West Yorkshire Healthy Futures Stroke/Hyper Acute
Stroke Project
Initial Scoping Equality Impact Assessment

Executive Summary
Introduction
Stroke is the fourth leading cause of death in the UK, responsible for 7% of all
deaths. There are approximately 110,000 strokes in England each year, and 20-30%
of people who have a stroke die within a month. Stroke is the largest cause of adult
severe acquired disability and 300,000 people in England live with moderate to
severe disability as a result of stroke. The resultant disabilities and impairments have
a devastating and lasting impact on the lives of people and their families.
In 2015/16 there were 3,633 stroke admissions to West Yorkshire and Harrogate
hospitals. The majority of strokes occurred in people over the age of 65 with half of
all strokes concentrated in the 75 + population. The numbers of people having a
stroke is expected to increase in the future and the demand for services is growing,
as people are living longer than previous generations after a stroke.
A review of hyper-acute stroke (HAS) services in 2015 highlighted considerable
variation in the quality of HAS services across the West Yorkshire footprint.
Against this challenging backdrop, key stakeholders have identified that work to
improve outcomes for stroke patients requires a West Yorkshire and Harrogate wide
approach and will be a key priority within the West Yorkshire Sustainability and
Transformation Partnership (STP). The West Yorkshire and Harrogate footprint
includes the following areas:







Bradford
Calderdale
Kirklees
Leeds
Wakefield
Harrogate

Scope of the Equality Impact Assessment (EIA)
This is an initial scoping document, which will be used to develop options for the
improvement of stroke services in West Yorkshire and Harrogate and inform further
engagement and consultation with stakeholders. It is based on an analysis of
available secondary data and presents preliminary observations on which groups of
people are likely to be disproportionately affected by the review of stroke services.

Summary of key findings
Harrogate and Rural Districts CCG has the highest incidence of emergency stroke
admissions for the West Yorkshire and Harrogate footprint. The incidence of stroke
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admissions for Harrogate is 2 ½ times higher than Bradford City CCG, which has the
lowest incidence of emergency admissions for stroke across the footprint.
Age
Age is the single most important risk factor for stroke. Stroke disproportionately
affects older people in both incidence and mortality. Harrogate and Wakefield have
the highest proportion of older people so the risk of stroke is likely to be greater in
these areas. As the population ages, it is likely that demand for stroke services will
increase across the whole of the West Yorkshire and Harrogate footprint.
Carers
Approximately 10% of the population across the West Yorkshire and Harrogate
footprint are carers. Over a third of stroke survivors in England are dependent on
others. Many carers do not get the information and support they need and there are
high levels of anxiety and depression among those caring for someone who has had
a stroke. Carers play a critical role in helping stroke survivors to live independently
once they leave hospital. It is therefore crucial that any review of stroke services
considers the needs of carers and recognises them as key stakeholders throughout
the life of the project.
Disability
Around 20% of the adult population has a disability. Stroke is the largest cause of
complex disability and over half of all stroke survivors are left with a disability.
Research by the Disability Rights Commission in 2006 found that there are higher
rates of stroke for people with serious mental health concerns. This group is also
more likely to have a stroke at a younger age and less likely to survive for more than
five years. Disabled people experience a range of barriers to health services. A key
barrier relates to the journey itself, particularly in terms of transport difficulties,
distance and needing someone to accompany them. The barriers experienced by
disabled people reduce the chances of early intervention, which is essential for
reducing the risk of stroke. Wakefield district has the highest percentage of disabled
people across the place-based footprint and Harrogate the lowest.
Ethnicity
The national evidence suggests that people from some Black and Minority Ethnic
(BME) backgrounds are more at risk of stroke compared to the White British
population. Those ethnic groups with an elevated risk of stroke are people from
African and Caribbean, South Asian and Eastern European backgrounds. The local
stroke emergency admissions data challenges the national picture by highlighting
that the Asian or Asian British population are less likely to have a stroke than the
White British population. However, it points to a higher risk of stroke for the Other
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White ethnic group. This finding should be treated with caution, as the local stroke
admissions data is incomplete with ethnicity not being recorded or ‘not stated’ for
large numbers of people. In order to protect patient confidentiality, some local data
for ethnicity was suppressed due to very small numbers.
Bradford has the largest BME population across the six areas with more than a
quarter of the population identifying as Asian or Asian British. Bradford City CCG has
the largest BME population compared to the other CCGs, with 60% of people
identifying as Asian or Asian British. While the incidence of stroke is low for Bradford
City CCG, it is more prevalent in younger age groups compared to the other CCGs.
The White British population was overrepresented in the stroke admissions data in
Greater Huddersfield, Leeds South and East and Leeds West CCGs. The Other
White ethnic group was overrepresented in the stroke admissions data for Bradford,
Calderdale and Kirklees.
Bradford, Kirklees and Leeds all have significant BME populations, hence
consideration should be given to the location and provision of culturally sensitive
stroke services.
Gender reassignment
There is some evidence to suggest that transgender women on hormone therapy
may have an increased risk of stroke but the overall risk is likely to be small. There is
also evidence to suggest that smoking, alcohol and drug abuse is higher among the
Trans population, which might increase the risk of stroke. It is important to note that
Trans people are at an increased risk of bullying and discrimination in healthcare
settings.
Pregnancy and maternity
Pregnancy and the postnatal period are associated with an increased risk of stroke.
However, the risk of stroke in younger women is small and strokes caused by
pregnancy and childbirth are rare.
Religion and Belief
There is no research linking a particular religion to an increased risk of stroke.
However, using ethnicity as a proxy for religion, it is possible to deduce that the
Muslim population is likely to be at greater risk of stroke because 70% of Muslims in
the UK identify as Asian. However, the stroke risk is linked to ethnicity and cultural
factors rather than faith.
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Sex
Men are at a greater risk of having a stroke and at a younger age than women.
However, as women live longer there are more total incidences of stroke in women.
Bradford City and Bradford Districts CCGs and Wakefield CCG showed a higher
incidence of emergency stroke admissions for men overall but there were still more
incidences of stroke for women in the 75+ age group. Harrogate CCG was unusual
in that more men were admitted for stroke in the 75+ age group and more women
were admitted in the younger age groups.
Sexual Orientation
There is evidence to suggest that smoking, alcohol and drug abuse are higher
among Lesbian, Gay and Bisexual (LGB) people, which might increase the risk of
stroke. LGB people experience unacceptable levels of bullying and discrimination in
health and social care settings and there is a poor understanding of LGB health
issues.
Deprivation
People from the most economically deprived areas of the UK are around twice as
likely to have a stroke than those from the least deprived areas. Bradford is the most
deprived local authority across the footprint and Harrogate is the least deprived area.
However, the Index of Multiple Deprivation 2015 indicates that all the West Yorkshire
districts fall within the two most deprived quintiles when comparing ranks nationally.

Conclusions
Based on an analysis of both national and local data, the groups most likely to be
affected by changes to stroke services are assessed as:








Older people
Carers
People with serious mental health concerns
BME groups, most notably Black, Asian and Eastern European populations –
there were considerable variations for stroke admissions by ethnicity across
the footprint but overall the local emergency stroke admissions data indicates
a lower incidence of stroke in the Asian population and a higher incidence for
the Other White ethnic group, which is likely to include a large Eastern
European cohort
Men
People living in deprived areas

In relation to age, Harrogate and Wakefield are identified as areas of higher risk. For
ethnicity, Bradford, Kirklees and Leeds are flagged as high risk areas. Although, it
v

should be noted that Bradford City CCG has the lowest incidence of emergency
stroke admissions across the footprint but a higher prevalence of stroke in younger
age groups. Socioeconomic deprivation is a key risk factor for stroke, with Bradford
being the most deprived area across the footprint and therefore the highest risk
locality. But the Index of Multiple Deprivation 2015 indicates that all the West
Yorkshire districts fall within the two most deprived quintiles when comparing ranks
nationally.

Recommendations











The development of any future proposals or options for the improvement of
stroke delivery should consider the information in this report and carry out further
equality analysis, as required.
Future engagement and consultation with stakeholders should target those
groups most at risk of stroke and ensure adequate representation across all the
districts.
Recent engagement activity had gaps in the views of some protected groups.
These need to be addressed as part of the next phase of engagement and prior
to any formal consultation. Eastern European communities should be engaged as
part of this activity given the higher incidence of stroke for this group.
Wakefield CCG experienced a significant drop in the numbers of emergency
stroke admissions between 2014/15 and 2015/16 – further investigation is
needed to understand this data.
The emergency stroke admissions data for the Black Caribbean population living
in the North Leeds CCG area requires further investigation.
Further work is recommended to:
 Map the spatial distribution of stroke incidents across the footprint in order to
understand the density of stroke events in each of the areas.
 Map the spatial distribution of those groups most at risk of stroke to
understand whether there are any geographical concentrations of risk, which
would indicate an increased demand for stroke services.
 Map the patterns of deprivation across each of the areas, which will provide a
more detailed picture of communities with a higher risk of stroke.
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1

Background

1.1

National context

Stroke is the fourth leading cause of death in the UK, responsible for 7% of all
deaths. There are approximately 110,000 strokes in England each year, and 20-30%
of people who have a stroke die within a month. Stroke is the largest cause of adult
severe acquired disability and 300,000 people in England live with moderate to
severe disability as a result of stroke. The resultant disabilities and impairments have
a devastating and lasting impact on the lives of people and their families.
Stroke costs the NHS and the economy about £7bn a year – £2.8bn direct cost to
the NHS, £2.4bn of informal care costs (e.g. costs of home nursing borne by
patients’ families) and £1.8bn in income lost to mortality and morbidity, and benefit
payments. Stroke patients occupy over 2.6 million bed days per year. At any one
time, 1 in 5 acute hospital beds and 1 in 4 long term beds are occupied by stroke
patients1.

