

Stockport JSNA

joint strategic needs assessment

Underlying causes driving inequalities in life expectancy

Tobaccosmoking (induding second-hand smoke) | | [
High blood pressure [ |
High body-mass index - -
Physical inactivity and low physical activity [ | | ]
Acoholuse | RSN . |
Diet low in fruits | -
High total cholesterol | |
Dietlowinnutsandseeds | | M Cancer I HIV/AIDS and tuberculosis
High fasting plasma glucose - ([ Cardiovascular and (1 Diarrhoea, lower respiratory
Diet ighin sodium | | | circulatory diseases infections, and other common
Drug use— I ‘ [ Chronic respiratory infectious diseases
A il uticn | I diseases [ Neglected tropical diseases
mbient partculate matte polution | I Girthosis sl
Diet lowin vogetablcs_ | | [ Digestive diseases [ Maternal disorders
Diet high n processed meat | 1 [ Neurological disorders [ Neonatal disorders
Diet low in seafood omega-3 fatty acids | I = Mental and behavioural [ Nutriionaldefciencies
Dietlowin e | : | disorders {3 Other communicable diseases
) | G I Diabetes, urogenital, | Transport injuries
Occopatonallow backpan | | blood, andendocrine & Unintentional injures
Dietlow inwhole grains | I (3 Musculoskeleta disorders — Intentional njuris
Dietlowin polyunsaturated fattyacids | | (30 Other non-communicable
Lead exposure | diseases
| T T T T T |
100 2 4 b 8 10 1

Disability-adjusted lfe-years (%)

Rank of risk impact by deprivation (1=most deprived) in NW

)
Y, K Y, Y, 3
4, & & & & &
Y % %, %, %, %,
s . S e L
) % % % %, %,
Oy, e e @, @, o,
2, ®, ®, @ s s
Por “r = La by Ly
High body-mass index 3 3 3 3 3 3
High blood pressure 4 4 el 4 - 4
Alcohol & drug use 3 3 5 5 5 6
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High fasting plasma glucose 6 6 6 6 6 5



Key Findings — mental health | ‘
wellbeing T e T o
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Connect Be active

The relative value of social support/ social integration

0 0.1 0.2 0.3 0.4 0.5

Social Relationships: Overall findings from this meta-analysis
Social Relationships: High vs. low social support contrasted
Social Relationships: Complex measures of social integration
Smoking < 15 cigarettes daily®
Smoking Cessation: Cease vs. Continue smoking among patients with CHDE

Alcohol Consumption: Abstinence vs. Excessive drinking ( > 6 drinks/day)C

Flu Vaccine: Pneumococcal vaccination in adults (for pneumonia mortality)?
Cardiac Rehabilitation (exercise) for patients with CHDE

Physical Activity (controlling for adiposity)F

BMI: Lean vs. obese®

Drug Treatment for Hypertension (vs. controls) in populations > 59 yearsH

Air Pollution: Low vs. highI

Meta analysis: comparative odds of decreased mortality
Source: Holt-Lundstad et al 2010

There are approximately 28,000 over
18’s (12%) in Stockport with below
average mental wellbeing.

The risk of low mental wellbeing
appears to be at the beginning of
adulthood and at the very end of life.
Wellbeing is highest in those aged 60-
79 years.

There is a clear deprivation profile
for wellbeing, with rates in the most
deprived areas are more than double
those in the least deprived.

Research shows that levels of social
support can have as significant an
impact on physical health as lifestyles
such as smoking and alcohol.

The Five Ways to Wellbeing are a set
of evidence-based public mental
health messages aimed at improving
the mental health and wellbeing of
the whole population. 35



Key Findings — mental health %

1in 4 adults in the UK will suffer from a mental health condition in
any given year - in Stockport this equates to 56,300 adults. Over 60%
of this population remain unidentified or not seeking treatment and
any analysis of this group is difficult as they are unknown to services.

Depression and anxiety

* There are 26,000 people registered with a Stockport GP with a
history of depression and there are 40,000 people registered with a
history of anxiety

* Those aged 25-59 have the highest rates, peaking for people in
their 40s. Women are nearly twice as likely to be diagnosed as men
and there is also a clear deprivation trend.

