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What’s in them?
Each needs assessment looks at a different health and wellbeing problem, using analysis of 
local statistics and evidence on causes and risk factors. It then proposes solutions and makes 
recommendations for local commissioning and decision making. Each new document follows a 
standard format and includes a 1-page infographic executive summary (JSNA-on-a-page), as well 
as information for Equality Impact Assessments.

Impact of COVID-19
All JSNAs produced since March 2020 include a section on 
COVID-19, exploring any relevant impact of the pandemic on 
our local population and services.

COVID-19 JSNA-on-a-pag
e 
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• COVID-19 was declared as a pandemic in March 2020. The virus is easily transmissible through the 

inhalation of infected aerosols or droplets, having infected droplets land in the eyes, nose or 

mouth, or through contact with contaminated surfaces. 

• SARS-CoV-2 has continued to mutate, resulting in five variants of concern: Alpha, Beta, Gamma, 

Delta, and Omicron.  

• Both the coronavirus itself and the national response to the virus has impacted upon the health 

and wellbeing of our population and exacerbated health inequalities.  

Factors affecting COVID-19 risk & health outcomes of the pandemic 

 

Following health guidance 
 

Age, sex and ethnicity 

Social distancing, lockdowns and 

vaccination are protective behaviours 

against COVID-19. However, lockdowns 

have adversely affected some people’s 

mental health, particularly adults who live 

alone, the poor, and children with a 

probable mental disorder. 

Age-specific COVID-19 mortality rates 

increase significantly with each age group, 

with the highest rate in those aged 90+. 

Mortality rates are 1.7x higher for males 

than for females and are higher for people 

from nearly all minority ethnic groups 

compared to white British. 

 

Illness and disability  
Socioeconomic factors 

Dementia, Alzheimer’s and diabetes are 

common pre-existing conditions for 

COVID-19 mortality. Poor mental health is 

a risk factor for poor prognosis and an 

adverse outcome of the pandemic for 

many, particularly those with pre-existing 

mental illness.  

COVID-19 mortality rate and vaccination 

hesitancy are higher for those living in most 

deprived areas. Employment was most 

affected for those working in certain 

industries (e.g., hospitality) and those aged 

between 16-25 years. Reduction in incomes 

has exacerbated food insecurity.  

 

Vulnerable groups  
Changes in healthcare 

Essential workers, carers, pregnant 

women, and care home residents have 

reported increased anxiety, depression, 

and loneliness. Obesity and smoking 

increase odds of severe COVID-19. A rise in 

safeguarding referrals and domestic abuse 

cases is likely due to lockdowns.   

Reprioritisation of healthcare services have 

resulted in increased unmet care. The 

postponement of non-urgent NHS 

appointments and procedures has caused a 

48% increase in patients awaiting 

treatment. Delays in cancer treatment may 

lead to over 3,000 avoidable deaths.  

What the stats show 

 

• Between Feb 2020 and Feb 2022, there have been 338,637 COVID-19 cases in Hertfordshire and 

2,894 deaths. It is estimated that 25,000 Hertfordshire citizens may be living with long COVID. 

• Hospital waiting times in Hertfordshire are 51.3% higher during the pandemic compared to before. 

Between Apr 2020 - Oct 2021, the average waiting time for hospital appointments was 8.1 weeks.  

• A Healthwatch Hertfordshire survey found that 46% of respondents reported a negative effect of 

the pandemic on their physical health, and 56% reported a negative effect on their mental health.  

• The total unemployment rate in Hertfordshire reached a 5-year high of 4.1% in June 2021.  

Recommendations 

 

• Organisations to continue considering the impact of COVID-19 on wider vulnerabilities, ensuring 

that appropriate referral pathways are in place to signpost to additional support 

• Embed learning about the remote provision of services into future planning and continue to 

ensure access to online support to promote health and wellbeing  

• Ensure that pathways are in place for the management of long-COVID patients 

• Explore the impact of COVID-19 in future JSNAs and countywide health and wellbeing surveys 
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Appendix 2. Information for equality impact assessment 

 

 

Obesity (August 2021) 

 

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

Age  
 More research into the long term consequences of childhood obesity into adulthood is needed but the 

review suggested that increased adult cardiovascular mortaliy and morbidity is predicted from childhood 

obesity.31 Food preference and physical activity tends to be consolidated early in life meaning it may be 

more difficult to amend these behaviours and preferences in adulthood if energy expenditure is low or 

calorie intake is high.32 
 

 Data suggests that obesity tends to increase across the lifecourse. According to the NCMP, in 2019/20, the 

proportion of children aged 4-5 who were obese in Hertfordshire was 8.1% and this increased to 16.5% in 

children aged 10-11 years. According to the Health Survey for England in 2019, obesity increased across age 

groups in adulthood up to 75 years of age increasing from 12.9% in 16–24-year-olds to 36.1% in 65- to 74-

year-olds.   
 People at higher risk of falls, such as the elderly, may be fearful of taking part in physical activity.199  

 

Disability 
 For individuals with amputations or physical disability, calculating BMI may be difficult. For example, 

assessing height for someone with bilateral lower-limb amputations may be challenging (although methods 

such as measuring knee height or the demi span can be used) and some body scales may not be equipped to 

measure the weight of an individual who uses a wheelchair.15,16 The Amputee Coalition BMI calculator 

estimates BMI whilst accounting for amputations. However, some research has indicated that this may 

underestimate BMI in those identified as being obese and overestimate the BMI in leaner individuals.17  

 The British Dietetic Association cautions that chronic constipation is frequently experienced by those with 

learning disabilities and so this may distort assessment of weight.18,19 In adults with learning disabilities, 

setting a weight loss target rather than measuring a BMI change may be an acceptable alternative.18  

 
 In 2019/20, the proportion of patients who had a BMI > 30kg/m2 was 24.1% in those with learning 

disabilities compared to 8.8% in those without learning disabilities.200 There is evidence that the obesity 

prevalence in adults with Down syndrome is higher than in the general population.201 However, despite 

higher rates of overweight and obesity, few adults with Down syndrome reported chronic health conditions 

associated with excess weight, therefore further research is needed to assess the impact of excess weight on 

the health of people with Down syndrome.202,203 

  
 Some studies have suggested there is a relationship between physical disability type and obesity status and 

that there is an increased prevalence of obesity in people with physical disabilities.204  The mechanisms for 

this is unclear but it is suggested that changes in body composition, energy metabolism, physical inactivity 

and muscle atrophy favour the development of obesity.205 

 