1.2

Local context

In 2015/16 there were 3,633 stroke admissions to West Yorkshire and Harrogate
hospitals. The majority of strokes occurred in people over the age of 65 with half of
all strokes concentrated in the 75 + population.
Across West Yorkshire and Harrogate there has already been considerable work
undertaken to improve outcomes for stroke. However, a review of hyper-acute stroke
(HAS) services in 2015 highlighted considerable variation in the quality of HAS
services across the West Yorkshire footprint. It also underlined that HAS services in
West Yorkshire are extremely fragile and that the system is unlikely to be sustainable
in the near future, not least because of the changing demographic landscape. The
numbers of people having a stroke is expected to increase in the future and the
demand for services is growing, as people are living longer than previous
generations after a stroke.
In view of the challenges facing HAS services across West Yorkshire, key
stakeholders have identified that work to improve outcomes for stroke patients
requires a West Yorkshire and Harrogate wide approach and will be a key project
within the West Yorkshire Sustainability and Transformation Partnership (STP). The
West Yorkshire and Harrogate footprint includes the following areas:
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Bradford
Calderdale
Kirklees

Department of Health (2007), Impact Assessment: National Stroke Strategy
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Leeds
Wakefield
Harrogate

In order to progress the work, a West Yorkshire Healthy Futures Stroke/HAS Task
and Finish Group has been set up to deliver the project. Over the coming months,
the project team will further engage with communities, patients, carers, relatives and
staff to understand their opinions and experiences and use the intelligence to
develop the options for delivering improved stroke services across West Yorkshire
and Harrogate.

1.3

Legal context

The Equality Act 2010 requires public authorities to have ‘due regard’ to the need to
eliminate unlawful discrimination, harassment and victimisation as well as to
advance equality of opportunity and foster good relations between people who share
a protected characteristic and those who do not.
The protected characteristics covered by the equality duty are: age, disability, gender
reassignment, pregnancy and maternity, race, religion or belief, sex and sexual
orientation. The duty also covers marriage and civil partnerships, but only in respect
of eliminating unlawful discrimination.
The law requires that public authorities demonstrate that they have had ‘due regard’
to the aims of the equality duty in their decision-making. Completing an Equality
Impact Assessment, which assesses the potential impact on equality of proposed
changes to the way that services are delivered is one of the key ways in which public
authorities can demonstrate that they have had ‘due regard’.

1.4

Health Inequalities

In addition to the requirements of the Equality Act 2010, there is a legal duty for
CCGs to have regard to the need to reduce health inequalities, introduced by the
Health and Social Care Act 2012.
Some groups of people experience different access, experience and outcomes when
they use NHS and social care services. Health inequalities are not only apparent
between people of different socio-economic groups, but they can also exist between
different genders and different ethnic groups; older people and people suffering from
mental health problems or learning disabilities also have worse health than the rest
of the population. The causes of health inequalities are complex, and include lifestyle
factors such as smoking, nutrition and exercise as well as wider determinants such
as poverty, housing and education.
2

1.5

Scope of the EIA

This Equality Impact Assessment (EIA) is an initial scoping document, which will be
used to develop options for the improvement of stroke services in West Yorkshire
and Harrogate and inform further engagement and consultation with stakeholders.
Based on an analysis of available secondary data, it presents preliminary
observations on which groups of people are likely to be disproportionately affected
by the review of stroke services. It also starts to map the distribution of these groups
across the six areas covered by the West Yorkshire and Harrogate footprint, in order
to identify those places with higher concentrations of people more likely to be at risk
of stroke.

1.6

Data limitations

The equality metrics available for the local emergency stroke admissions data is
limited to age, ethnicity and sex. It is therefore not possible to report on emergency
stroke admissions for the other protected characteristics. The data for ethnicity
should be treated with caution, as ethnicity has not been recorded or is not stated for
a sizeable group of patients across the footprint. Also, in order to protect patient
confidentiality, some of the ethnicity data has been suppressed due to small
numbers for some ethnic groups.
It is also important to note that the stroke emergency admissions data is reported at
a clinical commissioning group (CCG) level. Whilst three of the CCGs are
coterminous with the place-based footprints (Calderdale, Wakefield and Harrogate),
the remaining CCGs covering Bradford, Kirklees and Leeds have different
geographical boundaries, which makes comparison with the 2011 Census data
unreliable. The following areas have more than one CCG and do not share the same
footprint as the local authority:
Bradford
There are three clinical commissioning groups (CCGs) that cover the Bradford placebased footprint. Airedale, Wharfedale and Craven (AWC) CCG is responsible for
commissioning health services for Airedale, Wharfedale and Craven, which covers
Keighley, Ilkley, Burley-in-Wharfedale and beyond. Approximately two thirds of the
population live in the Bradford authority boundary and one third live in the North
Yorkshire authority boundary. Bradford Districts CCG serves a population that
includes areas such as Bingley, Shipley, Saltaire, Heaton and Tong. Bradford City
CCG serves the population of the city area of Bradford. It should be noted that the
stroke emergency admissions data for AWC CCG includes both the Bradford and
North Yorkshire populations.
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Kirklees
There are two CCGs covering the Kirklees place based footprint. North Kirklees
Clinical Commissioning Group (CCG) serves a population of just over 185,000
people covering Dewsbury, Batley, Mirfield, Heckmondwike, Cleckheaton, Birstall,
Liversedge and Ravensthorpe. Greater Huddersfield CCG commissions health
services for a population of approximately 243,000 in Huddersfield and the Valleys.
Leeds
There are three CCGs covering the Leeds place based footprint. North Leeds CCG
includes roughly 25% of the Leeds population. It covers Roundhay and Chapeltown
through to Wetherby and Otley, with patients accessing services from both Leeds
and Harrogate hospitals. Leeds South and East CCG includes a predominantly
urban area with a higher Black and Minority Ethnic (BME) population than the rest of
Leeds. Leeds West CCG has the largest population of the three CCGs with over
40% of the population living within its’ boundaries. It has a far greater number of 20
to 29 year olds due to the high proportion of students.

2

Population profiles and projections by place

Table 1: Projected population changes by age and place - West Yorkshire2

Bradford
Calderdale
Kirklees
Leeds
Wakefield
West
Yorkshire
England

2.1

Population
Mid-2014
528,200
207,400
431,000
766,400
331,400
2,264,300

Mid-2039
582,900
231,000
492,300
877,600
363,800
2,547,600

% Population change by age
All ages
0-15
16-64
10.4%
-0.3%
3.4%
11.4%
3.6%
-0.5%
14.2%
8.1%
4.6%
14.5%
13.9%
7.6%
9.8%
3.4%
-1.7%
12.5%
6.6%
4.0%

54,316,600 63,281,500 16.5%

10.2%

6.6%

65+
58.7%
63.4%
58.2%
44.9%
55.4%
54.0%
59.2%

Bradford3

With an estimated population of 531,200 (Mid-Year 2015), Bradford is the fourth
largest local authority in England in terms of population after Birmingham, Leeds and
Sheffield. Bradford has a comparatively young age profile with more than a quarter
of people (29%) aged less than 20 and nearly seven in ten people aged less than 50.
2

https://jsna.bradford.gov.uk/JSNA%20-%202.%20The%20Population%20of%20Bradford%20District.asp
https://jsna.bradford.gov.uk/documents/JSNA%20%202.%20The%20Population%20of%20Bradford%20District/2.1%20Population%20of%20Bradford%20District/
Bradford%20District%20Population.pdf
3
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However, in line with national trends, the largest growth is concentrated in the older
age groups with an estimated 60% increase in the 65 plus age group by 2039.

2.2

Calderdale4

According to the latest population estimates (Mid-Year 2015), there are 208,400
people living in Calderdale. Calderdale is one of the smallest districts in England in
terms of population, but one of the largest in terms of area. The latest population
projections estimate that the largest growth is expected to occur in the older age
groups with a 30% increase in those aged 85 plus by 2022, a 19% increase in those
aged 65 to 74 and a 34% increase in those aged 75 to 84.

2.3

Harrogate5

The Mid-2014 population estimate placed the total population of Harrogate and
District at approximately 157,200 people. This is set to increase to 162,000 by 2020.
Mirroring regional and national trends, the population of the district is ageing and is
forecast to rise in the 55 to 64 and over 70 age groups over the next five years.

2.4

Leeds6

With a diverse population of 774,060 (Mid-Year 2015), Leeds is the third largest city
in the UK and the largest in West Yorkshire. The population of Leeds is projected to
rise to 877,600 by 2039. In line with national trends, a large proportion of this growth
is located in the over 65s age group, although the projected increase is less than in
neighbouring authorities. In contrast to national and local trends, there is a larger
projected rise in under 16s (13.9%) and the 16-64 age group (7.6%).

2.5

Wakefield7

The size of the resident population of Wakefield District is estimated to be in the
region of 332,000, making the District the 18th largest local authority in England and
Wales. Following national trends, it is anticipated that there will be a major shift in the
population structure over the next 5 – 10 years as the proportion of the population
aged over 65 increases.

3

Evidence

4

https://www.calderdale.gov.uk/v2/sites/default/files/Calderdale%20demographic%20information.pdf
http://hub.datanorthyorkshire.org/dataset/2cb529f6-4715-4c2d-9364-a770deb03472/resource/4678c8d685c0-4ab7-a1d4-e6e2a16f231a/download/north-yorkshire-jsna-overview-for-harrogatedistrict2016refreshv0.2.pdf
6
http://observatory.leeds.gov.uk/Leeds_Population/
7
http://www.wakefieldjsna.co.uk/demography/resident-population/
5
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3.1

General

3.1.1 National data
Key statistics8








There are approximately 152,000 strokes in the UK each year; that is around
one stroke every five minutes.
There are over 1.2 million stroke survivors in the UK.
Stroke is the fourth single leading cause of death in the UK after cancer, heart
disease and respiratory disease.
There are over 400 childhood strokes a year in the UK.
Black people (sic) are twice as likely to have a stroke compared to white
people.
Stroke is a leading cause of disability in the UK – almost two thirds of stroke
survivors leave hospital with a disability.
One in five strokes are fatal. Stroke causes about 7% of deaths in men and
10% of deaths in women.

3.1.2 Local data
Stroke Emergency Admissions
Table 2: Incidence of stroke admissions per 1000 population by CCG
CCG
2014/15
2015/16
Airedale, Wharfedale and Craven
1.7
1.7
Bradford City
0.8
0.8
Bradford Districts
1.6
1.5
Calderdale
1.2
1.2
Greater Huddersfield
1.1
1.3
North Kirklees
1.2
1.4
Harrogate and Rural Districts
2.1
2.1
Leeds North
1.6
1.6
Leeds South and East
1.8
1.7
Leeds West
1.6
1.5
Wakefield
1.7
0.9

The above table highlights that Harrogate and Rural Districts CCG has the highest
incidence of emergency stroke admissions for the West Yorkshire and Harrogate
footprint. The incidence of stroke admissions for Harrogate is 2 ½ times higher than
Bradford City CCG, which has the lowest incidence of emergency admissions for
stroke across the footprint. It should be noted that Wakefield CCG also has a very
8

Stroke Association (2017) State of the Nation Stroke Statistics
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low incidence of stroke admissions for 2015/16 with a sizable drop in numbers of
admissions between 2014/15 (583) and 2015/16 (326). Whilst there is some
movement in the stroke admissions incidence rates for the other CCGs between
2014/15 and 2015/16, the 40% drop in admissions for Wakefield is significant and
requires further investigation.