* Around 5,000 people in Stockport claim Disability Living Allowance
(DLA) because of a mental or behavioural disabling condition. This
represents half of all working age DLA claimants.

* In Stockport the rate of referrals to IAPT has almost doubled from
646 to 1,265 per 100,000 in under 2 years.

Serious mental iliness

* There are over 2,400 people registered with a Stockport GP with a
severe mental health disorder, those in the most deprived areas
are over three times as likely to be experiencing a severe mental
health problem than those in the last deprived areas.

* The under 75 mortality rate for those with serious mental illness in
Stockport is almost four times higher than that of the average for
the borough. This is particularly driven by high rates of smoking—
national research suggesting that 85% of the mortality gap is due to
smoking.

Stockport JSN
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STOCKPORT healthwatch |
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Commisioning Group.

Acute care and mortality

* Stepping Hill Emergency Department attendances with a psychiatric
diagnosis have risen by 94% in seven years to 1,975 in 2014-15.
Those aged under 45 are most likely to attend, especially those aged
15-24 for self-harm.

* Research being undertaken by Stockport HealthWatch shows that
the physical health needs and especially physical activity needs of
patients in inpatient psychiatric care are not being met — for this
group the principle of the parity of esteem is key.

* There are 700 hospital admissions a year for deliberate self-harm
predominantly from those aged 15-44, the inequality profile shows
that rates in the most deprived areas are more than four times
higher those in least deprived areas.

* Roughly 30 deaths a year occur due to suicide and deaths of
undetermined intent (open verdicts) with those aged 35-44 the key
risk group.

Child and adolescent mental health

* Research suggests there are 4,000 5 to 16 year olds living in
Stockport with a diagnosable mental health disorder.

¢ In 2014-15 there were 2,348 referrals to tier 3 Children and Mental
Health Services.

* Rates of admissions for mental health problems and self harm are
higher in Stockport than the national average, and are especially
high for older teenage females and for those who live in areas of
deprivation.

* 50% of children with a Special Educational Needs Statement have

social, emotional and mental health needs. 36



Key Findings — public opinion

| @ Stockport JSNA

ot e 5 joint strategic needs assessment

In 2015 the people of Stockport said a good experience of health or care service would be:

/Access to Appointments Carer cene Consultant \

n=sea DOCtOr Attitude/Listen Services o
empatry o emerseney €A TN HOSpital Understand wisten to
People Money Older People Phone people with Learning Disabitities SPEaK
stepping Hill STOP Support Treated Information &
Communication Treatment Integration Trust
\ Community Services /

Access to appointments - fast and easy access to primary care help when needed
Information & communication — more information and discussion with patients and families
Attitudes and listening — professionals taking time and treating people with respect
Integration — services that are joined up and making use of technology to share information

Community — services which are available locally, focusing on prevention so can stay in our
own homes

LGBT Youth — to be treated with respect and listened to by health care staff Y



Key Findings — health and social

care service use

Stockport JSNA

joint strategic needs assessment

The currency for activity varies across sectors, with Primary, community and mental health care dealing mainly in appointments, acute
measuring staff time through admissions or bed days and social care using clients or care packages as a measure of activity. This can make it a

challenge to compare.

* OQverall the trends show a large volume of health and care activity takes place in Stockport each year across a range of settings, the

majority of this is for older people.

* Volumes of service use are increasing, this increase is in excess of that predicted by the changing demographics.

» Stockport benchmarks as a higher use authority nationally on a range of measures.

Inpatient admissions

Inpatients - emergency
Inpatients - Planned

A & E Attendances

Outpatients appointments attended

Community contacts

Mental health care — people in
contact with services

Adult Social Care

Primary Care — contacts in practice

97,000

39,700
46,300

94,000

483,600

543,000 of which
245,600 DNursing

11,000

5% as inpatients

8,455

700,000+

f36% in 10 years

147% in 10 years

fzs% in 10 years
f 13% in 7 years

' 11%in 3 years
fDistrict Nursing
13% in 2 years

| Non inpatient

39% in 6 years

~J

Rates rising, especially for older people
Significant inequalities profile

Benchmark as high levels compared to national
average and peers

Only 60% of activity at main provider

Rise in demand
High levels of admission as result (30%)

Rising demand
Benchmark high on follow up ratio

Rising activity for district nursing, linked to ageing
Demand will rise further with care planned
outside of hospital in Stockport Together.

