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Deprivation (IMD) [1]. Healthy Foundations Lifestage Based on a random sample (n=4,928) 
aged 17‐75 in England

segmentation model [2] was incorporated into survey design to  In comparison to national data both the synthetic estimate of the most deprived quintile and 
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A χ2 test for goodness‐of‐fit shows a significant departure from the expected 
d b ( 2 ) h ff f ll ddistribution (χ2(2) = 65.8; p<0.001). However, the effect is of small to moderate 
magnitude (φ = 0 240)magnitude (φ = 0.240)

In comparison with the national sample the Healthy Halifax sample shows aIn comparison with the national sample, the Healthy Halifax sample shows a 
significant difference in the distribution of ethnic groups across the segments.significant difference in the distribution of ethnic groups across the segments. 
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respondents could suggest poor family health in some households if the woman is the 
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staff Online completion was offered in addition to the paper 2 f f f h f f hmain decision maker [7]. staff. Online completion was offered in addition to the paper.  A χ2 test for goodness‐of‐fit shows a significant departure from the expected 

distribution (χ2 = 123 5; p<0 001) However the effect is of moderate magnitude
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distribution (χ (1) = 123.5; p<0.001). However, the effect is of moderate magnitude 
(φ = 0.440).

Unconfident fatalist and Live for Today segments are significantly greater in the Healthy 
H lif d t d t th ti t d d i ti k d t ti fil Th

(φ )

I i i h h i l l h H l h H lif l hHalifax data compared to the estimated deprivation skewed segmentation profile. The 
synthetic estimates may underrepresent deprivation and ethnicity in the generated

In comparison with the national sample, the Healthy Halifax sample shows a 
significant difference in the distribution of males and females across the 5synthetic estimates may underrepresent deprivation and ethnicity in the generated 

profiles

significant difference in the distribution of males and females across the 5 
segments. 

profiles.

Commissioning decisions and health intervention planning based on estimates may notCommissioning decisions and health intervention planning based on estimates may not 
reflect and meet the needs of a locality. Demographically representative local lifestylereflect and meet the needs of a locality. Demographically representative local lifestyle 
surveys provide more localised and specific profiles.y p p p

The Healthy Halifax ward level segmentation profiles differ from one other, and from 
segmentation profiles of Healthy Halifax, Healthy Foundations national and estimates for 
Calderdale and the most deprivation quintile. Therefore generalising from national 
synthetic estimates and even a local sample to smaller specific populations may be an 
ecological fallacy and fail to capture the specific local profile and local needs.
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