3.2

Age

3.2.1 National data
Age is the single most important risk factor for stroke. The risk of having a stroke
doubles every decade after the age of 55. By the age of 75, 1 in 5 women and 1 in 6
men will have a stroke9. The table below illustrates the increased risk of stroke as
people get older.
Table 3: Prevalence of stroke, by gender and age, United Kingdom 201310
Males (%)
Females (%)
0-44
0.11
0.11
45-54
0.89
0.79
55-64
2.69
1.96
65-74
6.40
4.39
75+
14.89
12.43
All ages
2.53
1.99

Whilst the direct relationship between stroke and older adults is irrefutable, it is
important to note that around a quarter (26%) of strokes in the UK occur in people
under the age of 65. Some younger adults feel that general stroke services, of which
the majority of users are older adults, do not meet their needs. For example, younger
adults are more likely to have an unusual cause for their stroke, rehabilitation may
require specific attention to work and bringing up children, and social needs and
expectations may be different11.
It is important to note that there are over 400 childhood strokes a year in the UK12.
The risk of stroke is higher in children with congenital heart disease. Also, children
and young people with sickle cell disease (SCD) have an increased risk of stroke.
SCD is an inherited condition, which affects the development of red blood cells. They
change from their normal round shape to a sickle (half-moon) shape. Because sickle
cells are less flexible, they can get stuck in blood vessels and block them. SCD can
cause strokes if a vessel in the brain becomes blocked13. Sickle cell disease mainly
9

https://www.stroke.org.uk/sites/default/files/stroke_statistics_2015.pdf
British Heart Foundation (2014) Cardiovascular Disease Statistics 2014
11
th
Royal College of Physicians (2016) National clinical guideline for stroke, 5 ed.
12
https://www.stroke.org.uk/sites/default/files/state_of_the_nation_2017_final_1.pdf
13
https://www.stroke.org.uk/sites/default/files/childhood_stroke.pdf
10
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affects people of African, Caribbean, Middle Eastern, Eastern Mediterranean and
Asian origin. In the UK, it's particularly common in people with an African or
Caribbean background14.

3.2.2 Local data
Figure 1 – Population estimates for West Yorkshire and Harrogate 2015 by age
30
25
20
15
%

10
5
0

0-4

5-14

15-25

25-44

45-64

65-74

75-84

85+

Bradford

7.7

14.5

13.0

27.2

23.2

7.6

4.8

1.9

Calderdale

6.3

12.0

11.3

25.0

27.6

10.2

5.5

2.2

Harrogate

5.2

11.6

10.0

21.7

29.1

11.7

7.4

3.3

Kirklees

6.6

12.5

12.9

25.9

25.3

9.5

5.3

2.0

Leeds

6.6

11.2

16.6

27.4

22.8

8.2

5.2

2.0

Wakefield

6.2

11.3

11.2

25.3

27.4

10.6

8.0

2.2

Source: ONS Mid-Year Estimates 2015

Figure 1 above identifies that both Harrogate and Wakefield have a higher proportion
of residents over the age of 65 compared with Bradford, Calderdale, Kirklees and
Leeds. Given the relationship between age and stroke events, it is important to
understand the distribution of older people across the West Yorkshire and Harrogate
footprint in order to identify where there is likely to be more demand for stroke
services. The higher concentrations of older adults in Harrogate and Wakefield
indicate that the risk of stroke and demand for services in these areas is likely to be
greater. This is partly corroborated by the local stroke incidence admission rates
(see table 2 above), which shows that Harrogate has the highest ratio of stroke per
1000 population. In contrast, the data indicates that Wakefield has one of the lowest
incidence admission rates for stroke in 2015/16, which is a surprising finding that
warrants further investigation.
However, given the projected increase in older people over the next 20 years (see
figure 1 above), it is likely that demand for stroke services will grow across the whole
West Yorkshire and Harrogate footprint over the coming years.

14

http://www.nhs.uk/conditions/Sickle-cell-anaemia/Pages/Introduction.aspx
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3.2.3 Emergency Admissions for Stroke
Table 4: Stroke emergency admissions by age and CCG, 2015-16 (%)
0-44
45-54
55-64
Airedale, Wharfedale and Craven
1.6
7.4
11.8
Bradford City
10.1
13.1
19.1
Bradford Districts
4.9
7.7
15.4
Calderdale
3.5
4.6
10.5
Greater Huddersfield
1.8
6.4
11.8
North Kirklees
3.5
7.0
9.7
Harrogate and Rural Districts
3.5
4.7
8.5
Leeds North
4.7
6.9
14.2
Leeds South and East
3.2
11.7
10.5
Leeds West
4.5
6.4
10.3
Wakefield
3.7
7.0
12.3

65-74
20.7
18.1
20.3
20.5
18.8
23.3
14.3
21.8
22.4
18.8
21.5

75+
58.5
39.4
51.6
60.8
61.1
56.4
69.0
52.4
52.2
62.0
55.5

Table 4 confirms a direct relationship between increasing age and the likelihood of
stroke across all the CCGs in West Yorkshire and Harrogate. The local trends
broadly reflect the national picture, which indicates that around 75% of stroke events
occur in people over the age of 65. However, there is some local variation, which is
important to highlight.
Slightly more than 40% of the emergency admissions for Bradford City CCG were for
people under the age of 65, with 1 in 10 being under the age of 45. Bradford City’s
population is significantly younger than the rest of the West Yorkshire and Harrogate
footprint, which should contribute towards a lower risk of stroke for this population as
a whole. The local data (see table 2 above) confirms this lower risk, as the stroke
incidence rate for Bradford City CCG is significantly lower compared to the other
CCGs, with the exception of Wakefield CCG for 2015/16. However, when the stroke
emergency admissions data is analysed by age, it shows an increased prevalence of
stroke for the younger population in Bradford City. In contrast, the emergency
admissions data for Harrogate and rural districts CCG, shows a higher prevalence of
stroke in the 75+ age group, compared with the other CCGs. It is worth noting that
there is a higher prevalence of emergency stroke admissions in the 45-54 age group
for Leeds South and East CCG.

3.2.4 Key points




Stroke disproportionately affects older people in both incidence and mortality.
As the rate of stroke increases with age, it is likely that more strokes will occur in
areas with greater numbers of older residents.
Harrogate and Wakefield have the highest concentrations of older people, so the
risk of stroke is likely to be greater in these areas.

9







As the population ages, it is likely that demand for stroke services will increase
across the whole of the West Yorkshire and Harrogate footprint.
Around a quarter of strokes occur in people under the age of 65 and some
younger adults do not feel that stroke services meet their specific needs.
Children and young people with sickle cell disease (SCD) have an increased risk
of stroke. In the UK, sickle cell disease is particularly common in the African and
Caribbean populations.
Whilst the incidence of stroke is much lower for Bradford City CCG, the data
indicates that younger people living in this area are more at risk.

3.3

Carers

3.3.1 National data
According to the 2011 Census, approximately 1 in 10 people in England and Wales
provide unpaid care for someone with a disability or illness. This is likely to be an
underestimate, as many people do not perceive themselves as carers and so do not
self-identify as a carer. Carers UK estimate that around 1 in 8 adults are carers and
that 3 in 5 people will be a carer at some point in their life. They also estimate that
there will be a 40% rise in the number of carers needed by 2037 – an extra 2.6
million carers, meaning the carer population in the UK will reach 9 million.15
Stroke is the single largest cause of disability in England. Approximately half of those
who survive a stroke will be left with a long-term disability six months afterwards.16
Over a third of stroke survivors in the UK are dependent on others, of those 1 in 5
are cared for by family and/or friends.17 Carers are a vital resource and without them
many stroke survivors would be unable to live independently.
Carers of stroke survivors face multiple challenges and many do not get the
information and support they need. A patient survey in 200118 found that 59% of
patients with carers said their carer received little or no support. The same survey
found that 28% of carers had experienced problems with their jobs, 63% had
problems with their physical health and 56% had experienced problems with their
mental health since becoming a carer of someone with a stroke. A report by the
Stroke Association in 201319 revealed that 64% of carers felt that the emotional
impact of stroke was by far the hardest thing to cope with. It highlighted that levels of
anxiety and depression are as high for carers as for stroke survivors and that over

15

https://www.carersuk.org/news-and-campaigns/press-releases/facts-and-figures
Stroke Association (2015) State of the Nation Stroke Statistics 2015
17
Ibid
18
National Audit Office (2005) Reducing Brain Damage: Faster access to better stroke care
19
Stroke Association (2013) Feeling Overwhelmed: The emotional impact of stroke
16
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half of those caring for someone who has had a stroke have experienced mental
health problems.

3.3.2 Local data
The percentage of carers across the West Yorkshire and Harrogate footprint mirrors
the national picture with approximately 10% of the population in all six areas
identifying as being a carer according to the 2011 Census. There is no data available
on how many of these carers provide support to stroke survivors but the analysis
above sheds some light on the critical role that carers play in helping stroke survivors
to live independently once they leave hospital. It also identifies some of the
challenges they face in caring for someone with a stroke. It is therefore crucial that
any review of stroke services considers the needs of carers and recognises them as
key stakeholders throughout the life of the project.

3.3.3 Key points






Approximately 10% of the population in all six areas across the West Yorkshire
and Harrogate footprint identify as being a carer.
Stroke is the leading cause of disability in England.
Over a third of stroke survivors in England are dependent on others; of those 1 in
5 are cared for by family and/or friends.
Carers of stroke survivors face multiple challenges and many do not get the
information and support they need.
According to a report by the Stroke Association in 2013, levels of anxiety and
depression are as high for carers as for stroke survivors and over half of those
caring for someone who has had a stroke have experienced mental health
problems.