Physical health needs of people on psychiatric
wards, especially facilities for physical activity

Fall in levels of provision 2007-2011, now stable
Rise in dementia client group

Prescribing volumes rising

38
Dental access better than average
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Key Findings — health and social
care service workforce

490 FTE
733 People

Stockport Together Workforce

32 FIE
(estimate)

The vast majority of Health and Social
Care staff in Stockport are employed
by the Stockport NHS Foundation Trust
(72.5%), of which almost 65% work in

the hospital (acute care). Private Care

Providers i
ofthe workforce - aithough ths figure 631 FTE 462 FTE
gh this figure 1769 | 604 People
does not include staff in private 12 Eeope P
companies delivering social care, Voluntary E
either funded by Stockport Council or Sector M 5,857 FTE
self-funded support. E 7,303 People
Primary Care, Mental Health and : :
Community services each constitute E 489 FTE Mental 2‘75?2 Elgple
around 8% of the workforce — which i 583 People Health _ ’
explains the reactive system and need !
to change to enable a sustainable, !
preventative approach. Primary Care It has not been possible to estimate the size of the workforce in care
has particularly high levels of part- homes, private care providers (ranging from large hospitals to small
time working. independent care organisations and individuals) or the voluntary sector;

The average age of staff is in the 50s, although these are all important parts of the health and care system.

highlighting a need for workforce

o : The 2011 Census showed there are 31,982 unpaid carers in Stockport
continuity planning.

(11% of population), over 20% of people aged 50-64 are carers. 39



Key Findings — carers

Carers — key trends

The 2011 Census showed there are 31,982 unpaid carers in
Stockport (11% of population),

* 66% (21,091) provide 1-19 hours of care a week

* 12% (3,921) provide 20-49 hours per week

* 22% (6,970) provide 50+ hours of care per week.
Signpost for Carers estimate that the total value of unpaid care in
Stockport is £570 million a year.

There are unpaid carers at all ages, but caring is most common for
people aged 50-64, where 20% are carers
* 2,115 carers are under 25 years old
e 22,593 carers are aged 25-64
* 7,274 carers are aged 65+
Older carers are more likely to spend more hours per week caring:
* 38% of carers 65+ provide 50+ hours per week
* 19% of carers 25-49 provide 50+ hours per week

Carers are more likely to be female (58%) than male (42%).

Caring can lead to major health problems for the carer both
physically and mentally and impacts on employment and
educational opportunities.

* 2,056 (6.4%) carers report their own health as bad or very

bad;

* 6,439 (20.1%) report their health as fair (rather than good)
Carers UK has highlighted the impact on family finances of giving up
work or cutting working hours — including the risk of financial
hardship and debt and the long-term damage to carers’ careers and
pensions.

Stockport JSNA

1legIC Neeas a me

Cared for — key trends

Most adult carers provide care for a frail/older person (62%),
people with a physical disability (30%) or someone with a mental
health problem (14%) — note the cared for can have more than one
issue.

Young carers are more likely than adult carers to be providing care
to people with mental health problems (38%), learning difficulty

(18%), terminal iliness (18%) and drug or alcohol problems (13%).
* 28% of young carers provide care for a sibling

* 72% provide care for a parent (Signpost for carers)

Some carers care for more than one person at the same time, and
situations range from short term but very intensive caring
responsibilities to caring that spans the lifetime of a child or sibling.

Carers — key needs

When carers are well-supported, they provide better care to the
person they care for (Ablitt, Jones and Muers, 2009) and report
better well-being outcomes themselves (Schoenmakers, 2010).

The needs of the carer are inextricably linked to the person being
cared for. However many support services are provided separately
by a range of different health, social care and voluntary sector
organisations often leaving carers to bring together the different
strands of support both for themselves and the person they care
for. Carers want joined up, flexible and responsive services.

GPs and hospitals play a vital role in the early identification of
carers and referral into support services for carers, the majority of

carers need relatively simple support to help them. 0
4



Key Findings — outcomes
frameworks

Health summary for Stockport

The chart baiow shows how e healih of peogie In this area compares with the rest of England. This area's rsuit for each Indicator s shown 35 3 drcle. The average rate for
England is shown by e biack ine, which ks always at the cene of the chart. The range of results for all local areas In England Is shown 3s a grey bar. A red cicle means
that this area s significanty worse than Engiand for that Indleabor; howsver, a green circie may still indcate an Important pubilc haaith prokm.