3.4

Disability

3.4.1 National data
12.9 million people in the UK (20%) reported a disability in 2014/1520. The
prevalence of disability rises with age, as does the risk of stroke. Around 7% of
children are disabled, compared to 17% of working age adults and 45% of adults

20

Department for Work and Pensions, June 2016, Family Resources Survey 2014/15, (online), available at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/531242/family-resourcessurvey-2014-15.pdf
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over State Pension age. Stroke is the largest cause of complex disability and over
half of all stroke survivors are left with a disability.21
It is widely accepted that disabled people experience poorer health outcomes and
significant health inequalities, not just in relation to their primary impairment or longterm health condition, but because of reduced access to health services and higher
levels of social deprivation, which places them at greater risk of health problems.
Health inequalities are not experienced to the same extent across the disabled
population and some groups are more affected than others.
The Disability Rights Commission (DRC) conducted a formal investigation into the
physical health inequalities experienced by people with mental health problems and
learning disabilities.22 The investigation found higher rates of ischaemic heart
disease, stroke, high blood pressure and diabetes among people with schizophrenia
or bipolar disorder compared with the rest of the population. It also found that people
with major mental health problems are more likely to develop these health problems
at a younger age and once they have them are less likely to survive for more than
five years. In relation to stroke, the investigation found that:



21% of those with schizophrenia who have a stroke are under 55, compared
with 11% of others who have a stroke,
After five years, 28% of people who have had a stroke and have
schizophrenia have died, as have 19% of people with bipolar disorder,
compared with 12% of people with no serious mental health problems.

It is also worth noting that disabled people report that the main barriers to health
services are related to the journey itself, particularly in terms of transport difficulties,
distance and needing someone to accompany them.23 Furthermore, access to health
services can be restricted by negative attitudes amongst staff, inflexible appointment
systems and information that is not always easy to understand, particularly for those
with learning or sensory disabilities24. These issues make it more difficult for
disabled people to access health services for appointments and check-ups. This in
turn reduces the chances of early intervention, which is essential for reducing the
risk of stroke.

3.4.2 Local data
The Census 2011 includes an indicator of people who have a long-term health
problem or disability that limits their day-to-day activities, and has lasted, or is

21

Stroke Association (2016) State of the Nation Stroke Statistics, January 2016
Disability Rights Commission (2006) Equal Treatment: Closing the Gap
23
Office for Disability Issues (2008) Experiences and Expectations of Disabled People – Executive Summary.
22

24

Cole. A (2006): ‘Disabled people face difficulties in accessing primary care’
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expected to last, at least 12 months. This includes problems that are related to old
age.
Table 5: Long term health problem or disability for West Yorkshire & Harrogate

Bradford
Calderdale
Harrogate
Kirklees
Leeds
Wakefield
West Yorkshire
England

Number
90,527
36,600
24,619
75,963
125,678
71,901
399,669
9,352,586

%
17.3
18.0
15.5
17.7
16.8
22.0
17.9
17.6
Source: ONS Census 2011

As the prevalence of disability rises with age, those areas with the highest proportion
of older people can be expected to have higher levels of disability. Wakefield has a
high proportion of residents over the age of 65 (20.8%) and the highest percentage
of people with a disability (22%). However, Harrogate has an even greater proportion
of older adults (22.4%) living in the district but the lowest percentage of disabled
people (15.5%). Whilst there are likely to be multiple factors at play, it is widely
accepted that there is a strong association between socio-economic deprivation and
disability. Therefore, the difference in the disabled populations in Wakefield and
Harrogate could be partly explained by Harrogate’s relative affluence compared to
Wakefield with deprivation being a more significant causal factor in long term health
problems than age. Alternatively, increased levels of poverty for disabled people
could exclude them from living in more affluent areas like Harrogate.
There is no local data available for people with serious mental health concerns,
which is the group of disabled people most likely to be affected by stroke.

3.4.3 Key points







Approximately 20% of the UK population has a disability.
There are higher rates of stroke among people with schizophrenia or bipolar
disorder compared with the rest of the population.
People with major mental health problems are more likely to have a stroke at a
younger age and are less likely to survive for more than five years
Disabled people experience a range of barriers to health services including
transport difficulties. This reduces the chances of early intervention, which is
essential for reducing the risk of stroke.
Wakefield has the highest percentage of disabled people across the place-based
footprint and Harrogate the lowest.
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3.5

Ethnicity

3.5.1 National data
Research has shown that Black people (sic) are twice as likely to have a stroke
compared to White people and tend to have their first stroke at a younger age.25
People from a South Asian background also have an elevated risk of stroke and are
more likely to have a stroke at a younger age than the White population.26 The
incidence of high blood pressure and diabetes is higher in African, Caribbean and
South Asian communities, which are predisposing factors in increasing the risk of
stroke. It should also be noted that the African and Caribbean populations are more
likely to have sickle cell disease, which increases the risk of stroke.27
The national evidence shows that, when compared to the UK national population,
Eastern European populations experience a range of health inequalities including
higher mortality due to heart attacks and stroke. These health inequalities are
compounded by poor or insecure housing, low pay, isolation, unemployment or
underutilisation of skills and prejudice.28
A National Audit Office report in 200529 found that public health campaigns had only
modest success in raising awareness specifically about stroke and the least success
with ethnic minority and deprived communities. Black respondents (sic) to the public
survey were significantly more likely to mention stroke in the top four causes of death
than White respondents, but they were less likely to say that they recognised named
public health campaigns compared to White respondents.
The Department of Health’s (2007) Equality Impact Assessment for the National
Stroke Strategy points out that there is no research on whether the management of
stroke varies between different ethnic communities. However, there is some
evidence to suggest that factors such as a lack of translational facilities and cultural
misunderstanding can lead to disparities in the management of stroke between
ethnic groups.
Access to healthcare for black and minority ethnic (BME) groups can be restricted by
language, communication and cultural barriers, particularly for older people who tend
to speak English less proficiently. These individuals may have to rely on
25

Stewart J, Dundas R, Rudd A Wolfe C. Ethnic Differences in Incidence of Stroke: Prospective study with stroke
register. BMJ 1999; 318(7):967–971
26

Banerjee S, Biram R, Chataway J, Ames D (2009). South Asian strokes: lessons from the St Mary’s stroke database. Q J Med, 2010,
103: 17-21.
27

Ohene-Frempong K, et al (1998). Cerebrovascular accidents in sickle cell disease: rates and risk factors. Blood 91: 288-294.

28

Centre for Public Health (2014) A Targeted Health Needs Assessment of the Eastern European Population in
Warrington: Final Report
29
National Audit Office (2005) Reducing Brain Damage: Faster access to better stroke care. London: Stationery
Office
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interpretation by family members when receiving medical care.30 If stroke services
are to be located in areas far from where patients and their relatives live, capacity
will have to be built for using formal interpreting services.
These issues also make it more difficult for some BME people to access health
services and could deter them from attending regular check-ups. This reduces the
chances of early diagnosis of problems that could lead to serious illnesses such as
stroke. Therefore, systemic inequalities could be contributing factors for some BME
communities being more at risk of stroke.

3.5.2 Local data
Table 6: Place-based population by ethnic group (%)

Bradford

Calderdale

Harrogate

Kirklees

Leeds

Wakefield

White

67.4%

89.7%

96.4%

79.1%

85.1%

95.5%

White:
British

63.9%

86.7%

91.7%

76.7%

81.1%

92.8%

26.8%

8.3%

1.5%

16.0%

7.7%

2.6%

1.8%

0.4%

0.7%

1.9%

3.4%

0.8%

Mixed

2.5%

1.4%

1.1%

2.3%

2.6%

0.9%

Other
ethnic
group

1.5%

0.2%

0.3%

0.7%

1.1%

0.3%

Asian or
Asian
British
Black or
Black
British

Source: ONS Census 2011

The top-level classifications are used for all the ethnic groups in the table above.
However, the White British sub-group is identified separately to facilitate comparison
with ethnic minority groups, which includes the Other White categories.
It is clear from table 5 above that Bradford has the largest BME population of the
West Yorkshire and Harrogate footprint. More than a quarter of the population of
Bradford identify as Asian or Asian British with 20% of the population identifying as
Pakistani. The Other White group (excluding White Irish and Gypsy or Irish
Travellers) doubled between 2001 and 2011, growing from 1.5% to 3%. This growth
is likely to be driven by an increase in migration from Eastern European countries.
The number of people born in the EU Accession countries has increased by 10,000

30

NHS (2004): ‘Race for Health: New from the frontline’
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since 2001. The number of people born in Poland has increased by nearly 5,000
since 200131.
The largest ethnic group in Calderdale is White British (86.7%) according to the
Census 2011. The second largest ethnic group is Asian or Asian British (8.3%) of
which the majority (6.8%) have a Pakistani background. The largest growth between
2001 and 2011 was seen in the Pakistani (+1.9%) and Other White (+0.8%) ethnic
groups32. The growth in the Other White category was largely driven by significant
migration from EU Accession countries from 2005 as a result of expansion of the
European Union in 2004.33
Harrogate District has a comparatively small BME population in relation to most of
the other areas. The 2011 Census indicates that the largest ethnic minority group is
White Other (including White Irish, Gypsy or Irish Travellers and Other White) at
4.7% with 4.1% identifying as Other White. The Census 2011 recorded 1340
residents whose first language was Polish, again suggesting that growth in the Other
White ethnic group is being driven by migration from EU Accession countries. The
2011 Census recorded 107 Gypsy or Irish Travellers in Harrogate.
Kirklees has the second largest BME population In West Yorkshire and Harrogate. In
2011, the ethnic minority population in Kirklees represented 23.3% of the total
population. The White British ethnic group is the largest group accounting for more
than three quarters of the population. The largest ethnic minority groups are
Pakistani (10%) and Indian (5%). The third largest ethnic minority group is Other
White, which accounts for 1.8% of the population. More than a third of people in
Kirklees who ticked the Other White ethnic group category recorded that they were
Polish in 201134.
Leeds is a diverse city with increasing numbers of people from ethnic minority
groups. In 2001, the city’s BME population totalled 77,530 (10.8% of the resident
population), by 2011 the number had increased to 141,771 (18.9% of the resident
population). The Pakistani community is the largest ethnic minority population in the
city and accounts for 3% of the total resident population. 2.9% of the population in
Leeds describe themselves as Other White. This includes people from Poland who
were the third largest group of non-UK born residents in the city in 2011.35 Leeds has
the largest Black or Black British population across the footprint.