; STOCKPORT healthwatch
£ Stockport

@ Signficanty worse than Engiand average FReghinal average* England Average
) Mot significantty ifierent from England average Ergend N | N Ergand
O signmeanty petier than Engiand average locaNo Lo Emg  Eng  PeCENDE penenlia £ng
Domain indicator Pervear alee  valse  worst England Range best
1 Daprivation 36818 128 204 838 | @ 0
k] 2 Children In poverty (under 165) 7980 153 182 379 | @ 58
E 3 Statutory homelessness 130 11 23 125 | & 0
E 4 GCSE achleved {SA-C Inc. Eng & Mahs)t 1,669 533 SEB 354 [} 709
5" 5 Vigien cime (Vislence oifences) Z415 85 111 278 b O 23
& Long f2rm unemplaymant 1,055 50 71 235 L] D3
e 7 Smoking siatus at tme of oelvery 417 122 120 7S O 13
EEX & Sreastesding infiation 264 TAa7 Tam
E E:E 9 Obese children (Year 5) 455 166 191 274 | (0] 0.4
z E 10 Alcohaol-spaciic hospiizl stays [under 187+ 417 87 401 1058 & | 112
11 Unger 18 conceptions 132 259 243 440 | 75
§ § 12 Smoking prevaience ma 147 184 300 | Q 50
2§ 13 Percentage of physically actve aduts 250 553 SBD 435 ]| 607
gg 14 Obese adults nia 215 230 352 | & 112
- 15 Excess weight In adutts 40 B59 BIE 759 ol 459
15 Incidence of mallgnant melanomat 550 20 184 380 & | 43
§ 17 Hosplial stays for saff-ham 753 3728 3032 6827 & | 609
E 15 Hospital siays for alcohol related hamm 1997 T3 845 123 & | 365
E 19 Prevalence of oplabs andior crack use 1,251 59 B4 250 | & 14
% 20 Recorsed davetes 14222 58 £2 50 | @ 34
T ———— Mo 7O 148 1137 i) 0
é 22 Mew 5TI (exc Chiamyda aged under 25) 1119 620 832 3269 o] 72
23 Hip frachures In paopie aged £5 and owar 373 557 SED 838 | & 354
5 24 Excess winter deaths (inree year) 1452 174 174 343 ] 33
4 25 Lite expeciancy at birn (Male) ma 797 794 743 (9] 331
E 26 Life expectancy at Dirn (Female) ma &0 831 80O o 86.4
§ 27 Infant mortarty 13 38 40 75 n] 11
T 26 Smokng retated oaatns 477 2868 2BET 4T1E o] 167.4
E‘ 29 Sulcide rate M 14 BB
E_ 30 Unier 75 mortaity rate: cardiovascular 177 722 TE2 1370 | @ 371
o 31 Under 75 mortality rae: cances 351 1420 1444 3020 ) 1040
3 32 Klked and sariotsly Injured on roads 53 188 387 1196 ! o 73
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stockport
Cunkal Commrsioning Grews.

There are a number of key national outcome

frameworks for Stockport which highlight

areas of good practice and areas of concern.

e CCG / NHS Outcomes Framework
http://ccgtools.england.nhs.uk/ccgoutco
mes/flash/atlas.html

*  Public Health Outcomes Framework
http://www.phoutcomes.info/

*  Adult Social Care Outcomes Framework
http://fingertips.phe.org.uk/profile/adult
socialcare

A consistent theme across all frameworks are
that outcomes where Stockport performs
poorly relate to alcohol and liver disease
and indicators which are based on
emergency or unplanned admissions to
hospital. Although melanoma incidence is
high in Stockport, outcomes are not poorer.

A national outcome framework for the

health and wellbeing of children has yet to
be developed, but there are indicators within
the Public Health Outcome Framework which
are specifically targeted at these groups.
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Key Findings — neighbourhoods

_; STOCKPORT healthwatch
s Stockport

Populations STocom Stchpr Togtar Lo igouroods
Resident Source: ONS Mid year estimates (LSOA based July 2013); Registered Source: Stockport Health Record (August 2015)
RESIDENT  REGISTERED RESIDENT  REGISTERED
Bramhall & Cheadle 74,636 89,206 Marple & Werneth 51,265 56,883
Bramhall & Cheadle Hulme 42,326 55,643 Marple 22,850 26,148
Cheadle, Gately & Heald Green 32,310 33,563 Werneth 28,415 30,735
Heatons & Tame Valley 68,208 79,864 Stepping Hill & Victoria 90,923 79,646
Heatons 31,183 36,111 Hazel Grove & Offerton 36,072 32,908
Tame Valley 37,025 43,753 Victoria 54,851 46,738
Disease Prevalence .
Source: Stockport Health Record '
Mental Cancer
Hypertens Stroke [ Health Depressio History of diagnosed
REGISTERED POPLILATION ion CHD TIA Asthma  COPD CKD  Diabetes Epllepsy  (QoF) n Anxiety Dementla Glaucoma  AMD fall  since 2003

Murnber of people - all ages

Bramhall & Cheadle Hulme 7871 2,009 1,143 3358 B45 1,254 2,430 342 35 4,528 6,361 455 B4 368 18988 1,480
Cheadle, Gatley & Heald Green 4,574 1,269 LTy 2,135 21 Fra 1851 243 £21 2442 2,018 302 323 L6 £.£33 938
Heatons 4,658 1,098 b0 2475 Ba5 901 1,419 249 316 2647 3,767 342 227 137 1,015 92
Tame Valley b, 224 1,762 816 2994 1,399 1,000 2357 404 404 4,052 5,595 384 283 133 173 298
Marple 4,082 1,206 e 1,900 512 FE ] 1,133 199 165 2453 315m7 317 235 151 ar 280
Wermeth 4,834 1377 ml 1473 B43 Bio 1,504 1o 243 2145 3,943 £33 L0 152 v 92
Hazel Gove & Offerton 5216 1,794 B85 2,334 B57 1,069 1,805 296 bl 3,053 1,406 ZB4 269 167 997 219
Victoria 6,070 1,719 905 3,263 1,317 1,134 2,307 390 a0 4,548 T 447 385 k] 194 1,759 1,080
Stockport 43,580 12,304 6,224 19,933 6,959 7,608 14,816 2330 2434 26,218 40,114 2,695 2,504 1428 11,433 7,992
Mumber of people - aged 65+
Bramhall & Cheadle Hulme 5,355 1,685 953 B57 B52 1,161 1,425 100 .1 BB 1,635 a2 528 35 1,056 1,009
Cheadle, Gatley & Heald Green 2986 985 L] 431 350 v 1,064 ad &7 512 1 380 295 302 123 1,085 odB
Heabons F-T acb 470 474 Ag4 fooo ] FEE] 63 o 32 b6 332 185 L7 450 31!
Tame Valley 3,603 1249 5691 560 851 B 1,217 Fii} FE| 473 1038 3 230 129 653 566
Marple 2,916 1,011 L] 565 406 BE2 Tan 63 59 552 1022 302 213 147 492 &13
Wermeth 3,157 1,080 b2 396 &17 B En &l 55 341 963 246 153 145 37 SHE
Hazel Gove & Offerton 3,304 1,210 53r 518 5596 G962 1,026 31 45 440 a2 27a 211 160 507 596
Victoria 3478 1,226 670 576 831 992 1.1 69 i) 585 1,249 346 203 181 115 [i7vat)
Stockpaort 27,556 9,302 4,897 4,427 4,827 6,948 8,255 577 551 4,073 B 850 2609 2,065 1,364 5335 5.087