31

https://ubd.bradford.gov.uk/media/1285/201701-briefing-2011-census-ethnicity-in-bradford.pdf
https://www.calderdale.gov.uk/v2/residents/health-and-social-care/joint-strategic-needsassessment/calderdale-demographic-information
33
Turley Economics (2015) Shaping the Housing Future of Calderdale Strategic Housing Market Assessment
34
http://www.ethnicity.ac.uk/medialibrary/briefings/localdynamicsofdiversity/geographies-of-diversity-inkirklees.pdf
35
2011 census: Fact Sheet 3 – Leeds Observatory
32
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Wakefield has a relatively small but growing ethnic minority population. In 2001,
96.7% of people defined themselves as White British; by the 2011 Census this
proportion had fallen to 92.8%. Conversely, the size of the district’s BME population
grew from 3.3% to 7.2%. The largest minority ethnic group is Other White (2.3%),
while the largest group born outside the UK are people born in Poland.36

3.5.3 Key points









Black people (sic) are twice as likely to have a stroke compared with White
people.
The South Asian population have a higher risk of stroke and are more likely to
have a stroke at a younger age compared to the White population.
The Eastern European population experience higher mortality due to stroke.
Public health campaigns about stroke are least successful with ethnic minority
communities.
For areas with large BME populations, consideration must be given to the
location of stroke services and the provision of adequate interpreting services.
Bradford has the largest BME population across the six areas with more than a
quarter of the population identifying as Asian or Asian British.
Leeds has the largest Black or Black British population across the footprint.
Harrogate and Wakefield are the least diverse areas. The largest ethnic minority
group for both is Other White.

3.5.4 Emergency Admissions for Stroke
It is not possible to report accurately on stroke admissions by ethnicity, as data
recording for this category is often incomplete and small numbers for some ethnic
groups means that the data is suppressed to protect patient confidentiality.
Furthermore, the data is reported at CCG level, which makes comparison with the
2011 Census data unreliable for some of the CCGs (see data limitations section
above).
For the purposes of the analysis in this section, BME refers to all the ethnic groups
except White British and includes the White Other groups unless explicitly stated.

36

Wakefield State of the District Report: Summer 2015
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Bradford
Figure 2 – Stroke Emergency Admissions for Bradford CCGs by ethnicity 2014-16
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14-15
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Bradford City CCG Bradford Districts
CCG

** Data suppressed due to small numbers

The ethnicity demographics for each of the Bradford CCGs are distinct from the
overall place-based population data for Bradford. Airedale, Wharfedale and Craven
(AWC) CCG has a relatively small BME population of 12.9% with 9.3% of people
identifying as Asian or Asian British.37 The BME population for Bradford Districts
CCG is 31.3% with 23.1% of people identifying as Asian or Asian British.38 For
Bradford City CCG, an estimated 72.2% of the population are from BME
communities with 60.9% of the population identifying as Asian or Asian British.39
Figure 2 above demonstrates that Bradford City CCG has the highest proportion of
emergency stroke admissions for BME communities with over half of the admissions
for 2014/15 and 2015/16 affecting people from a Pakistani background. There is no
directly comparable local population data but an estimated 61% of the community
covered by Bradford City CCG describe themselves as Asian or Asian British. Based
on these figures, it is therefore likely that the proportion of emergency stroke
admissions for the Pakistani community is broadly representative of the local
population for both years. In 2015/16, 10% of emergency admissions for stroke were
for people who described themselves as Other White background, which is higher
than the local population estimate of 6.2%. The proportion of emergency stroke

37

NHS Airedale, Wharfedale and Craven CCG (2014) Public Sector Equality Duty information for publication
NHS Bradford Districts CCG (2014) Public Sector Equality Duty information for publication
39
NHS Bradford City CCG (2014) Public Sector Equality Duty information for publication
38

18

admissions for the White British population is lower for 2014/15 (21%) and 2015/16
(19.2%) than the local population (27.8%).
AWC CCG had the lowest proportion of stroke emergency admission rates for BME
communities for both years. Emergency admissions for the White British population
were representative of the local community in 2014/15 (87%) but dropped to 73% in
2015/16. However, it should be noted that ethnicity was not stated for 19% of
admissions in 2015/16. Less than 4% of emergency admissions were for people who
identified as Pakistani, which is probably lower than the local population given that
9.3% of people describe themselves as Asian or Asian British. In both years,
emergency admissions for people with an Other White background was higher
(3.3%) than the local population estimate (1.8%).
For Bradford Districts CCG, the emergency admission rates for people from an
Asian/Asian British background is much lower than expected. Around a quarter of
the population describe themselves as Asian or Asian British but only 4.4% of the
emergency stroke admissions in 2014/15 and 6.3% in 2015/16 were for people who
identify as Pakistani. The proportion of emergency admissions for stroke in the White
British population was broadly representative of the local population in both years. In
contrast, stroke admissions for the Other White group was higher in both years (8%
in 2014/15 and 8.7% in 2051/6) compared to the local population estimate of 2.6%.
Calderdale
Figure 3 – Stroke Emergency Admissions for Calderdale CCG by ethnicity 2014-16
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** Data suppressed due to small numbers (includes ‘not known’ and ‘not stated’ categories)
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Figure 3 shows that the proportion of stroke emergency admissions for the White
British population is broadly representative of the local population. However, the
percentage of emergency admissions for the Pakistani community is lower for both
years compared to the local population (6.8%). The Other White population is
overrepresented for both years at 7% compared to a local population figure of 3%.
Harrogate
For Harrogate and rural districts, the percentage of stroke emergency admissions for
the White British population was 92.5% in 2014/15 and 89.5% in 2015/16. This is
broadly reflective of the local population. The data for BME groups is too small to
report on.
Kirklees
Figure 4 – Stroke Emergency Admissions for Kirklees CCGs by ethnicity 2014-16
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North Kirklees CCG

** Data suppressed due to small numbers (includes ‘not known’ and ‘not stated’ categories for
Greater Huddersfield CCG)

For Greater Huddersfield CCG, an estimated 19.5% of the population are from BME
backgrounds with 10.5% identifying as Asian or Asian British and 2.1% identifying as
White Other (includes White Irish and Gypsy and Irish Travellers). There were a
higher proportion of emergency admissions for the White British population in both
years compared to the local population. The percentage of the Pakistani community
20

being admitted for stroke was lower than expected (2.2% in 2014/15 and 0% in
2015/16) compared to the local Asian/Asian British population estimate of 10.5%.
However, a higher proportion of emergency admissions were from people identifying
as Other White (4.7% in 2014/15 and 5.5% in 2015/16) compared with a White Other
local population of 2.1%. It should be noted that a local population figure for the
Other White ethnic group was not available for comparison.
In North Kirklees, 27.1% of the population are from BME backgrounds with 23%
identifying as Asian or Asian British. The percentage of emergency stroke
admissions for people from Pakistani backgrounds was 6.9% in 2014/15 and 8.2% in
2015/16; this is lower than the local population estimate of 13%. For those from an
Indian ethnic group, emergency admissions were 3% in 2014/15 and 2.3% in
2015/16 compared to a local population of 9%. The proportion of emergency stroke
admissions for the White British population was higher in 2014/15 (79.4%) and
2015/16 (83.3%) compared with the local population estimate of 72%.
Leeds
Figure 5 – Stroke Emergency Admissions for Leeds CCGs by ethnicity 2014-16
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For the Leeds North CCG area40, emergency stroke admissions for the White British
population was largely representative of the local population for both years. The
Black Caribbean community was overrepresented in the stroke admissions data in
2014/15 (4.1%) compared to the local population (1.8%). But emergency admissions
for this group dropped to 1.9% in 2015/16, which is in line with the local profile. This
finding requires further investigation to understand this inconsistency. Emergency
stroke admissions for both the Pakistani and Indian ethnic groups were broadly
representative of the local populations for both years. Similarly, emergency stroke
admissions for people identifying as Other White was representative of the local
community.
The White British population was overrepresented in the emergency stroke
admissions data for Leeds South and East CCG41 in both years (90.5% in 2014/15
and 85.1% in 2015/16) compared to a local population estimate of 77.2%. The White
Irish population was overrepresented in 2015/16 (1.8%) compared to a local
population of 0.9%. The percentage of emergency stroke admissions for the
Pakistani community was lower in both years (0.9% in 2014/15 and 1.6% in 2015/16)
compared to the local population of 4.2%. Similarly, the Indian population was
underrepresented for both years in the stroke admissions data (0.7% in 2014/15 and
0.5% in 2015/16) compared to the local population of 1.5%. Emergency stroke
admissions for people identifying as Other White was also lower for both years (2.2%
in 2014/15 and 1.8% in 2015/16) compared to a local population of 3.4%.
The White British population was overrepresented in the emergency stroke
admissions data for Leeds West CCG42 in both years (89.9% in 2014/15 and 90.1%
in 2015/16) compared to a local population estimate of 85.7%. The Pakistani and
Indian populations in this area are smaller (1.8% and 2% respectively) than the
Leeds average. The emergency stroke admissions data for the Pakistani community
was broadly in line with the local population for both years. For the Indian
community, the data shows some variance. In 2014/15, this ethnic group was slightly
overrepresented (2.7%) compared to the local population estimate (2%) but
underrepresented in 2015/16 (0.6%). People identifying as Other White were also
underrepresented in the emergency stroke admissions data for both years (0.6% in
2014/15 and 2015/16) compared to a local population of 2.6%.

40

https://www.leedsnorthccg.nhs.uk/content/uploads/2016/07/Demographic-Health-Inequalities-andService-Use-2013.pdf
41
https://www.leedssouthandeastccg.nhs.uk/content/uploads/2016/07/Demographic-Health-Inequalitiesand-Service-Use-2013-1.pdf
42
https://www.leedswestccg.nhs.uk/content/uploads/2014/07/NHS-Leeds-West-CCG-demographic-datahealth-inequalities-service-usage-and-patient-experience-report-1.pdf
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Wakefield
Figure 6 – Stroke Emergency Admissions for Wakefield CCG by ethnicity 2014-16
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Figure 6 reveals that the percentage of emergency stroke admissions for the White
British population was lower for both years compared to the local population (92.8%).
Similarly, emergency stroke admissions for people with a Pakistani or Other White
background were lower compared to the local population. It should be noted that
there are large numbers of ‘not known’ and ‘not stated’ for both years so caution
should be used when interpreting the data.