Directly standardised rate per 100,000

Bramhall & Cheadle Hulme 13, 2064 34349 1E7E4 59996 1,405.4 2,005.4 4,143.0 B85 &20.1 82548 11,4898 728.9 1,054.9 5821 3,400.7 2.499.6
Cheadle, Gatley & Heald Green 136302 37196 19737 64457 15515 20623 55046 7538 7600 75549 151846 2 gi54 10314 3570 GEs21 20919
Heatsns 14 811.2 16478 1,980 10212 2,195.3 2,9@&3 4,461.1 7148 905, 7 12353 10,450.8 1,193 303 A46.4 3,049 4 29182
Tame Valley 168573 49383 22980 70550 38373 28786 B27AT 973.1 8647 93853 132754 11278  sma 3812 43063 24507
Marple 126799 36330 21013 7,163 1,562 2 2,196.6 3,602.2 T34 6013 9.410.4 133718 444 o2l 4463 29799 28049
Wemeath 151779 4.301.1 21973 4,798 9 2pdl6 2. 7196 4,743.0 Ba5. 7 Ta5.7 7005 12 B7E.5 944 B20.9 4741 26642 25007
Harel Gove & Offerton 16,1188 5,&'.13 21152 7,143.3 I,EIS.B 3‘,17?.3 5,514.’9 046 T96.3 9.241.8 13,362 .6 BE1S B9 5092 3,033.2 28113
Victaria 159618 47152 25008 71801 35388 32480 59169 8562 9955 10,4432 154241 10478 758.9 05 423552 2sw0

Stockpaort 14,7306 41802 2,114.7 6,589.2 2,366.9 26027 4,996.7 790.4 B07.7 8.643.0 13,2757 131 B49.4 431.0 38014 27054



Stockport JSNA

The following section summaries the Department of Health’s Statutory Guidance on Joint Strategic Needs Assessment and Jomt Health

and Wellbeing Strategies published in April 2012.

*  The Health and Social Care Act 2012 has given local authorities (LAs) and clinical commissioning groups (CCGs) equal and joint duties
to prepare a Joint Strategic Needs Assessment (JSNA) through the health and wellbeing board (HWB Board).

*  The responsibility falls on the HWB Board as a whole.

*  The HWB Board must involve the local Healthwatch and local community throughout the process, including those who are socially
excluded, vulnerable or who have communication difficulties

*  JSNAs are assessments of the current and future health and social care needs of the community, needs, often at the high-level, that
could be met by the LA, CCG, or NHS England. JSNAs are unique to each area, and will reflect local ways of working; local areas are
free to undertake JSNAs in a way best suited to local circumstance. JSNA outputs must be published and available to the local
community to show what evidence has been considered and what priorities have been agreed and why.

*  The purpose of the JSNA is to improve the health and wellbeing of the local community and reduce inequalities for all ages. They
are not an end in themselves but a continuous process of strategic assessment and planning. The core aim is to develop local
evidence based priorities for commissioning.

* The aim of the JSNA is to help HWB Boards to consider the factors that impact on the whole community’s health and wellbeing, and
local assets that can help to improve outcomes and reduce inequalities.

*  Theimportance of JSNA lies in how they are used locally; plans for commissioning, including the joint Health and Wellbeing Strategy,
are expected to be informed by the JSNA. The JSNA may also be used to inform and promote the integration of health and social care
services by providing a joint evidence base and understanding

*  JSNAs are continuous processes and are an integral part of CCG and local authority commissioning cycles. It is for boards to decide
how and how often JSNAs are undertaken, but they will need to assure themselves that the evidence based priorities are up to date.
To be transparent and to enable wider participation, board should be clear with their partners and the community what their timing
cycles are and when outputs will be published.

*  As JSNAs must consider the current and future health and social care needs of the whole population, and ensure mental health
receives equal priority to physical health, JSNAs should have information that covers

*  Demographics — across the life course

* Inequalities — disadvantaged areas and vulnerable groups

*  Wider social, environmental and economic factors

*  Health protection

*  Upstream prevention — reducing the need for acute and intensive health and care services
* Residents and patients views, particularly through the involvement of Healthwatch

*  Assets within local communities

F& g © 2
Appendix — Legal context e
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Appendix — Stockport process

Stockport JSNA

Stockport Context 2007-2014

In 2007 Stockport Council and NHS Stockport jointly produced the first JSNA for Health and Wellbeing. The 2007 JSNA analysed a large
body of data and identified priority issues for the borough. The priorities were then adopted by Stockport’s Health and Wellbeing
Partnership Board and were integrated into the strategic plans of both the council and the NHS.

In 2011 the Stockport JSNA was refreshed to see whether the priorities identified three years earlier had altered. Priorities were
amended in the light of the new analysis and were agreed by the shadow Health and Wellbeing Board. The needs and priorities
identified by the 2011 JSNA have underpinned the development of the Health and Wellbeing Strategy and also have informed the
health elements of other corporate strategies. The JSNA findings directly influence the commissioning of health, social care and
preventative services, and the intelligence gathered is an important part of the commissioning cycle.

It is important to note however that the JSNA is not only a one off piece of analysis conducted every three years. In the years between
the full refreshes, more in-depth analysis have been undertaken to inform particular priority areas. Between 2011 and 2013 these areas
have included Alcohol, Healthy Weight, Autism and Learning Difficulties.

Reports and findings from Stockport’s JSNA are published via the Stockport JSNA Hub, currently hosted on My Stockport, at
www.mystockport.org.uk/JSNA, although this site is to be decommissioned. The hub includes copies of the completed data reports,
detailed topic analysis and consultation reports.

A clear message from both national and North West reviews of the 2007 JSNA was the underutilisation of the JSNA in commissioning
processes, locally therefore we tried to ensure that in 2011 the JSNA also supported commissioning more directly — reviews of which
can be found in previous papers to the Health and Wellbeing Board.

2015 Stockport Process

In 2014 planning for the next full Stockport JSNA began, with a revision to the governance structure. An initial proposal was agreed by
the Stockport Health and Wellbeing Board, which has developed over the course of the project. The current project governance
structure is illustrated on the next page.
The scope and mandate of the 2015 JSNA was also agreed:
* The key audience to be commissioners and strategic leaders of health and care in Stockport, along with Stockport HealthWatch
and other interested parties
* The key functions to be informing the refresh of the Health and Wellbeing Strategy and supporting major transformation and
improvement programmes
* The key outputs to be:
* Avrevised set of priorities for Health and Wellbeing in Stockport
* Analysis setting out key trends since 2011
* Analysis to support the integration of health and social care
* Analysis of vulnerable groups
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Appendix — Stockport process

2015 Stockport Process (continued)

* The project leads group has met regularly and
overseen the development of the 2015/16 JSNA.
The steps undertaken to produce the JSNA have
included:

o A SWOT review of the 2011 JSNA

o Areview of the evidence to be used in the
2015/16 JSNA including a call for evidence to
local provider and voluntary sector
organisations in late 2014.

o Commissioning of a specific public opinion
report produced by Stockport HealthWatch
and published as part of the JSNA.

o Testing of presentational styles, which has
resulted in the production of a series of topic
briefings designed to be read and used as
stand alone reports rather than the large data
report produced in 2011.

o Use of the CCGs online consultation platform
to publish first drafts of each briefing to test
the analysis and conclusions with key
commissioners and to achieve a shared
consensus on key issues.

* To develop the final summary report key findings
from each of the briefings and the priorities
arising from these were identified .

o These were then tested and developed with in
discussions with the project leads group, the
Director and Deputy Directors of Public Health
and Stockport HealthWatch.

o Other key stakeholders were again consulted
electronically before the priorities were
finalised.

Stockport JSNA

joint strategic needs assessment

Governance Structure for the 2015/16 JSNA

Health and Wellbeing Board

JSNA Project Leads
“ W STtggC:tphoer:
: Gaynor Angela :
Eleanor Banister Sarah Newsam v g Dan Bynre § Roy Oliver
Ward Dawber
Project Lead | Analysis Lead La Strategic Strategic Strategic Analysis La Analysis
(Overall) (PH) (Overall) Input (ASC) Input (CSS) Input (CGG) Input (CCG) (Overall) Input (ST)

Project leads group:

formed the project steering group

planned the JSNA work programmes and monitored progress

communicate regularly with the Health and Wellbeing Board

communicate regularly with the Executive Member for Health and Wellbeing

link with other strategic and data and intelligence leads to develop the evidence base
liaise with commissioners and the public to test findings and build on local expertise

Two way communication with other stakeholders

Healthwatch Public Health Data/intelligence other Commissioners and key
Sub Group providers data users

Healthwatch: Liaise with: Commissioners:
e provide the reference e NHSEngland e Comment on outputs
group for the JSNA e GMCSU e Provide qualitative
e be the means by which e HSCIC evidence from service
local residents inform e Public Health England users experienc
the development of e Provider organisations e Provide evidenc%’&f what
o

the JSNA Voluntary sector works