3.4.5 Summary
Bradford City CCG has by far the largest BME population (72.2%) compared to all
the other CCGs, with 60% of people identifying as Asian or Asian British. As
expected, it had the highest proportion of emergency stroke admissions for the BME
community, although this was broadly representative of the local population in both
years. Significantly, for Bradford Districts and AWC CCGs, emergency stroke
admissions for the Asian/Asian British population were proportionally lower
compared to local population estimates. A key point to note for all the Bradford
CCGs was the higher proportion of emergency stroke admissions for the White
Other group compared to the local population estimates.
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In Calderdale, the percentage of emergency admissions for the Pakistani community
was lower for both years compared to the local population. Similar to the Bradford
CCGs, the Other White group was overrepresented for both years compared to the
local population.
In Harrogate, the percentage of stroke emergency admissions for the White British
population was broadly reflective of the local population. The data for BME groups is
too small to report on.
For Kirklees, there was an overrepresentation of the White British population in
emergency stroke admissions for both Greater Huddersfield and North Kirklees
CCGs. The percentage of people being admitted for stroke from Asian or Asian
British backgrounds was lower compared to the local populations for both CCGs. For
Greater Huddersfield CCG, a higher proportion of emergency admissions were for
people identifying as Other White compared with the local population.
Significantly for Leeds, there was an overrepresentation of White British people in
emergency stroke admissions data for both Leeds South and East CCG and Leeds
West CCG. There was an overrepresentation of the Black Caribbean community for
stroke admissions in Leeds North in 2014/15 but this more than halved in 2015/16 to
bring it in line with the local population. The White Irish population was
overrepresented in the emergency admissions data for Leeds South and West in
2015/16. Emergency stroke admissions for people identifying as Pakistani and
Indian were lower in Leeds South and East compared with the local populations in
this area. People identifying as Other White were underrepresented in emergency
admissions for Leeds South and East and Leeds West.
In Wakefield, the percentage of emergency stroke admissions for those people with
a White British background was lower compared to the local population. There was
also an underrepresentation of Pakistani and Other White groups. However, there
are high numbers of people in the not known and not stated groups so the picture in
Wakefield is incomplete.
The national evidence indicates a greater risk of stroke for the South Asian
community. However, the emergency admissions data for the West Yorkshire and
Harrogate footprint challenges the national picture and indicates that the Asian or
Asian British population are proportionally less likely to have a stroke. In contrast, the
local emergency admissions data suggests that the Other White population might be
more at risk of stroke. Caution should be exercised when drawing conclusions from
the local emergency stroke admissions data, as ethnicity has not been recorded or is
not stated for a sizeable group of patients across the footprint. Also, some of the
data has been suppressed due to small numbers for some ethnic groups.
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3.6

Gender reassignment

There is currently no reliable data on the size of the Transgender population. One
study suggests that the number of Trans people in the UK could be around 65,000
(Johnson, 2001, p.7), while another notes that the number of gender variant people
could be in the region of 300,000 (GIRES, 2008b).43 The Gender Identity Research
and Education Society (GIRES) estimates the overall percentage of ‘gender variant’
people in the UK is 1%.
There is some evidence to suggest that transgender women on hormone therapy
may have an increased risk of stroke, cerebrovascular disease and heart attack.
More research on this topic is needed as most of the published studies include a
small number of people.44 There is also evidence to suggest that smoking, alcohol
and drug abuse are higher among the Trans population than among other
communities45 46 and these lifestyle factors increase the risk of stroke.47
It is also important to note that Trans people are at an increased risk of bullying and
discrimination in healthcare settings.48

3.7

Pregnancy and maternity

Pregnancy and the postnatal period are associated with an increased risk of
ischemic stroke and intracerebral haemorrhage. 49 However, the risk of stroke in
young women is small and strokes caused by pregnancy and childbirth are rare. It
has been estimated that a stroke during pregnancy affects eight out of every 100,000
women.50 Some of the risk factors for stroke in pregnancy are the same as the
general public – older age, obesity, migraines, smoking, diabetes and heart disease.
But some risk factors are specific to pregnancy. They include gestational diabetes,
gestational hypertension (high blood pressure), and increased bleeding after giving
birth. Hypertension is especially important given that one third of pregnancy-related
strokes are associated with elevated blood pressure.
It is therefore important that stroke services have effective and efficient access to
obstetric specialist advice and support for pregnant women who have a stroke.
43

Mitchell, M. and Howarth, C. (2009) Trans Research Review, Equality and Human Rights Commission
Research report 27
44
https://www.endocrineweb.com/news/reproductionsexuality/14298-hormone-therapy-safe-transgenderadults-when-carefully-monitored
45
https://nationallgbtpartnershipdotorg.files.wordpress.com/2015/08/smoking-and-lgbt-guidelines-for-localauthorities.pdf
46
http://lgbt.foundation/news-articles/new-research-suggests-lgb-people-twice-as-likely-to-smoke-ampdrink/
47
https://www.stroke.org.uk/what-stroke/are-you-risk-stroke
48
https://www.stonewall.org.uk/sites/default/files/unhealthy_attitudes.pdf
49
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3137888/
50
https://www.stroke.org.uk/sites/default/files/women_and_stroke.pdf
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3.8

Religion and belief

Table 7: Place-based population by religion (%)

Bradford

Calderdale

Harrogate

Kirklees

Leeds

Wakefield

Christian
Buddhism
Hindu
Judaism

45.9%
0.2%
0.9%
0.1%

56.3%
0.3%
0.3%
0.1%

68.6%
0.3%
0.1%
0.2%

53.4%
0.2%
0.4%
0.0%

55.9%
0.4%
0.9%
0.9%

66.4%
0.2%
0.3%
0.0%

Muslim

24.7%

7.3%

0.4%

14.5%

5.4%

2.0%

Sikhism
Other
religion
No
religion

1.0%

0.2%

0.1%

0.8%

1.2%

0.1%

0.3%

0.4%

0.3%

0.3%

0.3%

0.3%

20.7%

28.1%

22.9%

23.9%

28.2%

24.4%

There is no research indicating a direct link between a particular faith and an
increased risk of stroke. However, using ethnicity as a proxy for religion, there is an
elevated risk of stroke in the South Asian community. As nearly 70% of Muslims in
the UK have an Asian background51, it is therefore likely that Muslim populations will
have a greater risk of stroke. But it is important to note that this increased risk is
linked to ethnicity rather than religion and the two should not be conflated. Bradford
and Kirklees have the largest Muslim populations across the footprint; they also have
the largest BME populations with a significant proportion of residents identifying as
Asian or Asian British.
More broadly, it is important that providers of stroke services understand their local
populations and deliver services in a way that is sensitive to the different religious
and cultural practices of patients and their families.

3.9

Sex

3.9.1 National data
Men are at a 25% higher risk of having a stroke and at a younger age compared to
women.52 However, as women live longer there are more total incidences of stroke
in women.53 By the age of 75, 1 in 5 women and 1 in 6 men will have a stroke.54
There are a greater number of stroke related deaths in women. This is because

51

https://www.mcb.org.uk/wp-content/uploads/2015/02/MCBCensusReport_2015.pdf
Stroke Association (2016) State of the Nation Stroke Statistics
53
Ibid, p.9
54
Ibid, p.10
52
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women live longer than men, and women tend to have their strokes when they are
older.55

3.9.2 Local data
The gender split across the six areas is broadly similar with around 51% of people
identifying as female and 49% male. The structure of the populations by gender and
age also reflects the national picture with women outnumbering men in the older age
groups.
Figure 7 – Stroke Emergency Admissions for each CCG by gender 2015-16 (%)
60
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% 30

20
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Figure 7 highlights that for the majority of CCGs, a larger proportion of women
experienced an emergency admission for stroke compared to men in 2015/16. This
supports the national picture, where even though men are more at risk of stroke,
there are more total incidences of stroke for women because they live longer. There
are, however, a few local inconsistencies that are worthy of note.
Two of the Bradford CCGs (City and Districts) and Wakefield CCG identify a higher
proportion of men being admitted for stroke compared to women. This is explained
by a higher number of emergency stroke admissions for men in the younger age
groups. However, as expected, there were still more women admitted for stroke in
55

Stroke Association (2017) State of the Nation Stroke Statistics
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the 75+ age band for these CCGs. This is not the case for Harrogate CCG, where
the picture was reversed with larger numbers of women under the age of 75 being
admitted for stroke and more men being admitted in the 75+ age group (see
Appendix 1 for tables showing emergency stroke admissions by age and gender).

3.10 Sexual Orientation
There is currently no reliable information on the size of the Lesbian, Gay or Bisexual
(LGB) population. Estimates range from 0.3% to 10% using different measures and
sources. Additionally, none of these estimates correct or allow for the possibility of
higher than average rates of non-reporting and misreporting among LGB people.
The most up to date information about sexual orientation is found through the Office
of National Statistics (ONS), whose Integrated House Survey for April 2011 to March
2012 estimates that approximately 1.5% of the UK population are LGB. However,
HM Treasury’s 2005 research estimated that there are 3.7 million LGB people in the
UK, giving a higher percentage of 5.85% of the UK population. This higher
percentage is the figure currently used by the lesbian, gay, bisexual and transgender
charity Stonewall, as a more realistic estimate of the size of the LGB population.
Stonewall estimates that between 5 and 7% of the population are LGB.
Whilst there is no research directly linking stroke risk to sexual orientation, evidence
suggests that smoking, alcohol and drug abuse are higher among lesbian, gay and
bisexual (LGB) people than among other communities, and is attributed to stress
from homophobia, discrimination and marginalisation.56 57 These lifestyle factors
increase the risk of stroke.58
Recent research by Stonewall in 2015 identified that LGB people still experience
unacceptable levels of bullying and discrimination in health and social care settings.
Moreover, this behaviour is often left unchallenged, and there is generally a poor
understanding of LGB health concerns.59
There is anecdotal evidence to suggest that Hebden Bridge in Calderdale has more
lesbians per head than anywhere else in the UK, so it is important that future
engagement and consultation activity includes this community.

56

https://nationallgbtpartnershipdotorg.files.wordpress.com/2015/08/smoking-and-lgbt-guidelines-for-localauthorities.pdf
57
http://lgbt.foundation/news-articles/new-research-suggests-lgb-people-twice-as-likely-to-smoke-ampdrink/
58
https://www.stroke.org.uk/what-stroke/are-you-risk-stroke
59
https://www.stonewall.org.uk/sites/default/files/unhealthy_attitudes.pdf
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3.11

Deprivation

3.11.1

National data

Deprivation, low income and associated unemployment and benefit dependency are
closely correlated with a wide range of indicators of poor health and low levels of
wellbeing. People from the most economically deprived areas of the UK are around
twice as likely to have a stroke than those from the least deprived areas.60 Evidence
suggests that lifestyle factors which are likely to increase the risk of stroke, such as
smoking, alcohol consumption, a poor diet and a lack of exercise, are more prevalent
in the poorest communities.
The Index of Multiple Deprivation 2015 provides a relative measure of deprivation in
small areas across England. The small areas used are called Lower Super Output
Areas (LSOAs). Deprivation is measured using a variety of indicators grouped under
seven domains (income, employment, health, education and skills, housing and
access to services, crime, and living environment). It is important to note that the
IMD is a measure of relative deprivation, not affluence, and to recognise that not
every person in a highly deprived area will be deprived. Likewise, there will be some
deprived people living in the least deprived areas.

3.11.2

Local data

Table 7 below shows the local authority level ranks of deprivation out of the 326
nationally, where 1 is the most deprived local authority and 326 is the least deprived.
While the rankings are not designed to analyse change over time, they are
instructive in showing changing relative positions, where a number of areas in West
Yorkshire and Harrogate have seen either a reduction or increase in relative
rankings.
Table 7: Ranks of the average scores for local authorities in West Yorkshire and Harrogate61
2015
2010
Difference in rank
(2010-2015)
Bradford
19
26
-7
Calderdale
89
105
-16
Kirklees
94
77
+17
Leeds
70
68
+2
Wakefield
65
67
-2
Harrogate
289
282
+7

60
61

https://www.stroke.org.uk/sites/default/files/stroke_statistics_2015.pdf

http://observatory.kirklees.gov.uk/Custom/Resources/IMD%202015%20summary%20for%20Kirklees_final.pdf
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Table 8: % of neighbourhoods in top 5% and 10% nationally - 201562
Top 10%
Bradford
33%
Calderdale
15%
Kirklees
9%
Leeds
22%
Wakefield
14%
Harrogate
1%

Top 5%
18%
8%
3%
12%
7%
0%

Bradford is the 19th most deprived local authority in England and the most deprived
local authority across the Yorkshire and Harrogate footprint. Bradford’s relative
position worsened by 7 places since the last index was published in 2010. 33% of
the District’s population live in the most deprived 10% of LSOAs in England and 5%
of the District’s population live in the least deprived areas.63
The most deprived areas are concentrated in and around central Bradford and in
outlying Bradford housing estates such as Holme Wood, Ravenscliffe, Buttershaw
and Allerton and in Keighley. The least deprived areas are found mainly to the north
of the district in Ilkley, Burley in Wharfedale and Menston, but also Bingley and rural
villages to the west of the district.
Relative overall deprivation in Calderdale increased between 2010 and 2015. 15% of
the population live in the most deprived 10% of neighbourhoods in England, which
equates to around 28,200 of Calderdale’s residents. This includes 7,000 children
aged 0-15 years old and 4,500 older people aged 60 years old and over.64
Deprivation is concentrated in Park, Ovenden, and Illingworth and Mixenden wards.
The IMD 2015 calculations show a relative improvement in deprivation for Kirklees.
However, not all areas of Kirklees have improved and there are still areas of high
deprivation. More than a quarter of the Kirklees population still live in areas of high
deprivation. 9% of the population live within LSOAs which rank within the worst 10%
in England. Dewsbury, Batley, Huddersfield North and South have the highest
proportion of people living in areas ranked as the worst deprived 20%65.
According to the IMD 2015, over 150,000 people in Leeds live in areas that are
ranked amongst the most deprived 10% nationally, and this represents over 20% of
the city’s population. The IMD confirms the geographic concentration of poverty, with
the most deprived communities in the Inner East and Inner South, with a further
hotspot in Hawksworth within the Inner West area.66

62

Leeds City Region Enterprise Partnership: Briefing note on the IMD 2015
https://www.bradford.gov.uk/media/2174/imd2015briefingnote.pdf
64
https://www.calderdale.gov.uk/v2/residents/health-and-social-care/joint-strategic-needsassessment/inequalities/deprivation
65
http://www.kirklees.gov.uk/you-kmc/partners/health/jsna/pdf/KirkleesJSNAPoverty.pdf
66
Leeds City Council (2015) Index of Multiple Deprivation 2015 Initial Summary Analysis October 2015
63
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At the district level Wakefield is the 65th most deprived district in England, a small
change from 2010, when Wakefield was 67th most deprived. The IMD 2015 shows
that 47,400 people in the district are living in neighbourhoods amongst the top 10%
most deprived in England. This is 14.4% of the district’s population, similar to the
position in 2007 (14.6%).67
Harrogate is the least deprived local authority in the West Yorkshire and Harrogate
footprint. The 2015 Index of Multiple Deprivation (IMD) identifies 1 Lower Super
Output Area (LSOA), which is among the 20% most deprived nationally, out of a total
of 104 LSOAs across the district. The LSOA is in the Woodfield ward and around
1500 people live there. Economic data suggests that the district is relatively affluent
in comparison with the national and regional picture, although there are pockets of
deprivation and economic inequality. 68
In summary, despite changes in ranks between 2010 and 2015, all the West
Yorkshire districts are within the two most deprived quintiles69 when comparing ranks
nationally. In contrast, Harrogate is within the least deprived national quintile.

4

Engagement

In order to find out what people think about existing stroke services and how they
could be improved to ensure they are fit for the future, Healthwatch organisations
across West Yorkshire and Harrogate engaged with local stakeholders. The
engagement ran for six weeks, starting on Wednesday 1st February and finishing on
Wednesday 15th March 2017. A range of engagement techniques were used to
gather the views of the local populations including focus groups, interviews and
completion of a survey.
Over 900 people completed the engagement survey and Healthwatch organisations
spoke to over 1500 people. The survey included a full equality monitoring form and
interviews were also monitored for equality. Whilst the engagement activity reached
a representative sample of some of the communities, there was underrepresentation
for the following groups:


Males were under represented across all geographical areas

67

Wakefield State of the District Report, Summer 2015
http://hub.datanorthyorkshire.org/dataset/2cb529f6-4715-4c2d-9364-a770deb03472/resource/4678c8d685c0-4ab7-a1d4-e6e2a16f231a/download/north-yorkshire-jsna-overview-for-harrogatedistrict2016refreshv0.2.pdf
69
A quintile is a grouping containing 20% of the total ranked dataset; the most deprived quintile at district
level contains the 20% of districts (65 out of 326) with the lowest IMD rank scores
68
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People under the age of 44 were under represented across all geographical
areas except Bradford where under representation was just for people under the
age of 24
Muslims were under represented in all geographical areas except Wakefield
Asian or Asian British were under represented in all geographical areas except
Wakefield
Black or Black British were under represented across all geographical areas
except Harrogate
Disabled people were under represented in Bradford.

These gaps in the views of some protected groups will need to be addressed as part
of the next phase of engagement (pre-consultation) and prior to any formal
consultation.
Analysis of the engagement activity was carried out to understand if there were any
differences in the responses given by people from protected groups. The following
issues were identified but caution should be applied as some issues were raised by
a small number of people.
Younger people
Some younger people described being misdiagnosed when they first presented at
A&E, as clinicians assume that stroke only occurs in older people. They want to
ensure that clinicians receive appropriate stroke awareness training to prevent these
misdiagnoses occurring.
They also described how services that were in place to support people following a
stroke were designed for older people and as such did not always meet their needs.
They mentioned the negative impact on their finances and childcare, and how they
want services to support them in returning to work. They felt that there should be
more support groups, with specific groups for younger people.
Asian or Asian British
A few people mentioned the need to have support groups that meet the needs of
different community groups, with specific mention made for support groups for South
Asian women, and rehabilitation services that were culturally sensitive.
Muslim
An issue was raised about a family member being allowed to stay overnight. Due to
an individual’s Islamic beliefs, concern was expressed about being tended to by a
nurse or carer of the opposite sex when visiting the toilet.
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Disability
Some people highlighted the need for staff to be trained so they understand how
they should support the needs of those patients that have existing conditions.
Specific mention was made to dementia patients, people with mental health
conditions, and learning disabilities.
Information should be provided in a range of formats to ensure that they are
accessible, specific mention was made to people with hearing impairments and the
need for staff to be deaf aware.
Carers
In the assessment that is undertaken to assess the patients’ needs prior to
discharge, this should include assessing the needs of the whole family, especially in
situations where the patient had previously been a carer for either their own children
or partner. The patient may no longer be able to continue with their caring role and
as such additional support may need to be put in place.
Support should be provided for carers, so they know what to expect and how to
support the person they are caring for. For many people this is the first time they
have had to care for their loved one, and can be a very difficult time adapting to their
new role. They require emotional support, guidance and to be offered respite care.
They felt that there should be more support groups, with specific groups for carers.
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5

Analysis of Impact

The table below identifies those groups and places most likely to be disproportionately affected by any changes to stroke
services.

Group
Age - older
people

Impact Evidence
Stroke disproportionately affects older
people in both incidence and mortality.

Place based risk
Harrogate and Wakefield have the highest proportion
of older people so the risk of stroke is likely to be
greater in these areas.
As the population ages, demand for stroke services is
likely to increase across the whole West Yorkshire and
Harrogate footprint.

Age –
working age
adults

Around a quarter of strokes in the UK occur
in people under the age of 65.
Misdiagnosis by clinicians when younger
people first present with stroke. Support
services do not always meet the needs of
younger people.

Age –
children and
young people

There are over 400 childhood strokes a year
in the UK.

Younger people living in the area covered by Bradford
City CCG are more at risk of stroke. However, it should
be noted that the incidence of stroke for this area is
much lower compared to the other CCGs.

No data available to identify risk.

Risk of stroke is higher in children with
congenital heart disease. Children and
young people with sickle cell disease (SCD)
have an increased risk of stroke. Sickle cell
disease is particularly common in the
African and Caribbean populations.
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Carers

Over a third of stroke survivors in England
are dependent on others; of those 1 in 5 are
cared for by family and/or friends.

No specific place based risk identified. However,
consideration should be given to augment the support
services available for carers including the provision of
support groups.

Many carers of stroke survivors do not get
the information and support they need.
Levels of anxiety and depression are as
high for carers as for stroke survivors and
over half of those caring for someone who
has had a stroke have experienced mental
health problems.
Disability

Stroke is the largest cause of complex
disability and over half of all stroke survivors
are left with a disability.
There are higher rates of stroke among
people with schizophrenia or bipolar
disorder compared with the rest of the
population.

Wakefield has the highest percentage of disabled
people across the place-based footprint.
All staff working in stroke services across the footprint
should receive disability awareness training so that
they can understand the needs of patients with
different conditions. Information must be provided in
accessible formats.

People with major mental health problems
are more likely to have a stroke at a younger
age and are less likely to survive for more
than five years.
Disabled people experience a range of
barriers to health services. These barriers
are often related to the journey itself, in
terms of transport difficulties, distance and
being accompanied. These barriers might
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reduce the chance of early intervention,
which is essential for reducing the risk of
stroke.
Information before and after a stroke event
is not always available in accessible
formats.
Ethnicity

National evidence indicates that Black
people (sic) are twice as likely to have a
stroke compared with White people. During
2014/15, the Black Caribbean community
was overrepresented in the emergency
stroke admissions data for Leeds North
CCG. The 2015/16 data showed a drop in
stroke admissions for this group bringing it
in line with the local population.
National evidence demonstrates that the
South Asian population have a higher risk of
stroke and are more likely to have a stroke
at a younger age compared to the White
British population. However, the local
emergency admissions data challenges the
national picture and suggests that the Asian
population are less likely to have a stroke
than the White British population.
National evidence highlights that the
Eastern European population experience
higher mortality due to stroke. The local
emergency stroke admissions data points to

Bradford has the largest BME population across the six
areas with more than a quarter of the population
identifying as Asian or Asian British. Bradford City
CCG has the largest BME population (72.2%)
compared to all the other CCGs, with 60% of people
identifying as Asian or Asian British. Whilst the
incidence of stroke is low for Bradford City CCG, it is
more prevalent in younger age groups.
The White British population was overrepresented in
the emergency stroke admissions data in Greater
Huddersfield, Leeds South and East and Leeds West.
The Other White ethnic group was overrepresented in
the emergency stroke admissions data for Bradford,
Calderdale and Kirklees.
The Black Caribbean population was overrepresented
in the emergency stroke admissions data for Leeds
North in 2014/15. The drop in admissions in 2015/16
requires further investigation.
Bradford, Kirklees and Leeds all have sizeable BME
populations. For areas with large BME populations,
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a higher risk of stroke for the Other White
ethnic group.
Public health campaigns about stroke are
less successful with ethnic minority
communities.
Gender
reassignment

There is some evidence to suggest that
transgender women on hormone therapy
may have an increased risk of stroke but the
risk is likely to be small.

consideration should be given to the location of stroke
services and the provision of adequate interpreting
services. Services should be culturally sensitive and
support groups for different communities, such as
Asian women, should be considered.

No specific place based risk identified.

There is also evidence to suggest that
smoking, alcohol and drug abuse are higher
among LGBT people, which could increase
the risk of stroke.
Trans people are also at an increased risk of
bullying and discrimination in healthcare
settings.
Pregnancy
and
maternity

Pregnancy and the postpartum period are
associated with an increased risk of stroke.
However, the risk of stroke in young women
is small and strokes caused by pregnancy
and childbirth are rare.

No specific place based risk identified.

Religion and
belief

There is no research linking a particular
religion to an increased risk of stroke.
However, using ethnicity as a proxy for
religion, it is possible to deduce that the
Muslim population is likely to be at greater

Bradford and Kirklees have large Muslim populations.
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risk of stroke because 70% of Muslims in
the UK identify as Asian. However, the
stroke risk is linked to ethnicity and cultural
factors rather than faith.
Sex

Men are at a higher risk of stroke than
women and are likely to experience a stroke
at a younger age.
There is a higher incidence of stroke in
women because they live longer and have
strokes when they are older.

Sexual
Orientation

Deprivation

Bradford City and District CCGs and Wakefield CCG
show a higher incidence of emergency stroke
admissions for men. But women still outnumbered men
in the 75+ age category, which was the same across
the other CCGs with the exception of Harrogate.
Harrogate CCG is unusual in that more men were
admitted for stroke in the 75+ age group and more
women were admitted in the younger age groups.

There is evidence to suggest that smoking,
alcohol and drug abuse are higher among
LGBT people, which could increase the risk
of stroke.

Anecdotally, Hebden Bridge has the highest number
of lesbians per head in the UK.

People from the most economically deprived
areas of the UK are around twice as likely to
have a stroke than those from the least
deprived areas.

Bradford is the most deprived local authority across the
Yorkshire and Harrogate footprint. Harrogate is the
least deprived area.

LGBT people experience unacceptable levels of
bullying and discrimination in health and social care
settings and there is a poor understanding of LGBT
health concerns.

However, all the West Yorkshire districts are within the
two most deprived quintiles when comparing ranks
nationally.

38

Key
High impact
Medium impact
Low impact
Insufficient evidence

39

6

Conclusions

It is clear from the above analysis that there are some groups and places, which are
more likely to be affected by changes to stroke service delivery across the West
Yorkshire and Harrogate footprint. Based on an analysis of both the national and
local data, the groups most likely to be at risk are assessed as:








Older people
Carers
People with serious mental health concerns
BME groups, most notably Black, Asian and Eastern European populations –
there were considerable variations for stroke admissions by ethnicity across
the footprint but overall the local emergency stroke admissions data indicates
a lower incidence of stroke in the Asian population and a higher incidence for
the Other White ethnic group, which is likely to include a large Eastern
European cohort
Men
People living in deprived areas

Age is a fixed risk factor for stroke, with Harrogate and Wakefield identified as areas
of higher risk due to a higher proportion of older residents. Ethnicity is also a fixed
risk factor for stroke, with Bradford, Kirklees and Leeds flagged as higher risk areas
due to larger ethnic minority populations. However, it should be noted that Bradford
City CCG has the lowest incidence of emergency stroke admissions across the
footprint, but a higher prevalence of stroke in younger age groups. Socioeconomic
deprivation is a key risk factor for stroke, with Bradford being the most deprived area
across the footprint and therefore the highest risk locality. But the Index of Multiple
Deprivation 2015 indicates that all the West Yorkshire districts fall within the two
most deprived quintiles when comparing ranks nationally.
Significantly, while Bradford has some of the highest risk groups for stroke, such as
a large BME population and high levels of relative deprivation, the incidence of
stroke admissions for Bradford City CCG were the lowest for the whole footprint in
2014/15 and 2015/16. Bradford has a relatively young age profile, which is likely to
account for the lower incidence of stroke. In contrast, Harrogate has fewer high risk
groups, but the highest incidence of emergency stroke admissions across the
footprint. Harrogate has a high proportion of residents over the age of 65, which is
likely to be the main contributory factor in the increased stroke risk for the area. The
local emergency stroke admissions data confirms the national picture, which
highlights age as the principal risk factor for stroke. As the population is ageing
across the whole of the West Yorkshire and Harrogate footprint, the demand for
stroke services is likely to increase across all the areas.
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Recommendations
The development of any future proposals or options for the improvement of
stroke delivery should consider the information in this report and carry out further
equality analysis, as required.
Future engagement and consultation with stakeholders should target those
groups most at risk of stroke and ensure adequate representation across all the
districts.
Recent engagement activity had gaps in the views of some protected groups.
These need to be addressed as part of the next phase of engagement and prior
to any formal consultation. Eastern European communities should be engaged as
part of this activity given the higher incidence of stroke for this group.
Wakefield CCG experienced a significant drop in the numbers of emergency
stroke admissions between 2014/15 and 2015/16 – further investigation is
needed to understand this data.
The emergency stroke admissions data for the Black Caribbean population living
in the North Leeds CCG area requires further investigation.
Further work is recommended to:
 Map the spatial distribution of stroke incidents across the footprint in order to
understand the density of stroke events in each of the areas.
 Map the spatial distribution of those groups most at risk of stroke to
understand whether there are any geographical concentrations of risk, which
would indicate an increased demand for stroke services.
 Map the patterns of deprivation across each of the areas, which will provide a
more detailed picture of communities with a higher risk of stroke.
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Appendix 1
Stroke Emergency Admissions by Age and Gender (numbers <6 have been supressed, replaced with ** )
Bradford CCGs

Age
0-44
45-54
55-64
65-74
75+
All ages

Age & Gender
AWC CCG
City CCG
Districts CCG
14-15
15-16
14-15
15-16
14-15
15-16
Male Female Male Female Male Female Male Female Male Female Male Female
**
**
**
**
6
**
6
**
17
10
17
7
6
6
17
**
7
7
7
6
24
11
25
13
21
13
18
14
10
8
14
**
56
33
40
36
34
29
32
24
9
7
10
8
56
37
57
43
57
96
64
94
21
17
16
23
129
150
116
138
123
146
133
137
53
42
53
46
282
241
255
237

Harrogate & Rural Districts CCG
Age & Gender

Age
0-44
45-54
55-64
65-74
75+
All ages

Calderdale & Kirklees CCGs

14-15
15-16
Male Female Male Female
**
**
7
**
7
8
**
14
9
26
8
21
35
35
18
31
119
87
126
110
174
158
161
181

Wakefield CCG

Age
0-44
45-54
55-64
65-74
75+
All ages

Leeds CCGs

Age & Gender
14-15
15-16
Age Male Female Male Female
0-44
8
14
8
**
45-54
16
14
16
7
55-64
51
25
28
12
65-74
87
41
43
27
75+
140
183
90
91
All ages 302
277
185
141

Age & Gender
GHCCG
NKCCG
14-15
15-16
14-15
15-16
14-15
15-16
Male Female Male Female Male Female Male Female Male Female Male Female
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
**
19
8
25
10
26
13
20
9
15
10
31
21
34
19
30
25
35
27
19
20
31
29
53
100
58
99
69
106
70
131
55
81
63
82
123
134
128
130
131
144
153
176
115
118
125
132
CCCG

Age
0-44
45-54
55-64
65-74
75+
All ages

Age & Gender
Leeds North CCG
Leeds South and East CCG
Leeds West CCG
14-15
15-16
14-15
15-16
14-15
15-16
Male Female Male Female Male Female Male Female Male Female Male Female
9
3
5
10
11
8
7
7
17
8
6
6
10
8
14
8
16
25
33
18
23
8
19
12
15
17
26
19
39
24
26
20
30
26
32
18
39
21
36
33
60
42
59
39
74
35
52
39
77
114
70
96
95
132
87
141
123
170
115
185
150
163
151
166
221
231
212
225
267
247
224
260

42

